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Abstract 
 

IMPACT OF E-CIGARETTES ON PHYSICIAN RECOMMENDATIONS OF TOBACCO 
USE CESSATION PHARMACOTHERAPY 

By Omar El Shahawy, MBBCh, MPH 

A dissertation submitted in partial fulfillment of the requirements for the degree of Doctor of 
Philosophy at Virginia Commonwealth University 

Virginia Commonwealth University, 2015. 

Major Director: Jennifer Elston Lafata, Ph.D. 
Professor, Department of Social and Behavioral Health 

 
 
Introduction: E-cigarettes have been marketed as smoking cessation aids and harm reduction 

strategies. Prior regional surveys found that physicians are recommending them to patients 

despite the lack of evidence supporting these industry claims. Yet, little is known about 

physicians’ beliefs regarding e-cigarettes and whether these beliefs are associated with them 

recommending e-cigarette use in clinical practice. Methods: This three-manuscript dissertation 

used a mixed-methods approach including both qualitative and quantitative research methods. 

The aims were to: (1) Uncover the factors associated with primary care physicians’ (PCPs) 

decisions to recommend e-cigarettes to their patients for tobacco use cessation; (2) Estimate the 

prevalence of PCPs who recommend e-cigarettes to their patients as a tobacco use cessation aid; 

(3) Estimate the influence of factors identified in Aim 1 on PCPs’ decisions to recommend e-

cigarettes to their patients for tobacco use cessation; (4) Evaluate the conceptual model which 

demonstrates the factors contributing to PCPs’ decisions to recommend e-cigarettes to their 

patients for tobacco use cessation. Results: Study 1 found that PCPs expressed a lack of 

information about e-cigarette safety and efficacy along with skepticism about the role of e-

cigarettes in tobacco control in general and in smoking cessation in particular. However, once a 



 
 

   

patient initiates a discussion with them, PCPs seem to be endorsing patients’ interests in using e-

cigarettes, as well as recommending e-cigarettes to particular types of patients who smoke for 

both smoking cessation and as a harm reduction strategy. Study 2 found that over three-quarters 

(82.7%, n=220) of PCPs reported previously discussing e-cigarettes with their patients. Overall, 

57.8% (n=155) reported previously recommending e-cigarettes to an adult patient who smoked.  

Among those recommending e-cigarettes, the majority reported recommending them for 

smoking cessation and harm reduction (71.6%, n=111), 18.8% for smoking cessation only, and 

9.6% for harm reduction only. The likelihood of recommending e-cigarettes to patients was 

associated with considering their patients’ interest in using e-cigarettes, PCP’s belief that e-

cigarettes can help in quitting smoking, and PCP’s belief that e-cigarettes limit secondhand 

smoke exposure for others. Study 3 found that PCPs intend to recommend e-cigarettes for 

smokers with prior unsuccessful quit attempts (mean=3.63, ±2.1), followed by heavy smokers 

wanting to quit (3.57, ±2.2), and heavy smokers refusing to quit (mean=3.50, ±2.2). The mean 

for PCPs’ recommendation intentions was 3.04 (±2.0) for light smokers wanting to quit, and 3.01 

(±1.9) for light smokers refusing to quit. Nevertheless, these recommendation intentions were 

driven by PCPs’ beliefs and perceptions of e-cigarette benefit and harm; however, these 

intentions varied by patients’ tobacco use profile. Discussion: Findings across the three studies 

highlight the significance of PCPs’ beliefs in driving their recommendations of e-cigarettes 

versus evidence based knowledge, as well as, the importance of patients’ factors and interest in 

using e-cigarettes for PCPs’ recommendations for e-cigarette use.
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Chapter 1: Introduction 

 

Tremendous strides have been made in the United States (US) to control tobacco-related 

morbidity and mortality.1 Nonetheless, a wide range of new and emerging tobacco products (See 

Table 1), are thriving that may threaten these achievements .2 These products are being mostly 

marketed as “alternative” products to conventional cigarettes that are well known by the US 

public to be very harmful.2-4 Some of these products burn or heat tobacco (i.e. combustible) and 

others are non-combustible products; both promise to reduce or eliminate the associated risk of 

conventional cigarettes and can subsequently mislead US consumers to believe that safe tobacco 

or nicotine use is currently possible.5  

Table 1:  Descriptions of Different Classes of New and Emerging Tobacco Products 

o Chewing tobacco - Any leaf tobacco that is not intended to be smoked.  
o Cigars - Any roll of tobacco wrapped in tobacco leaves or in any substance containing tobacco 

(other than any roll of tobacco which is a cigarette).  
o Dissolvable Tobacco (known as “hard snuff”) – A tobacco product made from tobacco that 

dissolves away in your mouth and provides the same tobacco satisfaction as cigarettes or 
smokeless tobacco.  

o Electronic Nicotine Delivery Device ( known as “Electronic Cigarette”)– A unit comprised of a 
battery, an atomizer, and a cartridge that contains a liquid to be vaporized which is inhaled and 
exhaled, mimicking the action of smoking. The liquid often contains nicotine.  

o Hookah/Waterpipe – Although known by many different names (e.g., hookah, narghile, shisha), 
the term waterpipe has been used for the last two decades in the English language scientific 
literature to refer to any of a variety of instruments that involve passing tobacco smoke through 
water before inhalation.  

o Snuff - Any finely cut, ground, or powdered tobacco that is not intended to be smoked.  
o Snus - A moist powder tobacco product originated from a variant of dry snuff, in the early 19th 

century in Sweden, consumed by placing it under the lip for extended periods of time. Snus is a 
form of snuff that is used in a manner similar to American dipping tobacco, but typically does not 
result in the need for spitting. Snus is also unique in that it is steam-cured rather than fire-cured, is 
not fermented and contains no added sugar.  

Adapted: Barry et al, 2010 

The current study focuses on the most recently introduced product in 2007,6 which is 

rather a class of products called electronic nicotine delivery devices or e-cigarettes, which share 
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some common features.7, 8 These features include being battery-powered, converting nicotine-

containing liquid into a vapor that can be inhaled, and producing white vapor upon exhalation 

(called vaping). Some e-cigarettes further mimic the conventional cigarette by having an LED 

that illuminates during use.7, 9 Due to a lack of marketing restrictions and the availability of e-

cigarette producers, including major tobacco companies, e-cigarettes have evolved rapidly to 

become one of the fastest growing classes of nicotine containing products in the US. 10 In fact, 

the sales of e-cigarettes are projected to surpass that of conventional cigarettes by the year 

2021.11 Further, the first generation e-cigarettes were not efficient in delivering nicotine.12 Since 

the nicotine yield of e-cigarettes varies by design, e-cigarette nicotine concentration and other 

technical features, e-cigarettes have currently progressed to their third generation (called e-mods) 

undergoing a series of changes in all the aforementioned technical features. As such, they have 

become much more efficient in delivering nicotine than conventional cigarettes.8, 12-14 

As evidenced by a number of research studies, e-cigarette experimentation, use, and 

promotion have been growing exponentially over the past few years.6, 15-17 E-cigarette 

advertisements often target tobacco users with the claim that e-cigarettes can facilitate tobacco 

use cessation or provide a way to smoke without restrictions, and they often offer a “free trial” to 

make them more appealing.3 In other words, manufacturers are relentless in their promotion of e-

cigarettes as safe alternative to conventional cigarettes or as a smoking cessation aid.14,15  

Moreover, the e-cigarettes industry has been spending a substantial amount of money on 

advertising 18 that often targets youth and young adults.19 Thus, on the US national level, 

younger individuals generally seem to be more susceptible to e-cigarette use than older 

individuals, irrespective of their smoking status.20-22 In fact, teen use of e-cigarettes surpassed 

that of any other tobacco product in the US in 2014, raising concerns that e-cigarette use could 
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become the new gateway to conventional cigarettes and other tobacco product initiation as well 

as further drug addiction.23 Recent cross-sectional studies have found that former smokers are 

more prone to using e-cigarettes than never-smokers, and current smokers are much more prone 

to using e-cigarettes than both never and former smokers.20-22 A recent US national trend 

assessment showed that e-cigarette use has been exponentially increasing among smokers and 

non-smokers alike over the past few years, with the use of e-cigarettes estimated to have reached 

more than 30% among daily and non-daily smokers in 2013 reflecting an evolving dual use of 

cigarettes and e-cigarettes. 24 Thus, e-cigarette dual use and gateway to other forms of tobacco 

use are two major concerns that have been long discussed among tobacco control researchers and 

have resulted in a concern that e-cigarettes could help renormalize tobacco use.25 

E-cigarettes and Tobacco Control: The Debate over Harm Reduction and Smoking 

Cessation 

E-cigarettes are believed to be safer than conventional cigarettes. This belief is held by 

many26-30 including physicians.31-33 However, e-cigarette vapors are not pure nicotine; they 

contain a complex mixture of potentially lethal chemicals.34, 35 Thus, assessments of the abuse 

potential and long-term adverse events are still needed,9 and the health implications are yet to be 

understood.36 Whether e-cigarettes could be a safe substitute for regular cigarettes is not 

known,37, 38 and pending any regulation by the US Food and Drug Administration (FDA), the 

safety issues associated with the use of currently marketed e-cigarette products in the US is not 

expected to be resolved anytime soon.29 E-cigarettes contain nicotine in varying levels.39 At 

times there is no nicotine,29 and fewer carcinogens than are found in conventional cigarettes.40, 41 

On the other hand, other harmful ingredients have been found in e-cigarettes such as diethylene 

glycol which is a toxicant found in antifreeze.42, 43 Moreover, the main constituent of the e-liquid 
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(propylene glycol) has been rendered safe to use in some FDA-approved injectable drugs but has 

never been tested for inhalation in human lungs. The long- and short-term effects of inhaling 

such products remain unknown.44 Thus, the potential of e-cigarettes to be a viable harm 

reduction strategy by minimizing tobacco use-related morbidity and mortality among those who 

use them is not known and is difficult to project given the unresolved safety concerns.45 

Nevertheless, there are researchers who support the use of e-cigarette for harm reduction,14, 45 

and others who do not support e-cigarette use as a harm reduction strategy as this approach is 

believed to be currently non-evidence based.46  

E-cigarettes, since their emergence in the US market, have been heavily marketed as 

smoking cessation aids.29 An abundance of websites contain testimonials from current and 

former tobacco users as well as endorsements by physicians who, based on experiences with a 

few patients, promote e-cigarettes as effective and safe cessation agents.2, 4, 47 Although e-

cigarettes are not currently regulated by the FDA, some cities in the US have banned use of e-

cigarettes in public places.48 Also, other countries have taken action to control the fast growing 

market of e-cigarettes. The European parliament issued a ban on e-cigarette advertising that is 

scheduled to go into effect in the 28 European union countries in 2016.49 Further, the United 

Kingdom has banned nicotine liquid concentrations higher then 20mg/ml in an attempt to control 

the nicotine yield.50  

Recently, there have been a number of studies aiming at exploring their effectiveness as a 

smoking cessation tool.37, 51-53 However, most of these studies lack a rigorous research design or 

biochemical validation for nicotine abstinence, or they rely on self-reported data from online 

surveys51 which could potentially include favorable biased responses from e-cigarettes 

enthusiasts.54 For example, Polosa et al. (2011) followed 40 smokers who were unwilling to quit 
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but attempting to experiment with e-cigarettes as a method of tobacco reduction and possibly 

cessation. They reported significant decreases in the amount of cigarettes smoked by study 

participants. Bullen et al. (2010) conducted a randomized cross-over trial in New-Zealand among 

40 adult dependent smokers. The e-cigarettes that were used in this study were found to alleviate 

nicotine craving upon overnight abstinence.38 Until 2013, use of e-cigarettes did not correlate 

with successful quit attempts.55 However, there is evidence that smokers try it in an attempt to 

quit,52 and the first clinical trial published in September of 2014 suggested that e-cigarettes could 

be as effective as nicotine patches in helping cigarette smokers quit.56 Finally, a more recent 

cross-sectional study from England, without biochemical validation, surveyed smokers trying to 

quit with e-cigarettes, approved cessation medications, or with no assistance. This study found 

that there was a small, but statistically significant, continued abstinence among e-cigarette 

users.57  

Each of the aforementioned studies concluded that e-cigarettes might have a future in the 

arena of smoking cessation, but acknowledged the need for more rigorously designed research.  

Furthermore, most of these existing studies either did not report financial disclosure or reported 

support by the manufacturers of these products.37, 38, 51, 52 A recent meta-analysis of these existing 

studies supported e-cigarettes as a potentially effective smoking cessation aid.58 Nevertheless, 

the available data regarding e-cigarettes efficacy in smoking cessation is not conclusive and thus, 

e-cigarettes have not been endorsed by any professional health organization as an effective tool 

for smoking cessation, including the American Heart Association,59 the American Association 

for Cancer Research, the American Society of Clinical Oncology,60 or the United States 

Department of Health and Human Services.61 Additionally, the current tobacco use cessation 

guidelines state that the use of any tobacco product should be discontinued; quitting all forms of 
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tobacco use is the only known method for decreased morbidity from tobacco.62 There is valid 

concern that smokers would use other forms of tobacco in conjunction with e-cigarettes, creating 

dual users or continue using e-cigarettes exclusively.4, 53 Thus, the prospects of e-cigarette use in 

smoking cessation are still unresolved. 

Physician Tobacco Use Counseling: A Current Perspective 

Many tobacco users are now identified and offered cessation assistance during physician 

office visits.63, 64 Tobacco use cessation discussions with physicians are considered an evidence-

based brief intervention to help tobacco users quit.65, 66 In 1996, the US Public Health Service 

first published evidence-based clinical practice guidelines for treating tobacco use and 

dependence.62, 67 Since that time, recommendations for physicians have remained unchanged.62, 68 

Physicians should ask patients about their tobacco use on every possible occasion  as well as 

counsel current tobacco users using a 5 As approach (ask about tobacco use, advise to quit, 

assess willingness to make a quit attempt, assist in quit attempt, and arrange follow-up).62, 69, 70  

If the patient is not ready to quit, recommendations are for the clinician to divert from the 5 A’s 

approach after the “Assess” step, and instead use brief motivational counseling based on a 5 R’s 

approach (i.e., relevance, risks, rewards, roadblocks, repetition).69 Primary care is an ideal venue 

for the delivery of such interventions,62 as periodic health exams are regarded as a time for 

preventive health-related counseling by physicians on tobacco use among other issues.71 A 

physician’s visit serves as a trigger for tobacco use quit attempts.72 Further, tobacco users 

perceive a physician's advice to quit as a strong motivator for a cessation attempt.73-75 A 

Cochrane review concluded that brief advice by physicians versus no advice significantly 

increases quit rates,76 and this brief advice is deemed as the standard of care for tobacco use 

cessation counselling.62 
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The emergence of e-cigarettes is believed to be interacting with physician cessation 

counseling behavior.77 There is no identified published literature detailing physicians’ counseling 

practices regarding e-cigarettes either inside or outside the US; however, there is anecdotal 

evidence that US physicians recommend e-cigarettes for tobacco use cessation based on their 

personal experiences and information obtained from their colleagues.78 Such anecdotal 

information is beginning to be confirmed via large scale research efforts. For example, a recent 

survey of practicing physicians in North Carolina found that discussing e-cigarettes with patients 

was not an uncommon practice albeit being patient initiated.32 Another online survey yielded 

similar conclusions using a quota sample of physicians practicing in different specialties.33 

Discussing smoking cessation recommendations with the advent of e-cigarettes, in light of 

inconclusive evidence regarding their safety and efficacy in cessation,59-61 is likely to cause 

additional complexities for clinicians,77 particularly among primary care physicians (PCPs) who 

currently deliver the vast majority of office-based physician tobacco cessation counseling63, 64, 79 

and are at the forefront of the US health care system. Despite guideline recommendations to do 

so,62 even before the emergence of e-cigarettes, clinicians counseling current tobacco users have 

not always recommended FDA-approved cessation pharmacotherapy.80 Some physicians have 

negative attitudes toward providing pharmacotherapy for cessation,81 and these perceptions 

greatly moderate prescribing behavior.82 A study by Bhatia et al (2006) found that there are four 

main drivers of physician pharmacotherapy choice: product characteristics; promotional 

activities; patient treatment history and co-morbidity; and price-related issues.83 E-cigarettes are 

rapidly evolving with regard to the product characteristics with varying price categories and 

there is limited knowledge about their safety and efficacy for smoking cessation,29 but PCPs are 

likely lacking information about these aforementioned topics.31, 32 Additionally, promotional 
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activities (a third driver) are abundant and currently unregulated, centering on the message that 

e-cigarettes are a safe alternative and can help in quitting.3, 47 Such activities could be  affecting 

PCPs beliefs and knowledge regarding e-cigarettes as some of them reported that they gather 

their information from their patients, the lay-press, and e-cigarette advertisements.31 In summary, 

e-cigarettes represent a new product that could be challenging the use of FDA-approved 

pharmacotherapy cessation aids or more broadly altering the dynamics of smoking cessation 

counselling. E-cigarettes are likely a “hot topic” for discussion during physician office visits and 

their emergence could be forcing physicians to give an opinion on them once a tobacco use 

cessation discussion takes place, despite the lack of empirical evidence regarding the benefit of 

these products in smoking cessation. 

Current Knowledge about Physicians’ E-cigarettes Recommendations 

Despite the ever growing access among the US public to medical information, the 

preference of the majority (70%) continues to be obtaining health information from their 

physicians. 84 Moreover, physicians remain the most trusted source of health information.84, 85 In 

the absence of a clear set of recommendations from clinical practice organizations or regulatory 

actions from the FDA,86 PCPs likely face a challenge when addressing patient inquiries 

regarding e-cigarettes. Understanding the burden on PCPs in providing tobacco counselling-

related information is of critical importance as there are an abundance of opposing views and 

conflicting evidence regarding e-cigarette safety and benefits with no conclusive guidance in 

clinical practice.37, 38 For example, the American Heart Association issued its first set of policy 

recommendations regarding e-cigarettes including counselling recommendations to physicians 

using the existing body of literature at the time.59 They recommended that physicians screen for 

e-cigarette use. However, they acknowledged that there was no evidence to support e-cigarette 
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use or recommendation for cessation. On the other hand, there was also no evidence to support 

deterring patients who had previously tried other cessation aids unsuccessfully and were 

interested in using e-cigarettes.59 

Existing surveys of physician attitudes and perceptions in the US confirm that e-

cigarettes are being discussed, and that physician opinions are being solicited by patients, 

especially among primary care specialties.31, 32 Four out of five physicians reported being asked 

about e-cigarettes by their patients who used tobacco in one study and nearly half of physicians 

who believed that e-cigarettes may assist in cessation already had recommended them to their 

patients.32 Physicians who were younger, believed that e-cigarettes lowered the risk of cancer, 

had been asked more often about e-cigarettes by their patients and had a process in place to 

document tobacco treatment counseling were more likely to report making such a 

recommendation. These results were consistent with another survey that found that many 

physicians are being asked about e-cigarettes and are recommending e-cigarette use to their 

patients.33 However, the full range of factors which contribute to physicians attitudes, 

perceptions and decisions to recommend e-cigarettes remains largely unknown.31, 32 Without 

knowledge of the factors that are likely to impact e-cigarette recommendations in clinical 

practice, up-to-date program planning for addressing the current challenges in tobacco use 

counselling in physicians’ offices remains at a standstill. 

The Aims of My Research 

The overarching objective of my dissertation research was to understand the patient, 

physician and other influences pertaining to the adoption of e-cigarettes into a primary care 

physician’s tobacco cessation counseling. Since approximately half of the physician office visits 

in the US are with PCPs,79 and tobacco use is screened in approximately 75% of the visits in 
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primary care,64 I targeted PCPs to evaluate physicians’ behavior. My primary research question 

was centered on understanding how e-cigarettes are being incorporated into primary care tobacco 

use cessation counseling. I also identified the underlying salient factors that contributed to PCP 

endorsement of e-cigarettes when engaging in tobacco use cessation counseling. My exploration 

of how physicians and patients discuss e-cigarettes in clinical practice, and how these discussions 

affect physicians’ recommendations of their use, requires an in-depth understanding of 

physicians’ perceptions of e-cigarettes. My research was guided by the Theory of Reasoned 

Action (TRA).87, 88 Because the environment surrounding cessation discussions is also important, 

I augmented the TRA with the concept of patient interest for a specific treatment option that is 

highlighted by the Model of Clinical Decision Making (MCDM). TRA suggests that attitudes 

and subjective norms contribute to physicians’ intentions and subsequent decisions to 

recommend e-cigarettes to their patients once the tobacco use cessation discussion takes place.87, 

89, 90 MCDM suggests the patient’s interest in receiving a specific treatment becomes more 

important for physicians if they are addressing a chronic problem that is not immediately life 

threatening to the patient.91 All these domains interrelate which prompted me to combine them in 

a TRA-informed conceptual model. This resulting combined conceptual model guided my 

research as depicted in Figure 1.  

 

 

 

 

 

Figure 1: Model of the Factors Influencing Physicians’ Decision to Endorse E-cigarettes 

Patient Interest 
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My research study was carried out in two phases. Phase-1 used qualitative methods to 

discover the factors associated with PCP recommendation of e-cigarettes for tobacco use 

cessation. This formative research included an elicitation procedure to identify relevant 

behavioral outcomes and referents. To do so, I used semi-structured interviews  in which PCPs 

were asked to provide three types of information: 1) Positive or negative feelings about 

recommending e-cigarettes as a tobacco use cessation aid (experiential attitude or affect), 2) 

Positive or negative attributes or outcomes of recommending e-cigarettes as a tobacco use 

cessation aid (behavioral beliefs), and 3) Individuals or groups to whom they might listen who 

are in favor of or opposed to the recommendation of e-cigarettes as a tobacco use cessation aid 

(normative referents). Phase-2 used quantitative methods to estimate, among others variables, 

the prevalence of e-cigarette recommendation for tobacco use cessation and its related factors. In 

so doing, my research was designed to address the following aims:  

Aim 1: Uncover the factors associated with PCPs’ decisions to recommend e-cigarettes to 

their patients; 

Aim 2: Estimate the prevalence of PCPs who recommend e-cigarettes to their patients; 

Aim 3: Estimate the influence of factors identified in Aim 1 on PCPs’ decisions to 

recommend e-cigarettes to their patients; 

Aim 4: Evaluate the conceptual model which demonstrates the factors contributing to 

PCPs’ decisions to recommend e-cigarettes to their patients.  
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Chapter 2: Primary Care Physicians’ Beliefs and Practices Regarding E-
cigarette Use by Patients Who Smoke: A Qualitative Assessment 
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ABSTRACT 

Background: There is growing evidence that e-cigarettes are being discussed and recommended 

during physician office visits. Factors underlying these conversations and physician 

recommendations regarding e-cigarette use remain unknown. Objective: To explore primary 

care physicians’ (PCPs’) beliefs and practices about e-cigarettes. Design: Cross-sectional, semi-

structured interviews with PCPs in 2014 were conducted and audio-recorded. Study Population: 

Participants were 15 general internal medicine and family practice physicians practicing in two 

settings in Virginia, USA. Coding and Analysis: Interview recordings were transcribed, and the 

content analyzed using the constant comparative method to identify key themes regarding PCPs’ 

reported current practices and beliefs. Results: Five themes were identified:  PCPs report 1) 

noncombustible tobacco products (such as e-cigarettes) receive little proactive screening 

attention within existing clinic processes, 2) patients commonly initiate e-cigarette discussions, 

and seek physician guidance regarding e-cigarette use, 3) a lack of knowledge regarding the 

potential harms and benefits of e-cigarettes, 4) believing e-cigarettes are a safer alternative to 

smoking combustible tobacco products, and 5) abandoning concerns regarding the potential 

harms of e-cigarettes in the context of highly addicted patients and those with extensive 

comorbidities. Limitations: Physician practices and beliefs are reported from two primary care 

practices and ability to generalize study findings may be limited. Conclusions: Despite 

acknowledging limited knowledge regarding e-cigarettes, findings suggest that some primary 

care physicians are currently recommending e-cigarettes to their patients for smoking cessation 

and relative harm reduction, often personalizing recommendation based on the patient’s 

perceived level of addiction and current health status. Physicians need to be informed about the 
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evolving evidence regarding the risks and benefits of e-cigarettes to be able to competently steer 

e-cigarettes-related discussions with their patients.  

Abbreviations 

US   United States 

PCP  Primary Care Physician 

FDA  Food and Drug Administration 

ACORN  Ambulatory Care Outcomes Research Network 
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INTRODUCTION 

A wide range of new and emerging tobacco products are thriving in the United States 

(US) despite limited knowledge of their health implications.2, 29 One such product, the e-

cigarette, is marketed as a cessation aid, harm reduction strategy or both.2, 4 As evidenced by a 

number of recent studies, experimentation, use, and promotion of e-cigarettes have been growing 

exponentially over the past few years.6, 24, 29, 92 Despite this growth, how e-cigarettes are 

perceived by physicians is not fully understood.31, 32 

 National clinical organizations such as the American Heart Association,59  American 

Association for Cancer Research and the American Society of Clinical Oncology60 have recently 

issued policy statements  regarding e-cigarettes, advocating that physicians screen for the use of 

e-cigarettes, but continue to recommend only Food and Drug Administration (FDA)-approved 

pharmacotherapies for cessation. Most recently, the US Preventive Services Task Force 

continued to support the use of only FDA-approved pharmacotherapies for cessation, and not e-

cigarettes, citing a lack of sufficient evidence surrounding e-cigarette potential to aid with 

smoking cessation.61  

With the absence of either a comprehensive set of recommendations from professional 

organizations or regulatory actions from the FDA,86 physicians are likely to rely on their own 

perceptions when discussing e-cigarette use with their patients who smoke. Current evidence 

suggests that e-cigarettes are being discussed in physicians’ offices in multiple settings.31-33, 77  

Yet, to our knowledge, there are only two examples of published reports that include US-based 

primary care physicians (PCPs).32, 33 Both reports rely solely on data from physician surveys, and 

found that patients actively solicit their PCP’s opinions regarding e-cigarettes. Despite these 

studies, how PCPs approach e-cigarette discussions, and the full range of factors that contribute 
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to their beliefs, perceptions and decisions to recommend e-cigarettes remain largely unknown.31, 

32  

The purpose of this study is to describe PCPs’ current tobacco use screening behavior as 

it pertains to e-cigarettes, identify PCPs’ current approaches to tobacco use cessation counseling 

as well as to explore their beliefs and practices about e-cigarettes, and to understand the context 

in which they might recommend e-cigarette use to their patients who smoke. 

 

METHODS  

Study Participants 

Participants were family and general internal medicine physicians employed by a large 

university health system in Richmond, Virginia, supplemented by an additional sample of family 

medicine physicians practicing in the Virginia Ambulatory Care Outcomes Research Network 

(ACORN) located in northern Virginia. ACORN is a network of family medicine, internal 

medicine, paediatrics, nursing or other specialties with a mission to improve health and 

transform care delivery through primary care research and implementation.93 We purposefully 

sampled from different practice settings to ensure that sampled physicians treated heterogeneous 

patient populations across a diversity of settings and geographic areas in Virginia.  In April of 

2014, we contacted all family and general internal medicine physicians working at the university 

health system (N=46) via e-mail to invite them to participate in the study. In July 2014, we 

invited another (n=40) family medicine physicians practicing in two ACORN clinics. To be 

eligible for participation, physicians had to report providing outpatient primary care to adult 

patients and discussing tobacco use with at least one of their patients within the past 30 days. 
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Participants did not receive any compensation for participation. All aspects of the study were 

approved by the Institutional Review Board of the Virginia Commonwealth University.  

 

Data collection 

After providing written informed consent (Appendix 1), demographic and practice 

information (i.e. age, gender, race/ethnicity, primary speciality, weekly patient volume and year 

of training completion) was collected from each participant. Each PCP then participated in an in-

depth, semi-structured interview. The interview guide was designed to elicit a) current tobacco 

use screening and counselling practices, b) perceptions of and beliefs regarding e-cigarettes and 

c) their screening and counselling practices surrounding e-cigarettes. For the current analyses we 

focused on responses to nine questions (See Figure 2: Text Box). All interviews were conducted 

in person by the study PI (O.S.) between April and August, 2014 at the PCPs’ offices. Interviews 

were audio-recorded, and ranged between 23 and 55 minutes. Prior to analysis all interviews 

were transcribed verbatim.  

Coding and Analytic Methods 

Prior to coding, names and other identifying information were removed from transcripts. 

Transcripts of audio-recorded interviews were analyzed using the constant comparative method 

proposed by Glaser.94 The research team (O.S., R.B., J.E.L) conducted bi-weekly meetings 

during which themes were identified and discussed. A consensus process was used to achieve 

agreement on the inclusion of themes. Initially, as the methodology requires, a first set of 

transcripts (n=5) was analyzed. Once an exhaustive analysis of this original data set was 

complete, further sub-samples of transcripts were analyzed at a time until no additional themes 
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were identified. The themes which emerged from these data were compared with those from the 

original data set and if necessary, new thematic categories were defined. This process continued 

until no new themes emerged. No further interviews were needed to be conducted after the 15th 

interview. The emerging themes were intended to be descriptive of PCPs’ behaviors during 

tobacco use cessation counseling with their patients who smoke and their beliefs regarding e-

cigarettes. This iterative process resulted in further refinement of the themes: reported themes 

were agreed upon by the three authors. 

 

1. How do you typically ask your patients to find about their tobacco use 
status? 

2. How do you go about counselling patients who are current tobacco users? 
3. Have you ever asked any of your patients about their e-cigarette use? 

If yes, “How did you go about doing that?” 
4. Have any of your patients ever asked you about e-cigarettes? 

If yes, "Can you estimate how often over the past year?” AND 
“Can you tell me a typical question patients asked?” 

5. Do you know if any of your patients use e-cigarettes? 
If yes, " What are your thoughts about that? 

6. Did you recommend e-cigarettes to any of your patients? 
If yes continue probing Was there something specific about the 
patient that led you to recommend/NOT recommend it? What was it 
about the patient? Something they said? 

7. What are your thoughts regarding e-cigarettes and other modes of tobacco 
use?  > How do you think e-cigarettes compare to other tobacco use 
available? 

8. What are your thoughts regarding e-cigarettes and smoking cessation?  > 
How do you think e-cigarettes compare to other cessation aids available? 

9. Are there specific patients that you might be more or less likely to 
recommend e-cigarettes to? >Give me an example of patient you are more 
likely/least likely to recommend e-cigarettes for. 

 

Figure 2: (Text Box) Semi-structured Interview Questions with Main Probes Used 
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RESULTS 

Study Population  

Fifteen PCPs, seven from the university health system and eight from ACORN consented 

to participate in the study. Eleven participants were family medicine physicians and four were 

general internal medicine physicians. The mean age of participants was 43.1 years (SD=+10.3) 

and on average they had been practicing for 15.4 years (SD=+10.6). PCPs were evenly 

distributed by gender (i.e., 53% male and 47% female), and were predominantly white (60%) or 

Asian (20%). The average patient volume was 63.2 patients per week (SD=+31.9).   

Themes  

Thirteen PCPs reported discussing e-cigarettes with their patients; of those, six reported 

having previously recommended e-cigarette use to at least one of their patients. Five overarching 

themes emerged from the qualitative analysis: 1) PCPs acknowledge that noncombustible 

tobacco products (such as e-cigarettes) receive little proactive screening attention within existing 

clinic processes, 2) PCPs report that patients commonly initiate e-cigarette discussions, and seek 

physician guidance regarding e-cigarette use, 3) PCPs express a lack of knowledge regarding the 

potential harms and benefits of e-cigarettes, 4) PCPs believe that e-cigarettes are a safer 

alternative to smoking combustible tobacco products, and 5) PCPs’ concerns regarding the 

potential harms of e-cigarettes are abandoned in highly addicted patients and those with  

extensive comorbidities. Each theme is described below with illustrative interpolations from 

transcript data. 
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Theme 1:  PCPs acknowledge that noncombustible tobacco products (such as e-cigarettes) 

receive little proactive screening attention within existing clinic processes. 

While participating PCPs reported established processes to screen for combustible 

tobacco products, none reported a similar process for new and emerging tobacco products, 

including e-cigarettes. There were multiple office-based processes reported to screen for patient 

smoking status. Generally, these processes started with nursing staff screening for use and 

documenting results in the electronic health record for later PCP follow up during office 

discussions. Most PCPs indicated that they ask about their patients’ smoking status as part of 

their routine screening process, but do so without probing into smokeless tobacco products – 

“Typically we’ll ask as part of the routine 
screening, but I will admit that for most routine 
visits, I generally don’t probe into smokeless 
tobacco products.” [PCP A] 

PCPs also reported particularly not screening for e-cigarette use – 

“I don’t ask specifically about smokeless tobacco, 
chewable tobacco, e-cigarettes.  It’s generally just 
‘Do you smoke?’ or ‘Were you a smoker in the 
past?’ and then ‘How much, over what period of 
time?” [PCP B] 

Some of the PCPs expressed having less concern about noncombustible tobacco products –  

“Usually lesser for some reason that I am worried 
about chewing tobacco or snuff. I don’t ever 
specifically ask about e-cigarettes. So, 90% of 
patients I ask the question “do you smoke?” and 
leave it at that.” [PCP C] 

However, a few PCPs reported probing for different tobacco products–   

“I ask them if they’re smoking, but then generally 
I’ll also get down to then ‘Are you chewing?  Are 
you using the dip?” [PCP D], 
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and with exception of one physician, none of those PCPs reported ever probing for e-cigarette 

use. 

Theme 2:  PCPs report that patients commonly initiate e-cigarette discussions, and seek 

physician guidance regarding e-cigarette use. 

PCPs consistently expressed that it is patients who usually initiate e-cigarette 

discussions–  

 “E-cigarettes have definitely been coming up in the last 
six months. I would say maybe the last year, but in the 
last six months more and more patients are mentioning 
it as an alternative or something they are looking to 
instead of traditional smoking.” [PCP E] 

Furthermore, patients’ expression of interest was expressed to be a primary reason for a PCP to 

recommend them for smoking cessation– 

“I believe in patient-centered care, and I think that 
changing your health behaviors is really hard.  So 
whatever my patient thinks is going to help them with 
quitting smoking, I would support, and that would 
include e-cigarettes, if they wanted to do that.” [PCP F] 

The salience of patients’ interest in trying e-cigarettes was common across all PCPs, both those 

who recommended e-cigarettes to their patients–  

“If they bring it up and they have a motivation I’m 
usually very encouraging.”  [PCP A], 

and those who had not previously recommend e-cigarette use to their patients prior to the study–  

“Somebody who comes to me and specifically says, 
I am thinking of switching then the patient 
preference would be a factor in this case.” [PCP G] 
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For some PCPs, discussion of e-cigarettes was reported as relatively frequently 

“E-cigarettes come up all the time now, sometimes 
our patients have started doing them on their own, 
or they have friends who are doing them and they 
ask about them, so they come up pretty routinely 
now.” [PCP D] 

Theme 3:  PCPs express a lack of knowledge regarding the potential harms and benefits of    

e-cigarettes.  

Regardless of whether a PCP had recommended e-cigarettes, all expressed a lack of 

knowledge about e-cigarette safety and their efficacy as a smoking cessation aid.  One PCP who 

had not recommended e-cigarette use said–  

“The safety is not listed there and you don’t know 
what they’re actually putting into it.  They may not 
be labeling it correctly and that you may be putting 
other carcinogens in yourself and maybe you’re not 
getting as much smoke, but there are other things 
that you’re getting.” [PCP H] 

On the other hand, a PCP who had previously recommended e-cigarettes said– 

“I wouldn’t say it’s safe, because nicotine can make 
your heart rate go up, and vaso-constrict, if 
somebody takes the e-cig and takes 30 or 40 puffs in 
a row, that’s probably not good for their coronary 
vasculature. So I guess in certain ways you could 
have more harm to the heart than a regular 
cigarette, perhaps, in certain situations.” [PCP I] 

With regards to the efficacy of e-cigarettes for smoking cessation, one PCP commented on the 

need for scientific evidence and commented that such evidence regarding e-cigarettes is lagging 

behind that for other established FDA-approved pharmacotherapies by saying–  

“I want to see a research study that shows that 
that’s helped.  There are great research studies with 
Chantix, with Wellbutrin, with patches and with 
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doctors’ counseling.  So we know that patients on 
average, 7% of patients quit smoking just on their 
own volition.  If you start adding things like Chantix 
and Wellbutrin, you can get it up to 15 to 23%.  I 
want to see a study like that, that randomizes people 
to e-cigarettes versus Chantix, versus patches, 
versus doctors just telling people to quit smoking, 
and when I see that, then I’ll say it’s an effective 
means of helping people quit, but there’s no data on 
that.  It has to be studied.” [PCP F] 

Moreover, PCPs expressed not only that they have a lack of knowledge but that there is not yet 

enough information regarding e-cigarettes and that it is not easy to find such information by 

saying–  

“I tell them is that we don’t have a lot of data on 
the e-cigarettes because they’re not FDA-regulated 
yet and so individual safety data is complicated.  
The only stuff I’ve been able to find is from the 
manufacturers and some Australian stuff, and of 
course that’s all done by the people that sell the 
cigarettes. So, I just give them all the information 
that we have, which is not much, and if they want to 
try it, I say I don’t really have a strong objection to 
you doing that.” [PCP D] 

Theme 4:  PCPs believe that e-cigarette use is a safer alternative to other tobacco products. 

All PCPs expressed concerns about the potential harms of e-cigarette use. However, most 

PCPs expressed that e-cigarette use is likely safer than the use of traditional tobacco products – 

“I think, in general taken as a whole, they’re safer than smoking, chewing 
tobacco, pipes, cigars probably.” [PCP I] 

Most of the PCPs used cigarette smoking as the benchmark for establishing a comparison for e-

cigarettes’ safety as a nicotine delivery product, one PCP elaborated on this by saying–  

“What I want to know is that they are safer than 
cigarettes, because it’s that risk-benefit thing.  So if 
someone’s already smoking cigarettes, if I can’t get 
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to perfect, which is nothing, and there are some risks 
associated with the inhaled nicotine, but it’s less 
than the inhaled cigarettes, I’ll take the e-cigarettes. 
I can’t imagine it’s not safer than the actual 
cigarettes, because cigarettes are just known to be 
bad for you in so many ways.” [PCP D] 

In addition to that, PCPs acknowledged that their perception of e-cigarettes 

being safer than other combustible tobacco products, is a factor in their 

recommendation when coupled with the interest of their patient to try e-

cigarettes, one PCP explicitly explained that by saying–   

“There is a perception- kind of automatic response- 
that it must be safer. Because it is not smoking, so 
it’s got to be better than smoking. And what I have 
tried to tell patients is that we don’t actually know 
that to be the case. We don’t know anything about e-
cigarettes in terms of safety, we don’t know if they 
are harmful, we don’t know if they are not harmful, 
we do know smoking is harmful, so I often times let 
patients come to a decision that they are more 
comfortable with” [PCP E] 

However, the same PCP further shared more skepticism about the absolute 

safety with e-cigarettes, while still acknowledging the likely relatively 

safety benefit of e-cigarettes compared to traditional cigarettes by saying– 

“I am very, very skeptical about a lot of it, I think 
it’s being advertised as a safer, healthier 
alternative, I don’t think it is true and if it is, it 
won’t be safe, it will be safer and it still won’t be 
something that is very good for people. The vapor 
from the e-cigarettes has some of the chemicals that 
you find in tobacco smoke, and the liquid itself of e-
cigarettes is incredibly dangerous” [PCP E] 
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Theme 5: PCPs’ concerns regarding the potential harms of e-cigarettes are abandoned in 

highly addicted patients and those with extensive comorbidities. 

PCPs reported recommending e-cigarettes to heavy smokers or to patients with existing 
co-morbidities– 

“ The people who are smoking like a pack a day 
and really chimneys, I’m like you want anything 
that you can do that’s an action that gets in the 
right direction.  So I usually am pretty encouraging 
of it in that setting.” [PCP K] 

In other instances, PCPs were more inclined to recommend e-cigarettes for heavy long-term 

smokers who have previously tried quitting and failed with conventional cessation medications 

and who may be addicted to the social habit of smoking.  For example one PCP said– 

“If somebody said to me, ‘Doc, I’ve already tried 
the gum.  I’ve tried the patches.  It didn’t work for 
me, and I’m not really interested in taking these 
antidepressant medicines that you’ve talked about 
with the craving.  I think I’m just so hooked on the 
physical act of smoking that I think the e-cigarettes 
are going to be a better way for me to bridge to 
using,’ so I would probably recommend e-
cigarettes.” [PCP J] 

Similarly, a PCP acknowledged that recommending e-cigarettes for cessation could be a good 

option for a cessation attempt with patients with smoking related co-morbidities–  

“When I think of any therapy that I might 
recommend to someone without really feeling like 
it’s super well-established or that I really understand 
all the risks and benefits, it’s like people who stand 
the most to gain by using it, so people who are like 
long-term smokers or who I know will do really 
poorly with some of the medications or other options 
that are out there, people who I just think 
behaviorally would be more amenable to something 
like that, I guess those would be the people that I 
would think more of using it” [PCP K]. 
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DISCUSSION 

Five themes emerged in our current study and the information within these themes 

suggests that despite routine screening for conventional tobacco use, screening for e-cigarette use 

seems not to be yet established in primary care. However, smokers and their physicians 

frequently discuss e-cigarettes during primary care office visits. Although PCPs report not 

typically initiating these e-cigarette discussions, citing a general lack of knowledge regarding the 

potential benefits and harms of e-cigarettes, they nonetheless perceive e-cigarettes to be a safer 

alternative to other tobacco products, particularly combustible cigarettes. Furthermore, some 

PCPs acknowledge recommending e-cigarettes to at least some of their patients who smoke. 

They tend to be more likely to recommend e-cigarettes for harm reduction and smoking cessation 

to certain patient profiles including those thought to be highly addicted to smoking, whose 

current health status is perceived as warranting immediate action, and who have had a prior 

failed quit attempt using FDA-approved pharmacotherapies. Moreover, patients’ interest in 

trying e-cigarettes appeared to be a particularly salient facilitator in PCPs’ decisions to 

recommend e-cigarette use. 

Faced with little empirical evidence,2, 60 difficulty finding  relevant risk/benefit 

information, and a void in professional guidelines,62 PCPs seem to be developing their own 

approaches to incorporating e-cigarette use into their reportedly increasing patient inquires about 

e-cigarette use ,31-33 and tobacco use related counseling. Prior research31-33 has shown that PCPs 

in general believe that e-cigarettes are safer than traditional cigarettes. While PCPs in our study 

share that belief, they were less consistent in acknowledging the efficacy of e-cigarettes as a 

smoking cessation aid. Nonetheless, most PCPs in our sample reported being more willing to 

recommend the use of e-cigarettes to patients they perceived as highly addicted or those with 
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extensive smoking-related comorbidities than to other smokers. Because such recommendations 

are being made despite PCPs’ overall skepticism regarding the efficacy of e-cigarettes as a 

smoking cessation aid, this suggests that PCPs’ willingness to recommend e-cigarettes may be 

driven by their belief in e-cigarettes’ capacity for relative harm reduction.  

Our results indicate that, in spite of PCPs uncertainty about e-cigarettes, they are 

recommending them to patients and these recommendations are supported by patient interest in 

trying e-cigarettes. Thus PCPs in our study seemed to adopt a patient centered approach when 

communicating with their patients about e-cigarettes.95 When patients raised the topic of e-

cigarettes, PCPs reported explaining the limited information they know about e-cigs, and actively 

supporting a patient’s decision to try them. In fact, it is plausible to suggest that patients are a 

likely source of information for PCPs about e-cigarettes and may be indirectly driving PCPs’ e-

cigarette beliefs and practices. Yet, it is also likely that patient and physician e-cigarette 

knowledge is directly influenced by industry marketing and advertising as well as lay press 

publications regarding the evolving market of e-cigarettes.31, 96 This coupling of indirect and 

direct influence on PCPs is reminiscent of the influence of historical conventional tobacco 

advertising, but is differentiated by the aid of the global spread afforded by social media.97, 98 

Despite recommendations to screen and counsel patients for e-cigarette use,59, 60 

expecting most PCPs to proactively do this is likely unrealistic given the void in relevant 

evidence to help PCPs steer a conversation once patients’ use of, or interest in using, e-cigarettes 

is established. Instead, it appears that increasingly frequent office-based interactions regarding e-

cigarettes are causing PCPs to develop non-evidence based opinions and then use those opinions 

in their routine tobacco use cessation counseling to address their patients’ inquiries about e-

cigarettes. Despite the FDA and many researchers racing to fill these evidence voids, the reality 
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is that it will take many years before we understand the full range of public health benefits and 

risks associated with e-cigarettes,29, 61 and thus the health and other implications of current PCP 

beliefs and practices regarding e-cigarettes.  

Limitations 

The results of our study should be interpreted in the context of several limitations. First, 

study data were collected between May and August of 2014, and given the rapidly evolving e-

cigarette market the applicability of findings to today’s practices should be interpreted with 

caution. Second, PCPs interviewed were limited to those practicing within two Virginia settings 

and included only a small number of the potentially eligible physician subjects within these 

settings. As such, care should be taken when generalizing findings to other settings and 

providers. Nevertheless, to our knowledge this is the first study to use qualitative research 

methods to assess comprehensively PCPs’ beliefs and practices regarding e-cigarettes and 

articulates underlying reasons behind PCPs’ recommendations of e-cigarettes.  

CONCLUSION 

In conclusion, PCPs expressed a lack of information about e-cigarette safety and efficacy 

along with skepticism about the role of e-cigarettes in tobacco control in general and in smoking 

cessation in particular. However, once a patient initiates a discussion with them, PCPs seem to be 

endorsing patients’ interest in using e-cigarettes, as well as recommending e-cigarettes to 

particular types of patients who smoke for both smoking cessation and as a harm reduction 

strategy. Such findings serve to illustrate the importance of generating and rapidly disseminating 

evidence regarding e-cigarette safety and efficacy for smoking cessation to US physicians.  
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Without such effort, PCPs will continue to devise their own beliefs and practices regarding e-

cigarettes that are likely to be difficult to change once established.99   
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Chapter 3: Physicians’ Knowledge, Beliefs and Practices Regarding E-
cigarettes: Results from a national survey of US primary care physicians 
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ABSTRACT 

Background:  E-cigarette use is exponentially increasing in the United States despite limited 

knowledge about their potential harms or benefits. Objective: To understand the extent to which 

PCPs report e-cigarette discussions and recommendations as well as their knowledge and beliefs 

regarding e-cigarettes and how these influence their propensity to recommend e-cigarettes to 

their adult patients who smoke. Methods: We used a modified Dillman approach to administer a 

mailed survey to a national random sample (N=1430) of office-based primary care physicians 

(PCPs) between February and May, 2015. Survey content was informed by existing literature 

and qualitative research. Chi-square tests and t-tests were used for bivariate analysis, as 

appropriate to compare PCPs who recommend and do not recommend e-cigarettes. M-Plus with 

full information likelihood estimation was used to identify factors associate with PCPs who 

reported previously recommending e-cigarettes. Results: 328 PCPs returned the survey for a 

24% response rate. 82.7% of eligible PCPs (n=220) reported previously discussing e-cigarettes 

with their patients and 57.8% (n=155) reported previously recommending e-cigarettes to their 

patients who smoke. The majority reported recommending them for smoking cessation and harm 

reduction (71.6%, n=111), 19.2% for smoking cessation only, and 9.6% for harm reduction only. 

PCPs’ knowledge regarding e-cigarettes, particularly potential harms, was low, but beliefs 

regarding e-cigarettes ability to help in quitting smoking and to help limit secondhand smoker 

exposure to others, decreasing cancer risk and the perception that e-cigarettes offer a relative 

harm reduction tool compared to other tobacco products was high. Patients’ interest in using e-

cigarettes (odds ratio=1.31, 1.09-1.58) and the PCP having favorable beliefs regarding e-

cigarettes ability to help in quitting smoking (odds ratio=1.80, 1.45-2.24),  to limit secondhand 

smoke exposure for others (odds ratio=1.45, 1.15-1.83), to reduce harm compared to other 
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tobacco (odds ratio=1.11, 1.05-1.16), and deter patients from using conventional cessation 

medications (odds ratio=0.78, 0.64-0.95) were associated with PCPs’ reports of previously 

recommending e-cigs to their patients who smoke Limitations: Having a low response rate and 

potential for response bias limit ability to generalize beyond sample. Conclusion: Results 

illustrate an opportunity to improve PCPs’ e-cigarette-related knowledge while their practice is 

still developing. The impact of improving PCPs’ knowledge on their recommendations is 

unknown. However, once their practice is established it is difficult to change. 

Abbreviations 

US   United States 

PCP  Primary Care Physician 

AMA  American Medical Association 

GIM  General Internal Medicine 

FP  Family Practice 

GP   General Practice 

FDA  United States Food and Drug Administration 
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INTRODUCTION 

E-cigarette use has been increasing exponentially in the United States (U.S.) among 

smokers and non-smokers alike.20, 22, 24, 29, 92, 98 Although, e-cigarettes have been marketed as 

both a harm reduction strategy and as a smoking cessation aid,22, 29, 92, 98 evidence regarding e-

cigarette safety and their efficacy as a smoking cessation aid is still emerging.22, 32, 61 E-cigarette 

use has been linked to a steep increase in calls to poison centers, mostly among children (ages 0-

5), in the US between 2012 to 2014 to report side effects due to inhalation or skin contact like 

nausea or vomiting.100 As of yet,  e-cigarettes has not been linked directly to any serious adverse 

events;101 however, the liquid nicotine used in e-cigarettes can contain  some of the toxicants and 

carcinogens found in traditional cigarettes,40, 41, 102-104 and studies suggest that e-cigarette use can 

cause acute adverse pulmonary effects.105, 106 Moreover, the amount of nicotine delivered by e-

cigarettes varies greatly from no nicotine to levels higher than that found in conventional 

cigarettes.12, 13, 35 Furthermore, while some early studies point to the potential for e-cigarettes to 

serve as an effective smoking cessation aid, 37, 38, 51, 52, 107 many such studies have been industry 

sponsored and/or criticized for their methodological limitations.37, 38, 52 

E-cigarette production and marketing are not currently regulated by the U.S. Food and 

Drug Administration (FDA),36, 108 and the US Preventive Health Services Task Force recently 

concluded that there was insufficient evidence to recommend their use as a smoking cessation 

aid.61 National clinical organizations such as the American Heart Association,59 the American 

Association for Cancer Research, and the American Society of Clinical Oncology60 have issued 

position statements regarding e-cigarettes. These organizations generally have advocated that 

clinicians screen for the use of e-cigarettes, but offer little guidance once e-cigarette use is 

identified,59-61 advising only that physicians share the limited evidence base regarding their 
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safety and efficacy while continuing to recommend FDA-approved pharmacotherapies for 

smoking cessation.59-61  

Given the limited guidance from national  clinical organizations and the general lack of 

conclusive evidence regarding either the full health implications of e-cigarettes or their efficacy 

in smoking cessation,2, 29, 31 physicians may be relying on their patients, the e-cigarette industry 

and information in the lay press as sources of e-cigarette-related information.31 Recent finding 

suggest that patients are seeking advice from their physicians regarding e-cigarette use and that 

some physicians are recommending e-cigarettes to their patients who smoke.8, 30, 31 Physicians 

and patients alike, seem to believe that e-cigarettes can help with quitting,2, 8, 30-32 and are less 

harmful in comparison to conventional cigarettes.17, 31-33, 92 Our own qualitative study found that 

despite acknowledging limited evidence regarding the benefits and risks associated with e-

cigarettes, some primary care physicians (PCPs) recommend e-cigarettes to their patients who 

smoke for both smoking cessation and harm reduction purposes.109 Furthermore, we found that a 

PCP’s propensity to recommend e-cigarettes to a given patient seemed to be influenced by that 

patient’s interest in trying e-cigarettes.  

Despite insights from such studies, it remains uncertain how PCPs, who currently deliver 

the vast majority of office-based physician tobacco use cessation counseling,63, 64, 79 are 

incorporating e-cigarettes into their counseling practices and what factors might be influencing 

this incorporation. To address this knowledge gap, we surveyed PCPs nationwide to understand 

the extent to which they report e-cigarette discussions and recommendations as well as their 

knowledge and beliefs regarding e-cigarettes and how these influence their propensity to 

recommend e-cigarettes to their adult patients who smoke.   
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METHODS 

Sample Selection 

Using the American Medical Association’s (AMA’s) Masterfile, we identified a sample 

of General Internal Medicine (GIM), Family Practice (FP) or General Practice (GP) physicians 

aged 75 years or younger actively delivering office-based care.  We contacted a random sample 

of N=1,430 PCPs supplied by an authorized vendor of the AMA’s 2015 Masterfile (Medical 

Marketing Service, Schaumburg, IL; 2015).  

Survey Development and Administration 

The survey included items adapted from validated instruments of clinicians’ tobacco use 

cessation counseling beliefs and practices,80, 110 and those specific to e-cigarette beliefs and 

practices developed from results of our qualitative research.109 It also included e-cigarette-related 

knowledge items developed in consultation with a leading expert in e-cigarette toxicity and 

regulatory policy. Once developed, the survey was refined in response to comments from five 

experts in psychometrics and patient-provider communication. The instrument also was pretested 

for clarity and ease of understanding via semi-structured cognitive interviews with a convenience 

sample of 10 PCPs practicing in an academic medical center; those PCPs provided an informed 

consent for participation and received no compensation (Appendix 2). The final 32-item 

questionnaire took approximately 15-20 minutes to complete, and was administered via the US 

postal service using a Dillman process111  between February and May 2015 (Appendix 3). All 

correspondence, except for the postcard, was signed by the study PI (O.S.). As a token of 

appreciation, physicians who retuned the survey received a $10 gift card to a retailer of their 
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choice. All aspects of the study were approved by the Institutional Review Board at the Virginia 

Commonwealth University.  

Measures and Variables 

E-cigarette recommendations 

Our main outcome variable was whether or not the PCP reported previously 

recommending e-cigarettes for smoking cessation, harm reduction or both to his/her adult 

patients who smoke. We categorized PCPs as “never” versus “ever” recommending e-cigarettes, 

regardless of reason for recommendation. We also ascertained PCP-reported e-cigarette 

discussion frequency and initiation. For the latter, response categories were: I usually raise the 

topic, my patients usually raise the topic, and it is equally as likely that I or my patients raise the 

topic. An additional item was used to assess the extent to which PCPs considered patients’ 

interest in trying e-cigarettes when recommending e-cigarettes by asking whether patient’s 

interest is/would be a primary reason for recommending e-cigarettes (Strongly Disagree to 

Strongly Agree) and was scored from one to seven. 

Knowledge about e-cigarettes 

Five items assessed PCPs’ knowledge regarding e-cigarettes. One item assessed whether 

e-cigarettes are currently regulated by the FDA. Two were risk-related: the nicotine liquid used 

in e-cigarettes can contain carcinogens and e-cigarettes can adversely affect lung function. Two 

items were product feature-related: some e-cigarettes can deliver more nicotine than traditional 

cigarettes and some e-cigarette brands do not deliver nicotine. Responses were true, false or I 
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don’t’ know. For analyses these variables were coded as a three-level categorical variables or as a 

binary variable (correct versus otherwise). 

Beliefs about e-cigarette  

PCPs’ e-cigarette beliefs were assessed using five 7-point Likert scale items (Very 

Unlikely to Very Likely). For example, we assessed whether PCPs believed e-cigarettes can help 

patients quit smoking. An additional belief item assessed whether the PCP believed e-cigarettes 

can create dual tobacco users (Strongly Disagree to Strongly Agree).  

We also asked PCPs to rate how harmful e-cigarettes and five other tobacco products are 

to the health of their patients using a 7-point Likert scale (Not at All Harmful to Extremely 

Harmful). The products were traditional cigarettes; tobacco pipes; waterpipes [hookah or 

narghile]; cigars, cigarillos and little cigars; and smokeless tobacco. We constructed 5 items to 

assess PCPs’ perceived reduced harm of e-cigarettes relative to these other products by 

subtracting their e-cigarette score from each of the other scores. For each constructed item, a 

positive score indicated relatively less harm, zero indicated equal harm, and a negative score 

indicated relatively more harm. A total relative harm reduction score was produced by summing 

the resulting scores across the five items (Cronbach α=0.93). 

Counseling self-confidence 

PCPs were asked to indicate their confidence in two items: their ability to counsel 

patients about tobacco use in general and their ability to counsel patients about e-cigarettes use 

by indicating their level of agreement using a 7-point Likert scale (Strongly Disagree to Strongly 

Agree).  
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Other physician characteristics 

The survey included questions regarding PCPs’ practice setting (i.e. practice size, average 

number of patients seen per week, and percent of professional time spent providing care to adult 

patients). It also included prior training in smoking cessation counseling, whether or not PCPs 

had a medical school affiliation, and demographic characteristics (gender, age and year of 

residency completion). Information on clinical training (Medical doctor vs Doctor of 

Osteopathy), specialty (GIM, FM, and FP), board certification, medical school training (US 

versus foreign) and geographic practice region were ascertained from the AMA Masterfile.   

Statistical Analysis  

Descriptive statistics were used to characterize the sample. Prior to conducting analyses, 

we assessed item non-response, finding it not to exceed 3.3%. Nonetheless, M-Plus with full 

information likelihood estimation was used for inferential analyses.  Differences in physicians 

who reported recommending e-cigarettes compared to those who reported not recommending e-

cigarettes were tested using Chi-square tests and t-tests, as appropriate. For categorical variables 

(i.e. knowledge items), when an overall Chi-square test established statistical significance, the 

Wald test of parameter constraints was used to test for pairwise differences. For the multiple 

logistic regression model testing, we included PCPs’ e-cigarette beliefs, knowledge, and their 

consideration of patient interest in trying e-cigarettes, controlling for PCPs’ gender, age, years of 

practice, specialty, board-certification, medical school training, geographic location, number of 

patients per week, percentage of time providing care to adult patients, practice size, having an 

academic affiliation, having had a prior training in smoking cessation counseling, their 
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confidence in their ability for tobacco use counselling in general and for e-cigarettes in 

particular. Variables were considered statistically significant at p<0.05.  

Prior to initiating analyses, the representativeness of PCP respondents in terms of age, 

gender, clinical training, specialty and practice region was assessed using z tests of differences in 

proportions. No significant differences were found between survey respondents and PCPs in the 

AMA Masterfile except for PCPs’ specialty. Survey respondents disproportionately were FP 

physicians (57.9% vs. 49.1%) and not GIM physicians (39.2% vs. 48.0%). We therefore used a 

post stratification weight (GIM=1.2, FP=0.84, and GP=1) to match the proportions in the AMA 

Masterfile. 

RESULTS 

Sample Characteristics 

A total of 328 surveys were returned. Among those, 50 were ineligible (37 not in direct 

patient care, seven not in primary care, and six retired). The survey response rate, adjusted for 

ineligible cases, was 24%.112 The final weighted sample size was 274 PCPs (Table 2). Most 

survey respondents were males (62.9%). Mean years of practice was 19.9 (+11.1). The majority 

spent at least half of their time providing care to adult patients (84.5%). Most were board 

certified in either GIM or FM (83.2%), and 79% attended medical school in the US. 

Approximately a third reported prior training in smoking cessation counseling (33.8%) or had an 

affiliation with a medical school (36%). Sample PCPs reported having higher self confidence in 

counseling patients on conventional tobacco use (M=6.3) relative to e-cigarettes-related 

counseling (M=4.3).  
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Table 2: Physician Characteristics: Overall and by E-cigarette Recommendation Status 

Physician Characteristic 
All 

(N=274)† 
Recommenders 

(n=155) 
Non-Recommenders 

(n=114) 
DEMOGRAPHICS AND CLINCAL 
TRAINING 
     Gender (%)* 

   

 Male  62.9 68.4 55.8 
 Female 37.1 31.6 44.2 
     Years of Practice (mean, SD) 19.9 (+11.1) 20.2 (+10.9) 19.8 (+11.4) 
     Age (mean, SD) 52.2 (+10.7) 52.1 (+10.6) 52.4 (+10.7) 
     Board-certification (%)    
 Yes 83.2 84.6 16.8 
 No 16.8 15.4 18.6 
     Specialty (%)    
 Family or General Practice  52.3 50.6 54.4 
 General Internal Medicine 47.7 49.4 45.6 
     Medical school training (%)    
 United States 79.0 76.9 82.5 
 Foreign Medical School 21.0 23.1 17.5 
CLINICAL PRACTICE INFORMATION 
     Geographic region (%) 

   

 North-East 17.6 18.1 17.5 
 South 34.4 38.7 29.8 
 Midwest 24.9 22.6 27.2 
 West 23.1 20.6 25.4 
     Practice Size (%)    
 1-2 33.8 37.3 28.6 
 3-10 33.7 33.3 35.7 
 11 or more 32.5 29.4 35.7 
     Mean number of patients/week (mean, SD)** 81.3 (+35.5) 87.5 (+32.7) 74.5 (+37.4) 
     Time providing care to adult patients (%)    
 Less than 49% 15.5 12.9 18.6 
 50-75% 19.5 20.1 18.6 
 More than 75% 65.0 66.9 62.8 
     Academic Affiliation (%)    
 Yes 36.0 33.1 42.0 
 No 64.0 66.9 58.0 
TOBACCO USE COUNSELING 
CHARACTERISTICS 
     Trained in smoking cessation counseling (%) 

   

 Yes 33.8 30.1 39.5 
 No 66.2 69.9 60.5 
     Confidence in ability for tobacco use 
     counseling in general (mean, SD) 

6.3(+1.1) 6.3(+1.1) 6.3(+1.0) 

     Confidence in ability for e-cigarette use 
     counseling (mean, SD) *** 

4.3(+1.9) 4.6(+1.7) 3.8(+2.2) 

† There were 5 missing entries from the recommendation status variable  
* Significant difference by gender (χ2=4.48, p=0.034) 
** Significant difference by mean number of patients/week (t(263)=-3.03, p=0.003) 

*** Significant difference by confidence in e-cigarette counseling (t(263)=-0.78, p=0.001)  



 
 

41 
 

E-Cigarettes Recommendations 

Over three-quarters (82.7%, n=220) of PCPs reported previously discussing e-cigarettes 

with their patients. Among those, 24.7% (n=51) reported discussing e-cigarettes rarely with their 

patients, 53.2% (n=109) reported discussing e-cigarettes sometimes and 22.1% (n=45) reported 

discussing them often or almost always. Furthermore, while half of the PCPs reported that 

patients usually initiated these discussions (51.2%), 16.2% reported initiating discussions 

themselves, with the remainder reporting that discussions were initiated equally as likely by them 

or their patients (32.6%).  

Overall, 57.8% (n=155) reported previously recommending e-cigarettes to an adult 

patient who smoked. Among those recommending e-cigarettes, the majority reported 

recommending them for smoking cessation and harm reduction (71.6%, n=111), 18.8% for 

smoking cessation only, and 9.6% for harm reduction only. PCPs who reported initiating e-

cigarette discussions more than or equally as likely as their patients were significantly more 

likely to recommend e-cigarettes (84.0%) compared to those who reported that their patients 

usually initiated e-cigarette discussions (55.7%) [χ2(1)=19.47, p<.001]. On average PCPs 

indicated a moderate level of agreement that their patients’ interest in using e-cigarettes 

influenced or would influence their decision to recommend e-cigarettes (mean=4.09, ±1.8), with 

those PCPs who recommend e-cigarettes having a significantly higher level of agreement 

(mean=4.62, ±1.6) compared to PCPs who do not recommend e-cigarettes [mean=3.33, ±1.9; t 

(208.3) =1.29, p<.001]. 

As illustrated in Table 2, there were few significant differences between physicians who 

recommended and did not recommend e-cigarettes. Recommenders were more likely to be male 
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(68.4% vs. 55.8%) and reporting seeing significantly more patients per week (M=87.5 vs. 74.5) 

than non-recommenders.  

Knowledge about E-cigarettes 

Few PCPs (7.6%) answered all 5 knowledge questions correctly. Two-thirds (66.4% and 

65.0%, respectively) of PCPs correctly knew that e-cigarettes are not currently regulated by FDA 

and that some e-cigarette brands can deliver more nicotine than traditional cigarettes (Table 3), 

with the remainder mostly choosing I don’t know (27.2% and 27.8%, respectively). Almost half 

of the PCPs answered I don’t not know for the three other knowledge questions: whether the 

liquid in e-cigarettes can contain carcinogens, e-cigarettes could adversely affect lung function, 

and some e-cigarette brands do not deliver nicotine (44.9%, 54.0% and 47.2%, respectively), 

with only one third answering these questions correctly (36.9%, 32.8% and 36.2%, respectively). 

Those recommending e-cigarettes were more likely to answer the two risk-related items (i.e., e-

cigarettes can contain carcinogens and can negatively affect lung function) incorrectly compared 

to non-recommenders, but other differences in knowledge were not detected by the PCP’s e-

cigarette recommendation status.  

On the other hand, PCPs were more likely to answer knowledge items correctly versus 

otherwise if they had previously discussed e-cigarettes with their patients: 69.5% vs. 41.3% 

correct regarding FDA regulation (p<.001), 70.0% vs. 39.1% regarding delivering more nicotine 

(p<.001), 40.5% vs. 13.0% regarding e-liquid content (p<.001), 40.9% vs. 15.2% regarding 

delivering no nicotine (p=0.001). The one exception was for the lung function question where 

there was no statistically significant difference in correct knowledge by the PCPs’ reported 

discussion status (33% vs. 26%, p=0.35). 
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Table 3: Physician E-cigarette Knowledge Assessment: Overall and by E-cigarette 
Recommendation 

E-cigarette Knowledge Items¥ 
Response 

Assessment (%)
ALL 

N=270†
Recommenders 

n=152 
Non-recommenders 

n=113 
χ2 p-
value 

E-cigarettes are not currently 
regulated by the FDA   

Correct 66.4 68.4 63.7 
0.440 Incorrect    6.4 7.2 5.3 

Don’t Know 27.2 24.3 31.0 
Some e-cigarettes can deliver 
more nicotine than traditional 
cigarettes  

Correct 65.0 71.2 56.5 
0.014* Incorrect    7.1 7.8 6.2 

Don’t Know 27.8 20.9  37.2†† 
The nicotine liquid used in  
e-cigarettes can contain 
carcinogens 

Correct 36.9 38.4 34.8 
0.006* Incorrect 18.3  23.8†† 10.7 

Don’t Know 44.9 37.7 54.5 

E-cigarettes can adversely affect 
lung function  

Correct 32.8 34.2 37.1 
0.002* Incorrect 13.2  19.1†† 5.3 

Don’t Know 54.0 46.7 63.7 

Some e-cigarette brands do not 
deliver nicotine 

Correct 36.2 44.7 24.8 
0.004* Incorrect 16.6 13.8    20.4†† 

Don’t Know 47.2 41.4 54.9 
¥ All items are stated as factually correct 
† There were 5 missing entries from the recommendation status variable  
*Statistically significant via χ2 test (3x2) 
†† Proportion remained significant via Wald test of parameter constraints at p<0.05 (correct responses was the 
reference group).  

 

Beliefs about E-cigarettes  

Overall, PCPs tended to agree with three negative beliefs regarding e-cigarettes (Table 

4): Mean agreement ratings on a 7-point scale were 5.0 (±1.6) for sustaining nicotine addiction, 

4.8 (±1.4) for creating dual tobacco users, and 4.8 (±1.5) for discouraging patients’ use of 

conventional cessation medications. Mean agreement ratings were 5.4 (±1.6) for limiting 

secondhand smoke exposure, 4.2 (±1.6) for decreasing patients’ cancer risk and 4.0 (±1.6) for 

helping smokers quit. In all cases, recommenders held significantly stronger positive beliefs and 

weaker negative beliefs compared to non-recommenders. In general, PCPs’ beliefs did not differ 

by their having correct knowledge regarding e-cigarette. The exceptions were that PCPs with 
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correct knowledge regarding the impact of e-cigarettes on  lung function and that e-liquids could 

contain carcinogens held significantly weaker belief regarding e-cigarettes potential to reduce 

cancer risk (data not shown). 

Table 4: Mean Beliefs Ratings Regarding E-cigarette Use Outcomes: Overall and by E-
cigarette Recommendation Status  

E-cigarettes Use Outcomes  
All 

N=273† 
Mean (SD) 

Recommenders 
n=155 

Mean (SD) 

Non-recommenders 
n=113 

Mean (SD) 

Degrees 
of 

Freedom 

t-test 
p-value 

Limit secondhand smoke exposure 
to patients’ families and friends 

5.4 (±1.6) 5.9 (±1.3) 4.7 (±1.7) 201.8a <.001 

Sustain patients’ nicotine 
dependence 

5.0 (±1.6) 4.8 (±1.4) 5.2 (±1.7) 213.3a 0.036 

Create dual tobacco users 4.8 (±1.4) 4.6 (±1.4) 5.1 (±1.4) 266b 0.005 

Patients are less likely to use 
conventional cessation medications 

4.8 (±1.5) 4.6 (±1.4) 5.1 (±1.7) 265b 0.011 

Decrease patients’ cancer risk 4.2 (±1.6) 4.7 (±1.5) 3.6 (±1.6) 265b <.001 

Help patients quit smoking 3.9 (±1.6) 4.6 (±1.3) 3.0 (±1.6) 207.0a <.001 
† There were 5 missing entries from the recommendation status variable  
a equal variances not assumed  
b equal variances assumed  
SD, Standard Deviation 

The mean score for the overall relative e-cigarette harm reduction measure was 8.6 

(SD=±6.6, range -5 to 30), indicating an overall perception of relative harm reduction.   

Physicians who recommended e-cigarettes on average indicated relatively more harm reduction 

from e-cigarettes (M= 10.7, SD=±6.1) compared to those who did not recommend e-cigarettes to 

their patients (M= 5.8, SD= ±6.1), (t (262) = -4.9, p <.001). 

Logistic Regression Results: Factors Associated with Recommending E-cigarettes  

Controlling for other factors, the more a PCP reported considering their patients’ interest 

in using e-cigarettes, the more likely they were to have recommended e-cigarettes (Table 5):  for 

every point increase in agreement with the statement that they consider their patients’ interest, 
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the likelihood that they recommended e-cigarettes increased by 31%. Similarly, for every point 

increase in a PCP’s belief that e-cigarettes can help in quitting smoking, there was 80% increase 

in the likelihood of the physician recommending e-cigarettes and for every point increase in a 

PCP’s belief that e-cigarettes limit secondhand smoke exposure for others, there was 45% 

increase in the likelihood of the physician recommending e-cigarettes. Likewise, for every point 

increase in a PCP’s perception of e-cigarettes’ relative harm reduction compared to other tobacco 

products, there was an increased likelihood of the PCP recommending e-cigarette use by 11%.  

On the other hand, for every point increase in the PCP’s belief that e-cigarettes would deter 

patients from using conventional cessation medication, there was a 22% reduction in the 

likelihood they recommend e-cigarettes. No other factors were found to be associated with PCPs’ 

likelihood of recommending e-cigarettes.  

Table 5: Multiple Logistic Regression Results: Factors Associated with Physicians’ 
Likelihood of Recommending E-cigarettes (N=274) 

Predictor Variables 
        Standardized 
             Estimate 

OR (95% CI) 
P-

value 
Physician Consideration of Patients’ Interest in Using 
E-cigarettes 

0.173 1. 31 (1.09,1.58) 0.01* 

Physicians’  E-cigarette Belief      
 Limit secondhand smoke exposure to patients’ families and friends 0.209 1.45 (1.15, 1.83) 0.006* 
 Sustain patients’ nicotine dependence 0.021 1.04 (0.85, 1.27) 0.757 
 Create dual tobacco users 0.053 1.11 (0.86, 1.45) 0.492 
 Patients become less likely to use conventional cessation medications    -0.131 0.78 (0.64, 0.95) 0.031* 
 Decrease patients’ cancer risk -0.099 0.84 (0.66, 1.06) 0.213 
 Help patients quit smoking 0.336 1.80 (1.45, 2.24) <.001* 
 Perceived relative harm reduction score 0.230 1.11 (1.05, 1.16) 0.001* 
Physicians’ E-cigarette  Knowledge       
 E-cigarettes are not currently regulated by the FDA      
       Correcta 1     
       Incorrect 0.019 1.26 (0.31, 5.05) 0.78 
       Don’t Know 0.029 1.21 (0.56, 2.56) 0.68 
 Some e-cigarettes can deliver more nicotine than traditional cigarettes      
       Correcta 1     
       Incorrect -0.016 0.83 (0.09, 6.94) 0.88 
       Don’t Know -0.207 0.26 (0.12, 0.54) 0.002* 
 Some e-cigarette brands do not deliver nicotine   
       Correcta 1     
       Incorrect -0.071 0.47 (0.21, 1.51) 0.34 
       Don’t Know -0.093 0.58 (0.30, 1.13) 0.18 
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Table 5: Continued 

Predictor Variables 
        Standardized 
             Estimate 

OR (95% CI) 
P-

value 
Physicians’ E-cigarette  Knowledge (Continued)      
     The nicotine liquid used in e-cigarettes can contain carcinogens      
       Correcta 1   
       Incorrect 0.073 1.72 (0.68, 4.38) 0.33 
       Don’t Know -0.052 0.74 (0.35, 1.55) 0.51 
 E-cigarettes can adversely affect lung function    
       Correcta 1   
       Incorrect 0.077 1.92 (0.61, 5.99) 0.34 
       Don’t Know -0.021 0.88 (0.41, 1.89) 0.79 
Physicians’ Demographics and Clinical Training      
 Gender (Female) -0.017 0.90 (0.48, 1.68) 0.88 
 Age in years -0.097 0.97 (0.91, 1.04) 0.53 
 Years of practice 0.075 1.02 (0.95, 1.09) 0.24 
 Specialty (General Internal Medicine) 0.009 1.06 (0.55, 2.02) 0.78 
 Board-certification (Yes) 0.04 1.36 (0.59, 3.14) 0.51 
 Medical school training (United States) -0.098 0.49 (0.18, 1.31) 0.62 
Clinical practice information      
 Geographic region      
       Midwesta 1     
       North-East 0.009 1.07 (0.47, 2.43) 0.88 
       South 0.112 1.98 (0.95, 4.13) 0.12 
       West 0.11 2.13 (0.89, 5.06) 0.14 
 Number of patients/week 0.066 1.00 (0.99, 1.01) 0.38 
 Time providing care to adult patientsb  -0.003 0.99 (0.72, 1.35) 0.96 
 Practice Sizeb -0.034 0.88 (0.57, 1.35) 0.64 
 Academic Affiliation (Yes) -0.103 0.53 (0.27, 1.03) 0.11 
Tobacco use counseling characteristics      
 Trained in smoking cessation counseling (Yes) 0.021 1.14 (0.63, 2.05) 0.71 
 Confidence in ability for tobacco use counseling in general -0.043 0.89 (0.70, 1.13) 0.43 
 Confidence in ability for e-cigarette use counseling 0.079 1.12 (0.94, 1.34) 0.25 

*Significant p-value (all bolded) 
a Reference Group 
b Ordinal variables 
OR, Odds Ratio; CI, Confidence Interval; FDA, United Stated Food and Drug Administration 

DISCUSSION 

Patient-physician discussions about e-cigarettes are becoming common place in primary 

care. Consistent with that reported by others,31-33 PCPs in our sample reported being asked by 

their patients about e-cigarettes; however, they were also initiating e-cigarette-related discussions 

with their patients. Such discussions are occurring despite many PCPs expressing uncertainty or 

incorrect knowledge regarding e-cigarettes. Those recommending e-cigarettes report doing so 
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both to help their patients stop smoking and as a harm reduction strategy. While socio-

demographic, training and practice setting characteristics did not seem to be associated with a 

PCP’s likelihood of recommending e-cigarettes, their consideration of patients’ interest in trying 

e-cigarettes and beliefs about the benefits and harms associated with e-cigarette use as well as 

beliefs regarding the relative harm of e-cigarettes in comparison to other tobacco/nicotine 

products were associated with physician reports of recommending e-cigarettes to their patients 

who smoke. 

Patient–physician discussions around e-cigarettes assessed in prior studies31-33 accounted 

only for the possibility of patients inquiring about e-cigarettes, not that physicians may be 

initiating such discussions. A substantial number of PCPs reported initiating e-cigarette 

discussions with their patients, and those PCPs who did report initiating such discussions were 

also more likely to recommend e-cigarette use to their patients. Because prior studies have not 

measured physician initiation of discussions, it is not known if this is a continuation of an 

existing practice, or whether PCPs might be becoming more proactive regarding e-cigarette-

related discussions. What is known is that the majority of PCPs report both discussing and 

recommending e-cigarettes with their patients—likely at a rate higher than previously has been 

reported. 8, 30, 31  

The overall knowledge base regarding e-cigarettes that is informing PCP-patient e-

cigarette discussions and recommendations is highly variable. Although, the FDA regulatory 

status has been long communicated via their website,36, 108 scientific journals,59, 60 the lay press 

113, and on some e-cigarette industry websites, 114, 115 one third of PCPs nationwide were still not 

aware that the FDA does not currently regulate e-cigarettes. Also, PCPs were unaware that e-

cigarettes can contain carcinogens or could adversely affect lung function. Such findings imply 
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that facts contained in recent position statements published by US medical organizations may not 

be reaching PCPs.59, 60 Furthermore, the clear void in knowledge regarding the potential harms 

associated with e-cigarettes may be indicative of the influence that industry marketing may be 

having, as such marketing tends to focus solely on the potential benefits of e-cigarettes and is 

void of any risk communication or transparent product labeling.40, 41, 98, 102-104 Such an influence 

could also explain PCPs’ generally correct knowledge that some e-cigarettes can deliver more 

nicotine than that found in traditional cigarettes, as this information is also consistent with 

current industry marketing messages.19, 96, 116, 117 Since those PCPs who reported prior e-cigarette-

related discussions with their patients were more likely to have had correct e-cigarette-related 

information, patients could also potentially be a source of PCPs’ information31 or that those 

discussions might serve as a trigger for PCPs to look for e-cigarettes-related information. Thus, 

not only could industry marketing be reaching end users of e-cigarettes, but it could be also 

directly and indirectly informing PCPs knowledge.31 This is potentially important as PCPs’ 

knowledge of the potential harms associated with e-cigarettes was associated with weaker beliefs 

regarding the potential of e-cigarettes to reduce the risk of cancer. This suggests that informing 

PCPs about the potential risk of e-cigarettes could result in less recommendation of e-cigarette 

via altering their beliefs. Regardless, it seems that PCPs’ current knowledge base is both 

inadequate and not a driving factor behind PCPs’ decisions to recommend e-cigarettes to their 

patients who smoke, perhaps due to the limited evidence-based sources of information 

available.27, 28, 31 

Like prior studies,28, 31-33, 92 we found PCPs generally to have favorable beliefs regarding 

the ability of e-cigarettes to assist with both smoking cessation and harm reduction. In fact, 

beyond patients’ interest in trying e-cigarettes, only these favorable beliefs towards e-cigarettes 
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distinguished recommenders from non-recommenders. Our results clearly illustrate that PCPs are 

recommending e-cigarettes to their patients who smoke for both harm reduction and smoking 

cessation. Since these beliefs are likely informed by industry marketing109 and not evidence-

based information, it seems highly plausible that physician recommendations to use e-cigarettes 

will continue to grow in absence of empirical evidence, and their belief that little evidence 

exists,109 may even hinder their  active looking for e-cigarette-related information.118, 119 

Our prior qualitative assessment109 suggested that patients’ interest in using  e-cigarettes 

was a key factor associated with PCPs’ recommendation of e-cigarette use. Results here further 

support this finding. PCPs appear to be adopting a patient-centered approach when 

recommending e-cigarettes in that they take the patient’s interest in trying e-cigarettes into 

account. As a patient’s involvement in a recommendation generally translates to a higher 

likelihood of adherence, 120 it is likely that many such recommendations are translating into e-

cigarette use. Future studies are needed to assess the impact of PCPs’ recommendations on e-

cigarette use initiation and smoking cessation/continued nicotine dependence. 

Limitations  

The response rate, while low, was comparable to other physicians’ surveys,121 including 

those recently published on e-cigarettes31-33 and reflective of well-documented declining PCP 

responses to mailed surveys.121 Nevertheless, there is a potential for response bias that limits the 

generalizability beyond the study sample. Respondents and non-respondents could have differed 

in un-measured ways such as their interest in the topic122 or exposure to e-cigarettes discussions 

with patients. After weighting, our sample respondents, however, mirrored those in the AMA 

Masterfile. Nevertheless, caution should be taken when generalizing results to the national 
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population of PCPs since the AMA sample is updated on voluntary basis and PCPs’ related 

information might not be up-to-date. 

Furthermore, e-cigarette products are diverse and our study did not include examination 

of PCPs’ beliefs regarding different e-cigarette types, if any. Likewise, although our survey 

content, and thus findings, were informed via in-depth interviews with practicing PCPs,109 there 

may be other important unmeasured factors associated with PCPs’ e-cigarette recommendations. 

CONCLUSION 

Discussions regarding and physician recommendations for e-cigarette use are now 

commonplace among primary care office visits.  This new norm has occurred despite limited 

evidence regarding the potential harms and benefits of e-cigarettes, and despite PCPs 

acknowledging their knowledge limitations. Our results illustrate both the importance of rapidly 

fostering the development of this knowledge base as well as an opportunity to disseminate what 

is currently known to PCPs. Whether altering this knowledge will impact PCPs’ 

recommendations for e-cigarettes is not known. What is well known, however, is that once 

physicians’ practice is established it is difficult to change,99, 123 and currently PCPs in the US—

the frontline for preventive care and tobacco use counseling—are establishing their e-cigarette 

practices mostly in absence of knowledge of either the potential harms or benefits of e-cigarette. 
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Chapter 4: Factors Associated with Primary Care Physicians’ Intention to 
Recommend E-cigarette Use to their Adult Patients Who Smoke 
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ABSTRACT 

Background:  E-cigarette use has been increasing in the United States over the past few years. 

Physicians are currently recommending the use of e-cigarettes to their patients for smoking 

cessation and harm reduction. Objective: Assess and compare the factors influencing PCPs’ 

intent to recommend e-cigarette use for patients with different tobacco use profiles. Methods: 

Using a modified Dillman approach, we administered a mailed survey to a national random 

sample (N=1430) of office-based primary care physicians (PCPs) between February and May, 

2015. Survey content and our conceptual model were informed by existing literature and 

qualitative research. Paired t-tests were used to compare PCPs’ recommendation intention for 

different patient types. M-Plus with full information likelihood estimation was used to test our 

conceptual model, and to identify the factors associated with PCPs’ intentions of recommending 

e-cigarette use to patients with different tobacco use profiles. Results: We had a 24% response 

rate. The overall mean physician recommendation intention was 16.7 (± 9.5, range= 5 to 35). 

Intentions were highest for smokers with prior unsuccessful quit attempts (mean=3.63, ±2.1), 

followed by heavy smokers wanting to quit (3.57, ±2.2), and heavy smokers refusing to quit 

(mean=3.50, ±2.2). The mean for PCPs’ recommendation intentions was 3.04 (±2.0) for light 

smokers wanting to quit, and 3.01 (±1.9) for light smokers refusing to quit.  The main predictor 

variables in our conceptual model were all significantly associated with PCPs’ intentions in 

addition to PCPs’ knowledge (R2=0.54, p<.001). PCPs intentions were varied by patient type. 

Limitations: There is a potential for response bias which limits the ability to generalize beyond 

the sample. Conclusion: PCPs’ intent to recommend e-cigarettes to their adult patients who 

smoke is strongly influenced by PCPs’ beliefs as well as PCPs’ consideration of patients’ interest 

in using e-cigarettes and their tobacco use profile. This recommendations’ personalization is 
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consistent with patient centered care. The impact of PCPs’ practice is not ascertained; however, 

it could potentially have negative consequences on the health of their patients unless e-cigarettes 

turn out to be an effective cessation aid and/or harm reduction strategy. Future research should 

examine e-cigarettes harms and benefits regarding different tobacco use profiles to accommodate 

PCPs’ perceptions and practice setting challenges. 

Abbreviations 

US   United States 

PCP  Primary Care Physician 

TRA  Theory of Reasoned Action 

AMA  American Medical Association 
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INTRODUCTION 

E-cigarette use has been increasing steadily in the United States (US) over the past few 

years.24 Evidence regarding the potential of e-cigarettes for smoking cessation is inconclusive 

and their role as a harm reduction strategy is still unknown.29, 45, 46, 54, 59, 60 Nevertheless, a recent 

national survey of primary care physicians (PCPs) in the US revealed that more than half of 

PCPs are recommending e-cigarettes to their adult patients who smoke.124 The same study found 

that PCPs generally believe e-cigarettes could help with smoking cessation and perceive e-

cigarettes as less harmful than other tobacco products.124  

Early studies found that physicians’ beliefs regarding the ability of e-cigarettes to 

decrease cancer risk for patients, being younger,32 or being a male physician33 were all factors 

associated with physicians’ recommendations for e-cigarette use.31-33 We recently reported 

similar findings among a national sample of PCPs.124 That study also found that PCPs report 

considering their patients’ expressed interest in trying e-cigarettes and the perceived relative 

harm reduction potential of e-cigarettes when recommending their use to patients who smoke.124 

Likewise, findings from our own qualitative study suggested that physicians may be considering 

their patients’ tobacco use profile when deciding whether to recommend e-cigarette use.109 

Despite this prior research, our understanding of the factors influencing PCPs’ e-cigarette use 

recommendations remains in its infancy, and to date has not been grounded within an established 

theoretical framework. Identifying theory-based and modifiable factors associated with PCPs’ 

recommendations for e-cigarettes could provide a critical knowledge base to our understanding 

of how e-cigarettes are being integrated within clinical practice, and thus enable tobacco control 

efforts to be well-poised to impact e-cigarette recommendation behaviors regardless of the 

direction in which they may need to be modified pending emerging evidence.125  
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Although previous studies have established that the Theory of Reasoned Action (TRA) 

provides a useful framework for explaining variability in physician intentions to recommend 

treatments to patients, 89, 126-128 to our knowledge no prior study has identified the factors 

influencing PCPs’ intent to recommend e-cigarette use to their patients who smoke, or how such 

factors may vary across patients with different tobacco use profiles. We address these knowledge 

voids by testing the appropriateness of a TRA-informed conceptual model for understanding 

PCPs’ intentions to recommend e-cigarette use to their patients who smoke.109, 124 Additionally, 

we compare and contrast the factors influencing PCPs’ intent to recommend e-cigarette use for 

patients with different tobacco use profiles (i.e. different patient types). 

Theory of Reasoned Action Informed Conceptual Model  

The TRA129 suggests that attitudes and subjective norms contribute to PCPs’ intentions to 

recommend e-cigarettes to their patients who smoke. PCPs’ intentions subsequently shape their 

decision as to whether or not to recommend e-cigarettes.87, 130 For TRA testing, attitudes and 

subjective norms items are developed via semi-structured interviews. Overall attitudes and 

subjective norms measures are created via utilizing the item total scores to account for the 

strength of the attitudes and subjective norms held by the person, and the individual items help 

understand the different factors driving attitudes and subjective norms to be able to plan effective 

TRA-based behavioral interventions.87, 89, 90 

The Model of Clinical Decision Making proposes that patient interest in using a specific 

treatment have a greater impact on physicians’ decision making when treating a chronic 

condition that is not immediately life threatening.91 Given the push to deliver patient-centered 

care and the expectation that patient interests play a role in clinician recommendations,91, 131 we 
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adapted the TRA to explicitly account for PCPs’ consideration of patients’ interest in trying e-

cigarettes. Finally, results from our prior research suggested that a PCP’s overall relative harm 

reduction perception of e-cigarettes compared to other tobacco products is likely a salient factor 

in their decision to recommend e-cigarette use.124   

The overall purpose of this study is to test the theoretical tenets of the resulting 

conceptual model (Figure 3). To accomplish that, we address two specific research objectives. 

First, we test the utility of the TRA in predicting PCPs’ overall intentions to recommend e-

cigarettes in the expanded TRA-informed conceptual model (adding patient interest and relative 

harm reduction to the model) using the total TRA item scores (Objective 1). Upon verifying the 

expanded conceptual model, we test the association of all independent variables from our 

conceptual model, including the individual items forming the PCPs’ attitudes and subjective 

norms, with PCPs’ intentions to recommend e-cigarettes for each patient type and compare 

differences in the associations identified (Objective 2).  

 

 

 

 

 

 

 

 

 

 

Figure 3: Model of Physician Intention of E-cigarette use Recommendation
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METHODS 

Participants and Data Collection 

Using the American Medical Association (AMA) Masterfile, we invited a nationally 

representative random sample of N=1,430 general internal medicine, family medicine and 

general practice physicians to complete a mailed survey. We used a modified Dillman approach 

to administer the survey.111 Physicians received up to two reminders to participate in the study 

and received a $10 gift card to a retailer of their choice as a token of appreciation upon returning 

the survey. There was no difference between responders and the national AMA pool of 

physicians except for the distribution of family medicine and general internal medicine 

specialties. Additional information regarding the sample, and survey administration process are 

reported elsewhere.124 All aspects of the study were approved by the Institutional Review Board 

of the Virginia Commonwealth University.  

Questionnaire Development 

As previously reported,109 and recommended for constructing TRA-based questionnaire 

items,89, 129, 132, 133 we used qualitative semi-structured interviews to elicit salient PCP beliefs 

regarding the outcomes associated with, facilitators of, and barriers to recommending e-

cigarettes to patients who smoke. We also used semi-structured cognitive interviews with 10 

PCPs practicing in an academic medical center to pre-test the final survey instrument for clarity 

and ease of understanding. Regardless of the wording of the TRA measures’ items, all were 

scored in such a way that higher scores represented positive responses toward the intended 

behavior (i.e. intent to recommend e-cigarettes to patients who smoke). 87  
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For the study’s intention measure, we assessed PCPs’ behavioral self-prediction of 

recommending e-cigarettes to different patient types. When measuring clinical practice 

recommendation intentions, measuring a physician’s likelihood (i.e. behavioral self-prediction) 

of performing the simulated behaviors is known to be a better proxy measure of the behavioral 

performance than measuring a physician’s desire towards the overall behavior (i.e. 

recommending e-cigarettes in general).90, 134, 135 Measuring intention in such way mimics a “real-

life” behavioral situation that more closely approximates complex clinical decisions.90, 134, 135 For 

the attitudes and subjective norms, based on cognitive testing of the final survey instrument, their 

items were only represented by their belief components and not the evaluative components to 

minimize survey burden. Adding the evaluative component for an item when the corresponding 

belief component has obviously a positive or negative outcome could be a source of 

annoyance,136 which was confirmed via our cognitive interviews. Additionally, prior studies have 

found that using the evaluative components added little variance to TRA measures.137, 138  

Measures  

E-cigarette use recommendation intention 

The PCPs’ likelihood of recommending e-cigarettes over the next three months was 

ascertained using 7-point Likert scales (Not at All Likely to Very Likely). Based on results from 

semi-structured interviews,109 we assessed likelihood for five different patient types: heavy 

smokers refusing to quit, heavy smokers wanting to quit, light smokers refusing to quit, light 

smokers wanting to quit, and smokers with prior unsuccessful quit attempts. A total intention 

score was computed by summing responses across each of the five patient types (Cronbach α 
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=0.94). The overall summed score was used for Objective 1. The intention score for each patient 

type was used for Objective 2. 

Attitudes 

We measured attitudes using four items with a 7-point Likert bipolar response scale. 

PCPs were invited to indicate the likelihood (Very Unlikely to Very Likely) of their patients’ use 

of e-cigarettes resulting in the following: ‘help patients quit smoking,’ ‘decrease their cancer 

risk,’ and ‘limit secondhand smoke exposure to patients’ families and friends’ as well as their 

agreement (Strongly Agree to Strongly Disagree) with ‘e-cigarette use can create dual tobacco 

users.’ A total overall attitude score was computed (Cronbach α=0.84) and used for Objective 1. 

The four individual items were used for Objective 2. 

Subjective norms  

We measured subjective norms using four items with a 7-point Likert bipolar response 

scale. We asked PCPs to indicate whether the following groups would disapprove or approve of 

their e-cigarette recommendation: ‘specialty physicians to whom I refer my patients,’ ‘the 

professional societies to which I belong,’ ‘my primary care physician colleagues,’ and ‘my 

patients who smoke.’ A total subjective norm score was computed (Cronbach α =0.71) and used 

for Objective 1. The four individual items were used for Objective 2. 

Patients’ interest in trying e-cigarettes 

We assessed PCPs’ consideration of their patients’ interest in trying e-cigarettes by 

asking whether patient’s interest is/would be a primary reason for recommending e-cigarettes.  
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Responses were presented on a 7-point Likert scale (Strongly Disagree to Strongly Agree) and 

used in all analyses.  

Relative harm reduction 

To compute an e-cigarette relative harm reduction perception measure we asked 

physicians to rate how harmful e-cigarettes and five other tobacco products are to the health of 

their patients using a 7-point Likert scale (Not at All Harmful to Extremely Harmful). Tobacco 

products considered were traditional cigarettes; tobacco pipes; waterpipes [hookah or narghile]; 

cigars, cigarillos and little cigars; and smokeless tobacco. We constructed five relative harm 

reduction items by subtracting the e-cigarette score from each of the other tobacco product 

scores. A total relative harm reduction score was produced by summing the five constructed 

items (Cronbach α =0.93). The resulting overall harm reduction score was used in all analyses 

with positive scores indicating relatively less harm from e-cigarettes. 

Knowledge and other control variables  

When testing associations, we controlled for a number of other PCP characteristics, 

including e-cigarette knowledge. A knowledge score (range 0-5) was constructed by summing 

the number of correct responses the PCP gave to five true/false knowledge questions. These 

questions were based on the current literature and expert opinion, 124 and included items such as 

‘the nicotine liquid used in e-cigarettes can contain carcinogens’ and ‘some e-cigarettes can 

deliver more nicotine than traditional cigarette.’ We also collected information on year of birth 

(for age computation), gender, years of clinical experience post training completion, and average 

number of patients seen per week.   
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Statistical Analysis 

Descriptive statistics were used to characterize the sample and intentions of PCPs to 

recommend e-cigarettes. We used paired sample t-tests to compare mean PCP recommendation 

intention scores by patient types. Although item non-response did not exceed 3.3%, we 

nevertheless used M-Plus with full information likelihood estimation for model testing in support 

of both objectives. To address Objective 1, we tested a path model reflecting the full conceptual 

model (i.e., inclusive of patient interest and relative harm reduction). To address Objective 2, we 

used a multivariate, multivariable regression model to simultaneously compare and contrast the 

model components associated with physician intention to recommend e-cigarette use to different 

patient types. For all analyses, we used post-stratification weights to account for the 

disproportionate survey response rate between family physicians and general internal medicine 

physicians.124 In all models, we report the standardized estimates of the beta coefficients, and 

their p-values as well as the adjusted R2. Variables were considered statistically significant at 

p<0.05. 

RESULTS 

Sample Characteristics 

Data from a total of 274 participants were used in the analysis. The survey response rate 

adjusted for ineligible cases was 24%.112 The majority of respondents were males (63%).  Mean 

years of practice was 19.6 (+11.2), mean age was 52.2 (+10.7) years, mean number of patients 

seen per week was 81.3 (+35.5), and the mean knowledge score was 2.3 (+1.5) of a possible 5 

points. The mean overall total score for the relative e-cigarette harm reduction perception was 

8.6 (+9.0, range= -5 to 30) reflecting a perception that e-cigarettes were relatively less harmful 
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than other tobacco products. PCPs generally agreed that patient interest in trying e-cigarette 

would influence their recommendation decisions (mean=4.1, ±1.8, range 1 to 7). The mean 

attitude and subjective norms scores are presented in Table 6. 

Table 6: Mean Attitude and Subjective Norm Scores: Individual Items and Overall 
(N=274) 

Measures Mean (SD) 
Cronbach’s 

alpha 
Individual attitude items (range: -3 to +3)   

Help quit smoking -0.04 (±1.6)  
Limit second-hand smoke exposure  1.39 (±1.6)  
Decrease cancer risk 0.24 (±1.6)  
Create dual tobacco users (reverse scored) -0.82(±1.4)  

Total Attitudes (range -12 to 12) 0.77(±4.6) 0.84 
Individual subjective norm items (range: -3 to +3)  

Specialty physicians -0.33 (±1.2)  
                Professional societies -0.50 (±1.2)  
                Primary care physician colleagues -0.33 (±1.3)  
                Patients who smoke 0.51 (±1.2)  
Total subjective norm (range -12 to 12) -0.63(±4.1) 0.71 

 

E-cigarette Recommendation Intentions 

The overall mean physician recommendation intention was 16.7 (± 9.5, range= 5 to 35). 

Intentions were highest for smokers with prior unsuccessful quit attempts (mean=3.63, ±2.1), 

followed by heavy smokers wanting to quit (3.57, ±2.2), and heavy smokers refusing to quit 

(mean=3.50, ±2.2). The mean for PCPs’ recommendation intentions was 3.04 (±2.0) for light 

smokers wanting to quit, and 3.01 (±1.9) for light smokers refusing to quit. As shown in Table 7, 

mean intentions to recommend e-cigarette use for smokers with unsuccessful quit attempts was 

not significantly different than that for heavy smokers, but was significantly higher than that for 

light smokers, irrespective of the willingness to quit. Similarly, recommendation intention for 

heavy smokers was significantly higher than that for light smokers irrespective of the willingness 
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to quit. Physicians’ recommendation intentions were not differentiated by the patient’s 

willingness to quit, regardless of whether the patient was a heavy or light smoker.  

Table 7: Comparison of Physicians’ E-cigarette Recommendation Intentions for Different 
Patient Types (N=274) 

Patient Type Comparisons Mean (SD) T- Statistic P-value 

Smokers with prior unsuccessful quit attempts 3.63 (±2.1)  
0.93 0.351 

              vs. Heavy smokers wanting to quit 3.57 (±2.2) 

  
1.87 0.062 

              vs. Heavy smokers refusing to quit 3.48 (±2.2) 
  

6.76 <.001 
              vs. Light smokers wanting to quit 3.03 (±2.0) 
  

7.78 <.001 
              vs. Light smokers refusing to quit 2.99 (±1.9) 

Heavy smokers wanting to quit 3.58 (±2.2) 
0.95 0.345 

              vs. Heavy smokers refusing to quit 3.50 (±2.2) 

  
5.98 <.001 

              vs. Light smokers wanting to quit 3.04 (±2.0) 
 3.58 (±2.2) 

6.17 <.001 
              vs.  Light smokers refusing to quit 3.01 (±1.9) 

Heavy smokers refusing to quit 3.50 (±2.2) 
3.92 <.001 

             vs. Light smokers wanting to quit 3.05 (±2.0) 

  
5.47 <.001 

             vs. Light smokers refusing to quit 3.01 (±1.9) 

Light smokers wanting to quit 3.04 (±2.0) 
0.41 0.683 

             vs. Light smokers refusing to quit 3.01 (±1.9) 
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E-Cigarette Use Recommendation Intentions and the Expanded Theory of Reasoned 

Action 

Results from the path model are shown in Figure 4. The overall PCPs’ intentions to 

recommend e-cigarette use was significantly associated with the PCPs’ total attitudes and 

subjective norms, consideration of patients’ interest, e-cigarette relative harm perception and e-

cigarette knowledge (R2=0.54, p<.001). PCPs who had a more favorable attitude towards e-

cigarettes, believed more strongly in the relative harm reduction ability of e-cigarettes compared 

to other tobacco products, perceived that recommending e-cigarettes would be generally 

approved of by their salient referents, and had better e-cigarette-related knowledge were more 

likely to intend to recommend e-cigarettes to their patients who smoke. Similarly, PCPs who 

perceived their patients to be interested in trying e-cigarettes were also significantly more likely 

to intend to recommend them to their patients. Upon testing the path model indirect effects, we 

found that attitudes mediated the effect of knowledge (β=-0.049, p=0.023) and gender (β=-0.065, 

p=0.008) on intentions, relative harm reduction perception mediated the effect of knowledge 

(β=-0.052, p=0.007) and gender (β=-0.037, p=0.030) on intentions, and subjective norms 

mediated the effect of age (β=-0.082, p=0.016) and years of practice (β=0.073, p=0.025) on 

intentions. 
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Figure 4: Conceptual Model Fit Utilizing Observed TRA Measures 
 

Factors associated with E-Cigarette Recommendation Intentions by Patient Types 

Results from the multivariate multivariable regression model showed that increased 

PCPs’ perception of approval by their PCP colleagues and patients who smoke (two of the social 

norm measures) were associated with their intentions to recommend e-cigarette use regardless of 

patient type. Increased belief that e-cigarettes could help patients quit smoking (an attitude 

measure) was also associated with PCPs’ intentions for all patient types. Furthermore, increased 

belief that e-cigarettes decrease cancer risk for smokers and the relative harm reduction potential 

of e-cigarettes were associated with increased intentions to recommend e-cigarettes to all patient 

types, except for light smokers wanting to quit. Consideration of the patient’s interest in using e-

cigarettes was significantly associated with physician’s intentions to recommend e-cigarettes for 

*p≤.05 
**p≤.01 
***p≤.001 
This is a saturated model. Only significant pathway coefficients are shown. 
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smokers with unsuccessful quit attempts, and for light smokers. The PCPs’ e-cigarette 

knowledge was generally not significantly associated with their recommendation intention; the 

exception was among smokers with prior unsuccessful quit attempts where knowledge was 

positively associated with recommendation intent. 

Table 8: Multivariate, Multivariable Model Results: Factors Associated with Physicians’ 
Intent to Recommend E-Cigarettes by Patient Types (N=274) 

Patient Type Explanatory Variables 
(A=Attitude), (SN=Subjective Norm) 

Standardized 
β coefficient 

P for β Model’s R 
squared 

Heavy Smoker 
Refusing to Quit 

Help Quitting (A) 0.267 <.001 

0.487* 

Decrease Cancer Risk (A) 0.163 0.011 
Primary Care Physician Colleagues (SN) 0.228 0.014 
Patients Who Smoke (SN) 0.147 0.002 
Relative Harm Reduction of E-cigarettes 0.162 0.006 
Number of Patients Seen per Week 0.131 0.003 

Heavy Smoker 
Wanting to Quit 

Help Quitting (A) 0.214 <.001 

0.562* 

Decrease Cancer Risk (A) 0.169 0.005 
Specialty Physicians (SN) -0.154 0.018 
Primary Care Physician Colleagues (SN) 0.383 <.001 
Patients Who Smoke (SN) 0.094 0.042 
Relative Harm Reduction of E-cigarettes 0.209 <.001 
Number of Patients Seen per Week 0.134 0.003 
E-cigarette Knowledge  0.142 0.001 

Light Smoker 
Wanting to Quit 

Help Quitting (A) 0.259 <.001 

0.443* 
Primary Care Physician Colleagues (SN) 0.272 0.004 
Patients Who Smoke (SN) 0.124 0.016 
Patient Interest in Using E-cigarettes 0.189 <.001 

Light Smoker 
Refusing to Quit 

Help Quitting (A) 0.205 <.001 

0.417* 

Decrease Cancer Risk (A) 0.139 0.049 
Primary Care Physician Colleagues (SN) 0.316 0.001 
Patients Who Smoke (SN) 0.148 0.006 
Patient Interest in Using E-cigarettes 0.125 0.019 
Relative Harm Reduction of E-cigarettes 0.156 0.017 

Smokers with 
Prior Unsuccessful 

Quit Attempts 

Help Quitting (A) 0.270 <.001 

0.566* 

Decrease Cancer Risk (A) 0.154 0.012 
Primary Care Physician Colleagues (SN) 0.316 0.001 
Patients Who Smoke (SN) 0.145 0.002 
Patient Interest in Using E-cigarettes 0.106 0.032 
Relative Harm Reduction of E-cigarettes 0.209 <.001 
Number of Patients Seen per Week 0.100 0.020 
E-cigarette Knowledge  0.090 0.038 

*p-value <.001 
Only Significant predictors are presented in the table. 
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Discussion 

Consistent with the assumptions laid in our  Theory of Reasoned Action informed 

conceptual model, PCPs’ intentions to recommend the use of e-cigarettes to their patients who 

smoke were largely driven by their attitudes and subjective norms.124 Additionally, PCPs’ 

consideration of patient interest in using e-cigarettes and their relative harm perceptions of e-

cigarettes were significant drivers as well. However, neither PCPs’ intentions, nor the drivers of 

those intentions were uniform across all patient types. Physicians’ intentions to recommend e-

cigarettes were particularly high among heavy smokers and those with unsuccessful quit attempts 

relative to light smokers. Similarly, physicians’ beliefs that e-cigarettes can decrease cancer risk 

for patients was significantly associated with their intentions to recommend e-cigarettes for all 

patient types except for light smokers wanting to quit. Conversely, consideration of patients’ 

interest in using e-cigarettes was associated with PCPs’ intentions to recommend e-cigarettes for 

light but not for heavy smokers.  Such findings are consistent with the finding  that e-cigarettes 

are being recommended by PCPs for harm reduction33, 124 as well as for smoking cessation, 32, 124 

but also illustrate how PCPs’ intent to recommend e-cigarettes may be highly personalized to 

specific patient contexts and situations. 

Variation in PCPs’ tobacco use counseling recommendations are well established,76, 139-

141 with PCPs being known to deliver counseling more frequently to heavy smokers.139 PCPs also 

tend to recommend higher doses of cessation pharmacotherapies or more intensive behavioral 

interventions to help heavy smokers quit.76, 140, 141 The increased intention to recommend e-

cigarettes for patients perceived to be heavy smokers or those patients who have tried to quit 

multiple times, could indicate that e-cigarette recommendations are not yet a standard approach 

to tobacco use counseling in primary care but instead one that is being used selectively. Despite 
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that fact that the morbidity linked to smoking is comparable regardless of the amount a patient 

smokes142 and that that all forms of tobacco use should be avoided completely,62 prior studies 

have continually shown PCPs behave differently when targeting “heavy” versus “light” 

smokers.76, 140, 141 Our results are no different: PCPs’ intention to recommend e-cigarettes caries 

by patient tobacco use. This could mean that e-cigarettes are being incorporated into physician 

cessation counseling in the same manner that other cessation aids are used. PCPs’ advice of 

different tobacco use counseling treatments has not always been tied to patients’ willingness to 

quit,143 which was also observed in PCPs’ recommendation intentions for e-cigarette use. It is 

possible that PCPs are incorporating e-cigarettes into their counseling in a way that is similar to 

other cessation medications, or that e-cigarettes could be regarded by PCPs as a part of an 

intensive counseling approach aiming at improving the likelihood of future cessation attempts 

among those unmotivated to quit.140 Whether e-cigarette recommendations are made after 

offering recommended evidence-based cessation therapies cannot be known without future 

studies.   

PCPs appear to be taking a patient-centered approach to e-cigarette recommendations.  

We found PCPs’ intent to recommend e-cigarettes—regardless of patient type—to be associated 

with their patients’ perceived approval. However, when it comes to PCPs’ consideration of 

patient interest in trying e-cigarettes, it was not consistently associated with their 

recommendation intention for all patient types. This association was significant for light smokers 

and those with unsuccessful quit attempts, but not for heavy smokers. This suggests that, despite 

patients being a salient referent for PCPs when making their treatment decisions, once PCPs 

perceive smokers to be of higher risk their consideration of patient interest contributes less to 

their recommendation decision as they perceive their patient status to warrant immediate 
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attention regardless of the patient’s interest.91 This in itself suggests that PCPs’ relatively high 

recommendation intention for heavy smokers, not being driven by their patients’ interest, could 

be an implicit endorsement for e-cigarettes’ harm reduction potential for heavy smokers. On the 

other hand, patients’ interest was a driver for PCPs’ intention to recommend e-cigarette use to 

light smokers. Given that patient interest is likely growing because of industry marketing,24, 27, 96 

in addition to a growing proportion of light smokers in general,144 it is very likely that PCPs’ 

intention to recommend e-cigarettes to light smokers, and hence their future recommendations,145 

could grow. The likely impact of this personalized approach by PCPs according to patient types 

could be assessed in future studies. Specifically, whether such an approach by PCPs might have 

its intended results, such as helping patients quit smoking, or possibly unintended results, such as 

creating dual tobacco users, needs to be ascertained. 

Having accurate e-cigarette knowledge was directly associated with physicians’ 

intentions to recommend e-cigarettes and was mediated by PCPs’ attitudes and relative harm 

reduction perception. This suggests that PCPs who take the time to gather information about e-

cigarettes could be developing favorable beliefs regarding e-cigarettes. Since evidence-based 

information sources continue to be limited for e-cigarettes, it is likely that physicians who seek 

information on e-cigarettes are finding industry-sponsored material.31, 124 Such material is 

currently unregulated and known to minimize what is known regarding the potential risks 

associated with e-cigarette use.30, 146 Consistent with this, our prior research has found PCPs to 

be more knowledgeable of the potential benefits of e-cigarettes relative to their potential 

harms.124 Thus, not only is research needed to assess the health and other benefits and risks 

associated with e-cigarette use, but efforts are needed to help synthesize and disseminate what 

little is known about the impact of e-cigarettes, particularly known risks.   
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Limitations 

We studied PCPs intentions to recommend e-cigarettes, which although likely associated 

with, may not translate to their e-cigarette-related recommendations. Future longitudinal studies 

are needed to test how PCPs’ intentions would affect their actual recommendation behavior. Care 

also should be taken when generalizing findings to other populations of PCPs. As is increasingly 

the case with physician surveys,121 we had a relatively low response rate, and respondents and 

non-respondents could have differed in un-measured ways such as their interest in the topic122 or 

exposure to e-cigarettes discussions with patients. Furthermore, although the sample was drawn 

from the AMA Masterfile it may not be representative of the population of PCPs practicing in 

the US. However, the response rate was comparable to other physician surveys,121 including 

those recently published on e-cigarettes31-33 and we used post-stratification weights to correct for 

the known response bias by PCP reported primary specialty. 

Furthermore, the available sample size precluded testing individual attitude and 

subjective norms items in the path model. Thus, our ability to understand the influence of 

specific beliefs and subjective norms is limited. However, the overall measures used had good 

internal consistency. Additionally, the patient types used were chosen to mimic clinical practice 

situations that PCPs commonly face. They did not, however, fully account for the complex 

situations that PCPs could encounter during e-cigarettes related discussions, and thus may have 

missed important clinical considerations. Likewise, e-cigarette products are diverse and our 

study did not include examination of PCPs’ beliefs regarding different e-cigarette types, if any. 

Furthermore, although our survey content, and thus findings, were informed via in-depth 

interviews with practicing PCPs,109 there may be other important unmeasured factors associated 

with PCPs’ e-cigarette recommendations. 
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CONCLUSION 

PCPs’ intent to recommend e-cigarettes to their adult patients who smoke is strongly 

influenced by their beliefs regarding e-cigarettes, particularly the potential for harm reduction 

relative to other tobacco products, and by the social norms influenced by their primary care 

colleagues and patients. Consistent with such influential factors, PCPs’ intent to recommend e-

cigarettes is not uniform across patient types. Instead, PCPs’ are considering specific patient 

scenarios characterized by both the amount a patient smokes and their prior failed quit attempts. 

While such personalization is consistent with patient centered care, and because PCPs’ intentions 

are likely to translate to future recommendations,145, 147 this may help sustain nicotine dependence 

or create dual use, among primary care patients that could have otherwise quit completely using 

pharmacotherapies that are approved by the US Food and Drug Administration. This may also 

cause unknown harms to patients, many of which are potentially heavy smokers already heavily 

exposed to known smoking harms, unless e-cigarettes are ultimately identified as an effective 

harm reduction strategy. Finally, the e-cigarette related research agenda should examine e-

cigarettes harms and benefits regarding different patient types to account for PCPs perceptions 

and real practice setting challenges. 
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Chapter 5: Conclusions 
 

The three studies presented in this dissertation build upon each other. My qualitative 

assessment of Primary Care Physicians (PCPs) beliefs and practices regarding the use of e-

cigarettes by patients who smoke provided the first in-depth study of PCPs’ beliefs and 

recommendations pertaining to e-cigarettes. Until now, published literature assessing PCPs’ 

practices regarding e-cigarettes31-33 has not been informed by a formative step. By stepping back 

and conducting this formative research, I was able to gain valuable insights into the dynamics 

that occur between PCPs and patients in clinical practice. My formative research yielded several 

important results that in turn guided the instrument development, conceptual model, and methods 

used in my quantitative research. First, the results provided a provisional understanding of the 

attention that PCPs give to e-cigarettes in their routine tobacco use counseling and how the 

communication regarding these products tends to occur. They also highlighted the fact that e-

cigarettes are recommended for both smoking cessation and harm reduction that some PCPs are 

proactively raising the topic of e-cigarettes with their patients who smoke, and the general lack 

of a knowledge base about e-cigarettes held by most PCPs. There were two important points that 

were clear from the interviews: PCPs believe that e-cigarettes are a safer alternative to smoking 

combustible tobacco products, and although they did not typically seem to be recommending e-

cigarette use to their patients, their concerns regarding the potential harms of e-cigarettes are 

abandoned in highly addicted patients and those with extensive comorbidities. In other words, 

PCPs’ decision to recommend e-cigarettes seemed to be influenced by their patients’ tobacco use 

profile and PCPs’ perceived level of addiction of those patients. 
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Another important finding was that at least some PCPs seemed to consider their patients’ 

interest in trying e-cigarettes, suggesting that PCPs adopting a patient centered approach could 

be incorporating e-cigarettes into their clinical practice. Nevertheless, these findings were drawn 

from a small sample of PCPs practicing in two settings in Virginia. Thus, there was a need to test 

the different assumptions and findings in a larger and more diverse sample of PCPs. 

Building on these findings, the aims of my second study were to estimate the prevalence 

of PCPs who recommend e-cigarettes to their patients as a smoking cessation aid or as a harm 

reduction strategy and to identify PCPs’ beliefs, e-cigarette-related knowledge, and other factors 

associated with their recommending e-cigarettes to their adult patients who smoke. Through 

mailed surveys to a national sample of office-based PCPs, these aims were addressed. Findings 

from this study indicated that PCPs’ recommendations of e-cigarettes have become 

commonplace in primary care practice settings for smoking cessation as well as for harm 

reduction. Furthermore, results from my survey confirmed that PCPs are not only being asked by 

their patients about e-cigarettes, as previous studies have indicated, 31-33 but also that PCPs 

themselves are initiating such discussions and those who reported initiating discussions were 

more likely to recommend e-cigarettes which reflects that there could be some PCPs who 

actively advocate for e-cigarette use. PCPs’ recommendations of e-cigarettes to their adult 

patients who smoke were mainly associated with having favorable beliefs towards e-cigarettes’ 

ability to help patients quit smoking, be exposed to less harm than as from other tobacco 

products, and reduce second hand smoke exposure to other people. Those PCPs seemed to decide 

intuitively rather than factually, given their lack of correct information, which is a common 

decision-making process in cases of uncertainty.148 PCPs who reported recommending e-

cigarettes were also more likely to take patients’ interest in using e-cigarettes in consideration. 
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However, PCPs -regardless of whether or not they recommended e-cigarettes to their patients 

who smoke- had limited knowledge about the features and potential harms of e-cigarettes, and 

often did not know that e-cigarettes are not regulated by the United States Food and Drug 

Administration. Collectively, this could mean that PCPs are being influenced by industry 

marketing rather than relying on the limited evidence-based sources available regarding e-

cigarettes. Results from this study, therefore, highlighted the need to disseminate the existing 

knowledge regarding the potential harms and benefits of e-cigarettes to PCPs so that they can 

accurately discuss e-cigarettes with their patients. Without such knowledge, neither physicians 

nor patients can make informed decisions regarding e-cigarette use.   

In my last study, I used a conceptual model that was informed by the Theory of Reasoned 

Action (TRA); which proposes that physicians’ behavioral intent, in this case the intention to 

recommend e-cigarettes to their patients who smoke, is determined by both attitudes and 

subjective norms. I supplemented these TRA domains with the domain of patient interest from 

the Model of Medical Decision Making and findings from my formative research to predict 

PCPs’ intentions to recommend e-cigarettes. This was done using the same physician sample and 

cross-sectional survey employed in my second paper. It is important to note that patient interest 

in treatment was significant in all of the analysis I performed throughout the dissertation. This 

finding illustrates the likely influence of patient preferences in the context e-cigarettes,148 and the 

need to better understand how patient beliefs and preferences regarding e-cigarettes are being 

formed.  

Of interest here were not only the factors that drive physicians overall intent to 

recommend e-cigarettes, but whether the intent and the factors behind that intent may vary across 

different types of patients. The types of patients considered were classified based on nicotine 
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dependence levels (heavy versus light smokers), willingness to quit, and prior quit attempts. 

Each of these was identified as a potentially important tobacco use attribute in my formative 

research. 

The overall PCPs’ intentions to recommend e-cigarette use was significantly associated 

with the PCPs’ total attitudes and subjective norms, consideration of patients’ interest, e-cigarette 

relative harm perception and e-cigarette knowledge. However, PCPs’ propensity to intend to 

recommend e-cigarettes to their patients varied by patient type, as well as the factors fuelling 

those intentions. PCPs’ perception of e-cigarettes potential to decrease patients’ cancer risk, as 

well as consideration of patients’ interest in trying e-cigarettes differentiated the five patient 

types I included in the study. On the other hand, PCPs’ belief that e-cigarettes can help patients 

quit smoking was associated with all patient types. While such personalization is consistent with 

patient centered care, there could also be unintended consequences like potentially initiating dual 

use or sustaining nicotine addiction in patients who are already heavily dependent on nicotine. 

Moreover, this variability in recommendation intention by patient type mimics PCPs’ practice 

with conventional smoking cessation aids. Despite the fact that being a light smoker does not 

carry substantially less risk compared to being a heavy smoker,62 PCPs seem to perceive the risk 

to be different, and act accordingly. For example, in my qualitative interviews in phase one, a 

PCP mentioned that “ The people who are smoking like a pack a day and really chimneys, I’m 

like you want anything that you can do that’s an action that gets in the right direction.  So I 

usually am pretty encouraging of it in that setting”109. This highlights the perception that 

smoking more cigarettes is more harmful than smoking fewer cigarettes per day and therefore 

warrants a need to recommend anything including e-cigarettes for this particular population. 
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Taken together, findings from these three studies have important implications for both 

research and practice. Of particular note is the general lack of what limited factual information 

there is regarding e-cigarettes among PCPs. There is a need for comprehensive mapping of 

PCPs’ sources of information, as well as their preferred channels of communication, in order to 

know how to effectively disseminate e-cigarette information to PCPs. Differences in nicotine 

delivery and other features of e-cigarettes might pose complexity for physicians’ information 

gathering, and eventually their decision making. As was noted in the second study, the 

assessment of the actual impact of a PCP’s recommendation to a patient to use e-cigarettes has 

yet to be explored. This seems important as it has been suggested that physician-patient 

communication regarding e-cigarettes might be shaping patients’ perception and their decision to 

use e-cigarettes.33  

My findings also indicated a need for more in-depth research regarding how PCPs are 

incorporating e-cigarette recommendations in clinical practice. While results from my 

dissertation research indicated clearly that physicians are advocating for the use of e-cigarettes 

for some patients, my research was unable to determine whether such recommendations are 

being made as first line therapies for particular types of patients or only after other evidence-

based therapies have been exhausted. Additionally, I was unable to ascertain whether there are 

specific subgroups of patients with whom PCPs are more likely to introduce the idea of trying e-

cigarettes. Likewise, we have a limited understanding of the dynamics and conversational 

context of patient-physician e-cigarette discussions and how those may impact physician 

recommendations or patient adherence to those recommendations. PCPs appear to be applying 

their usual counseling techniques regarding e-cigarettes, which are routine and familiar. This 

approach could misguide patients’ use of such products or render current tobacco use counseling 
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ineffective. Finally, there is a need for further studies to better understand the risk and benefit 

profile of e-cigarettes in order to inform PCPs and patients alike. 

Despite the efforts of some US cities to regulate e-cigarettes use and marketing, there are 

no approved or pending regulatory actions as of yet on a country level in the US. Other countries 

have taken drastic measures to limit e-cigarette advertising and vaping in public. For example, 

the European parliament issued a ban on e-cigarette advertising that is scheduled to go into effect 

in the 28 European union countries in 2016.49 PCPs in the US are well positioned to serve as 

strong advocates and partners with public health organizations like the American Lung 

Association to lobby for quick and strict measures that could eventually limit the exponential 

spread of e-cigarette use among smokers and non-smokers. Taking such early stance is important 

given that active, or passive, approval of e-cigarettes by PCPs could help spread e-cigarette use 

as was the case with conventional cigarettes in the forties and fifties. 149 The current silence from 

the regulatory US-authorities, approval of and recommendation by some physicians and the 

widespread advertising and marketing of e-cigarettes could be misperceived by the public as a 

proof of e-cigarette safety. In fact e-cigarette diffusion mimics that of dietary supplements where 

despite the lack of rigorous empirical evidence or FDA regulation150 products are heavily 

marketed,151 and PCPs recommend them to their patients.152 The result has been continued use of 

these products among US consumers. 151 

My results also have immediate practice implications which could be addressed while the 

evidence base surrounding the impact of e-cigarettes on patient health and other outcomes 

continues to evolve. Collectively, my results pointed to a clear lack of knowledge regarding e-

cigarettes among PCPs.  In particular, there appears to be a void in knowledge regarding known 

potential risks and harms associated with e-cigarette use. Existing position statements of clinical 
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care organizations in the United States, while silent on many factors pertaining to e-cigarettes, all 

advocate for clinicians to discuss available albeit limited evidence with their patients. If 

clinicians are not informed of what is currently known regarding both the potential benefits and 

harms associated with e-cigarettes, they cannot be in a position to have such conversations and 

thus to support their own and their patients’ informed decision making. Such information needs 

to be communicated efficiently on a continual basis given the rapidly evolving evidence base. 

Additional efforts are needed to correctly inform the public about e-cigarettes to help them make 

an informed decision about its use and because it seemed that their perceptions are also shaping 

PCPs’ perceptions and decisions. 
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Appendix 1: Semi-structured Interviews Consent Form 

RESEARCH SUBJECT INFORMATION AND CONSENT FORM 

TITLE: Impact of E-cigarettes on Physician Recommendations of Tobacco Use Cessation 

Pharmacotherapy in Primary Care 

VCU IRB NO.: HM20000547 

If any information contained in this consent form is not clear, please ask the study staff to 

explain any information that you do not fully understand. You may take home an unsigned copy 

of this consent form to think about or discuss with family or friends before making your 

decision. 

PURPOSE OF THE STUDY  

The purpose of this research study is to find out about physicians attitudes and practice 

pertaining to tobacco use cessation counseling in primary care practice. You are being asked to 

participate in this study because you are a primary care physician. 

DESCRIPTION OF THE STUDY AND YOUR INVOLVEMENT 

If you decide to be in this research study, you will be asked to sign this consent form after you 

have had all your questions answered and understand what will happen to you. 

In this study you will be asked to complete one in-person interview.  The interview will last 

about 45 minutes to 1 hour.  In the interview you will be asked about your practice regarding 

tobacco use cessation counseling recommendations and your perspective about cessation aids.   
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The interview will be audio recorded so we are sure to get all the information.  The audio 

recording will not be shared with others and no names will be recorded on the tape. 

Significant new findings developed during the course of the research which may relate to your 

willingness to continue participation will be provided to you. 

RISKS AND DISCOMFORTS 

We do not expect that you will experience any risks or discomforts by participating.  If there are 

any questions that make you uncomfortable or that you do not want to talk about, you do not 

have to answer.  You may decide to discontinue the interviews at any time. If you become upset, 

the study staff will give you names of counselors to contact so you can get help in dealing with 

these issues. 

BENEFITS TO YOU AND OTHERS 

You may not get any direct benefit from this study, but, the information we learn from 

participants in this study may help to improve tobacco use cessation counseling for patients and 

physicians in the future. 

COSTS 

There are no costs for participating in this study other than the time you will spend being 

interviewed. 

PAYMENT FOR PARTICIPATION 

You will receive a $35 gift card as a thank you for your participation in the interview. 

ALTERNATIVES 
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Taking part in this research study is voluntary. Instead of being in this research study, you have 

the following option: 

• Decide not to participate in this research study 

CONFIDENTIALITY 

Your confidentiality is very important to us.  Potentially identifiable information about you will 

consist of audio recordings and transcriptions of interviews. Data is being collected for research 

purposes only.  Your data will be identified by ID numbers, not names, and stored separately 

from medical records in a locked research area. All study related documents and audio tapes will 

be stored in a secure location until the study has ended and all data analyses is complete.  At that 

time, all study material will be placed in a secured long term storage facility until it is deemed 

appropriate to destroy the study material. 

The results of this research study may be presented at meetings or published, but your name will 

not ever be used in these presentations or papers. 

We will not tell anyone the answers you give us; however, the consent form signed by you may 

be looked at or copied for research or legal purposes by Virginia Commonwealth University.   

VOLUNTARY PARTICIPATION AND WITHDRAWAL 

You do not have to participate in this study. If you choose to participate, you may stop at any 

time without any penalty. You may also choose not to answer particular questions that are asked 

in the study. 

Your participation in this study may be stopped at any time by the study staff without your 

consent. The reasons might include: 

 the study staff thinks it necessary for your health or safety; 
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 you have not followed study instructions; or 

 administrative reasons require your withdrawal. 

If you are removed from the research study, the research Investigator will explain to you why 

you were removed 

QUESTIONS 

If you have any questions, complaints, or concerns about your participation in this research, 

contact: 

Omar El Shahawy, MBBCh, MPH (804) 628-2997 or  

Jennifer Elston Lafata, PhD (804) 628-3293 

 

The researcher and study staff named above are the best persons to call for questions about your 

participation in this study.  

If you have any general questions about your rights as a participant in this or any other research, 

you may contact: 

 Office of Research 

 Virginia Commonwealth University 

 800 East Leigh Street, Suite 3000 

 P.O. Box 980568 

 Richmond, VA  23298 

 Telephone: (804) 827-2157 

Contact this number for general questions, concerns or complaints about research. You may also 

call this number if you cannot reach the research team or if you wish to talk with someone else.  
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General information about participation in research studies can also be found at 

http://www.research.vcu.edu/irb/volunteers.htm. 

CONSENT 

I have been given the chance to read this consent form. I understand the information about this 

study. Questions that I wanted to ask about the study have been answered. My signature says that 

I am willing to participate in this study.  I will receive a copy of the consent form once I have 

agreed to participate. 

 Participant name printed   Participant signature  Date 

 

________________________________________________ 

Name of Person Conducting Informed Consent  

Discussion / Witness   

(Printed) 

________________________________________________ ________________ 

Signature of Person Conducting Informed Consent   Date 

Discussion / Witness  

 

________________________________________________ ________________ 

Principal Investigator Signature (if different from above)   Date  
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Appendix 2: Cognitive Interviews Consent Form 

RESEARCH SUBJECT INFORMATION AND CONSENT FORM 

TITLE: Impact of E-cigarettes on Physician Recommendations of Tobacco Use Cessation 

Pharmacotherapy in Primary Care 

VCU IRB NO.: HM20000547 

SPONSOR: American Lung Association 

If any information contained in this consent form is not clear, please ask the study staff to 

explain any information that you do not fully understand. You may take home an unsigned copy 

of this consent form to think about or discuss with family or friends before making your 

decision. 

PURPOSE OF THE STUDY  

The purpose of this research study is to find out about physicians attitudes and practice 

pertaining to tobacco use cessation counseling in primary care practice. You are being asked to 

participate in this study because you are a primary care physician. 

DESCRIPTION OF THE STUDY AND YOUR INVOLVEMENT 

If you decide to be in this research study, you will be asked to sign this consent form after you 

have had all your questions answered and understand what will happen to you. 

In this study you will be asked to complete one in-person interview.  The interview will last 

about 45 minutes to 1 hour.  In the interview you will be asked about your understanding of a 

series of questions and their relevance regarding tobacco use cessation counseling 
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recommendations and how these questions capture your prespective pertaining to cessation aids.   

The interview will be audio recorded so we are sure to get all the information.  The audio 

recording will not be shared with others and no names will be recorded on the tape. 

Significant new findings developed during the course of the research which may relate to your 

willingness to continue participation will be provided to you. 

RISKS AND DISCOMFORTS 

We do not expect that you will experience any risks or discomforts by participating.  If there are 

any questions that make you uncomfortable or that you do not want to talk about, you do not 

have to answer.  You may decide to discontinue the interviews at any time. If you become upset, 

the study staff will give you names of counselors to contact so you can get help in dealing with 

these issues. 

BENEFITS TO YOU AND OTHERS 

You may not get any direct benefit from this study, but, the information we learn from 

participants in this study may help to improve tobacco use cessation counseling for patients and 

physicians in the future. 

COSTS 

There are no costs for participating in this study other than the time you will spend being 

interviewed. 

PAYMENT FOR PARTICIPATION 

You will receive a $35 gift card as a thank you for your participation in the interview. 
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ALTERNATIVES 

Taking part in this research study is voluntary. Instead of being in this research study, you have 

the following option: 

• Decide not to participate in this research study 

CONFIDENTIALITY 

Your confidentiality is very important to us.  Potentially identifiable information about you will 

consist of audio recordings and transcriptions of interviews. Data is being collected for research 

purposes only.  Your data will be identified by ID numbers, not names, and stored separately 

from medical records in a locked research area. All study related documents and audio tapes will 

be stored in a secure location until the study has ended and all data analyses is complete.  At that 

time, all study material will be placed in a secured long term storage facility until it is deemed 

appropriate to destroy the study material. 

The results of this research study may be presented at meetings or published, but your name will 

not ever be used in these presentations or papers. 

We will not tell anyone the answers you give us; however, the consent form signed by you may 

be looked at or copied for research or legal purposes by the sponsor of the research, or by 

Virginia Commonwealth University.   

VOLUNTARY PARTICIPATION AND WITHDRAWAL 

You do not have to participate in this study. If you choose to participate, you may stop at any 

time without any penalty. You may also choose not to answer particular questions that are asked 

in the study. 
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Your participation in this study may be stopped at any time by the study staff without your 

consent. The reasons might include: 

 the study staff thinks it necessary for your health or safety; 

 you have not followed study instructions; 

 the sponsor has stopped the study; or 

 administrative reasons require your withdrawal. 

If you are removed from the research study, the research Investigator will explain to you why 

you were removed 

QUESTIONS 

If you have any questions, complaints, or concerns about your participation in this research, 

contact: 

Omar El Shahawy, MBBCh, MPH (804) 628-2997 or  

Jennifer Elston Lafata, PhD (804) 628-3293 

The researcher and study staff named above are the best persons to call for questions about your 

participation in this study.  

If you have any general questions about your rights as a participant in this or any other research, 

you may contact: 

 Office of Research 

 Virginia Commonwealth University 

 800 East Leigh Street, Suite 3000 

 P.O. Box 980568 

 Richmond, VA  23298 

 Telephone: (804) 827-2157 
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Contact this number for general questions, concerns or complaints about research. You may also 

call this number if you cannot reach the research team or if you wish to talk with someone else.  

General information about participation in research studies can also be found at 

http://www.research.vcu.edu/irb/volunteers.htm. 

CONSENT 

I have been given the chance to read this consent form. I understand the information about this 

study. Questions that I wanted to ask about the study have been answered. My signature says that 

I am willing to participate in this study.  I will receive a copy of the consent form once I have 

agreed to participate. 

 Participant name printed   Participant signature  Date 

________________________________________________ 

Name of Person Conducting Informed Consent  

Discussion / Witness   

(Printed) 

________________________________________________ ________________ 

Signature of Person Conducting Informed Consent   Date 

Discussion / Witness  

________________________________________________ ________________ 

Principal Investigator Signature (if different from above)   Date 
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Correct marking=              Incorrect marking =  

Appendix 3: Survey Instrument 

A National Survey of Primary Care                  
Physicians in the United States 
About E-cigarettes  

 
 
 
 
 
 

Instructions 

 
 We would like to know your opinions and ideas about e-cigarettes. Please answer each 

of the following questions whether or not you have previously discussed or 
recommended e-cigarettes to your adult patients.  
 

 There are no right or wrong answers, we want to know your personal opinion as a 
practicing physician. 
 

 Questions in this survey pertain to your adult patients who smoke any type of 
tobacco. The survey takes approximately 15-20 minutes to complete. Upon return of 
your completed survey, you will receive a $10 gift card of your choice as a small “thank 
you” for your help with the study. 
 

 You may use a pen or pencil to complete this survey. 
 
 Please mark your answers as follows: 

 

 
 

 Unless instructed otherwise, mark only one answer per item. 
 

 Some questions may seem similar, but please answer each question. 
 
 Your answers are strictly confidential; please do not put your name on the survey. 

 

Thank you very much for taking the time to complete this survey! 

Please return the completed survey in the enclosed stamped 
envelope. 
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Section One: E-cigarette Discussions and Experiences 

 

1. Have you ever discussed e-cigarettes with your adult patients who smoke? 

  No     Go to question #2  

  Yes   How often have you 
discussed e-cigarettes with your 
patients? 

 When you discuss e-cigarettes with your patients, who 
        usually raises the topic? 

       Rarely       I usually raise the topic 

      Sometimes       My patients usually raise the topic 

      Often       It is equally as likely that I or my patients raise the topic 

      Almost always  

 
2. Over the PAST three months, how often have you recommended e-cigarettes to any of your adult 

patients who smoke? 

 
Never Rarely Sometimes Often 

Almost 
Always 

For smoking cessation     

For harm reduction     

 

 
3. We are interested in knowing your thoughts about the impact of recommending e-cigarettes to adult 

patients who smoke. In general, do you think your recommending e-cigarettes to patients is ….. 
 
Harmful 

   

Neither 

   

Beneficial 

 

Valuable 

   

Neither 

   

Worthless 

 

Bad Practice 

   

Neither 

   

Good practice 

 

Pleasant 

   

Neither 

   

Unpleasant 
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4. How likely is it that your patients’ use of e-cigarettes would result in each of the following? 

                                                     Very 
                                                          Unlikely 

Neither Likely 
Nor Unlikely  

  Very 
  Likely 

Sustain their nicotine dependence       

Help them to quit smoking       

Limit secondhand smoke exposure to their 
    families and friends       

Decrease their cancer risk       

Make patients less likely to use 
    conventional cessation medications       

5. Please indicate your level of agreement with each of the following statements. 
 

                                                                     Strongly 
                                                                      Disagree 

    Neither Disagree 
      Nor Agree  

Strongly 
Agree 

I feel under pressure to recommend 
    e-cigarettes to my patients       

Screening for e-cigarette use is as important 
    as screening for traditional cigarette use       

E-cigarette use can create dual tobacco users       

I am concerned about future litigation 
    if/when I recommend e-cigarettes       

Most people who are professionally 
    important to me recommend e-cigarettes       

 
6. Over the NEXT three months, how likely are you to recommend e-cigarettes to each of the following 

types of patients? 
      Not at All

                                                                            Likely  Neither 
                 Very  

Likely

Heavy smokers refusing to quit       

Light smokers wanting to quit        

Former smokers with a recent relapse       

Smokers with prior unsuccessful quit 
    attempts       

Smokers with COPD       

Heavy smokers wanting to quit       

Light smokers refusing to quit        

Smokers with a previously diagnosed 
    mental illness       
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Section Two: E-cigarettes perceptions 

7. Please indicate the extent to which each of the following groups disapprove or approve of your 
recommending 
e-cigarettes to your patients who smoke. 

                                                          Disapprove Neither Approve

Specialty physicians to whom I refer 
    my patients       

The professional societies to which I 
    belong       

My primary care physician colleagues       

My patients who smoke       

Most people whose opinion I value in 
    my profession       

8. Please indicate the extent to which you agree or disagree with each to the following statements. 

                                                        Strongly 
                                                        Disagree 

Neither Agree 
Nor Disagree 

Strongly
Agree

Whether I recommend e-cigarettes to 
    my patients, is entirely up to me       

I am confident I could  recommend  
    e-cigarettes if I wanted to       

Recommending e-cigarettes to my 
    patients is easy to do       

I am confident in my ability to counsel 
    patients about e-cigarettes use       

I am confident in my ability to counsel 
   patients about tobacco use in general       

 
 

9. How much does each of the following factors affect the difficulty/ease of you recommending e-
cigarettes to your patients who smoke? 

  Makes it
Very

  Difficult
 Neutral 

Makes it
Very
Easy

The current safety standards for 
    e-cigarettes       

Patients’ interest in trying e-cigarettes        

Currently available information on 
    e-cigarettes       

Time available for tobacco use 
    counseling during office visits       

My current knowledge of e-cigarettes        

 
 

You are now done with two sections! Please keep going. 
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Section Three: E-cigarettes in relation to tobacco products and tobacco 
dependence treatment 

10. How harmful are the following tobacco products to the health of your patients? 
 

Not at All
  Harmful

 
Moderately 

Harmful 
Extremely

Harmful

Traditional cigarettes       

Tobacco Pipes       

Waterpipes (Hookah or Narghile)       

E-cigarettes       

Cigars, Cigarillos and Little cigars       

Smokeless tobacco       

 

11. We are interested in your knowledge of e-cigarettes. Please 
indicate whether each of the following statements are true or 
false 

True False 
I Don’t 
Know 

E-cigarettes are currently regulated by the FDA   

Some e-cigarettes can deliver more nicotine than traditional cigarettes   

The nicotine liquid used in e-cigarettes contains carcinogens   

E-cigarettes do not diminish lung function   

Some e-cigarette brands do not deliver nicotine   

 

Thanks, you are almost done with section three! 
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12. What is your level of agreement with each of the following statements? 

 

 
 Strongly 
 Disagree

Neither Agree 
or Disagree

Strongly
Agree

E-cigarettes are a gateway to smoking  among 
    non-smokers       

My patients’ interest in e-cigarettes is/would be 
    the primary reason for my recommending them       

More FDA regulations for e-cigarettes would 
    encourage me to recommend them        

 

13.   The following questions are about you. Yes No 

Have you ever tried traditional cigarettes?  

Have you ever tried e-cigarettes?  
 

16.    Have you used any tobacco product within the last 30 days? (check all that apply) 

 Yes, traditional cigarettes  

 Yes, e-cigarettes  

 Yes, other tobacco products  

 No, but I used to smoke in the past  

 No, and I have never smoked on a regular basis 

 

 

17. In general, how much would you trust information about medical topics from each of the following sources?  
Not at 

All A Little Some A Lot 

Peer-reviewed research studies    

FDA publications/recommendations    

Professional conferences/scientific meetings    

Patients’ experiences    

The lay press    

CDC publications/recommendations    

US Preventive Services Task Force 
publications/recommendations    

Your physician colleagues    

Newsletters or other information sent to you from medical 
societies to which you belong    

Thanks, you are almost done, only two pages left! 
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The Next questions are about the patients you deliver care to and how you spend your time in a 

typical week. 
 
 

 

18. During a typical week, approximately how many adult patients do you see?    ____________ 
 

19. What is the size of your practice?  
 

Solo 
practice 

Partner 
practice  3 - 5  6 - 10  11 or more 

 
20. Which answer represents the most approximate percentage for each of the following?  

 
None 

 

Less than 
25% 

 

25-49% 
 

50-75% 
 

More 
than 75% 

 

How many of the patients you see in a typical week do you consider 
    to be your regular patients?     

During a typical week, approximately how much of your professional 
    time do you spend providing primary care to adult patients?     

 
 

More about You 

21. Have you ever received formal training in smoking cessation counseling? 

 Yes 

 No 

22. Do you have an affiliation with a medical school, such as an adjunct, clinical, or other faculty 

appointment? 

 Yes 

 No 

23. What is your gender? 

 Male 

 Female 

24. What is the year of your birth?         19 ________            

25. What is your ethnicity? 

 Hispanic or Latino 

 Not Hispanic or Latino 

 

 

 

 

Write a number in this box

Write in this box
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26. What is your race? (Check all that apply) 
 

  White  

  Black/African American  

 Asian  

 Native Hawaiian/other Pacific Islander      

 American Indian/Alaska native  

27. In what year did you start practicing medicine, after completing residency or fellowship?  

 

 

___________ 

 

 

Your Gift Card Selection 

28. What kind of gift card would you like? 

 Amazon 

 Target 

 
Thank you very much for completing the survey. 

 

Please return the completed survey in the enclosed stamped 
envelope. 

 
or mail it to:  
 

Omar El-Shahawy 
830 East Main street (9th floor) 
Social and Behavioral Health Department 
School of Medicine 
Virginia Commonwealth University 
PO Box 980149 
Richmond, VA, 23298 

 

  

Write in this box 



 
 

97 
 

References 

1. Jemal A, Thun MJ, Ries LA, et al. Annual report to the nation on the status of cancer, 

1975–2005, featuring trends in lung cancer, tobacco use, and tobacco control. Journal of the 

National Cancer Institute 2008; 100(23): 1672-94. 

2. Barry M, Eissenberg T, Balster RL. “Alternative” Tobacco Products: Implications for the 

Public Health of Virginia. 2010. 

https://cstp.vcu.edu/projects/vytp/docs/Alternative_Tobacco_Products_White_Paper.pdf. 

3. Apollo Electroic Cigarettes. Free Electronic Cigarette Giveaway. 2013. 

http://www.apolloecigs.com/Free-Electronic-Cigarette-s/80.htm (accessed June 1st, 2013). 

4. McMillen R, Maduka J, Winickoff J. Use of emerging tobacco products in the United 

States. Journal of Environmental and Public Health 2012; 2012: 989474. 

5. Zeller M, Hatsukami D. The Strategic Dialogue on Tobacco Harm Reduction: a vision 

and blueprint for action in the US. Tobacco Control 2009; 18(4): 324-32. 

6. Regan AK, Promoff G, Dube SR, Arrazola R. Electronic nicotine delivery systems: adult 

use and awareness of the ‘e-cigarette’in the USA. Tobacco Control 2013; 22(1): 19-23. 

7. Cobb NK, Byron MJ, Abrams DB, Shields PG. Novel nicotine delivery systems and 

public health: the rise of the “e-cigarette”. American Journal of Public Health 2010; 100(12): 

2340-2. 

8. Farsalinos KE, Polosa R. Safety evaluation and risk assessment of electronic cigarettes as 

tobacco cigarette substitutes: a systematic review. Therapeutic Advances in Drug Safety 2014; 

5(2): 67-86. 

9. Vansickel AR, Cobb CO, Weaver MF, Eissenberg TE. A clinical laboratory model for 

evaluating the acute effects of electronic “cigarettes”: nicotine delivery profile and 



 
 

98 
 

cardiovascular and subjective effects. Cancer Epidemiology Biomarkers & Prevention 2010; 

19(8): 1945-53. 

10. Varkey B. Electronic cigarettes: the good, the bad and the unknown. Current Opinion in 

Pulmonary Medicine 2014; 20(2): 125-6. 

11. Herzog B. E-cigs revolutionizing the tobacco industry, Wells Fargo Securities—equity 

research. 2013. http://www.smallcapfinancialwire.com/wp-content/uploads/2013/11/E-Cigs-

Revolutionizing-the-Tobacco-Industry-Interactive-Model.pdf (accessed June 21 2015). 

12. Eissenberg T. Electronic nicotine delivery devices: ineffective nicotine delivery and 

craving suppression after acute administration. Tobacco Control 2010; 19(1): 87-8. 

13. Vansickel AR, Eissenberg T. Electronic cigarettes: effective nicotine delivery after acute 

administration. Nicotine & Tobacco Research 2013; 15(1): 267-70. 

14. Etter J-F, Bullen C, Flouris AD, Laugesen M, Eissenberg T. Electronic nicotine delivery 

systems: a research agenda. Tobacco Control 2011; 20(3): 243-8. 

15. Huang J, Barker D, Chaloupka FJ. New and Emerging Tobacco Products: Gaining 

Insights From Nielsen Store Scanner Data [Abstract_PA16-2] 2013 SRNT 19th Annual Meeting-

Boston, MA. 2013. http://www.srnt.org/conferences/abstracts/pdfs/SRNT_2013_Abstracts_I-

Modified.pdf (accessed June 20 2013). 

16. Vickerman K, Zbikowski S, Wassum K, Altman T. Use of Electronic Cigarettes among 

State Quitline Populations: Prevalence, Demographics, and Quit Status [Abstract_POS2-130] 

2013 SRNT 19th Annual Meeting-Boston, MA. 2013. 

http://www.srnt.org/conferences/abstracts/pdfs/SRNT_2013_Abstracts_I-Modified.pdf (accessed 

June 20 2013). 



 
 

99 
 

17. Zhu S, Gamst A, Lee M. The Use and Perception Of Electronic Cigarettes And Snus 

among the U.S. Population [Abstract_PA10-3] 2013 SRNT 19th Annual Meeting-Boston, MA. 

2013. http://www.srnt.org/conferences/abstracts/pdfs/SRNT_2013_Abstracts_I-Modified.pdf 

(accessed June 20 2013). 

18. Kim AE, Arnold KY, Makarenko O. E-cigarette advertising expenditures in the US, 

2011–2012. American Journal of Preventive Medicine 2014; 46(4): 409-12. 

19. Duke JC, Lee YO, Kim AE, et al. Exposure to electronic cigarette television 

advertisements among youth and young adults. Pediatrics 2014; 134(1): e29-e36. 

20. McMillen RC. Susceptibility to Electronic Cigarette Use Among Current Nonsmokers.  

142nd APHA Annual Meeting and Exposition (November 15-November 19, 2014); 2014: 

APHA; 2014. 

21. Chapman SLC, Wu L-T. E-cigarette prevalence and correlates of use among adolescents 

versus adults: a review and comparison. Journal of Psychiatric Research 2014; 54: 43-54. 

22. Lee YO, Hebert CJ, Nonnemaker JM, Kim AE. Multiple tobacco product use among 

adults in the United States: Cigarettes, cigars, electronic cigarettes, hookah, smokeless tobacco, 

and snus. Preventive Medicine 2014; 62: 14-9. 

23. Johnston LD, Bachman JG. Monitoring the Future: National results on adolescent drug 

use: Overview of key findings. 2014. 

24. McMillen RC, Gottlieb MA, Shaefer RMW, Winickoff JP, Klein JD. Trends in 

Electronic Cigarette Use Among US Adults: Use is Increasing in Both Smokers and 

Nonsmokers. Nicotine & Tobacco Research 2014: ntu213. 

25. Fairchild AL, Bayer R, Colgrove J. The renormalization of smoking? E-cigarettes and the 

tobacco “endgame”.  New England Journal of Medicine 2014; 370(4): 293-5. 



 
 

100 
 

26. Goniewicz ML, Lingas EO, Hajek P. Patterns of electronic cigarette use and user beliefs 

about their safety and benefits: an internet survey. Drug and Alcohol Review 2013; 32(2): 133-

40. 

27. Choi K, Forster JL. Beliefs and experimentation with electronic cigarettes: a prospective 

analysis among young adults. American Journal of Preventive Medicine 2014; 46(2): 175-8. 

28. Pepper JK, Emery SL, Ribisl KM, Rini CM, Brewer NT. How risky is it to use e-

cigarettes? Smokers’ beliefs about their health risks from using novel and traditional tobacco 

products. Journal of Behavioral Medicine 2014: 1-9. 

29. Pepper JK, Brewer NT. Electronic nicotine delivery system (electronic cigarette) 

awareness, use, reactions and beliefs: a systematic review. Tobacco Control 2013: 

tobaccocontrol-2013-051122. 

30. Pearson JL, Richardson A, Niaura RS, Vallone DM, Abrams DB. E-cigarette awareness, 

use, and harm perceptions in US adults. American Journal of Public Health 2012; 102(9): 1758-

66. 

31. Pepper JK, McRee A-L, Gilkey MB. Healthcare Providers' Beliefs and Attitudes About 

Electronic Cigarettes and Preventive Counseling for Adolescent Patients. Journal of Adolescent 

Health 2014; 54(6): 678-83. 

32. Kandra KL, Ranney LM, Lee JG, Goldstein AO. Physicians’ Attitudes and Use of E-

Cigarettes as Cessation Devices, North Carolina, 2013. PloS One 2014; 9(7): e103462. 

33. Steinberg MB, Giovenco DP, Delnevo CD. Patient–physician communication regarding 

electronic cigarettes. Preventive Medicine Reports 2015; 2: 96-8. 

34. Goniewicz ML, Knysak J, Gawron M, et al. Levels of selected carcinogens and toxicants 

in vapour from electronic cigarettes. Tobacco Control 2013. 



 
 

101 
 

35. Goniewicz ML, Kuma T, Gawron M, Knysak J, Kosmider L. Nicotine levels in electronic 

cigarettes. Nicotine & Tobacco Research 2013; 15(1): 158-66. 

36. U.S. Food and Drug Administration. News & Events: Electronic Cigarettes (e-

Cigarettes),. 2013. http://www.fda.gov/newsevents/publichealthfocus/ucm172906.htm (accessed 

June 1st 2013). 

37. Foulds J, Veldheer S, Berg A. Electronic cigarettes (e‐cigs): views of aficionados and 

clinical/public health perspectives. International Journal of Clinical Practice 2011; 65(10): 

1037-42. 

38. Bullen C, McRobbie H, Thornley S, Glover M, Lin R, Laugesen M. Effect of an 

electronic nicotine delivery device (e cigarette) on desire to smoke and withdrawal, user 

preferences and nicotine delivery: randomised cross-over trial. Tobacco Control 2010; 19(2): 98-

103. 

39. Lisko JG, Tran H, Stanfill SB, Blount BC, Watson CH. Chemical Composition and 

Evaluation of Nicotine, Tobacco Alkaloids, pH, and Selected Flavors in E-Cigarette Cartridges 

and Refill Solutions. Nicotine & Tobacco Research 2015: ntu279. 

40. Goniewicz ML, Knysak J, Gawron M, et al. Levels of selected carcinogens and toxicants 

in vapour from electronic cigarettes. Tobacco Control 2014; 23(2): 133-9. 

41. Orr MS. Electronic cigarettes in the USA: a summary of available toxicology data and 

suggestions for the future. Tobacco Control 2014; 23(suppl 2): ii18-ii22. 

42. Flouris AD, Oikonomou DN. Electronic cigarettes: miracle or menace? Bmj 2010; 340. 

43. Riker CA, Lee K, Darville A, Hahn EJ. E-cigarettes: promise or peril? Nursing Clinics of 

North America 2012; 47(1): 159-71. 



 
 

102 
 

44. Middlekauff HR. Counterpoint: Does the Risk of Electronic Cigarettes Exceed Potential 

Benefits? No. Chest Journal 2015. 

45. Cahn Z, Siegel M. Electronic cigarettes as a harm reduction strategy for tobacco control: 

A step forward or a repeat of past mistakes&quest. Journal of Public Health Policy 2011; 32(1): 

16-31. 

46. Taleb ZB, Maziak W. Harm reduction and e-cigarettes: not evidence-based. The Lancet 

Oncology 2014; 15(3): e104. 

47. Consumer Life Styles. Is The Electronic Cigarette Healthy? Is It The Future of Smoking? 

. 2013. http://safeexperience.com/US/ecigsbrand/?AdId={AdId} (accessed June 1st 2013). 

48. New York Times. Ban on E-cigarettes takes effect today. 2015. 

http://www.capitalnewyork.com/article/city-hall/2014/04/8544438/ban-e-cigarettes-takes-effect-

today (accessed August 3rd 2015). 

49. New York Times. European Parliament Approves Tough Rules on Electronic Cigarettes. 

2015. http://www.nytimes.com/2014/02/27/business/european-union-approves-tough-rules-on-

electronic-cigarettes.html?_r=0 (accessed August 3rd 2015). 

50. Action on Smoking or Health. Electonic Cigarettes. 2014. 

http://www.ash.org.uk/files/documents/ASH_715.pdf (accessed August 3rd 2015). 

51. Siegel MB, Tanwar KL, Wood KS. Electronic cigarettes as a smoking-cessation tool: 

results from an online survey. American Journal of Preventive Medicine 2011; 40(4): 472-5. 

52. Etter JF, Bullen C. Electronic cigarette: users profile, utilization, satisfaction and 

perceived efficacy. Addiction 2011; 106(11): 2017-28. 

53. Bullen C, Howe C, Laugesen M, et al. Electronic cigarettes for smoking cessation: a 

randomised controlled trial. The Lancet 2013. 



 
 

103 
 

54. Klein A, Bell K. Tobacco control, harm reduction and the problem of pleasure. Drugs 

and Alcohol Today 2013; 13(2): 111-8. 

55. Popova L, Ling PM. Alternative Tobacco Product Use and Smoking Cessation: A 

National Study. American Journal of Public Health 2013; 103(5): 923-30. 

56. Miles MB, Huberman AM, Saldaña J. Qualitative data analysis: A methods sourcebook: 

SAGE Publications, Incorporated; 2013. 

57. Brown J, Beard E, Kotz D, Michie S, West R. Real‐world effectiveness of e‐cigarettes 

when used to aid smoking cessation: a cross‐sectional population study. Addiction 2014; 109(9): 

1531-40. 

58. Rahman MA, Hann NR, Wilson AM, Mnatzaganian G, Worrall-Carter L. Electronic 

Cigarettes Are Effective for Smoking Cessation: Evidence From a Systematic Review and Meta-

analysis. Circulation 2014; 130(Suppl 2): A14945-A. 

59. Bhatnagar A, Whitsel LP, Ribisl KM, et al. Electronic Cigarettes A Policy Statement 

From the American Heart Association. Circulation 2014; 130(16): 1418-36. 

60. Brandon TH, Goniewicz ML, Hanna NH, et al. Electronic Nicotine Delivery Systems: A 

Policy Statement from the American Association for Cancer Research and the American Society 

of Clinical Oncology. Journal of Clinical Oncology 2015: JCO. 2014.59. 4465. 

61. United States Department of Health and Human Services. Draft Recommendation 

Statement: Tobacco Smoking Cessation in Adults and Pregnant Women: Behavioral and 

Pharmacotherapy Interventions. 2015. 

http://www.uspreventiveservicestaskforce.org/Page/Document/draft-recommendation-

statement147/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1 

(accessed 05/2015 2015). 



 
 

104 
 

62. Fiore M. Treating Tobacco Use and Dependence: 2008 Update: Clinical Practice 

Guideline: DIANE Publishing; 2008. 

63. Ferketich AK, Khan Y, Wewers ME. Are physicians asking about tobacco use and 

assisting with cessation? Results from the 2001–2004 national ambulatory medical care survey 

(NAMCS). Preventive Medicine 2006; 43(6): 472-6. 

64. Jamal A, Dube SR, Malarcher AM, Shaw L, Engstrom MC. Tobacco Use Screening and 

Counseling During Physician Office Visits Among Adults—National Ambulatory Medical Care 

Survey and National Health Interview Survey, United States, 2005–2009. Use of Selected 

Clinical Preventive Services Among Adults—United States, 2007–2010 2012; 61: 38. 

65. Cornuz J. Smoking cessation interventions in clinical practice. European Journal of 

Vascular and Endovascular Surgery 2007; 34(4): 397-404. 

66. Starfield B, Shi L, Macinko J. Contribution of primary care to health systems and health. 

Milbank quarterly 2005; 83(3): 457-502. 

67. Fiore; MC, Bailey; WC, Cohen; SJ, et al. Smoking Cessation Clinical Guideline Number 

18 AHCPR Publication No. 96-0692; 1996. 

68. Coleman T, Murphy E, Cheater F. Factors influencing discussion of smoking between 

general practitioners and patients who smoke: a qualitative study. The British Journal of General 

Practice 2000; 50(452): 207. 

69. Young RP, Hopkins RJ, Smith M, Hogarth DK. Smoking cessation: the potential role of 

risk assessment tools as motivational triggers. Postgraduate Medical Journal 2010; 86(1011): 

26-33. 

70. Lawson PJ, Flocke SA, Casucci B. Development of an instrument to document the 5A’s 

for smoking cessation. American Journal of Preventive Medicine 2009; 37(3): 248. 



 
 

105 
 

71. Boulware LE, Marinopoulos S, Phillips KA, et al. Systematic review: the value of the 

periodic health evaluation. Annals of Internal Medicine 2007; 146(4): 289-300. 

72. Ussher M. Conference presentation: How do factors prompting attempts to quit smoking 

relate to method of quitting and quit success? (Submitted for peer review). 2013 Society of 

Research on Nicotine and Tobacco 19th Annual Meeting, Boston, USA.; 2013. 

73. Kreuter MW, Chheda SG, Bull FC. How does physician advice influence patient 

behavior? Evidence for a priming effect. Archives of Family Medicine 2000; 9(5): 426. 

74. Whitlock EP, Orleans CT, Pender N, Allan J. Evaluating primary care behavioral 

counseling interventions. American Journal of Preventive Medicine 2002; 22(4): 267-84. 

75. Tessaro I, Lyna PR, Rimer BK, et al. Readiness to change smoking behavior in a 

community health center population. Journal of community health 1997; 22(1): 15-31. 

76. Stead LF, Bergson G, Lancaster T. Physician advice for smoking cessation. Cochrane 

Database Syst Rev 2008; 2. 

77. Kuschner WG, Reddy S, Mehrotra N, Paintal HS. Electronic cigarettes and thirdhand 

tobacco smoke: two emerging health care challenges for the primary care provider. International 

Journal of General Medicine 2011; 4: 115. 

78. Fox News. Dr. Keith's clinical results of 3 patients who quit smoking with e-cigs. 2013. 

http://www.foxnews.com/health/2013/04/23/dr-keith-my-3-patients-who-quit-smoking-by-use-e-

cigarettes/ (accessed May, 27th 2013). 

79. Cherry D, Woodwell D. National ambulatory medical care survey: 2000 summary. 

Advance Data 2002; (328): 1-32. 



 
 

106 
 

80. Schnoll RA, Rukstalis M, Wileyto EP, Shields AE. Smoking cessation treatment by 

primary care physicians: an update and call for training. American Journal of Preventive 

Medicine 2006; 31(3): 233-9. 

81. McEwen A, West R, Owen L. General Practitioners' views on the provision of nicotine 

replacement therapy and bupropion. BMC Family Practice 2001; 2(1): 6. 

82. Vogt F, Hall S, Marteau TM. General practitioners' beliefs about effectiveness and 

intentions to prescribe smoking cessation medications: qualitative and quantitative studies. BMC 

Public Health 2006; 6(1): 277. 

83. Bhatia T, Hansen K, Krishnamurthi L. Modeling Key Drivers of Physician’s Choice Of 

Prescription Drugs: An Integrated View Incorporating Patient and Physician Heterogeneity;. 

2006. http://isbm.smeal.psu.edu/library/working-paper-articles/2006-working-papers/05-

2006%20Modeling%20Key%20Drivers%20of%20Physicians%20Choice%20of%20Prescription

%20Drugs.pdf (accessed May 19th 2013). 

84. Hesse BW, Nelson DE, Kreps GL, et al. Trust and sources of health information: the 

impact of the Internet and its implications for health care providers: findings from the first 

Health Information National Trends Survey. Archives of Internal Medicine 2005; 165(22): 2618. 

85. Koch-Weser S, Bradshaw YS, Gualtieri L, Gallagher SS. The Internet as a health 

information source: findings from the 2007 Health Information National Trends Survey and 

implications for health communication. Journal of Health Communication 2010; 15(S3): 279-93. 

86. Glynn TJ. E‐cigarettes and the future of tobacco control. Cancer: a cancer journal for 

clinicians 2014; 64(3): 164-8. 

87. Glanz K, Rimer BK, Viswanath K. Health behavior and health education: theory, 

research, and practice: Jossey-Bass Inc Pub; 2008. 



 
 

107 
 

88. Godin G, Bélanger-Gravel A, Eccles M, Grimshaw J. Healthcare professionals' intentions 

and behaviours: A systematic review of studies based on social cognitive theories. 

Implementation Science 2008; 3(36): 1-12. 

89. Ajzen I, Albarracín D. Predicting and changing behavior: A reasoned action approach: 

Lawrence Erlbaum Associates Publishers; 2007. 

90. Francis JJ, Eccles MP, Johnston M, et al. Constructing questionnaires based on the theory 

of planned behaviour. A Manual for Health Services Researchers 2004; 2010: 2-12. 

91. Bauchner H, Simpson L, Chessare J. Changing physician behaviour. Archives of Disease 

in Childhood 2001; 84(6): 459-62. 

92. Grana R, Benowitz N, Glantz SA. E-Cigarettes A Scientific Review. Circulation 2014; 

129(19): 1972-86. 

93. Agency for Healhcare Research and Quality. Virginia Ambulatory Care Outcomes 

Research Network. 2015. http://pbrn.ahrq.gov/pbrn-registry/virginia-ambulatory-care-outcomes-

research-network (accessed May, 13 2015). 

94. Glaser BJ, Strauss AL. The discovery of grounded theory: Strategies for qualitative 

research. New York: Adline Publishing Company; 1967. 

95. Légaré F, Graham ID, O’Connor AC, et al. Prediction of health professionals' intention to 

screen for decisional conflict in clinical practice. Health Expectations 2007; 10(4): 364-79. 

96. Yamin CK, Bitton A, Bates DW. E-cigarettes: a rapidly growing Internet phenomenon. 

Annals of Internal Medicine 2010; 153(9): 607-9. 

97. Cole HM, Fiore MC. The war against tobacco: 50 years and counting. JAMA 2014; 

311(2): 131-2. 



 
 

108 
 

98. de Andrade M, Hastings G, Angusargue K. Promotion of electronic cigarettes: tobacco 

marketing reinvented? BMJ 2014; 348(7939): 15-7. 

99. Cabana MD, Rand CS, Powe NR, et al. Why don't physicians follow clinical practice 

guidelines? JAMA 1999; 282(15): 1458-65. 

100. Chatham-Stephens K, Law R, Taylor E, et al. Notes from the field: calls to poison centers 

for exposures to electronic cigarettes--United States, September 2010-February 2014. MMWR 

Morbidity and Mortality Weekly Report 2014; 63(13): 292-3. 

101. Patnode CD, Henderson JT, Thompson JH, Senger CA, Fortmann SP, Whitlock EP. 

Behavioral Counseling and Phamacotherapy Interventions for Tobacco Cessation in Adults, 

Including Pregnant Women: A Review for the U.S. Peventive Services Task Force. Rockville, 

MD: Agency for Healthcare Research and Quality 2015. 

102. Lim H-H, Shin H-S. Measurement of aldehydes in replacement liquids of electronic 

cigarettes by headspace gas chromatography-mass spectrometry. Bulletin of the Korean 

Chemical Society 2013; 34(9): 2691-6. 

103. Kim H-J, Shin H-S. Determination of tobacco-specific nitrosamines in replacement 

liquids of electronic cigarettes by liquid chromatography–tandem mass spectrometry. Journal of 

Chromatography A 2013; 1291: 48-55. 

104. Westenberger BJ. Evaluation of e-cigarettes. Washington, DC: U.S. Food and Drug 

Administration. 2009. http://www.fda.gov/downloads/drugs/scienceresearch/ucm173250.pdf 

(accessed June 26 2015). 

105. Drummond MB, Upson D. Electronic cigarettes. Potential harms and benefits. Annals of 

the American Thoracic Society 2014; 11(2): 236-42. 



 
 

109 
 

106. Romagna G, Allifranchini E, Bocchietto E, Todeschi S, Esposito M, Farsalinos KE. 

Cytotoxicity evaluation of electronic cigarette vapor extract on cultured mammalian fibroblasts 

(ClearStream-LIFE): comparison with tobacco cigarette smoke extract. Inhalation Toxicology 

2013; 25(6): 354-61. 

107. Bullen C, Howe C, Laugesen M, et al. Electronic cigarettes for smoking cessation: a 

randomised controlled trial. The Lancet 2013; 382(9905): 1629-37. 

108. U.S. Food and Drug Administration. Tobacco Products- Extending Authorities to 

Additional Tobacco Products. 2015. 

http://www.fda.gov/TobaccoProducts/Labeling/ucm388395.htm (accessed June 26 2015). 

109. El Shahawy O, Brown R, Elston Lafata J. Primary Care Physicians’ Beliefs and Practices 

for E-cigarette Use to Patients Who Smoke: A Qualitative Assessment. In Progress 2015. 

110. Steinberg MB, Delnevo CD. Physician beliefs regarding effectiveness of tobacco 

dependence treatments: results from the NJ Health Care Provider Tobacco Survey. Journal of 

General Internal Medicine 2007; 22(10): 1459-62. 

111. Dillman DA. Mail and internet surveys: The tailored design method: Wiley New York; 

2000. 

112. American Association for Public Opinion Research. Response Rate 4. Standard 

Defintions: Final Dispositions of Case Codes and Outcome Rates for Surveys. . 6th ed: Lenexa, 

KS: AAPOR; 2009. 

113. The New York Times. Will the F.D.A. Kill Off E-Cigs? 2015. 

http://www.nytimes.com/2015/01/19/opinion/will-the-fda-kill-off-e-cigs.html?_r=0 (accessed 

June 25 2015). 



 
 

110 
 

114. Guide to Vaping. Tag Archives> FDA. 2015. http://guidetovaping.com/tag/fda/ (accessed 

June 25 2015). 

115. The Consumer Advocates for Smoke-free Alternatives Association. FDA releases e-

cigarette rules 2014. http://blog.casaa.org/2014/04/fda-releases-e-cigarette-rules.html (accessed 

June 26 2015). 

116. Electronic Cigarette Guide. E-cigarette Nicotine Levels. 2015. 

http://www.linusmoke.com/do-electronic-cigarettes-contain-e-liquid-nicotine/ (accessed July 7th 

2015). 

117. Switch to E-cigarettes. E-cigarette Types. 2015. http://www.switch-to-e-cig.com/E-

cigarette-types.html (accessed June 2015 2015). 

118. Coumou HC, Meijman FJ. How do primary care physicians seek answers to clinical 

questions? A literature review. Journal of the Medical Library Association 2006; 94(1): 55-60. 

119. Gorman PN, Helfand M. Information Seeking in Primary Care How Physicians Choose 

Which Clinical Questions to Pursue and Which to Leave Unanswered. Medical Decision Making 

1995; 15(2): 113-9. 

120. Entwistle VA, Watt IS. Patient involvement in treatment decision-making: the case for a 

broader conceptual framework. Patient Education and Counseling 2006; 63(3): 268-78. 

121. VanGeest JB, Johnson TP, Welch VL. Methodologies for Improving Response Rates in 

Surveys of Physicians A Systematic Review. Evaluation & the Health Professions 2007; 30(4): 

303-21. 

122. Groves RM, Presser S, Dipko S. The role of topic interest in survey participation 

decisions. Public Opinion Quarterly 2004; 68(1): 2-31. 



 
 

111 
 

123. Grimshaw JM, Shirran L, Thomas R, et al. Changing provider behavior: an overview of 

systematic reviews of interventions. Medical Care 2001. 

124. El Shahawy O, Elston Lafata J. Physicians’ Knowledge, Beliefs and Practices Regarding 

E-cigarettes: Results from a national survey of US primary care physicians. In progress 2015. 

125. Fishbein M, Cappella JN. The role of theory in developing effective health 

communications. Journal of Communication 2006; 56(s1): S1-S17. 

126. Grimshaw JM, Shirran L, Thomas R, et al. Changing provider behavior: an overview of 

systematic reviews of interventions. Medical Care 2001: II2-II45. 

127. Sable MR, Schwartz LR, Eleanor PJ, Lisbon MA. Using the theory of reasoned action to 

explain physician intention to prescribe emergency contraception. Perspectives on Sexual and 

Reproductive Health 2006; 38(1): 20-7. 

128. Hagger MS, Chatzisarantis NL, Biddle SJ. A meta-analytic review of the theories of 

reasoned action and planned behavior in physical activity: Predictive validity and the 

contribution of additional variables. Journal of Sport & Exercise Psychology 2002. 

129. Fishbein M, Ajzen I. Belief, attitude, intention and behavior: An introduction to theory 

and research; 1975. 

130. Davies P, Walker AE, Grimshaw JM. A systematic review of the use of theory in the 

design of guideline dissemination and implementation strategies and interpretation of the results 

of rigorous evaluations. Implementation Science 2010; 5: 14. 

131. Barry MJ, Edgman-Levitan S. Shared decision making—the pinnacle of patient-centered 

care. New England Journal of Medicine 2012; 366(9): 780-1. 



 
 

112 
 

132. Francis JJ, Johnston M, Robertson C, et al. What is an adequate sample size? 

Operationalising data saturation for theory-based interview studies. Psychology and Health 

2010; 25(10): 1229-45. 

133. Rashidian A, Miles J, Russell D, Russell I. Sample size for regression analyses of theory 

of planned behaviour studies: case of prescribing in general practice. British Journal of Health 

Psychology 2006; 11(4): 581-93. 

134. Sheppard BH, Hartwick J, Warshaw PR. The theory of reasoned action: A meta-analysis 

of past research with recommendations for modifications and future research. Journal of 

Consumer Research 1988: 325-43. 

135. Rise J, Thompson M, Verplanken B. Measuring implementation intentions in the context 

of the theory of planned behavior. Scandinavian Journal of Psychology 2003; 44(2): 87-95. 

136. Ajzen I. Frequently Asked Questions: Does it make sense to measure outcome 

evaluations when the outcomes are obviously positive or negative? 2014. 

http://people.umass.edu/aizen/faq.html (accessed July 4th 2015). 

137. Smith PM. Integration of the theories of reasoned action, planned behaviour, and self-

efficacy in the prediction of exercise behaviour; 1995. 

138. Evans MG. The problem of analyzing multiplicative composites: Interactions revisited. 

American Psychologist 1991; 46(1): 6. 

139. Kotz D, Willemsen MC, Brown J, West R. Light smokers are less likely to receive advice 

to quit from their GP than moderate-to-heavy smokers: A comparison of national survey data 

from the Netherlands and England. The European Journal of General Practice 2013; 19(2): 99-

105. 



 
 

113 
 

140. Carpenter MJ, Hughes JR, Solomon LJ, Callas PW. Both smoking reduction with 

nicotine replacement therapy and motivational advice increase future cessation among smokers 

unmotivated to quit. Journal of Consulting and Clinical Psychology 2004; 72(3): 371. 

141. Stead LF, Perera R, Bullen C, Mant D, Lancaster T. Nicotine replacement therapy for 

smoking cessation. Cochrane Database Systematic Review 2008; 1(1). 

142. Bjartveit K, Tverdal A. Health consequences of smoking 1–4 cigarettes per day. Tobacco 

Control 2005; 14(5): 315-20. 

143. El-Shahawy O, Shires DA, Elston Lafata J. Assessment of the Efficiency of Tobacco 

Cessation Counseling in Primary Care. Evaluation & the Health Professions Accepted. 

144. Okuyemi KS, Harris KJ, Scheibmeir M, Choi WS, Powell J, Ahluwalia JS. Light 

smokers: issues and recommendations. Nicotine & Tobacco Research 2002; 4(Suppl 2): S103-

S12. 

145. Bonetti D, Eccles M, Johnston M, et al. Guiding the design and selection of interventions 

to influence the implementation of evidence-based practice: an experimental simulation of a 

complex intervention trial. Social Science & Medicine 2005; 60(9): 2135-47. 

146. Cataldo JK, Petersen AB, Hunter M, Wang J, Sheon N. E-cigarette Marketing and Older 

Smokers: Road to Renormalization. American Journal of Health Behavior 2015; 39(3): 361-71. 

147. Vogt F, Hall S, Hankins M, Marteau TM. Evaluating three theory-based interventions to 

increase physicians' recommendations of smoking cessation services. Health Psychology 2009; 

28(2): 174. 

148. Hall KH. Reviewing intuitive decision‐making and uncertainty: the implications for 

medical education. Medical Education 2002; 36(3): 216-24. 



 
 

114 
 

149. Gardner MN, Brandt AM. “The Doctors' Choice Is America's Choice” The Physician in 

US Cigarette Advertisements, 1930-1953. American Journal of Public Health 2006; 96(2): 222-

32. 

150. Blendon RJ, DesRoches CM, Benson JM, Brodie M, Altman DE. Americans' views on 

the use and regulation of dietary supplements. Archives of Internal Medicine 2001; 161(6): 805-

10. 

151. Pillitteri JL, Shiffman S, Rohay JM, Harkins AM, Burton SL, Wadden TA. Use of dietary 

supplements for weight loss in the United States: results of a national survey. Obesity 2008; 

16(4): 790-6. 

152. Kurtz ME, Nolan RB, Rittinger WJ. Primary care physicians' attitudes and practices 

regarding complementary and alternative medicine. The Journal of the American Osteopathic 

Association 2003; 103(12): 597-602. 

 

 

  



 
 

115 
 

Vita 
 

Omar El Shahawy was born on November 5th, 1977 in Cairo, Egypt and is an Egyptian 

citizen. He obtained his medical degree at the University of Ain Shams in Cairo, Egypt, in 2002 

and his Master of Public Health (with Merit) in international health development from the Royal 

Tropical Institute and the Vrjie University in Amsterdam, The Netherlands, in 2007. He first 

came to VCU as a Hubert Humphrey Fellow in 2010, a training fellowship supported by the U.S. 

Department of State and the National Institute on Drug Abuse. During his Fellowship, he 

enhanced his experience in drug abuse policy and prevention, with a particular focus on gender 

issues in adolescent and marginalized groups. He also collaborated on a number of research 

projects with different universities across the United States. Later on, he joined the doctoral 

program at the Department of Social and Behavioral Health at VCU. While at the Program, he 

published seven manuscripts and presented his research in a number of conferences in the United 

States and abroad. Omar also received a number of travel awards in addition to the Massey 

Cancer Center and the Department of Health Behavior and Policy Dissertation awards. His 

current research interests include novel tobacco products, water-pipe tobacco, smoking cessation, 

and patient–physician decision-making.  

Publications (* indicates primary data) 

1. El Shahawy O, Dierdre S, Lafata J. Assessment of tobacco use counseling in primary care: 

Prospects for efficiency and effectiveness. Evaluation and the Health Professions, 

accepted. 

2.*El-Shahawy O, Haddad L. Correlation between nicotine dependence and barriers to 

cessation among exclusive cigarette smokers and dual (water-pipe) smokers among Arab 

Americans. Substance Abuse and Rehabilitation, 2015; 6:25-32 



 
 

116 
 

3. *El-Shahawy O, Sun P, Tsai J, Rohrbach L, Sussman S. Sense of coherence and tobacco 

use myths among adolescents as predictors of at-risk youth cigarette use. Substance Use 

and Misuse, 2015; 50(1):8-14 

4. *Haddad L, El-Shahawy O, Ghadban R. Comparison of barriers to cessation among Arab 

American smokers of cigarettes and waterpipe. International Journal Environmental 

Research and Public Health, 2014; 11(9), 9522-9531 

5. *Alzyoud S, Haddad L, El-Shahawy O, Ghadban R, Kheirallah K, Alhawamdeh K, Jin Y. 

Waterpipe use among Arab immigrants in USA: A preliminary study. British Journal of 

Medicine & Medical Research, 2014; 4(3): 816-827 

6. *Haddad L, Abu Baker N.,  El-Shahawy O, Al Ali  N, Shudayfat T. Secondhand smoke 

exposure of young adults in a developing country: A Jordanian case. Substance Abuse 

and Rehabilitation, 2013; 4:34-53 

7. *Haddad L, El-Shahawy O, Shishani K, Madanat H, Alzyoud S. Cigarette use attitudes and 

effects of acculturation among Arab immigrants in USA: A preliminary study. Health, 

2012; 4(10):785-793 

 

 
 


	Impact of E-cigarettes on Physician Recommendations of Tobacco Use Cessation Pharmacotherapy
	Downloaded from

	Microsoft Word - Dissertation FINAL

