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Abstract

Although previous studies suggest that the clinical setting of an interdisciplinary pain treatment
program may provide an optimal environment to promote smoking cessation, currently available
smoking cessation interventions may be less effective for adults with chronic pain due, in part, to
unrecognized clinical factors related to chronic pain. The specific aim of this qualitative study was
to solicit information from adult smokers with chronic pain participating in an interdisciplinary
pain treatment program regarding their perceptions of how smoking affects pain symptoms, and
how these beliefs, cognitions, and emotions may either impede or facilitate smoking cessation.
Similar information was solicited from a group of pain specialty physicians. The study involved
18 smokers with chronic pain, and seven physicians. Patients reported that smoking was an
important coping strategy for pain and distress, primarily by offering an opportunity for distraction
and avoidance, respectively. The majority of patients using opioids reported that opioid
consumption stimulated smoking. Important barriers were identified toward making a quit attempt
during pain treatment including quitting smoking while making changes in opioid use, and
perceived difficulty managing multiple treatment-related stressors. Several pain-related benefits of
smoking cessation were identified by physicians, but important barriers to providing smoking
cessation services were recognized including lack of time and knowledge about how to help
patients quit smoking. The findings of this study identified several novel and important clinical
factors that should be incorporated into a targeted smoking cessation intervention for adults with
chronic pain.
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INTRODUCTION

Among adults with chronic pain, smoking is associated with greater levels of pain, greater
levels of depression and anxiety, worse physical functioning, and consumption of greater
dosages of prescription opioids.1=> Although long-term treatment outcomes of therapies for
chronic pain in ambulatory settings are worse in patients who smoke,5-2 we have shown that
the immediate outcomes of a 3-week interdisciplinary pain treatment program for patients
with chronic pain were similar or significantly better in smokers compared to
nonsmokers.14® Because smoking may contribute to the pathophysiology of pain,10 therapy
for chronic pain may also provide an excellent opportunity for clinicians to address smoking
behavior. However, it is not known how smoking cessation might affect pain symptoms.
Although limited, current evidence suggests that it may be very difficult for patients with
chronic pain to quit smoking.1:11

Our long-term goal is to design an efficacious intervention to help patients with chronic pain
stop smoking, and to integrate the intervention into ongoing pain therapy. While this area of
clinical research is highly novel to pain medicine, efficacious tobacco cessation
interventions have been successfully integrated into the treatment protocols of several
chronic illnesses.12:13 As a first step toward designing an integrated smoking cessation
intervention for adults with chronic pain, formative research is needed to identify the unique
barriers and facilitators of smoking cessation in a clinical setting where patients are
receiving treatment for chronic pain. The present study was conducted to determine the
attitudes and beliefs of both patients and pain medicine physicians regarding smoking
cessation interventions applied during pain therapy. Two qualitative studies were conducted
as components of this formative research: (1) interviews with smokers participating in an
interdisciplinary pain treatment program, and (2) interviews with pain medicine physicians.

METHODS

Study Participants

This study was approved by the Institutional Review Board, and written informed consent
was obtained from all study participants. All patients were recruited from an outpatient
interdisciplinary pain treatment program, and all physicians were pain specialty providers.
Key informant interviews were conducted with five patients who smoked cigarettes and
were undergoing treatment for chronic pain, five smokers who had previously undergone
treatment for chronic pain within the past 6 months, and five who had previously undergone
treatment for chronic pain and had concurrently received a brief smoking cessation
intervention that was the standard of care at our institution.! A focus group was conducted
involving an additional three smokers with chronic pain who were undergoing treatment. A
separate focus group was conducted with seven pain specialty physicians including four
anesthesiologists, two physiatrists, and one radiologist.
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Patient inclusion criteria included status as a current cigarette smoker, age greater than 18
years, and persistent pain of greater than 6 months duration. Exclusion criteria included the
co-occurrence of a substance abuse or dependence disorder, severe mood disorder, psychotic
disorder or dementia. Patients were also excluded if they used other forms of tobacco
including cigars, pipe, bidis, or smokeless tobacco. Attempts were made to recruit a similar
number of men and women, and a similar number of opioid and nonopioid users. All
patients were remunerated $20 for study participation, but the physician participants waived
remuneration.

Study Setting

The study was conducted at an outpatient interdisciplinary pain treatment program; a
treatment setting that has been previously described.14 The outpatient program is of 3 weeks
duration. Admissions to the program occur on a revolving basis, and patients attend 8-hours
daily for 15 consecutive working days. A cognitive-behavioral model serves as the basis for
treatment. The primary goal of treatment is functional restoration. During the course of
treatment, patients are involved in daily physical reconditioning, biofeedback and relaxation
training, stress management, chemical health education, activity moderation, and elimination
of pain behaviors. Patients are also involved in daily cognitive-behavioral group educational
sessions where the aforementioned aspects of pain rehabilitation are addressed.

Patient and Physician Interviews

Measures

Participatory research has been defined as a systematic inquiry which involves the
collaboration of those affected by the issue being studied for purposes of education, taking
action, and effecting change.1® This approach has been recognized as a strong method to
improve the potential effectiveness and dissemination of behavioral change interventions. A
semi-structured interview guide was developed by the investigative team for the patient and
physician interviews (Table 1). All informant and focus group interviews were led by a
single investigator. The informant interview was audiotaped and transcribed verbatim for
subsequent analysis. The focus groups were videotaped to ensure that dialog was attributed
to the correct participant in the group. All dialog from the focus groups were transcribed in a
manner similar to the informant interviews.

Demographic, Clinical Characteristics and Determination of Opioid Dose—
Demographic information and clinical characteristics were collected including age, pain
duration, primary pain site, marital status, years of education, and medication use. The daily
opioid dose of each patient was determined by self-report and review of pharmacy records,
as previously described.16 The daily opioid dose was converted to daily morphine
equivalents using an equianalgesic conversion software program (Cynergy Group, Poulsbo,
WA, USA).17

Pain Severity—Pain severity was assessed using the pain severity subscale of the

Multidimensional Pain Inventory (MPI),18 which has proven reliability and construct
validity.1® Raw scores from the pain severity subscale were converted to standardized T-
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scores with a mean of 50 (range 0 to 100) and a standard deviation of 10.20 Higher scores
indicate greater pain severity.

Center for Epidemiologic Studies-Depression Scale—Depression was assessed
using the Center for Epidemiologic Studies-Depression scale (CES-D), which has
established reliability and validity in adults with chronic pain.21:22 Scores range from 0 to 60
where higher scores indicate greater levels of depression.

Pain Anxiety Symptoms Scale—The short version of the Pain Anxiety Symptoms
Scale (PASS-20) was used to measure pain-related anxiety and fear.23 The 20-item self-
report questionnaire has a score range of 0 to 100 where higher scores indicate greater levels
of anxiety.

Pain Catastrophizing Scale—The Pain Catastrophizing scale (PCS) is a self-report
questionnaire that assesses negative cognitions and emotions associated with actual or
anticipated pain experiences.?* The 13- item questionnaire as a scale range of 0 to 60, where
higher scores indicate negative expectancies regarding the capacity to cope with pain.

Short Form-36 Health Status Questionnaire (SF-36)—The Short Form-36 Health
Status Questionnaire (SF-36) was developed to assess health attributes during the past
month.25-27 Raw scores were converted to T-scores with a normative value of 50 and a
standard deviation of 10. The standardized T-scores were calculated from published age- and
gender-specific scores derived from the general U.S. population.28 Higher scores on the
physical and emotional functioning subscales reflect a more favorable health status.

Fagerstrom Test for Nicotine Dependence—The severity of nicotine dependence was
assessed using the Fagerstrom Test for Nicotine Dependence.?® The FTND is an abbreviated
version of the Fagerstrom Tolerance Questionnaire.3? The FTND has been found to predict
smoking abstinence, and is correlated with biochemical measures of nicotine dependence.3!
Scores range from 0 to 10, with higher scores indicating greater levels of nicotine
dependence.

Data Analysis

Demographics (age, sex, ethnicity, marital status, educational status, employment status) and
clinical characteristics (number of cigarettes smoked daily, pain duration, primary pain site,
depression, pain severity, opioid use, daily morphine equivalent dose) of smokers were
summarized. Mean and standard deviation (SD) were reported for continuous variables, and
count and proportion were reported for categorical variables. All analyses were completed
using SPSS (version 18.0; IBM Inc., Chicago, IL, U.S.A.).

Thematic and content analysis strategies were used to identify core concepts and to develop
categories for coding interview and focus group data. Predominant themes, for example
beliefs, cognitions, and emotions, were identified and a coding strategy was developed for
each data source including patient interviews, and the physician and patient focus groups.
All qualitative data were analyzed using methods of content analysis which is the systematic
process of sorting and coding information based on themes.32:33 Qualitative content
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analytical approaches focus on analyzing both the explicit content of a text and the latent
content which can be extrapolated from the text.34:35 A qualitative software analysis
program was used to facilitate data coding and sorting (QSR, Doncaster, Victoria, Australia;
Non-numerical Unstructured Data Indexing Search and Theorizing; N6 2002).

Patient Characteristics

Table 2 contains baseline demographic and clinical characteristics of the patient participants.
The pain severity subscale was near the 50th percentile of the MPI. However, the CES-D,
PASS-20, and PSC were elevated, denoting high levels of depression, anxiety, and pain
catastrophizing. The physical and social functioning subscales were 2 to 3 standard
deviations below the 50th percentiles of the SF-36, indicating reduced levels of functioning.

Patient Interviews

The patient focus group revealed themes that were highly consistent with the themes
identified across individual interviews; thus, the responses from the focus group and the
individual interviews were combined.

Pain, Stress, and Smoking—~Patients described strong interactive connections between
pain, distress, and cigarette smoking (Table 3). In particular, smoking was seen as an
important coping strategy for pain and distress, primarily by offering an opportunity for
distraction and avoidance. Patients explained that emotional distress can worsen pain (eg,
“Stress makes your pain ten times worse”), and can increase urges to smoke (eg, “If I have
an argument or final exam or something that’s a stressor, | have that feeling that | want to
have a cigarette more™). Pain was also identified to lead to increase urges to smoke (eg, “My
smoking is extremely related to my pain. When | have pain in my knee, instead of rubbing
my knee I’ll go smoke a cigarette,” and “I know if | have a flare-up of pain or one of my
shooting, stabbing pains ... yeah, I’ll want to go for a cigarette.”). Among those using
opioids, most observed that use of these medications increased urges to smoke (eg, “When |
was on a higher amount of opioids, it would make me a chain smoker,” and “Once the
medication starts working, it’s like, okay | need to smoke a cigarette ... and then, you know,
you could sit out there and smoke a few cigarettes before you feel satisfied. For every time
the medication goes down, so does the number of cigarettes that | smoke in a day”).
However, two patients indicated that use of opioids reduced urges to smoke (eg, “I probably
smoke less with the medication, because it dulls the pain,” and “When | took more pain
medication, it lessened my craving for cigarettes ... and when my mind’s cluttered with the
opioids, it’s hard for me to concentrate on smoking. Like, oh yeah, | need a cigarette right
now, and it had been like hours since | had my last one, and I just forgot all about
smoking.”)

Benefits of Attempting Smoking Cessation during the Interdisciplinary Pain
Treatment Program—The majority of patients interviewed (68%) described themselves
as somewhat motivated to quit smoking, or viewed concurrent participation in the
interdisciplinary pain treatment program as a potentially beneficial time to attempt quitting.
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The predominant themes among the identified benefits of attempting smoking cessation
while involved in the pain treatment program are presented in Table 4. A prominent theme
was the importance of support for smoking cessation, and the availability of support within
the pain treatment environment. Even among those patients reporting less motivation to quit,
there was recognition that the peer and staff support within the pain treatment program
would be important for quitting smoking. The structure and limited time available for
smoking was also seen as an aid to smoking cessation while in the pain treatment program
(Table 4). Additionally, the busy schedule and no-smoking environment provided distraction
and reduced opportunities for smoking. Consequently, many cut back on smoking whether
they were motivated to quit or not. A patient who had not been motivated to quit explained:
“You’re locked in classes for 9 hours a day, so unless you sneak outside to have a cigarette,
which they don’t give you much time to do that, it probably is a good time [to quit]. If |
came in here and was off the medications completely, and | had this structured environment,
then I believe it would help.”

Some patients recognized that the content of the interdisciplinary pain program also applied
to smoking cessation including learning new coping strategies, changing behaviors, and
changing pain-related cognitions (eg, “Some of the breathing techniques, managing stress,
managing anxiety, the exercise ... quite a bit of it, you know, we have the relaxation tapes
and CDs. They can all be applied too and be helpful to quit smoking,” and “We’re changing
the whole way we think about life, so we might as well change the way we think about
smoking at the same time”). Patients also described access to smoking cessation information
and resources (medication and counseling) available while in the pain treatment program as
beneficial (eg, “Here you have different ways to help you quit smoking or if you want to try
any of the aids there are to help you quit smoking and having someone to talk to about it.”)

Barriers to Attempting Smoking Cessation during the Interdisciplinary Pain
Treatment Program—Two subthemes regarding barriers to quitting smoking were
described by patients (Table 5). The first subtheme among opioid users was the challenge of
quitting smoking while making changes in opioid use. Secondly, patients described
experiencing multiple concurrent changes and treatment-related stressors as barriers to
smoking cessation. Though not a predominant subtheme, some patients expressed concern
that quitting smoking would increase physical discomfort, both from pain and from nicotine
withdrawal (eg, “1’d be afraid of the pain getting worse if | quit smoking. The pain would
get worse and | know when | slowed down, you kind of go through the same withdrawals
that comes as most of the medications”).

Preferred Format and Content of a Smoking Cessation Intervention—Patients
preferred a group-based intervention for smoking cessation while in the interdisciplinary
pain program. Consistent with the theme described above regarding benefits of attempting
smoking cessation, patients viewed the support of others in a similar situation as important
and helpful. For example, one patient said: “When you are one-on-one, you only have one
person that’s giving you support, but in a group, they all help you and help themselves, so
they’re all going through the same thing.” Other patients did comment on the helpfulness of
individual sessions with a smoking cessation counselor, for a variety of reasons (no overall
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theme), including greater likelihood to talk in a private session, individually targeted
information, and individual support. In terms of program content, many viewed general
medical information about smoking and smoking cessation as helpful (eg, “The carbon
monoxide test opened my eyes. | didn’t realize you carried that amount around in your body
for 24 hours after a cigarette™). Patients also recommended follow-up support once they had
concluded the pain treatment program. Various types of follow-up support were suggested
including social networks, telephone quitlines, email messages, and calls from the smoking
cessation counselor.

Use of Smoking Cessation Medications—There was variability in knowledge,
motivation and experience with use of stop smoking medications where some had used
multiple medications and others had used none. Perceived barriers to use of medications
included cost and acceptability (eg, “I’ve never used them, I’ve always refused them,” and
“Medical coverage doesn’t cover them and they were too expensive for me” and “I’ve never
tried the pills because the last thing | wanted was another pill in my system”).

Importance of Individual Patient Preferences—There was variability in readiness
and preferred timing to set a target quit date. Patients emphasized individual differences and
the importance of targeting smoking cessation treatment to the individual.

Pain Medicine Physicians’ Perspective

Qualitative analysis of the focus group of physician specialists revealed three predominant
themes (Table 6). All physicians perceived smokers as a more distressed and challenging
subgroup of pain patients. Several physicians believed that many of these patients smoked to
cope with stress and negative emotions. Some also believed that severe pain and opioid use
were likely barriers to quitting smoking. Physicians also emphasized the barriers they had
experienced in providing smoking cessation services to patients with chronic pain (Table 6).
Barriers included lack of time, and lack of perceived confidence or skill to deliver a smoking
cessation intervention. Some also described the challenges of providing a smoking cessation
intervention within a pain-focused specialty evaluation. They expressed discouragement
about patients’ perceived lack of motivation to quit smoking, and lack of professional
interest in this aspect of patient care (eg, “I didn’t go into that, because it is not interesting to
me”). Despite these barriers, the physicians named several benefits of patients quitting
smoking including physical health benefits (eg, “It should help with their respiratory
health™), improved coping (eg, “By quitting smoking you are learning different coping
techniques that can also be used for their pain), and enhanced patient confidence to make
other positive life changes. When asked about their willingness to learn about a smoking
cessation intervention for patients with chronic pain, the physicians were receptive, but most
emphasized that the intervention would need to be very brief (ie, 5 to 10 minutes maximum).

DISCUSSION

This qualitative study provides novel information about the attitudes and beliefs of smokers
with chronic pain regarding the perceived interactions between smoking and pain, and
smoking cessation interventions. We chose a qualitative research approach because these
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methods have been recommended for collecting data sensitive to the unique personal
experiences, perceptions, and behaviors of patients.36:37 The value of qualitative data in
health-related research is increasingly recognized in that knowledge of health and illness can
be enhanced if it includes the subjective experience of the individual patient.37:38
Furthermore, use of qualitative methods is the recommended first step in research designed
to assess patient preferences and opinions,3” including research related to tobacco cessation
interventions.39

Patients identified that smoking was an important distractor from pain. This is a novel
clinical observation that has not been previously recognized. Distraction is a widely used
behavioral technique that focuses attention away from pain.?%:41 The use of distraction as a
behavioral analgesic technique reduces clinical pain,*? and distraction is associated with
neurophysiologic changes in brain regions implicated in the endogenous modulation of
pain.*3:44 Enhancing the motivation to participate in a distraction task further augments the
analgesic effects of distraction, especially among individuals with high levels of pain
catastrophizing. 4° This is particularly relevant because smokers with chronic pain have
significantly greater levels of pain catastrophizing compared to both former and never
smokers, and similarly elevated levels of catastrophizing were also observed among patients
participating in the current study (Table 2). Collectively, these observations suggest that
smoking may be a highly motivated task to distract attention away from pain, and the
identification and incorporation of alternative distraction tasks could prove to be an
important component of a targeted smoking cessation intervention for adults with chronic
pain.

Smoking was also identified as an important strategy for managing various aspects of pain-
related emotional distress. This was consistent with previous population-based studies#6-49
which was important because it supports, in part, the external validity of the observations
from this small qualitative study. Smokers seeking treatment for chronic pain have been
shown to have significantly higher levels of depression, painrelated anxiety, affective
distress, and pain severity compared to nonsmokers with chronic pain.2-3> These measures
of emotional functioning are of clinical relevance in that greater levels of pain severity
among smokers with chronic pain are due, in part, to greater levels of depression among
smokers.59 Additionally, higher levels of pain-related anxiety among adults with chronic
pain have been associated with greater expectancies that smoking will reduce negative
affect.> Despite greater levels of depression and negative affect, the immediate post-
treatment outcomes of multidisciplinary pain treatment are not adversely affected by
smoking status. The absence of an effect of smoking status on immediate post-treatment
outcomes is important because these data suggest that pain-related emotional distress among
smokers improves during pain treatment, thus mitigating the potential adverse influence that
these clinical factors could have on the effectiveness of an integrated smoking cessation
intervention.

The majority of patients who used opioids reported that opioid consumption stimulated
smoking, which could be explained, in part, by interactions between the nicotinic and opioid
receptor pathways in the brain.1% Nicotinic acetylcholine receptors (NAChRs) are widely
distributed in the central nervous system, including regions associated with pain
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transmission such as the thalamus, dorsal horn, and the locus ceruleus.52 Presynaptic
activation of nAChRs results in the release of numerous neurotransmitters including, but not
limited to, dopamine, serotonin, norepinephrine, and glutamate. 323 In preclinical studies,
the antinociceptive effects of nicotine and morphine are interrelated,>*° and cross-tolerance
between nicotine and morphine has been demonstrated in mice.56 In humans, use of higher
dosages of methadone have been associated with increased cigarette smoking,>’~5% whereas
the opioid antagonist naltrexone attenuates smoking behavior. 6%.61 Among adults with
chronic pain, we have previously observed that smokers were more likely to use opioids
compared to nonsmokers, and the morphine equivalent dose of smokers was significantly
greater compared to nonsmokers.#® As previously suggested,10 the observed interactions
between the nNAChR and opioid receptor systems may be mediated, in part, by the
mesolimbic dopaminergic pathways in that activation of nAChR and opioid receptors
potentiates the release of dopamine in the nucleus accumbens.>:62 This latter phenomenon
is particularly relevant in that the nucleus accumbens has been shown to mediate the reward
effects of nicotine and to modulate pain perception. 6364 However, it is not known whether
opioid use represents a primary barrier to successful smoking cessation in patients with
chronic pain. The interaction between nicotine and opioid consumption identified in this
study was consistent with the observations from previous preclinical and clinical studies,
and suggests that the status of opioid use is an important clinical factor to consider in the
design of a targeted smoking cessation intervention for adults with chronic pain.

Two major challenges identified by patients toward making a quit attempt during the pain
treatment program were: (1) quitting smoking while making changes in opioid use, and (2)
perceived difficulty of managing multiple treatment-related stressors. Despite these two
potential barriers, the majority of patients expressed a willingness to consider quitting
smoking during the pain treatment program, which was consistent with our previous
observations.! More specifically, with regards to patient concerns about quitting smoking
while making changes in opioid use, a previous study from our pain treatment program
found that smokers who completed treatment were equally likely to be successfully tapered
from opioids compared to nonsmokers. > The willingness of patients to consider smoking
cessation, combined with the demonstrated success of opioid tapering among smokers,
suggests that an integrated smoking cessation intervention should target patient concerns
about making concurrent changes in opioid use in an attempt to overcome this potential
barrier. Smokers in this study also expressed concern about managing multiple stressors
related to concurrent participation in the pain treatment program. There has been increased
interest in the integration of smoking cessation services into the established treatment
protocols of several chronic illnesses, 8587 and previous clinical trials demonstrate the
effectiveness of these integrated models of care.1213.68 Although smokers in our study
perceived that it would be difficult to make multiple changes and to manage multiple
treatment-related stressors, these previous studies suggest that these particular barriers
would be modifiable, and that strategies aimed toward mitigating treatment-related stress
should be incorporated into an integrated smoking cessation intervention.6%.70 Consistent
with the results of past research that involved patients receiving care for chronic illnesses, it
would be anticipated that an integrated tobacco cessation intervention would have favorable
effects on the long-term abstinence rates of smokers receiving care for chronic pain.
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The attitudes of physicians who treat chronic pain are also important in considering methods
to intervene in smokers with pain. Pain physicians had a generally unfavorable perception of
smokers with chronic pain; smokers were perceived to have greater levels of pain and
emotional distress, and to be overly reliant on passive treatments for pain. The physicians
also believed that lack of time and skill were important barriers to providing clinical services
for smoking cessation. These barriers were similar to the barriers identified in other groups
of physician specialists including lack of time to deliver an intervention and insufficient
knowledge about treatment options.3%71 However, the deployment of targeted smoking
cessation interventions in specialty care environments has been favorably received by
physicians.”273 The physician focus group also identified that patient’s negative affect and
high levels of stress were additional barriers to providing smoking cessation services.

This study has several limitations. All patients were specifically referred to a tertiary
medical center, and had the resources to participate in a 3-week outpatient program.
Additionally, the study participants selfselected to participate in the group-based program
for chronic pain that also incorporated opioid tapering. Consequently, the findings of the
study may not reflect the attitudes and beliefs of the general population of smokers with
chronic pain. However, the clinical characteristics of patients admitted to our pain treatment
program are similar to those of a random sample of community adults with chronic pain
derived from the catchment area of our medical center.” The study findings could have also
been influenced by social desirability in that study participants may have been inclined to
respond to inquires about tobacco use in socially desirable terms.

In conclusion, this qualitative study identified several novel patient factors that could impact
smoking cessation outcomes among adults with chronic pain including use of smoking as a
distraction task and the potential interaction between smoking and opioid use. Treatment-
related stress was identified as an important barrier, but previous studies have demonstrated
that smoking cessation interventions can be successfully integrated into the established
treatment protocols of other chronic illnesses. Based on the observations from this study,
some unique and important elements of an integrated tobacco intervention targeted to
smokers with chronic pain should include providing alternative methods of pain distraction,
stress mitigation during pain treatment, and careful management of prescription opioids.

Acknowledgments

The research was supported by a grant from the National Institutes of Health, National Institute on Drug Abuse
(R21 DA025130).

References

1. Hooten WM, Townsend CO, Bruce BK, et al. Effects of smoking status on immediate treatment
outcomes of multidisciplinary pain rehabilitation. Pain Med. 2009; 10:347- 355. [PubMed:
18721171]

2. Weingarten TN, Moeschler SM, Ptaszynski AE, Hooten WM, Beebe TJ, Warner DO. An
assessment of the association between smoking status, pain intensity, and functional interference in
patients with chronic pain. Pain Physician. 2008; 11:643-653. [PubMed: 18850028]

Pain Pract. Author manuscript; available in PMC 2015 May 21.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Hooten et al.

11.

12.

13.

Page 11

. Weingarten TN, Podduturu VR, Hooten WM, Thompson JM, Luedtke CA, Oh TH. Impact of

tobacco use in patients presenting to a multidisciplinary outpatient treatment program for
fibromyalgia. Clin J Pain. 2009; 25:39- 43. [PubMed: 19158544]

. Hooten WM, Townsend CO, Bruce BK, Shi Y, Warner DO. Sex differences in characteristics of

smokers with chronic pain undergoing multidisciplinary pain rehabilitation. Pain Med. 2009;
10:1416-1425. [PubMed: 19732372]

. Hooten WM, Townsend CO, Bruce BK, Warner DO. The effects of smoking status on opioid

tapering among patients with chronic pain. Anesth Analg. 2009; 108:308- 315. [PubMed:
19095867]

. Fishbain DA, Lewis JE, Cutler RB, Cole B, Rosomoff RS, Rosomoff HL. Does smoking status

affect multidisciplinary pain facility treatment outcome? Pain Med. 2007; 9:1081-1090. [PubMed:
19067831]

. Hellsing AL, Bryngelsson IL. Predictors of musculoskeletal pain in men: a twenty-year follow-up

from examination at enlistment. Spine. 2000; 25:3080-3086. [PubMed: 11145820]

. Vogt MT, Hanscom B, Lauerman WC, Kang JD. Influence of smoking on the health status of spinal

patients: the National Spine Network database. Spine. 2002; 27:313- 319. [PubMed: 11805698]

. Fishbain DA, Lewis JE, Gao J, Cole B, Steele Rosomoff R. Are chronic low back pain patients who

smoke at greater risk for suicide ideation? Pain Med. 2009; 10:340- 346. [PubMed: 19254332]

10. Shi Y, Weingarten TN, Mantilla CB, Hooten WM, Warner DO. Smoking and pain:

pathophysiology and clinical implications. Anesthesiology. 2010; 113:977-992. [PubMed:
20864835]

Fishbain DA, Lewis JE, Cole B, Cutler RB, Rosomoff HL, Rosomoff RS. Variables associated
with current smoking status in chronic pain patients. Pain Med. 2007; 8:301- 311. [PubMed:
17610452]

Hall SM, Tsoh JY, Prochaska JJ, et al. Treatment for cigarette smoking among depressed mental
health outpatients: a randomized clinical trial. Am J Public Health. 2006; 96:1808-1814.
[PubMed: 17008577]

McFall M, Saxon AJ, Malte CA, et al. Integrating tobacco cessation into mental health care for
posttraumatic stress disorder: a randomized controlled trial. JAMA. 2010; 304:2485-2493.
[PubMed: 21139110]

14. Townsend CO, Bruce BK, Hooten WM, Rome JD. The role of mental health professionals in

multidisciplinary pain rehabilitation programs. J Clin Psychol. 2006; 62:1433- 1443. [PubMed:
16937355]

15. Israel BA, Schulz AJ, Parker EA, Becker AB. Review of community-based research: assessing

partnership approaches to improve public health. Annu Rev Public Health. 1998; 19:173-202.
[PubMed: 9611617]

16. Cunningham JL, Rome JD, Kerkvliet JL, Townsend CO. Reduction in medication costs for

patients with chronic nonmalignant pain completing a pain rehabilitation program: a prospective
analysis of admission, discharge, and 6-month follow-up medication costs. Pain Med. 2009;
10:787-796. [PubMed: 19302437]

17. DuPen, S.; DuPen, A. Opioid Conversion Calculator. Poulsbo, WA: Cynergy Group; 2000.
18. Kerns RD, Turk DC, Rudy TE. The West Haven-Yale Multidimensional Pain Inventory

(WHYMPI). Pain. 1985; 23:345-356. [PubMed: 4088697]

19. Bernstein IH, Jaremko ME, Hinkley BS. On the utility of the West Haven-Yale Multidimensional

Pain Inventory. Spine. 1995; 20:956-963. [PubMed: 7644962]

20. Rudy, TE. Multiaxial Assessment of Multidimensional Pain Inventory: Computer Program User’s

Manual. Pittsburgh, PA: University of Pittsburgh; 1989.

21. Weissman MM, Sholomskas D, Pottenger M, Prusoff BA, Locke BZ. Assessing depressive

symptoms in five psychiatric populations: a validation study. Am J Epidemiol. 1977; 106:203-
214. [PubMed: 900119]

22. Geisser ME, Roth RS, Robinson ME. Assessing depression among persons with chronic pain using

the Center for Epidemiological Studies-Depression Scale and the Beck Depression Inventory: a
comparative analysis. Clin J Pain. 1997; 13:163-170. [PubMed: 9186024]

Pain Pract. Author manuscript; available in PMC 2015 May 21.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Hooten et al.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

Page 12

McCracken LM, Dhingra L. A short version of the Pain Anxiety Symptoms Scale (PASS-20):
preliminary development and validity. Pain Res Manag. 2002; 7:45-50. [PubMed: 16231066]

Sullivan M, Pivik J. The Pain Catastrophizing Scale: development and validation. Psychol Assess.
1995; 7:524- 532.

McHorney CA, Ware JE Jr, Rogers W, Raczek AE, Lu JF. The validity and relative precision of
MOS short- and long-form health status scales and Dartmouth COOP charts. Results from the
Medical Outcomes Study. Med Care. 1992; 30:MS253-MS265. [PubMed: 1583937]

McHorney CA, Ware JE Jr, Raczek AE. The MOS 36-1tem Short-Form Health Survey (SF-36): 11.
Psychometric and clinical tests of validity in measuring physical and mental health constructs.
Med Care. 1993; 31:247-263. [PubMed: 8450681]

Ware JE Jr, Sherbourne CD. The MOS 36-item short-form health survey (SF-36). I. Conceptual
framework and item selection. Med Care. 1992; 30:473-483. [PubMed: 1593914]

Ware, J. SF-36 Health Survey Manual & Interpretation Guide. Boston, MA: Health Institute, New
England Medical Center; 1993.

Heatherton TF, Kozlowski LT, Frecker RC, Fagerstrom KO. The Fagerstrom Test for Nicotine
Dependence: a revision of the Fagerstrom Tolerance Questionnaire. Br J Addict. 1991; 86:1119—
1127. [PubMed: 1932883]

Fagerstrom KO. Measuring degree of physical dependence to tobacco smoking with reference to
individualization of treatment. Addict Behav. 1978; 3:235-241. [PubMed: 735910]

Kozlowski LT, Porter CQ, Orleans CT, Pope MA, Heatherton T. Predicting smoking cessation
with selfreported measures of nicotine dependence: FTQ, FTND, and HSI. Drug Alcohol Depend.
1994; 34:211-216. [PubMed: 8033758]

Neuendorf, KA. The Content Analysis Guidebook. Thousands Oaks, CA: Sage Publications; 2001.
Patton, M. Qualitative Evaluation and Research Methods. Newbury Park, CA: Sage Publications;
1990.

Graneheim UH, Lundman B. Qualitative content analysis in nursing research: concepts, procedures
and measures to achieve trustworthiness. Nurse Educ Today. 2004; 24:105-112. [PubMed:
14769454]

Krippendorff, K. Content Analysis: An Introduction to its Methodology. London: Sage
Publications; 1980.

Strang P. Qualitative research methods in palliative medicine and palliative oncology—an
introduction. Acta Oncol. 2000; 39:911-917. [PubMed: 11206996]

Sim J. Collecting and analysing qualitative data: issues raised by the focus group. J Adv Nurs.
1998; 28:345-352. [PubMed: 9725732]

Vickers KS, Hathaway JC, Patten CA, et al. Cancer patients’ and patient advocates’ perspectives
on a novel information source: a qualitative study of the art of oncology, when the tumor is not the
target. J Clin Oncol. 2005; 23:4013-4020. [PubMed: 15961756]

Warner DO, Klesges RC, Dale LC, et al. Telephone quitlines to help surgical patients quit smoking
patient and provider attitudes. Am J Prev Med. 2008; 35:5486—S493. [PubMed: 19012843]
McCaul KD, Malott JM. Distraction and coping with pain. Psychol Bull. 1984; 95:516-533.
[PubMed: 6399756]

Eccleston C. The attentional control of pain: methodological and theoretical concerns. Pain. 1995;
63:3-10. [PubMed: 8577487]

Campbell CM, Witmer K, Simango M, et al. Catastrophizing delays the analgesic effect of
distraction. Pain. 2010; 149:202-207. [PubMed: 20188470]

Bantick SJ, Wise RG, Ploghaus A, Clare S, Smith SM, Tracey |. Imaging how attention modulates
pain in humans using functional MRI. Brain. 2002; 125:310-319. [PubMed: 11844731]

Tracey |, Ploghaus A, Gati JS, et al. Imaging attentional modulation of pain in the periaqueductal
gray in humans. J Neurosci. 2002; 22:2748-2752. [PubMed: 11923440]

Verhoeven K, Crombez G, Eccleston C, Van Ryckeghem DM, Morley S, Van Damme S. The role
of motivation in distracting attention away from pain: an experimental study. Pain. 2010; 149:229-
234. [PubMed: 20188469]

Pain Pract. Author manuscript; available in PMC 2015 May 21.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Hooten et al.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

Page 13

Palmer KT, Syddall H, Cooper C, Coggon D. Smoking and musculoskeletal disorders: findings
from a British national survey. Ann Rheum Dis. 2003; 62:33-36. [PubMed: 12480666]

John U, Hanke M, Meyer C, VVolzke H, Baumeister SE, Alte D. Tobacco smoking in relation to
pain in a national general population survey. Prev Med. 2006; 43:477-481. [PubMed: 16949655]

Edwards R, McEIduff P, Harrison RA, Watson K, Butler G, Elton P. Pleasure or pain? A profile of
smokers in Northern England. Public Health. 2006; 120:760-768. [PubMed: 16837016]

Strine TW, Okoro CA, Chapman DP, et al. Healthrelated quality of life and health risk behaviors
among smokers. Am J Prev Med. 2005; 28:182-187. [PubMed: 15710274]

Hooten WM, Shi Y, Gazelka HM, Warner DO. The effects of depression and smoking on pain
severity and opioid use in patients with chronic pain. Pain. 2011; 152:223- 229. [PubMed:
21126821]

Gonzalez A, Hogan J, McLeish AC, Zvolensky MJ. An evaluation of pain-related anxiety among
daily cigarette smokers in terms of negative and positive reinforcement smoking outcome
expectancies. Addict Behav. 2010; 35:553- 557. [PubMed: 20153120]

Taly A, Corringer PJ, Guedin D, Lestage P, Changeux JP. Nicotinic receptors: allosteric transitions
and therapeutic targets in the nervous system. Nat Rev Drug Discov. 2009; 8:733-750. [PubMed:
19721446]

Gotti C, Clementi F. Neuronal nicotinic receptors: from structure to pathology. Prog Neurobiol.
2004; 74:363— 396. [PubMed: 15649582]

Simons CT, Cuellar JM, Moore JA, et al. Nicotinic receptor involvement in antinociception
induced by exposure to cigarette smoke. Neurosci Lett. 2005; 389:71-76. [PubMed: 16095820]

Schmidt BL, Tambeli CH, Gear RW, Levine JD. Nicotine withdrawal hyperalgesia and opioid-
mediated analgesia depend on nicotine receptors in nucleus accumbens. Neuroscience. 2001;
106:129-136. [PubMed: 11564423]

Zarrindast MR, Khoshayand MR, Shafaghi B. The development of cross-tolerance between
morphine and nicotine in mice. Eur Neuropsychopharmacol. 1999; 9:227- 233. [PubMed:
10208292]

Schmitz JM, Grabowski J, Rhoades H. The effects of high and low doses of methadone on
cigarette smoking. Drug Alcohol Depend. 1994; 34:237-242. [PubMed: 8033762]

Spiga R, Schmitz J, Day J 2nd. Effects of nicotine on methadone self-administration in humans.
Drug Alcohol Depend. 1998; 50:157-165. [PubMed: 9649967]

Chait LD, Griffiths RR. Effects of methadone on human cigarette smoking and subjective ratings. J
Pharmacol Exp Ther. 1984; 229:636—640. [PubMed: 6726650]

Epstein AM, King AC. Naltrexone attenuates acute cigarette smoking behavior. Pharmacol
Biochem Behav. 2004; 77:29-37. [PubMed: 14724039]

Rukstalis M, Jepson C, Strasser A, et al. Naltrexone reduces the relative reinforcing value of
nicotine in a cigarette smoking choice paradigm. Psychopharmacology (Berl). 2005; 180:41-48.
[PubMed: 15682300]

Marshall DL, Redfern PH, Wonnacott S. Presynaptic nicotinic modulation of dopamine release in
the three ascending pathways studied by in vivo microdialysis: comparison of naive and chronic
nicotine-treated rats. J Neurochem. 1997; 68:1511-1519. [PubMed: 9084421]

Corrigall WA, Franklin KB, Coen KM, Clarke PB. The mesolimbic dopaminergic system is
implicated in the reinforcing effects of nicotine. Psychopharmacology (Berl). 1992; 107:285-289.
[PubMed: 1615127]

Altier N, Stewart J. The role of dopamine in the nucleus accumbens in analgesia. Life Sci. 1999;
65:2269-2287. [PubMed: 10597883]

Fiore, MC. Treating Tobacco Use and Dependence: 2008 Update. Clinical Practice Guideline.
Rockville, MD: U.S Department of Health and Human Services, Public Health Service Report;
2008.

Prochaska JJ. Integrating tobacco treatment into mental health settings. JAMA. 2010; 304:2534—
2535. [PubMed: 21139117]

Hall SM, Prochaska JJ. Treatment of smokers with co-occurring disorders: emphasis on integration
in mental health and addiction treatment settings. Annu Rev Clin Psychol. 2009; 5:409-431.
[PubMed: 19327035]

Pain Pract. Author manuscript; available in PMC 2015 May 21.



1duosnue Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Hooten et al.

68.

69.

70.

71.

72.

73.

74.

Page 14

Prochaska JJ, Delucchi K, Hall SM. A meta-analysis of smoking cessation interventions with
individuals in substance abuse treatment or recovery. J Consult Clin Psychol. 2004; 72:1144—
1156. [PubMed: 15612860]

Asher MK, Martin RA, Rohsenow DJ, MacKinnon SV, Traficante R, Monti PM. Perceived
barriers to quitting smoking among alcohol dependent patients in treatment. J Subst Abuse Treat.
2003; 24:169-174. [PubMed: 12745034]

Martin RA, Rohsenow DJ, MacKinnon SV, Abrams DB, Monti PM. Correlates of motivation to
quit smoking among alcohol dependent patients in residential treatment. Drug Alcohol Depend.
2006; 83:73-78. [PubMed: 16314049]

Warner DO, Sarr MG, Offord KP, Dale LC. Anesthesiologists, general surgeons, and tobacco
interventions in the perioperative period. Anesth Analg. 2004; 99:1766-1773. [PubMed:
15562069]

Rechtine GR, Frawley W, Castellvi A, Gowski A, Chrin AM. Effect of the spine practitioner on
patient smoking status. Spine. 2000; 25:2229-2233. [PubMed: 10973407]

Warner DO. Feasibility of tobacco interventions in anesthesiology practices: a pilot study.
Anesthesiology. 2009; 110:1223-1228. [PubMed: 19417604]

Watkins EA, Wollan PC, Melton LJ 3rd, Yawn BP. A population in pain: report from the Olmsted
County health study. Pain Med. 2008; 9:166-174. [PubMed: 18298699]

Pain Pract. Author manuscript; available in PMC 2015 May 21.



1duosnue Joyiny 1duosnuen Joyiny 1duasnuen Joyiny

1duasnuen Joyiny

Hooten et al.

Page 15

Table 1

Key Questions from the Semi-structured Interviews

Patient Interview

How interested would you be in quitting smoking while participating in the pain treatment program (ie, why this may or may not be
a good time to quit)

If you do not try to quit during treatment program, would you be interested in trying to quit at another time (ie, why quitting at
another time is preferred)

What benefits do you think you would get from quitting smoking during the pain treatment program (ie, pain-related benefits,
general health or societal benefits)

What problems do you think may occur if you quit smoking during the pain treatment program (ie, pain- and nonpain
consequences)

If you decide to quit, what do you think would be helpful (ie, specific clinical setting or approach, use of medication)

Physician Interview

Do you think it is important for smokers with chronic pain to quit (ie, clinical priority of smoking cessation)

Do you think there are clinical links between smoking and chronic pain (ie, effects of smoking on clinical course of chronic pain)
Do you think smoking cessation would impact chronic pain (ie, would smoking cessation impact the course of chronic pain)

What role do you think pain medicine physicians should have in smoking cessation (ie, willingness to provide smoking cessation
services)

Do you have the knowledge and skill to promote smoking cessation (ie, familiarity with smoking cessation interventions)
Avre there barriers to providing smoking cessation services in your practice (ie, administrative or organizational obstacles)

Avre there patient barriers to providing smoking cessation services in your practice (ie, clinical factors that could impede smoking
cessation)
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Baseline Patient Characteristics

Table 2

Demographic and Clinical

Patients (N = 18)

Male gender, N (%)
Age (mean = SD)
Ethnicity
Caucasian
African American
Married
Years of education
Currently employed
Pain duration, years
Primary pain site
Low back pain
Headache
Fibromyalgia
Neck pain
Generalized pain
Lower extremity pain
Facial pain
Smoking
Cigarettes per day
Years of smoking

Number previous quit attempts

Fagerstrom Test for Nicotine Dependence

Pain
Opioid use
Morphine equivalent dose (mg/day)
MPI pain severity
Centers for Epidemiologic
Studies-Depression scale
Pain Catastrophizing Scale
Pain Anxiety Symptoms Scale
SF-36 physical functioning

SF-36 social functioning

10 (56)
39.0+10.3

16 (89)
2(11)

9 (50)
133+21
7 (39)
9.6+105

6 (33)
4(22)
3(17)
2(12)
1(6)
1(6)
1(6)

183+7.1
19.4+97
42+11
45+22

11 (61)
227 + 356
512 +8.6
30.4+133

30.5+10.2
51.9+17.9
185+18.3
30.7+11.6

MPI, Multidimensional Pain Inventory pain severity subscale.
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Table 3

Patient Theme and Subthemes Related to Smoking as a Coping Strategy

Opioid Status  Gender

Representative Quotes

Theme: Smoking is a coping strategy for pain and emotional distress

Subtheme: Smoking is a distraction from physical pain

U F
NU F
U M
U M
U M

1I’m thinking of the cigarette and what | have to do to lift the cigarette, puffing it, and lighting it, and holding it; so
it diverts me away from the pain

When you’re dealing with chronic pain, it’s always where your focus is. You have a headache you can go out and
have a cigarette. ... it isn’t going to make it better but it changes the focus on what you originally were focused on.
Smoking is a great distraction tool ... it’s a way to escape, gather your thoughts, and then come back in and take
another crack at it

When I’'m smoking, I’m not thinking about the pain. It kind of eases off a little bit. I mean, | don’t know how to
explain, but I try not to think about it when I’m smoking

When | hurt, | smoke. I’ll go out on the back steps, and I’ll light one right after the other when | hurt ... it takes
your mind off it

If I’m a passenger in a car, the pain is twice as bad. If I’m driving, I’m a lot better. It’s a distraction. When you
smoke a cigarette, it takes your mind off the withdrawal symptoms and the pain. When you’re smoking, you don’t
even think about the pain. It’s a good way to kind of forget about the pain temporarily. While you’re smoking your
cigarette, the pain is still there but your concentration is on what you’re doing rather than on what you’re feeling

Subtheme: Smoking is a coping strategy for emotional distress

NU F
NU F
U F

Things are hard and like at a fast pace. | go out and have a cigarette, and I’ll take a different point of view and look
at it kind of from the outside in

It puts me in a better mood. When some thing upsets me at work or if | want to avoid a certain person or
something like that, | go have a cigarette

The cigarettes are the brick wall that I put up. It’s something that | can say—well, | can’t go into the restaurant so |
don’t have to deal with you, you know, because 1’ve got to smoke, and it works well over at my Mom and Dad’s
because | can’t smoke at their house, so I’ve got to go outside, so it’s like—It’s avoidance. Probably avoidance of
my feelings

U, using opioids; NU, using opioids.
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Table 4

Patient Theme and Subthemes Related to the Benefits of Quitting Smoking

Opioid Status  Gender

Representative Quotes

Theme: There are benefits to quitting smoking during the pain treatment program

Subtheme: Support from other patients (smokers and nonsmokers)

NU F
U F
U F
NU F
NU F
NU F

There are several other people who are trying to quit smoking at the same time so it’s good to talk to them about
how they are doing and what ways they are trying to quit smoking

Definitely more support here than at home ... and it was just helpful to have other people that are going through
the same situation you are. There are other people that are trying to quit with you

I think it helps having the peers that aren’t doing it (smoking) ... | mean, going through the same thing we’re
going through, you know. And you can say—hey, you know what, even though you want to go have a cigarette,
why don’t you come with me and we’ll do something else, or you know, the staff

The benefit is the support, because it’s not just with smokers, it’s with nonsmokers. The nonsmokers are the ones
you really need to hang around with, no matter what. Support is already here not just for smoking but the support
is here for every kind of little thing we’re going through

You can’t do it alone. You need help; you need people to support you. It’s very important because when you have
smoking as a pain trigger, you need somebody that understands that you have pain as well, and that you are using
your cigarettes to counteract that pain, so they need to understand where you’re coming from with your pain as
well as your need to stop smoking

That same feeling that you’re not out there, you’re not alone, that there are people that are going to be going
through nicotine withdrawals and the physical withdrawals the same as you are

Subtheme: Schedule and structure of the pain program limit opportunities to smoke

U F
U M
U F
NU F
U M

You’re busy with positive things like the physical therapy and occupational therapy
Well, we have the structure; first, | can’t ... | don’t have the ability. We have the law out in front

| think the structure here is that you’re on a timeline and you’ve got to stay and you only get so much time; it’s
harder to run out the door

The habit and the routine. The routine here is different from that at home

Your mind is not on it. You’ve don’t have the time. You may think: Gosh, | want a cigarette. You’ve got 35
minutes left of class and it runs over and you have to rush to the next class, you don’t have the option to sneak out
and smoke a cigarette

U, using opioids; NU, not using opioids.
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Table 5

Predominant Theme and Subthemes Related to the Barriers of Attempting Smoking Cessation During the Pain
Rehabilitation Program

Opioid Status

Gender

Representative Quotes

Subtheme: Changes in opioid dose is a barrier to smoking cessation

U

U

U

U

F

1t’s stressful because you are trying to get off your pain medication, so you’re trying to learn different ways to deal
with your pain while at the same time you’re trying to get the pain medication out of your body

I do think along with the pressure of quitting the opiates ... | have seen myself increase in smoking a little bit ... |
mean the smoking’s bad but | think right now, actually, I think | need to quit the opiate use first

1 would prefer not to do it [attempt smoking cessation] while I’m tapering ... just kind of like—one at a time.
Interviewer: What is your first priority? Patient: Darvocet. Interviewer: What’s the second priority? Patient:
Lyrica. Interviewer: Third priority? Patient: Smoking

| have enough on my plate right now. Getting off opioids. I’m going through withdrawal from that, and now I’'m
also taking on withdrawal from cigarettes

There are so many other changes going on. Giving up cigarettes, that is my best friend, you know, and having to
give that up on top of giving up the little pill that made me feel better for that half hour

Subtheme: Difficulty managing multiple changes and stressors

NU

U

NU

U

F

M

M

Because you are making such big changes in your life that you would think you wouldn’t want to add quitting
smoking at the same time because it is so difficult ... very, very stressful

1I’m getting off all medication and I just don’t want to set myself up for failure by giving up too many things at
once ... I’m actually surprised that any one that comes to this program works on quitting smoking because of the
added stress ... If you try to give up too many things at once you’re just kicking your own butt. It’s just too much

| had too many other things to challenge myself during that time period (when in PRC). My son needed to pass a
math class in order to graduate high school, and I was helping him. I was going to a lot of AA meetings where
people do smoke

| think I have enough on my plate with everything else going, and I’m going to leave smoking

U, using opioids; NU, not using opioids.
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Table 6

Predominant Themes and Subthemes from Physician Focus Group

Specialty  Gender Representative Quotes

Theme 1: Smokers represent a more challenging subgroup of patients with chronic pain

Anesth M When | walk into a room and | smell heavy cigarette smoke, | immediately form a mental image of someone that is
going to have a significant degree of anxiety, maybe depression, and again, that they use chemicals to cope

Physiatrist M My gut response would be that they definitely seem to be more apt to have a higher pain reading

Anesth M For people who have chosen to smoke, they have already made sort of a poor decision and so, you kind of wonder if
you can really count on them to make good decisions in the future regarding their care. Especially if opioids are
involved

Anesth M When | walk into a room and smell just an ashtray, even before they speak or | examine them, it makes me feel like

this patient is going to have a very passive approach to their pain
Theme 2: There are physician barriers to providing smoking cessation services
Subtheme: Lack of time

Physiatrist M It’s hard in the current health care market just because we don’t have enough time to spend with the patient, as much
as you would like

Anesth M | think that smoking cessation should be a high priority but quite honestly, with the time con straints, | don’t address it
with 100% compliance

Anesth M Chronic pain patients have multiple medical problems ... and trying to just zone in on the smoking part, is difficult. |
just don’t think we have the time to do that

Subtheme: Lack of confidence or clinical skill

Anesth M I have failed miserably. | can’t get anyone to stop smoking. | don’t know if I’ve not gotten the right tools to use ...

Anesth M Take [varenicline] for instance, | know that there is an association with severe depression and how to solve it. Those
things make me uncom fortable, and to the fact that | don’t prescribe any because | believe it is really outside of my
area

Theme 3: Patient stress is a barrier to delivering smoking cessation services

Anesth M With chronic pain patients, they are stressed at what is going on in their life and they see smoking as an outlet that may
help relieve some of that stress

Physiatrist M When they are in pain, they are like; Well, I can’t give up smoking right now. We see them when they feel they are
under the most stress, in regards to their pain. And they see their smoking as a stress releaser

Anesth F We hear that ... the patient is under too much stress right now to take on quitting smoking. It’s just not the right time

Anesth, anesthesiologist.
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