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Abstract
Background: Youth with HIV (YWH) aged 18–24 are overburdened by tobacco, with half also using cannabis recreationally.
Increasing tobacco cessation necessitates exploring providers’ approaches to cessation. Methods: Grounded in social cognitive
theory, we explored cognitive, socioenvironmental, and behavioral factors impacting providers’ approaches to tobacco use
among recreational cannabis users. Virtual interviews were conducted among healthcare providers caring for YWH in
Washington (legalized cannabis), Massachusetts (legalized cannabis), and Alabama (cannabis not legal). Interviews were tran-
scribed and analyzed via deductive and exploratory, thematic approaches using NVivo 12 Plus. Results: Twelve providers par-
ticipated; 80% were subspecialist physicians. All providers (N= 12) reported discussing tobacco use; none reported discussing
tobacco use in conjunction with cannabis use. Identified themes included competing demands including cannabis co-use, prior-
itization of social determinants of health, and need for youth-tailored tools. Conclusions: YWH disproportionately use tobacco
and recreational cannabis. Optimizing clinical visits to identify opportunities to address tobacco is crucial.
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Background
Smoking is the leading cause of preventable death in the United
States (U.S.).1 Smoking rates are higher among people with
HIV/AIDS (PWH), with rates two to three times higher than the
general population.2 Medical advances in HIV treatment have
increased life expectancies.3 Thus, other chronic medical condi-
tions (eg, sequelae from smoking) are now the main causes of
death among PWH who adhere to HIV treatment (12.3 years
lost to smoking compared to 5.1 years lost due to HIV), emphasiz-
ing the importance of smoking cessation in this population.4

Youth with HIV (YWH) are a critical focus for smoking cessa-
tion interventions. More than half of YWH who smoke cigarettes
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daily also use some form of cannabis.5–7 Co-use of tobacco and
cannabis is associated with higher nicotine-dependence compared
to cigarette smoking alone.8 Recreational cannabis use leads to
tobacco initiation and difficulties with tobacco cessation and is
associated with poor antiretroviral adherence among those with
cannabis use disorder.9–13 However, YWH and providers alike
may use and recommend cannabis adjunctively or as natural
therapy for many conditions (eg, nausea, anxiety) associated
with HIV.11,14 Thus, comprehensive HIV care in YWH should
address tobacco cessation, including within the context of recrea-
tional cannabis co-use.

Few interventions focus on tobacco cessation among YWH,
and none focus on tobacco and recreational cannabis co-users.15

This study uses qualitative methods to investigate how provid-
ers from three U.S. institutions approach tobacco use among
YWH. We explored attitudes, barriers, and facilitators of dis-
cussing tobacco, tobacco cessation, and tobacco cessation in
the context of cannabis co-use. We also explored treatment pit-
falls and strategies to improve cessation.

Methods

Setting
Participants were recruited from three clinics that provide services
to YWH in Massachusetts, Washington, and Alabama.
Massachusetts and Washington have legalized recreational and
medicinal marijuana.16 The Massachusetts clinic is a large urban
community health center serving approximately 3,700 individuals,
predominately non-Hispanic white men (60%) with 2% of their
population identifying as transgender; the Washington clinic is
an HIV subspecialty clinic serving 2,600 individuals including
men who have sex with men (55%), Latino/a (14%), and individ-
uals who use injection drugs (23%). The Alabama clinic is also an
HIV subspecialty clinic serving 3,400 individuals with a larger
proportion of African Americans (65%) and African-American
cis-women (24%) than the other sites.

Participant Recruitment
Purposive sampling was used to identify eligible participants
who were physicians, nurse practitioners, or physician assis-
tants with prescribing privileges at one of the sites. An email
was sent to prospective participants caring for YWH.
Interested participants contacted study staff to schedule a
1-hour Zoom interview, consented verbally, and completed a
brief demographic questionnaire administered by the study
team. Staff then conducted a semi-structured qualitative inter-
view using a researcher-developed interview guide (IDI).

In-Depth Interviews
The IDI guide was grounded in social cognitive theory (SCT),
exploring factors that motivate or demotivate individuals’
engagement in specific behaviors. The three main constructs
are personal cognitive factors, socioenvironmental factors,

and behavioral factors.17 The IDI focused on provider’s health-
care setting, approach to tobacco and cannabis use, approach to
co-use of tobacco and cannabis, and approach to tobacco cessa-
tion with YWH compared to other patients (eg, those not living
with HIV; PWH older than 24). Example questions are dis-
played in Table 1. Interviews were conducted by a qualitatively-
trained, non-provider study team member (PP), audio recorded,
and transcribed until thematic saturation was achieved.
Participants were compensated with a $50 pre-paid incentive
card for completing the interview.

Analysis
Transcripts were reviewed by two coders (PP and SVH) using
exploratory thematic analysis. First, they coded three interviews
each to identify codes inductively and to iteratively develop,
refine, and finalize a codebook. Discrepancies in coding were dis-
cussed and resolved, and subsequent inter-rater coder agreement
was 99%. Then after finalizing the codebook, they analyzed all tran-
scripts and identified themes and subthemes. Thematic saturation
was achieved.

Ethical Approval and Informed Consents
The Institutional Review Boards of the University of Alabama
at Birmingham (IRB approval 300000632), University of

Table 1. Example Interview Questions.

Provider Healthcare Setting • Every clinic works differently
and is comprised of different
team members. Can you
please share a little about how
the clinic in which you
provide HIV care is
constructed and functions?

Approach to tobacco and
cannabis use

• How did the presence or
availability of support staff (eg,
mental health providers, peer
navigators, etc.) impact your
discussion?

Approach to co-use of
tobacco and cannabis

• Think back to a recent clinical
encounter in which you
discussed tobacco with an
18-24-year-old living with HIV
who used tobacco and
cannabis. Can you tell me a
little about the conversation,
who started the discussion,
how well it went, what
prompted you to talk about
the individual’s co-use (both
tobacco and cannabis) at this
visit?

How the approach to tobacco
and cannabis cessation
varies by population

• How did this discussion differ
from discussions among
different populations? Young
people not living with HIV?
Older adults (30yo and older)
living with HIV?
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Washington (IRB-00006878), and Fenway Health (IRB
approval 1368453) approved all study procedures and informed
consent documents. All participants provided informed
consent.

Results

Demographic Characteristics
Recruitment occurred March to July, 2021. Recruitment emails
were sent monthly to each of the recruitment sites. Twelve pro-
viders (eight [67%] from the Alabama clinic) completed the
screening, were eligible, enrolled in the study, and completed
IDIs (Table 2). Participants were predominately physicians (N
= 10; 83%), infectious disease specialists (N= 8, 67%),
non-Hispanic (N= 11, 92%), white (N= 8, 67%), and female
(N= 7, 58%).

Major Themes
Participating providers expressed confidence with regular
inquiry about use of traditional combustible tobacco products;
however, provider practice varied in the frequency with
which they inquired about recreational cannabis use, making
identification and discussion of tobacco and cannabis co-use
rare. IDIs revealed the interaction of individual provider and
structural factors hindering discussions about use and cessation:
(1) tobacco cessation discussions were limited by providers’
competing demands and prioritization of issues; (2) mental
health and social determinants thereof need to be addressed in
order to position patients to consider modifying tobacco and
tobacco-cannabis use; and (3) providers desire effective and
efficient tools to assist YWH with tobacco and tobacco-
cannabis co-use. Each of these themes and subthemes was
mapped back to constructs from the SCT (Figure 1).

1. “It’s just not a priority.” Tobacco cessation discussions
were limited by providers’ competing demands and pri-
oritization of issues

Providers serve patients who have medical and
psychosocial needs in addition to HIV-care needs.
However, due to well-established visit time constraints,
providers tend to prioritize HIV and mental health over
tobacco and cannabis use. One provider explained,

“I’m a firm believer of not biting [off] more than I can chew in
a visit, and also not overwhelming patients, so I don’t like to
deal with multiple crises at the same time. Usually, I take
care of the HIV and other mental health stuff.” (P9: Physician)

“…there are some patients where I can just look at their chart
and know that we’re not gonna be talking about their
smoking for a year.” (P10: Physician)

Additionally, providers noted addressing tobacco and cannabis
with YWH specifically, compared to adults with HIV, can be
challenging given YWH are overall healthy with fewer
chronic medical conditions, and therefore have fewer visits
with their HIV providers. Another challenge is the need to
address the patients’ desired topics when they come in for an
acute-care visit (vs longitudinal well-patient visit), even if
patient desires do not align with provider goals.

“… I think in young adults who I find are … usually other-
wise healthy… they’re just really not coming to the doctor’s
office that often to talk about sorta healthcare in general. It’s
usually associated with something urgent, and then often-
times it’s hard to make time and space for [smoking].”
(P11: Physician)

2. “How can this person… quit when we’re not providing
him any sort of support to quit?” Mental health and
the social determinants thereof need to be addressed

Table 2. Demographics of Participating Providers Caring for Youth
With HIV.

Demographic
Total Participants

N (%)

Location Fenway Health 1 (8.3)
The University of Alabama

at Birmingham
8 (66.7)

The University of
Washington

3 (25.0)

Specialtya Infectious Disease 8 (66.7)
HIV Specialist, Family

Medicine
1 (8.3)

HIV Specialist, Adolescent
Medicine

1 (8.3)

Primary Care Practitioner 1 (8.3)
Provider Type

Physician 10 (83.3)
Nurse Practitioner 2 (16.7)
Physician Assistant 0 (0.0)

Years Caring for
PLWHb 0-10 5 (41.7)

11-20 6 (50.0)
20 or more 1 (8.3)

Racec

White 8 (66.7)
Black or African American 3 (25.0)
Asian 2 (16.7)
Other Race 1 (8.3)

Ethnicity
Hispanic or Latinx 1 (8.3)
Non-Hispanic or Latinx 11 (91.7)

Genderd Female 7 (58.3)
Male 5 (41.7)

aThere were no participants who identified as HIV Specialists in Internal
Medicine or Pediatrics.
bPLWH, People living with HIV.
cThere were no participants who identified as American Indian/Alaska Native or
Native Hawaiian/Other Pacific Islander.
dThere were no participants who identified as Trans male, Trans female, or
Gender nonconforming.
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in order to position patients to consider modifying
tobacco and tobacco-cannabis use.

Providers acknowledged that many patients’ sub-
stance use is related to mental health and often informed
by social determinants of health (SDoH)—the environ-
ment where that patient lives, works, and plays.18 A
Nurse Practitioner participant notes,

“…for people who have a lotta chaos and have a lot of
anxiety in their life, they prioritize tobacco as a way of
dealing with that anxiety, that maladaptive have a cigarette,
calm down for a few minutes, as a way to help deal with the
anxiety of their life.” (P8)

“…it kinda depends on if their life is otherwise stable too.
And during COVID, in this political environment, it has
been tough to prioritize these coping mechanisms [tobacco
and cannabis use] as things I wanna remove from people.
(P9: Physician)

When SDoH are a challenge, cessation of substances like
tobacco and cannabis are not patient priorities; thus, providers
pivot their focus in response. Providers reported that addressing
more addictive and lethal substances such as heroin, crack
cocaine, and methamphetamine was a top priority given their
ability to negatively impact success in HIV care and greater
risk of causing acute damage.

“…if [patients] use marijuana or smoke tobacco along with
[heroin], my priority is really to try to keep them from

overdosing from heroin… and not necessarily to stop
smoking cannabis.” (P4: Physician)

Another provider describes her encounter with a newly diag-
nosed young person, and how she pivoted her discussion after
recognizing his distress.

“He had a lot of social stuff going on as well. So, he was
trying to find a safe place to live. And… he was newly diag-
nosed. Like very, very newly diagnosed with HIV. So, we
were also dealing with the pressure, and the stress that
comes with that and…Just trying to let him know he was
gonna be okay.” (P1: Physician)

Many providers were aware of the cyclical impact poor SDoH
have on their ability to address patients’ substance use.
Furthermore, poor SDoH can be more challenging to tackle in
YWH who have fewer tangible resources and social supports.
One provider noted difficulties with managing an individual’s
cannabis use in light of housing insecurity.

“A lot of these youngsters are smoking cannabis because of
the chaotic environment they’re living in. If you’re homeless
or living in your car, I can… understand why you would
want cannabis. … …how can this person… quit when
we’re not providing him any sort of support to quit?… obvi-
ously the fundamental aspect of getting him support to quit

Figure 1. Major themes and subthemes mapped to the social cognitive theory. On the left are the three constructs that affect health
behavior-environmental (E), behavioral (B), and cognitive factors (C). Environmental factors include factors such as social norms and structural
factors; behavioral factors include adherence skills and self-efficacy; and cognitive factors include knowledge and attitudes about a particular
behavior.17 On the right, each column represents one of the three major themes and its associated subthemes. Each subtheme is mapped back
to a construct from Social Cognitive Theory (represented by a circle with a letter).
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would be secure housing. But we can’t get housing because
he can’t quit.” (P6: Physician)

“’Cause, you almost feel out of touch when your patient is
like, ‘I don’t have a safe place to sleep. And I can’t get
access to food. And I’m worried that this HIV’s gonna kill
me. And I have these thoughts of depression. And some-
times I’m thinking about killing myself.’ And you’re like,
‘Oh, by the way, stop smoking.’” (P1: Physician)

Some providers expressed concern that addressing tobacco and/
cannabis among patients could impact rapport or deter a patient
from remaining in HIV care.

“…Because I’m trying to establish rapport with these
patients—I need them to come back, I need them to stay
on their medicine—I personally do not focus on their canna-
bis use.” (P6: Physician)

“some of it’s a matter of addressing what the roadblocks are,
or barriers, for them to get care in the first place. And the
folks … whose viral loads are elevated, generally, are
much more at high risk. Their behaviors are high risk. A
lot of times, I’ll see them for substance use and mood disor-
ders that are worsened because of the fact that if I start ‘em
on a medicine, then they don’t come back … Their social
support systems are non-existent, or their support systems
are as chaotic as they are.” (P2: Nurse Practitioner)

“I just wanna … mention it, sorta do some motivational
interviewing, leave a teaser and say, like, let’s talk about
this again because ultimately, I do want people to come
back into clinic… ‘Cause I do know that I feel when I go
to the dentist, I’m sheepish that I haven’t flossed, and I
can only imagine how people would feel if they’re talking
about smoking use.” (P11: Physician)

3. “Differing strategies based on who the individual is is
not something I ever really see training on.” Providers
desire effective and efficient tools to assist YWH with
tobacco and tobacco-cannabis use.

One common concern was how to approach co-use in
this population in general. One provider expressed,

“So if they are serious about quitting, rather than them trying
to go cold-turkey, which usually never goes very well, I have
suggested nicotine replacements. Marijuana, gosh, I don’t
know. I’m not sure what I can offer them to cut off marijuana
use. And again, these youngsters, a lot of them could benefit
from counselling, but access to counselling services is also
somewhat limited…I know that there’s lots of printed mate-
rial that’s informational, but I’m not sure how much that res-
onates with teenagers or young adults. You know? It’s more
I’m not sure if more information is necessarily what’s going
to make the difference.” (P6: Physician)

When probed about additional resources they would need,
one provider stated, “maybe some more data on what
really works.” (P11: Physician)

Most providers stated they had challenges discussing negative
effects of cannabis with patients. This challenge was present
regardless of the state’s legal status of marijuana and was aug-
mented by patients and providers who do not believe marijuana
is a harmful substance. A provider noted,

“I will say, ‘Marijuana, poppers, cocaine, crystal meth,
GHB, molly, ecstasy, shrooms.’ Like I’ll throw in some of
the bar recreational drugs, and I’ll list all of them. They’ll
say, ‘Oh, no, I don’t do any of that. I do marijuana.” (P9:
Physician)

Most providers reported not being trained to think about com-
bined effects of tobacco and cannabis use.One provider dis-
cussed cannabis use explicitly while another discussed a lack
of training able to address individual nuances, including
co-substance use.

“I generally don’t treat them [tobacco and cannabis co-use
compared to singular substance use] differently. And it’s
partly because I feel like all of my patients use marijuana.”
(P6: Physician)

“And the other thing this conversation is bringing to mind is
education about the optimal strategies based on the individ-
ual, based on their age, based on their HIV status, or
co-substance use status, or other conditions, or, differing
strategies based on who the individual is, is not something
I ever really see training on.” (P12: Physician)

Discussion
YWH disproportionately use tobacco and cannabis recreation-
ally compared to their peers and are at greater risk of experienc-
ing negative consequences from their co-use. This qualitative
study is the first to explore providers’ perspectives on tobacco
use in the context of recreational cannabis co-use in YWH.
While all providers systematically inquired about tobacco use,
empathy surrounding disordered patterns of cannabis stifled
conversations about recreational cannabis. Thus, identification
of patients who may be at risk of compounded negative
effects associated with co-use of tobacco and recreational can-
nabis rarely occurred. Furthermore, all providers emphasized
the importance of a holistic patient-centered approach to
addressing tobacco use, inclusive of having available and acces-
sible resources for addressing mental health and SDoH.
Providers also felt that scientific data about the harms of recre-
ational cannabis and successful approaches to cessation were
lacking, and that the absence of this information in conjunction
with the unique psychosocial factors affecting YWH made it
challenging to focus on addressing this aspect of co-use, often
seen as a coping strategy.
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Providers’ confidence in managing tobacco use in this study
mirrors findings from previous studies among HIV provid-
ers.19,20 Furthermore, similar to other studies, providers
embraced using a holistic approach to addressing tobacco ces-
sation that factored in mental health and access to resources.19

However, unlike other studies, these providers did not feel as
though addressing smoking was as high priority as mental
health, the cessation of other substances, and psychosocial
factors affecting medication adherence.19,21 Thus, better and
more efficient evidence-based tools that are adaptable to spe-
cific patients’ needs are necessary to aid providers in addressing
tobacco and cannabis use.

Providers caring for YWH represent both primary care HIV
practitioners and HIV or infectious disease subspecialists.
Studies show that primary care providers perform better at
screening and addressing preventative care and health mainte-
nance topics such as tobacco and cannabis use.21 One study
found HIV providers who self-identified as providing primary
HIV care performed better with screening, counseling, and
managing their patients’ tobacco use compared to providers
self-identifying as HIV or infectious disease specialists.20

Even though Health and Human Services (HHS) guidelines
for adolescents and adults living with HIV strongly recommend
that “people with HIV and [substance use disorders] should be
offered evidence-based pharmacotherapy (eg, opioid agonist
therapy, tobacco cessation treatment, alcohol use disorder treat-
ment) as part of comprehensive HIV care in clinical settings,”
there is still a debate about which setting is best suited for man-
aging substance use.22

The U.S. Preventative Services Task Force has recom-
mended several interventions in addition to pharmacological
tobacco cessation tools.23 While some of these recommenda-
tions are brief (eg, referral to a quit line), other interventions are
more time-intensive (eg, 5 A’s and motivational interviewing).
Furthermore, PWH have a higher prevalence of substance use
and psychiatric disorders, which is compounded by individuals’
use of substances to cope with psychiatric diagnoses and/or
HIV.24 The addition of cannabis as a coping or symptom-
management tool further complicates tobacco cessation, as heavy
cannabis use can impede tobacco cessation and result in
re-initiation of tobacco use among those who have successfully
quit.24 HIV clinics have interdisciplinary models of care that are
uniquely positioned to provide medical, psychological, and social
resources capable of addressing tobacco use within this context.
However, a large national survey revealed that only 20% of provid-
ers had received formal training on tobacco counseling and treat-
ment.21 While co-location of HIV, mental health, and substance
use services has been shown to result in better health outcomes,

expertise and specialized training on tobacco still remains
limited.25 One recent practical guideline for providers caring for
PWH who smoke tobacco states that there are no explicit recom-
mendations for youth.26 Indeed there are no studies specifically
focused on addressing tobacco use among YWH. Table 3 provides
some resources available to providers. Focused studies on YWH
are needed because youth are cognitively still immature and have
less experience and fewer resources to navigate the structural bar-
riers present in managing tobacco and cannabis co-use, with poly-
substance use, mental health comorbidities, and poorer SDoH
further complicating care. Furthermore, smoking morbidity is one
of the leading causes of death among PWH; focusing on tobacco
cessation when PWH are young will have the greatest impact on
quality adjusted life years.27 Thus, it is not surprising that providers
are unsure of the best approaches in YWH.

This study should be viewed within the context of some
limitations. Study sample size was small, with the majority
of providers representing one site, and may have been
impacted by the COVID-19 pandemic and competing respon-
sibilities among potential participants. Participating providers
may have been more interested in this topic, and there may
have been social desirability bias to emphasize that screening
is occurring at all visits. In spite of these limitations, this
study was able to explore the perspectives of providers prac-
ticing in three different states within three different regions of
the country. The study specifically focused on exploring this
topic within YWH in order to understand how their unique
needs affect management and distinguish provision of care
among this population compared with adults with HIV and
the general population. Finally, this study’s intentional inclu-
sion of cannabis co-use provides a comprehensive realistic
lens of how polysubstance use may complicate tobacco cessa-
tion discussions.

Conclusions
This study illustrates the complexity in addressing tobacco ces-
sation among YWH, including those who co-use recreational
cannabis. While providers are well-trained in screening for sub-
stance use, providers desire additional training in evidence-
based tools for both tobacco and cannabis cessation. Research
exploring which tools can be adapted to, and developmentally
appropriate for YWH is needed to update provider guidelines
for youth. Furthermore, providers remain empathetic to holisti-
cally caring for YWH and thus will need to leverage interdisci-
plinary services to address co-morbid psychiatric and
socioeconomic challenges.

Table 3. Practical Resources for Approaching Tobacco Use in Youth with HIV.

National Quitline - For English: 1-800-QUIT NOW (1-800-784-8669) - For Spanish: 1-855-335-3569 - Additional languages available
Smoke Free - smokefree.gov - https://teen.smokefree.gov/
BecomeAnEX.com
Freedom from Smoking (American Lung Association) - https://www.lung.org/quit-smoking/join-freedom-from-smoking
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Nevertheless, there are at least some resources available to
these providers (Table 3). While recent practice guidelines do
not provide recommendations for smoking cessation in YWH,
nor address strategies to reduce cannabis use, providers can
incorporate current tobacco cessation clinical recommendations
and behavioral interventions. In the future, research on and dis-
semination of synergistic effects of tobacco and cannabis use,
combined with the development of evidence-based guidelines
specific to YWH on approaching tobacco and tobacco-cannabis
cessation should be developed.
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IDI In-depth interview
SCT Social Cognitive Theory
SDoH Social Determinates of Health
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