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Smoking and Pain

Pathophysiology and Clinical Implications
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ABSTRACT
Cigarette smoke, which serves as a nicotine delivery vehicle
in humans, produces profound changes in physiology. Ex-
perimental studies suggest that nicotine has analgesic prop-
erties. However, epidemiologic evidence shows that smoking
is a risk factor for chronic pain. The complex relationship
between smoking and pain not only is of scientific interest,
but also has clinical relevance in the practice of anesthesiol-
ogy and pain medicine. This review will examine current
knowledge regarding how acute and chronic exposure to nic-
otine and cigarette smoke affects acute and chronic painful
conditions. It will cover the relevant pharmacology of nico-
tine and other ligands at the nicotinic acetylcholine receptor
as related to pain, explore the association of cigarette smok-
ing with chronic painful conditions and potential mecha-
nisms to explain this association, and examine clinical impli-
cations for the care of smokers with pain.

APPROXIMATELY 1 in 5 Americans smoke cigarettes,1

and at least 1 in 10 nonsmokers is exposed to second-
hand smoke at home.2 Thus a large population is chronically
exposed to nicotine and the other constituents of cigarette
smoke. The implications of cigarette smoking to the practice
of anesthesiology and pain medicine are complex and not
well understood. Cigarette smoke contains thousands of
compounds, with many of them producing significant phys-
iologic effects. However, cigarettes serve primarily as a device

to deliver nicotine. Nicotine has analgesic properties, first
observed in feline visceral pain models3 and since then rep-
licated in numerous animal and human studies.4–13 Its anal-
gesic effects likely result from effects at both central and
peripheral nicotine acetylcholine receptors (nAChRs).8,14,15

Other nAChR ligands also have potent analgesic effects.16–20

On the other hand, clinical evidence suggests that smokers
are at increased risk of developing back pain and other
chronic pain disorders.21–32 Furthermore, comparisons be-
tween smokers and nonsmokers with chronic pain disorders
have repeatedly demonstrated that smokers have higher pain
intensity scores that have greater impact on occupational and
social function.33–37 This apparent paradox is not only of
considerable scientific interest, but also has clinical relevance
in caring for smokers in the perioperative period and smokers
with chronic painful conditions.

This paper will review how acute and chronic exposure to
nicotine, which is currently delivered most commonly via
cigarette smoke, affects acute and chronic painful conditions.
We first review briefly the relevant pharmacology of nicotine
and other ligands at the nAChR as related to pain, explore the
association of cigarette smoking with chronic painful condi-
tions and potential mechanisms to explain this association,
and examine clinical implications for those who care for
smokers with pain. We focus on cigarette smoking, as most
of the relevant literature in humans concerns this method of
nicotine delivery, recognizing that other forms of tobacco use
(e.g., smokeless tobacco) may have similar (or different) ef-
fects on pain.

Pharmacology of Nicotine Acetylcholine
Receptors

The alkaloid nicotine exhibits its pharmacological effects by
interacting with ion channels of the nAChR family. The
nAChR consists of a pentameric complex of transmembrane
proteins that form a central pore permeable to Na�, Ca2�,
and K� ions.38 The structure of the muscle-type of nAChR
has been characterized with high resolution and has served
for modeling ligand binding sites of neuronal nAChRs.39
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Muscle-type nAChRs consist of (�1)2�1�� (adult) or
(�1)2�1�� (fetal) forms, with �1, �1, �, �, and � subunits
being expressed only in skeletal muscle. Neuronal nAChRs
are composed of different combinations of � (�2–�10) and
non-� (�2–�4) subunits.40 The endogenous ligand ACh
binds at the interface between an � subunit and neighboring
subunits, and thus, nAChRs will differ in their ACh binding
depending on their subunit composition. Whereas �4�2*
heteromers (where * denotes possible additional subunits)
will have two binding sites for agonists and competitive an-
tagonists, homopentameric �7 nAChRs will have up to five
binding sites.38,41

The family of nAChRs shows wide distribution in the
central and peripheral nervous systems and is involved in
numerous processes, including arousal, sleep, anxiety, cogni-
tion, and pain.38 In the central nervous system, the homo-
meric �7 (�-bungarotoxin-sensitive) and the heteromeric
�4�2* (�-bungarotoxin-insensitive) receptors predomi-
nate.42–44 The �4�2* receptors are present in the spinal cord
dorsal horn, thalamus, and other brain regions associated
with nociceptive transmission and modulation.45,46 The
�9�10 nAChR (also �-bungarotoxin-sensitive) is not
present in the central nervous system, but is found in the
dorsal root ganglia, leukocytes, vestibular and cochlear
mechanosensory hair cells, and other tissues47–49(fig. 1).

Activation of postsynaptic nAChRs exerts direct excita-
tory neuronal effects via their cationic channel. Presynapti-
cally, nAChR activation can potentiate the release of other
neurotransmitters, including dopamine, �-aminobutyric
acid, glutamate, serotonin, histamine, and norepineph-
rine.38,40 Subsequent neurotransmitter release contributes to
the complex effects of nicotine and other nAChR ligands in
different neuronal pathways. Neuronal nAChRs have multi-
ple ligands and modulators, including neurosteroids, local
anesthetics, phencyclidine, and MK-801.50 Volatile anes-
thetics and ketamine are potent inhibitors of �4�2 and
�3�4 nAChRs at clinically relevant doses.51 Particular
nAChR subunits exhibit varying selectivity to the different
ligands, thus contributing to complex pharmacological pro-
files. In addition, the kinetics of nAChR channel opening
may vary. Whereas nAChRs display fast opening of their
cation channel upon ACh binding in response to the usual
high-concentration, brief exposure to released ACh, when
they are exposed chronically to low agonist concentrations,
there is a reduction in channel opening rates, resulting in a
closed, desensitized state.38 During prolonged exposure to
nAChR ligands, changes in receptor number or function
may occur. For instance, prolonged exposure of animals to
low levels of nicotine typically seen in chronic smokers results
in an up to 2-fold up-regulation of nAChR expression in the
brain.52,53 Human studies using positron emission tomogra-
phy also show that smokers have greater densities of high-
affinity AChRs in several brain regions compared with non-
smokers and ex-smokers.54 These aspects of nAChR
pharmacology are clearly important in drug development. In
the following section, nAChR ligands investigated in animal
models and human studies in regard to pain behaviors and
perception are considered.

Animal Studies
Nicotine. In 1932, Davis et al. reported that systemic nico-
tine attenuated pain behaviors in an experimental visceral
pain model of gallbladder distention in cats.3 Subsequent
work demonstrated that although activation of peripheral
nAChRs produces pain,55,56 acute exposure to systemic nic-
otine has consistent antinociceptive effects in rodents as mea-
sured in tail flick and hot plate models.4–8,57,58 For example,
Tripathi demonstrated that subcutaneous administration of
nicotine produced a significant increase in tail flick test
thresholds in both male rats (1 mg/kg) and mice (3 mg/kg).8

Different pain models may involve different neural path-
ways,59 and nicotine does not consistently have similar ef-
fects in thermal paw withdrawal or mechanical pain models
(Von Frey tests),57,58 although such effects are present in a
mouse model of postoperative pain.60 The antinociceptive
properties of nicotine are also evident when nicotine is ad-
ministered via cigarette smoke.57,61

Several possible mechanisms may be involved in the an-
tinociceptive properties of systemic nicotine. Withdrawal re-
flexes are spinally mediated but also modulated supraspi-
nally,62 so that activation of nAChRs at both spinal and

Fig. 1. Schematic representation of the potential sites of
analgesic action of nicotine. In the central nervous system,
there is widespread distribution of homomeric �7 and het-
eromeric �4�2* nicotinic acethylcholine receptors (nAChR),
including regions associated with pain transmission such as
the dorsal horn, locus ceruleus, and thalamus. The �9�10
nAChR is present in dorsal root ganglia. Many anesthetics
also modulate or inhibit nAChR function. Activation of su-
praspinal and spinal nAChR results in opioid and norepineph-
rine (NEpi) release, which can reduce descending facilitatory
pain pathways (green) and enhance descending inhibitory
pain pathways (red), resulting in reduced transmission of
nociceptive input (blue).
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supraspinal sites may be involved; studies using systemic
treatments cannot elucidate the effect site. A supraspinal site
for the antinociceptive effects of nicotine is suggested by the
involvement of opioid and serotonergic systems (fig. 1).

Several lines of evidence suggest that the antinociceptive
properties of nicotine are at least partly mediated by the
endogenous opioid system. First, the antinociceptive effects
of nicotine on the tail flick test are blocked by the adminis-
tration of either the centrally acting nicotinic antagonist
mecamylamine or the opioid antagonist naltrexone.61 Ber-
rendero et al. demonstrated that nicotine antinociception is
attenuated in �-opioid receptor knock-out mice and in mice
that lack the preproenkephalin gene.63,64 Second, centrally
administered nicotine augments antinociception resulting
from �-opioid receptor activation in murine models.65,66

Nicotine administration also produces an up-regulation of
�-opioid receptors in the striatum of rats.67 However, other
studies reported that �-opioid receptor antagonism only in-
completely attenuates61,68 or does not reduce nicotine-in-
duced antinociception.8,69,70

The serotonergic system likely also plays an impor-
tant role in modulating nicotine-induced antinocicep-
tion.71–74 The antinociceptive effects of nicotine are re-
duced in a dose-dependent manner by serotonergic 5HT1A

agonists such as 8-OH-DPAT (8-hydroxy- 2-(di-n-pro-
pylamino)tetraline) and buspirone.71 Inhibition of serotonin
biosynthesis and subsequent depletion of available serotonin
stores (e.g., using parachlorophenylalanine) enhances the an-
tinociceptive effects of nicotine.72 However, the exact mech-
anisms and pathways underlying serotonergic modulation of
the antinociception induced by acute exposure to nicotine
are not clear.

Chronic nicotine exposure results in tolerance to nico-
tine-induced antinociception.57,61,75 In rats, continuous ad-
ministration of nicotine produces antinociception for only a
short period of time after initiation of administration.58,68,76

Chronic exposure causes widespread adaptive changes in the
endogenous opioid system which may affect processing of
nociceptive stimuli in general.67,75,77,78 Compared with nic-
otine-naïve rats, nicotine-tolerant rats develop greater me-
chanical hyperalgesia after spinal nerve ligation or sciatic
nerve injury.79,80 The increased mechanical hyperalgesia was
associated with increased spinal dynorphin levels81 as well as
increased production of cytokines centrally and periphera-
lly.79 Thus, when evaluating the behavioral effects of chronic
nicotine exposure a complex interplay among receptor de-
sensitization, overexpression, and neural plasticity in associ-
ated nociceptive pathways must be considered. Furthermore,
nicotine withdrawal was associated with hyperalgesia in nic-
otine-tolerant rodents,57,82,83 which was reversible by mor-
phine administration.82

Other Nicotine Acetylcholine Receptor Ligands. Nicotine
may exert analgesic effects via one or many different nAChR
subtypes. Multiple studies have been conducted in an at-
tempt to obtain more selective analgesic compounds. These

studies may also help to identify the mechanisms of analgesic
action for nAChR ligands.
Agonists of �4�2 Nicotine Acetylcholine Receptors. The
demonstration that the alkaloid isolated from the skin of
the Ecuadorian poisonous-arrow frog Epipedobates tricolor
is a potent analgesic prompted considerable research into
this and other nicotinic agonists as potentially clinically use-
ful agents.17 Epibatidine has a high affinity for and is a potent
agonist of the �4�2 and �7 nAChRs.84,85 Epibatidine
has potent analgesic effects in a variety of murine pain mod-
els, including the hot plate assay, tail-flick test, and carra-
geenan pain model.16–18 The analgesic actions of epibatidine
are blocked by the centrally acting nAChR antagonist
mecamylamine, but not by the peripherally acting antagonist
hexamethonium, or naloxone.17,86,87 Importantly, the anal-
gesic properties of epibatidine are not affected by blockade of
�-bungarotoxin-sensitive receptors with methyllycaconitine,
suggesting that �7 nicotinic receptors are not involved in
analgesia.15 The azetidine analog of epibatidine, ABT-594
[(R)-5-(2-azetidinylmethoxy)-2-chloropyridine] has a simi-
lar affinity for the �4�2 nAChRs, but a very low affinity for
�7 nAChRs, ganglionic, and muscular nAChRs.19 Accord-
ingly, ABT-594 is a potent oral analgesic in a variety of pain
models in rodents and maintains its analgesic effects with
repeated dosing.88–90 Like epibatidine, the analgesic actions
of ABT-594 are blocked by mecamylamine, but not by hexa-
methonium or naltrexone.91 Sazetidine-A, a partial agonist
of the �4�2 receptor, produces analgesia in a formalin test in
rats.20,92 Varenicline, an effective medication for smoking
cessation, is a partial agonist at �4�2 and a full agonist at �7
neuronal nAChRs,93 and it has analgesic effects in the rat
formalin test.94

Unfortunately, �4�2 ligands have significant unaccept-
able side effects. Both epibatidine and ABT-594 show serious
side effects at or near doses required for analgesia. Epibati-
dine produces hypertension, neuromuscular paralysis, sei-
zures, and death in rodents.17,95 Although ABT-594 showed
reduced side effects compared with epibatidine in some ani-
mal studies,88–90 it produces hypothermia, seizures, and hy-
pertension in rats (like high-dose nicotine), and after re-
peated exposure rats develop an abstinence syndrome.96 This
side effect and toxicity profile has precluded investigation of
these agents in human trials.97 As a partial agonist, sazeti-
dine-A administration may be less limited by undesirable
effects,20 but further preclinical studies are needed.

Investigation of the mechanism of action of �4�2 ago-
nists suggests that analgesia is mediated predominantly via a
supraspinal effect. Epibatidine administration produces dopa-
mine release from striatal slices, norepinephrine release from the
hippocampus and thalamus, and excitatory amino acids from
the spinal cord.98,99 Epibatidine activates the nucleus raphe
magnus, dorsal raphe, and locus coeruleus, all areas that are
involved in the central modulation of pain via descending
inhibitory pathways.45,100,101 The analgesic properties of
epibatidine are attenuated by phenoxybenzamine and N-(2-
chloroethyl)-N-ethyl-2-bromobenzylamine (DSP-4, a neu-
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rotoxin that depletes norepinephrine) but not by dopamine
antagonists.15,99

Antagonists of �9 or �10 nAChRs. Highly selective �9 or
�10 nAChR antagonists derived from cone snail toxins have
been developed, including Vc1.1, RgIA, and PeIA.102–104

The �-conotoxin Vc1.1 attenuates the increase in axonal
excitability of human unmyelinated C-fiber axons produced
by nicotine.105 Subcutaneous and intramuscular administra-
tion of Vc1.1 produces analgesia in neuropathic pain models
in rats that is sustained without signs of tolerance.102,106

Interestingly, administration of Vc1.1 also improves nerve
recovery from and attenuates the inflammatory response to
nerve injury.102,106 It has been postulated that antagonism of
the �9 or �10 nAChRs produces analgesia in part by immu-
nomodulation.107 The exact role, if any, of other nAChR
ligands is presently unclear.

Human Studies
Experimental Pain Studies. Nicotine produces analgesia in
human models of experimental pain. In general, nicotine
administration via nasal spray or transdermal patches reduces
pain sensitivity in both smokers and nonsmokers.10,108

Smoking a cigarette decreases awareness of and increases tol-
erance to some experimental pain stimuli,10,12,13 but these
effects may involve additional substances in cigarette smoke,
as they are attenuated when nicotine-depleted cigarettes are
smoked.9,11

Results from studies with humans are more difficult to
interpret than are results from animal studies for several rea-
sons. First, many human studies involve those habituated to
cigarette smoke, because nicotine administration to naïve
subjects may be associated with unpleasant side effects such
as nausea. Beyond the effects of prolonged nicotine exposure
on nAChRs, the timing of the experimental nicotine expo-
sure in relation to the last cigarette smoked may be important
given the rapid decrease in nicotine levels in the absence of
continued smoking (half-life of �1 h).109 Second, analgesic
effects of nicotine may differ across experimental pain mod-
els (table 1). Although nicotine consistently increases pain
thresholds in cold pressor tests,9,11,13,110 results are inconsis-
tent with heat108,111,112 or electrical stimulation pain mod-
els.10,12,113–115 Finally, the effects of nicotine may depend on
sex. Studies of male subjects find that smoking consistently
produces analgesia,9,11,13,112 whereas studies with only or
mostly females report negative results.113,116 In one study
involving both sexes, transdermal nicotine increased pain
thresholds to electrical stimulation in males but not fe-
males.10 However, two other studies found no sex differences
in the effects of smoking on cold pressor pain.13,110

As with animal studies, the mechanisms of nicotine anal-
gesia are not completely understood in humans, especially
because the range of experimental options is more limited.
Nicotine effects on pain responses may represent treatment
of nicotine withdrawal rather than direct analgesic effects in
studies examining smokers deprived of nicotine.117 How-
ever, the antinociceptive effect of nicotine is present in both

nicotine-deprived subjects and those who have maintained
regular smoking.9,11,108 Nicotine administration in cigarette
smoke may also confound interpretation of analgesic effects.
Smoking increases blood pressure and heart rate,116 which
can reduce pain sensitivity.108,118,119 However, blockade of
ß-adrenoreceptors to attenuate sympathetic activation
caused by smoking does not affect heat pain sensation,12

although it blunts antinociceptive effects of nicotine in
heavy, but not light or moderate, smokers in an electrical
stimulation experimental pain model120 (see also discus-
sion in the section “Potential Mechanisms of Chronic
Pain in Cigarette Smokers”).
Postoperative Pain. Several studies have explored the possi-
bility that systemic nicotine could be used to provide post-
operative analgesia. In a placebo-controlled trial of non-
smoking female patients undergoing uterine surgery via a
low transverse incision, nicotine enhanced morphine analge-
sia.121 Patients who received a single 3 mg dose of nicotine
nasal spray before emergence from general anesthesia re-
ported lower pain scores during the first hour after surgery,
used half the amount of morphine, and reported less pain
24 h after surgery.121 However, another study from this
group found that the administration of 3 mg of intranasal
nicotine did not reduce analgesic requirements in nonsmok-
ing females undergoing open uterine surgery.122 In the latter
study, patients were assigned to a general anesthetic with
either isoflurane or propofol and administered nicotine or
placebo nasal spray. In both anesthetic groups, nicotine
failed to significantly reduce postoperative opioid require-
ments, although the sample sizes in this study were small. In
a study of both male and female nonsmokers, transdermal
nicotine patches applied immediately before surgery and re-
moved the night after surgery improved immediate and sus-
tained (5 days) analgesia after abdominal and pelvic proce-
dures, with a ceiling response above the 5 mg/24 h dose.123

In males undergoing radical retropubic prostatectomy, non-
smokers who received a 7 mg/24 h transdermal nicotine
patch applied before general anesthesia significantly reduced
morphine requirements in the first 24 h postoperatively.124

In contrast, Turan et al. reported that 21 mg/24 h transder-
mal nicotine patches did not improve postoperative pain or
have opioid-sparing effects in females undergoing abdominal
hysterectomy.125 However, 61% of the subjects in this study
were smokers and thus chronically exposed to nicotine. In
another study, smokers undergoing abdominal or pelvic sur-
gery did not report improved analgesia or reduced opioid
consumption with preoperative application of transdermal
nicotine in doses from 5 to 15 mg/24 h.126 Thus, it appears
that in most studies of humans who do not smoke, nicotine
has antinociceptive effects in a clinical setting, but in smok-
ers, receptor desensitization and/or withdrawal effects may
limit any analgesic effects of perioperative nicotine adminis-
tration. Larger confirmatory studies in both smokers and
nonsmokers are needed to determine whether nicotine ad-
ministration has the potential to be a useful adjunct analge-
sic. Studies are also needed to determine whether the side
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Table 1. Effects of Smoking and Nicotine on Experimental Pain in Humans

Study Year Comparison

Subjects

Smoking
Status

Smoker�
Nonsmoker Painful Stimulus

Male
(No.)

Female
(No.)

Cold
Pressor Electrical

Thermal
Heat

Positive
studies

Nesbitt148 1973 Within subjects (prepost
smoking)

Unknown 30 T �

Silverstein149 1982 Between subjects
(abstinence group vs.
high nicotine
cigarettes group)

Deprived 38 Th �, T �

Pomerleau11 1984 Within subject (zero
nicotine cigarettes vs.
usual cigarettes)

Minimally
deprived

6 Th �,
T �

Fertig9 1986 Within subject (zero
nicotine cigarettes vs.
usual cigarettes)

Minimally
deprived

10 Th �,
T �

Pauli112 1993 Within subjects
(abstinence vs.
smoking)

Deprived
Minimally

deprived

9 Th �
Th 0

Perkins108 1994 Within subjects (prepost
nicotine nasal spray)

Deprived 10 � 10 Th �*

Within subjects
(placebo vs. nicotine)

Deprived 6 � 6 6 � 6 Th �*†

Within subjects
(placebo vs. nicotine)

Deprived 9 � 9 9 � 9 Th �*†

Lane111 1995 Within subjects
(abstinence vs.
smoking)

Deprived 11 7 T �†

Jamner10 1998 Within subject (prepost
nicotine patch)

Deprived 17 � 13 21 � 23 Th �, T � (male)*

Kanarek13 2004 Within subjects
(abstinence vs.
smoking)

Deprived 24 25 Th �,
T �

Nastase110 2007 Within subjects
(abstinence vs.
smoking)

Deprived 12 11 Th �,
T �

Negative
studies

Waller12 1983 Between subjects
(abstinence vs.
smoking)

Deprived 33 Th 0, T 0

Mueser114 1984 Within subjects
(abstinence vs.
smoking)

Minimally
deprived

8 16 Th 0, T 0

Shiffman116 1984 Within subjects (sham
vs. smoking)

Unknown 2 8 Th 0, T 0

Sult151 1986 Within subjects (sham
vs.smoking)

Deprived 16 Th 0,
T 0

Th 0, T 0

Knott113 1990 Within subjects
(abstinence vs.
smoking)

Deprived 14 Subject rating 0

“Deprived” smokers were abstinent from smoking for at least 3 h before the experiment. “Minimally deprived” smokers were abstinent
for less than 3 h before the experiment.
* Also observed in nonsmokers. † Sex difference not studied.
� � increased by smoking/nicotine; 0 � no change with smoking/nicotine; T � tolerance; Th � threshold.
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effects of perioperative nicotine administration can be toler-
ated. Available studies indicate that intraoperative nicotine
does not produce marked hemodynamic changes,123 but it
may be associated with increased postoperative nausea,124 a
well known effect in nicotine-naïve subjects.

Chronic Pain in Cigarette Smokers
Smoking as a Risk Factor for Chronic Painful Conditions
Several epidemiologic studies show an association between
smoking and chronic painful conditions. Leboeuf-Yde et al.
performed a systematic literature review on the association
between smoking and low back pain based on 47 studies
published between 1974 and 1996.127 Many, but not all,
studies find a positive association between smoking and low
back pain, with the results from studies with larger samples
being more likely to reach statistical significance. Goldberg et
al. reviewed publications from 1976 through mid-1997 on
the association between smoking and nonspecific back pain
and also found that smoking is associated with nonspecific
back pain in some, but not all, of the studies.128 Both of these
reviews indicated that the lack of consistency among studies
regarding dose response, temporality, and reversibility of nic-
otine-induced analgesia is an important factor to be consid-
ered when making conclusions regarding causality. More-
over, potential confounding effects could not be ruled out
based on available evidence because many of the studies were
of poor methodological quality. Subsequent studies, pub-
lished after these reviews, based on epidemiologic data col-
lected from both general and occupational health popula-
tions across different geographic regions continue to
demonstrate the positive association between smoking status
and back pain as well as other painful conditions.21–32 How-
ever, there are also several more recent studies that failed
to find any association between smoking and chronic
pain.129–132 Consideration of the potential relationship be-
tween smoking status and painful conditions is further
complicated by the fact that smoking can produce changes
in central nervous function that persist long after subjects
stop smoking.133 Thus, there may be a difference in the
susceptibility to chronic pain between never and former
smokers, which is often not taken into account in clinical
studies. Indeed, some studies suggest that an association
of smoking history and chronic pain conditions also exists
among former smokers.31,33,134

In addition to these epidemiologic studies, several addi-
tional recent prospective cohort studies provide further evi-
dence for a relationship between smoking and chronic pain-
ful conditions. A prospective cohort study of adolescents in
Finland demonstrated that daily smoking of more than 9
cigarettes at age 16 predicted pain symptoms (adjusted odds
ratio [OR] 2.80; 95% CI 1.11–7.09, adjusted for other fac-
tors associated with pain) and was associated with persistent
low back pain at age 18 among girls, with a clear dose-re-
sponse relationship (adjusted OR 2.57; 95% CI
1.03–6.46).27 Another longitudinal study in Finland fol-
lowed a cohort of adolescents for an average of 11 yr and

found that daily smoking was one of the strongest risk factors
for low back pain hospitalization (adjusted hazard ratio 1.4;
95% CI 1.1–1.7).26 The associations persisted into adult-
hood. In the same cohort, daily smoking was a risk factor for
lumbar discectomy among males (adjusted hazard ratio 1.5;
95% CI 1.1–2.2).135 In a British birth cohort, incident low
back pain at age 32 to 33 yr was predicted by moderate or
heavy smoking in early adulthood (adjusted OR 1.63, 95%
CI 1.23–2.17).32 In a study in young adults in Norway,
smoking in 1990 was associated with moderate or severe pain
in 1994 (adjusted OR 2.28; 95% CI 1.32–3.94).22 In a
longitudinal study following 9,600 twins for 8 yr, smoking at
baseline showed a dose-response relationship with low back
pain at follow-up (adjusted OR up to 4.0 for those smoking
more than 20 cigarettes a day).24 In a Finnish occupational
cohort, smoking of long duration (more than 15 yr), in-
creased the risk of incidental sciatic pain (adjusted OR 2.3;
95% CI 1.3, 3.9).28 In a cohort of metal industry employees
followed from 1973 to 2000, the adjusted hazard ratio of
heavy smokers for hospitalization because of intervertebral
disc disorders was 3.4 (95% CI 1.3–9.0) as compared with
never-smokers.25

In addition to the studies showing an increased frequency
of chronic painful conditions in cigarette smokers, others
suggest that among those with chronic pain, smokers com-
plain of greater pain intensity and an increased number of
painful sites.33,34 In patients presenting to pain rehabilita-
tion, fibromyalgia treatment, and face pain clinics, those who
smoke cigarettes report more pain and greater functional
impairment, including scores measuring life interference and
depression.35–37,136 Smokers who have painful conditions
are also more likely to have poorer outcomes. In a prospective
cohort study of patients with arm pain, smoking status pre-
dicted the persistence of pain (OR 3.3, 95% CI 1.6–6.6).137

In a 7-yr prospective cohort study of 34,754 employed men
and women, current smoking was among the strongest pre-
dictors for future back pain disability (OR 1.4; 95% CI
1.2–1.7).138 In a retrospective cohort of 15,268 active-duty
personnel hospitalized for a common musculoskeletal condi-
tion between the years 1989–1996, heavy smoking (more
than 1 pack/day) was associated with more disability due to
knee conditions among males (hazard ratio 1.67; 95% CI
1.26–2.22).139 In a study of Norwegian adults who had
reported musculoskeletal pain, smoking was associated with
more intense persistent pain (adjusted OR 1.58; 95% CI
1.24–2.00).140 Other studies find that smokers with chronic
low back pain experience greater long-term disability than
nonsmokers.141–144

Potential Mechanisms of Chronic Pain in Smokers
Many factors may influence the relationship between smok-
ing and chronic pain, as depicted in figure 2 and discussed in
the following section. Several of these factors may interact to
determine the ultimate impact of smoking on pain.
Altered Processing of Pain. As described above in the sec-
tion on pharmacology of nAChRs, exposure to cigarette
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smoke and nicotine produces analgesia in animal models, but
receptor desensitization and tolerance develop quickly after
continuous exposure and may persist for a considerable
time.57,58,61,64,75,145–147 In addition, withdrawal symptoms
develop when nicotine intake is acutely eliminated or re-
duced and plasma nicotine levels fall below the relatively
narrow range that smokers attempt to maintain during wake-
fulness. Withdrawal symptoms include both somatic com-
plaints (e.g., gastrointestinal symptoms and increased appe-
tite) and affective symptoms (e.g., craving for cigarettes,
depressed mood, anxiety, dysphoria, and irritability).

Chronic exposure to cigarette smoke may change pain
perception in smokers compared with nonsmokers (table 2).
Compared with nonsmokers, smokers deprived of nicotine
tend to have a shorter pain latency to heat pain and reduced
tolerance to electrical pain stimulation.148,149 However, the
effects of smoking status may depend on both sex and the
specific pain stimulus. For example, nicotine-deprived male
smokers had higher threshold and tolerance to electrical pain
stimulation compared with nonsmokers.10 In a study involv-
ing both sexes where smokers were allowed to maintain their
smoking behavior to minimize the influence of nicotine de-

Fig. 2. Potential mechanisms of chronic pain in smokers. CO � carbon monoxide; nAChR � nicotine acetylcholine receptor.

Table 2. Comparison of Baseline Responses to Experimental Pain Stimuli between Smokers and Nonsmokers

Study Year

Subjects

Smoking
Status

Smoker�
Nonsmoker

Painful Stimulus

Male Female
Cold

Pressor Electrical
Thermal

Heat Ischemia

Silverstein149 1982 Deprived 38 � 13 Th �
Perkins108 1994 Deprived 10 � 10 Th �

Deprived 6 � 6 6 � 6 Th 0
Deprived 9 � 9 9 � 9 Th 0

Jamner10 1998 Deprived 17 � 13 21 � 23 Th�, T�
(males only)

Girdler118 2005 Not deprived 20 � 20 17 � 20 Th �, T �
(males only)

Th 0, T 0 Th �, T �
(females only)

“Deprived” smokers were abstinent from smoking for at least 3 h before the experiment. “Not Deprived” smokers maintained smoking
throughout the experimental period.
� � higher in smokers; � � lower in smokers; 0 � no difference between smokers and nonsmokers; T � tolerance; Th � threshold.
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privation and withdrawal, female smokers had greater
threshold and tolerance to tourniquet-induced ischemic
pain, whereas male smokers had increased threshold and tol-
erance to cold pressor pain.118 In contrast, there were no
significant differences between nonsmokers and smokers in
their threshold or tolerance to heat pain, regardless of sex.
The clinical significance of these stimuli-dependent differ-
ences in pain perception is not clear; indeed, when smoking
status does affect perceptions in these experimental studies, it
tends to blunt the perception of pain, which seems inconsis-
tent with the increased frequency of painful disorders in
smokers.

The interaction between pain and smoking might also
reflect pain-induced reinforcement of smoking behaviors. A
recent randomized experimental study reported that pain
caused by cold pressor stimulation resulted in a shorter la-
tency to smoke and that this process was fully mediated by
self-reported pain-induced urge to smoke.150 The effects of
smoking on pain could reinforce smoking behavior by in-
creasing the threshold for pain perception or serving as a
coping strategy for the pain. In addition, nicotine withdrawal
may enhance perception of pain. In animal models, nicotine
withdrawal is associated with increased sensitivity to pain
stimuli.57,76,82,83 Thus, smokers may perceive a given stim-
ulus as more painful (at least while deprived of cigarettes)
and may smoke to relieve increased pain perceptions
caused by incipient nicotine withdrawal when nicotine
blood levels fall (e.g., during sleep). Indeed, smoking a
cigarette acutely increases the threshold and/or tolerance
to thermal pain stimuli in smokers deprived of nico-
tine.9,11,13,110 –112 However, smoking does not consis-
tently affect acute responses to electrical pain stimuli in
deprived smokers.12,113,114,116,148,149,151 It is not clear
which (if any) of these stimuli are most clinically relevant
to chronic pain states.

Smoking also causes changes in the neuroendocrine sys-
tem that could modulate pain perception. In general, the
stress response (sympathetic and hypothalamic-pituitary-ad-
renal activation) causes a decrease in pain perception.
Although smoking a cigarette can acutely increase these mea-
sures, chronic activation by smoking actually can down-reg-
ulate these systems, with impaired baroreceptor function and
decreases in �-endorphin levels.118,152–155 The normal rela-
tionship between stress-induced increases in measures of hy-
pothalamic-pituitary-adrenal activation and analgesia is ab-
sent in smokers, providing evidence for smoking-induced
dysregulation in endogenous systems that regulate pain. Sex-
specific neuroendocrine mechanisms may also contribute to
the sex differences in the effect of smoking on pain; for ex-
ample, estradiol concentrations are chronically reduced in
women smokers whereas norepinephrine concentrations are
increased only among male smokers.118

Structural Damage to Other Systems. In addition to the
changes in pain processing, smoking can induce structural
changes in other systems that will predispose patients to
painful conditions. Smoking is a risk factor for osteoporosis,

lumbar disc diseases, and impaired bone healing.156–158 One
of the possible underlying mechanisms is that cigarette
smoking impairs oxygen delivery to tissues by increasing
sympathetic outflow and carboxyhemoglobin levels.159–162

Thus, smoking may accelerate degenerative processes which
make the body more vulnerable to injury. Smoking also can
interfere with wound healing, which could contribute to pro-
longed pain after trauma, surgery, or other injuries.163

Association with Depression. Symptoms of depression are
more common in smokers as compared with nonsmok-
ers.164–167 It is possible that smoking may increase suscepti-
bility to the development of depression. Many smokers re-
port that smoking elevates their mood, so smoking may
represent a “self-medication” of depression by cigarettes. In-
deed, the frequency of smoking is very high in patients with
a variety of psychiatric disorders,168–170 and this explanation
is frequently invoked to explain this association. It may also
be possible that susceptibility to nicotine dependence and
depression share a common etiology. In addition, depression
is linked to painful symptoms. Depression and pain share
biologic pathways, and both are influenced by common bi-
ologic and social factors.171–174 Symptoms of depression are
relatively common in patients with chronic pain, and anti-
depressants are a frequent component of pain therapy. Thus,
there may be a complex relationship among smoking,
chronic pain, and depression, but few data exist that are
useful in exploring this potential relationship.
Psychosocial Factors. As the prevalence of smoking has
declined, the demographic characteristics of those who
smoke have changed. Recent social network analyses show
that smokers form isolated “clusters” that are becoming in-
creasingly marginalized from others in society.175,176 Smok-
ing is also associated with poorer socioeconomic status, lower
educational attainments, higher rates of divorce, and higher
rates of unemployment.1 These demographic characteristics
are also observed among smokers who seek care for their
painful symptoms.35–37,136,177 Lower socioeconomic status
and other psychosocial stressors are also related to a higher
prevalence of chronic pain and poorer outcomes.178–181 All
of these factors may impair the ability of individuals to cope
with their pain symptoms and thus contribute to chronic
painful states. However, such psychosocial factors do not
entirely explain the increased severity of painful conditions in
smokers, as recent studies show that the symptoms of smok-
ers presenting to a pain clinic in a tertiary care center were
more severe than those of nonsmokers, even after controlling
for demographic factors.36,37,136

Opioid Use. A recent population-based study shows that
current and former heavy smokers are more likely to use
prescription analgesic drugs than never-smokers.182 Among
patients who were admitted to a pain rehabilitation program,
smokers had a greater proportion of opioid use as well as a
higher mean morphine equivalent dose compared to former
smokers and never-smokers.183 Further analysis suggested
that male smokers consumed a greater quantity of opioids
compared with female smokers.184 Interaction between
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nAChRs and opioid receptor pathways may contribute to the
use of opioid analgesics by smokers.

Opioid pathways may modulate both the analgesic effects
of nicotine (as described in the section on animal studies) and
the reinforcing properties of smoking that contribute to ad-
diction. Indeed, cross-tolerance between nicotine and mor-
phine is present in mice.185 In humans, methadone use in-
creases cigarette smoking,186,187 whereas opioid antagonist
naltrexone attenuates smoking behavior.188,189 Mesolimbic
dopaminergic pathways may be involved in this process be-
cause activation of both nAChRs and opioid receptors stim-
ulates the release of dopamine in the nucleus accumbens in a
synergistic fashion.82,190,191 The nucleus accumbens medi-
ates the rewarding effects of nicotine192,193 and modulates
pain perception.194,195 Cigarette smoking is also associated
with the abuse of alcohol and of illicit drugs, including her-
oin and cocaine, and there is a very high prevalence of smok-
ing among those who abuse illicit opioids (more than
90%).196 Thus, common behavioral or biologic factors may
predispose individuals to nicotine dependence as well as de-
pendence on other drugs, both licit and illicit. Indeed, sub-
stance use disorders may result from impaired decision-mak-
ing ability in opioid-dependent smokers.197

Exposure to cigarette smoke may also alter the pharmaco-
kinetics of opioids. A study in chronic pain patients showed
that smokers reported higher pain scores and required more
hydrocodone, but had lower serum hydrocodone levels,
compared with nonsmokers.198 Polycyclic aromatic hydro-
carbons, a group of carcinogenic substances in cigarette
smoke, substantially influence the activity of liver cyto-
chrome P450 enzymes, primarily CYP1A2 and possibly
CYP2E1.199 In addition, UGT2B7, a subtype of uridine-
diphosphate glucuronosyl transferase, is induced by polycy-
clic aromatic hydrocarbons.200–202 Because morphine is pri-
marily metabolized by these transferases, their induction may
enhance morphine metabolism.203,204 Furthermore, UDP-
glucoronosyl transferase function may be modulated by
CYP3A4.205 However, how smoking status affects the me-
tabolism of morphine and other opioid analgesics is still
unclear.
Other Effects of Cigarette Smoking. Although most atten-
tion has been focused on the effects of nicotine on pain, any
of the approximately 3,000 other constituents of cigarette
smoke may also be involved in the development of painful
conditions. For example, chronic exposure to carbon mon-
oxide increases the level of heme oxygenase.206,207 The heme
oxygenase-carbon monoxide system influences a variety of
cellular processes, including inflammation, oxidative stress,
and apoptosis,208 and heme oxygenase may participate in the
development of neuropathic pain.209 The possible involve-
ment of the heme oxygenase-carbon monoxide system in the
susceptibility of smokers to chronic pain needs further study.

In summary, current evidence supports the finding that
smoking is a risk factor for chronic painful conditions, but
several aspects of this relationship require further study. The
complex relationship between the multiple factors associated

with smoking (fig. 2) needs to be explored to elucidate the
mechanisms responsible for this interaction. For example,
more data are needed to determine whether smoking per se
contributes to the development of pain, or whether it is a
marker for other conditions such as depression or psychoso-
cial factors that themselves are causal. To this end, studies
need to carefully assess smoking history and to measure and
control for the many other factors that may be associated
with pain, including demographic factors, coexisting medical
conditions, and medication use. Experimental human stud-
ies examining the effects of smoking and/or nicotine on pain
need to carefully consider smoking history, including the
extent of nicotine dependence as well as the withdrawal state
of the subjects. The range of experimental pain models stud-
ied should be expanded, and their relevance to clinical pain-
ful conditions considered. The high prevalence of smoking
and the large population affected by smoking related condi-
tions or secondhand smoke make these studies urgently
needed.

Clinical Implications

Management of Postoperative Pain in Cigarette Smokers
There are relatively few clinical studies of how smoking status
affects acutely painful conditions in general and postopera-
tive pain in particular. Several studies examined postopera-
tive opioid consumption. After third molar extraction, those
smoking more than 10 cigarettes a day used significantly
more acetaminophen/codeine tablets compared with non-
smokers and light smokers, although the difference was mod-
est (mean of 0.6 tablets).210 A retrospective review of patients
undergoing coronary artery bypass grafting demonstrated
that smokers had a 33% greater opioid requirement in the
first 48 h after surgery.211 However, factors other than smok-
ing status that are known to influence postoperative opioid
use, such as age, sex, opioid tolerance, and surgical charac-
teristics, were not controlled. In addition, female former and
current smokers used more opioid analgesics than female
never-smokers after gynecologic surgery.212 All of these stud-
ies were observational, none attempted to analyze possible
covariates that might influence opioid consumption, and
none reported the level of analgesia achieved. In a general
surgical population, smokers reported higher pain scores
both before and after surgery but did not experience greater
increases in pain postoperatively compared with nonsmok-
ers,213 although pain was only a secondary endpoint in this
study and the study included a heterogeneous surgical pop-
ulation. Thus, based on the limited available evidence, in-
creased postoperative analgesic requirements might be antic-
ipated in cigarette smokers, although whether this effect (if
present) is of sufficient magnitude to warrant a change in
clinical approach (e.g., a more aggressive use of regional an-
algesia) is not clear. Clearly more data are needed from care-
fully conducted prospective clinical studies.

As discussed above in the section on human studies–post-
operative pain, some (but not all) studies find that systemic
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nicotine can contribute to postoperative analgesia in non-
smokers; whether nicotine replacement therapy could con-
tribute to postoperative analgesia in smokers, both by pre-
venting nicotine withdrawal and through the systemic effects
of nicotine on pain perception, is unclear. However, in sev-
eral placebo-controlled studies, nicotine patches did not im-
prove postoperative analgesia in smokers,125,126,214 nor did
they affect nicotine withdrawal symptoms, which were min-
imal even in those smokers receiving placebo.214 Thus, there
is no evidence to suggest that routine perioperative nicotine
replacement therapy in smokers will improve postoperative
analgesia, although it may be efficacious in helping these
patients maintain postoperative abstinence after hospital dis-
charge,205 which has several other benefits.

Outcomes of Chronic Pain Therapy in Smokers
The complex relationship between smoking, pain, and other
comorbid conditions such as depression and substance use
disorders may pose additional challenges to the treatment of
smokers with painful symptoms. As discussed in the section
on chronic pain, smokers presenting to pain treatment pro-
grams report more pain and greater functional impairment
compared with nonsmokers.35–37,136 Fishbain et al. found
that current smokers were less likely to be employed com-
pared with nonsmokers after multidisciplinary treatment for
low back pain, implying more persistent disability.215 Wein-
garten et al. observed that 50% of smokers presenting to an
outpatient tertiary pain clinic were unemployed or disabled,
compared with 18% of nonsmokers.36 However, Hooten et
al. reported that in an observational study of outcomes from
a 3-week multidisciplinary pain rehabilitation program, de-
spite the greater pain and functional impairment reported by
smokers at program entry, their treatment responses were
either not different or actually better than for nonsmokers.35

Importantly, the 3-week treatment program also incorpo-
rated an aggressive attempt to taper opioid use in those pa-
tients who were opioid-dependent, and nearly all partici-
pants discontinued opioid use. Success in opioid tapering in
this program did not depend on smoking status, regardless of
sex.35,184 Thus, it appears that smoking status does not pre-
vent successful cognitive behavioral therapy and rehabilita-
tion for pain treatment.

Smoking Cessation Interventions in Chronic Pain
Patients
Smoking is the leading preventable cause of premature death
in the United States.216 A primary recommendation of the
Clinical Practice Guideline for Treating Tobacco Use and
Dependence is that whenever patients contact the health care
system, a systematic effort should be made to identify to-
bacco users, strongly urge them to quit, and provide aid to
do so.217 Consideration of the potential role of clinician
interventions to address smoking as a part of pain therapy
raises several interesting issues.218,219 Certainly, patients
with chronic pain, like all other patients, would enjoy the
dramatic benefits of smoking cessation on long-term health.

However, there are also concerns. Given the complex rela-
tionship among pain, smoking, and comorbid conditions
such as depression and substance use disorders, it is not clear
how tobacco abstinence would affect pain symptoms, either
in the short or longer term. In the short term, to the extent
that systemic nicotine provides acute analgesia, abstinence
might acutely worsen painful symptoms and remove a means
that many smokers perceive as useful in controlling stress
and anxiety. Nicotine withdrawal symptoms accompany-
ing acute abstinence might also complicate concurrent
efforts to treat pain. In the long term, recovery from the
effects of long-term exposure to nicotine may improve
chronic painful states, although this remains to be deter-
mined. Adoption of coping strategies other than smoking
may also improve adaptive responses to persistent pain and
improve functional status.

Although data are very limited, it appears that motivation
and intent to quit smoking is similar in smokers with and
without chronic pain.220 However, observational studies
suggest that very few smokers entering chronic pain treat-
ment successfully quit, even when offered efficacious tobacco
intervention services.35,215 Thus, there is an urgent need for
more research about how tobacco abstinence affects chronic
pain and the development of effective methods to help
smokers with chronic pain quit. There may be an instruc-
tive parallel with psychiatric disease. Psychiatric hospitals
were among the last healthcare facilities to ban smoking
because of the high prevalence of smoking among these
patients and the assumption that abstinence would worsen
mental health outcomes.221,222 However, experience has
shown this not to be the case, and now considerable efforts
are under way specifically targeting tobacco interventions to
these patients.223–227 A similar approach may be warranted
for the chronic pain patient. However, such approaches will
require a sufficient evidence base regarding the acute and
chronic effects of abstinence on painful conditions, and the
development of practical, efficacious interventions that can
be readily applied in the clinical setting.
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zel PA, Bock-Hennig BS: Functions and transcriptional
regulation of PAH-inducible human UDP-glucuronosyl-
transferases. Drug Metab Rev 1999; 31:411–22

202. Mackenzie PI, Bock KW, Burchell B, Guillemette C,
Ikushiro S, Iyanagi T, Miners JO, Owens IS, Nebert DW:
Nomenclature update for the mammalian UDP glycosyl-
transferase (UGT) gene superfamily. Pharmacogenet
Genomics 2005; 15:677– 85

203. Coffman BL, Rios GR, King CD, Tephly TR: Human
UGT2B7 catalyzes morphine glucuronidation. Drug
Metab Dispos 1997; 25:1– 4

204. Armstrong SC, Cozza KL: Pharmacokinetic drug interac-
tions of morphine, codeine, and their derivatives: Theory
and clinical reality, part I. Psychosomatics 2003; 44:
167–71

205. Takeda S, Ishii Y, Iwanaga M, Mackenzie PI, Nagata K,
Yamazoe Y, Oguri K, Yamada H: Modulation of UDP-
glucuronosyltransferase function by cytochrome P450:
Evidence for the alteration of UGT2B7-catalyzed glucu-
ronidation of morphine by CYP3A4. Mol Pharmacol
2005; 67:665–72

206. Carraway MS, Ghio AJ, Suliman HB, Carter JD, Whorton
AR, Piantadosi CA: Carbon monoxide promotes hypoxic
pulmonary vascular remodeling. Am J Physiol Lung Cell
Mol Physiol 2002; 282:L693–702

207. Mirza A, Eder V, Rochefort GY, Hyvelin JM, Machet MC,
Fauchier L, Bonnet P: CO inhalation at dose correspond-
ing to tobacco smoke worsens cardiac remodeling after
experimental myocardial infarction in rats. Toxicol Sci
2005; 85:976 – 82

208. Slebos DJ, Ryter SW, Choi AM: Heme oxygenase-1 and
carbon monoxide in pulmonary medicine. Respir Res
2003; 4:7

209. Li X, Clark JD: Heme oxygenase type 2 participates in the
development of chronic inflammatory and neuropathic
pain. J Pain 2003; 4:101–7

210. Berge TI: Pattern of self-administered paracetamol and

codeine analgesic consumption after mandibular third-
molar surgery. Acta Odontol Scand 1997; 55:270 – 6

211. Creekmore FM, Lugo RA, Weiland KJ: Postoperative opi-
ate analgesia requirements of smokers and nonsmokers.
Ann Pharmacother 2004; 38:949 –53

212. Woodside JR Jr: Female smokers have increased postop-
erative narcotic requirements. J Addict Dis 2000; 19:1–10

213. Warner DO, Patten CA, Ames SC, Offord K, Schroeder D:
Smoking behavior and perceived stress in cigarette smok-
ers undergoing elective surgery. ANESTHESIOLOGY 2004;
100:1125–37

214. Warner DO, Patten CA, Ames SC, Offord KP, Schroeder
DR: Effect of nicotine replacement therapy on stress and
smoking behavior in surgical patients. ANESTHESIOLOGY

2005; 102:1138 – 46

215. Fishbain DA, Lewis JE, Cutler R, Cole B, Steele Rosomoff
R, Rosomoff HL: Does smoking status affect multidisci-
plinary pain facility treatment outcome? Pain Med 2008;
9:1081–90

216. Mokdad AH, Marks JS, Stroup DF, Gerberding JL: Actual
causes of death in the United States, 2000. JAMA 2004;
291:1238 – 45

217. Clinical Practice Guideline Treating Tobacco Use and
Dependence 2008 Update Panel, Liaisons, and Staff: A
clinical practice guideline for treating tobacco use and
dependence: 2008 update. A U.S. Public Health Service
report. Am J Prev Med 2008; 35:158 –76

218. Warner DO, American Society of Anesthesiologists Smok-
ing Cessation Initiative Task Force: Feasibility of tobacco
interventions in anesthesiology practices: A pilot study.
ANESTHESIOLOGY 2009; 110:1223– 8

219. Shi Y, Warner DO: Surgery as a teachable moment for
smoking cessation. ANESTHESIOLOGY 2010; 112:102–7

220. Hahn EJ, Rayens MK, Kirsh KL, Passik SD: Brief report:
Pain and readiness to quit smoking cigarettes. Nicotine
Tob Res 2006; 8:473– 80

221. Ziedonis D, Hitsman B, Beckham JC, Zvolensky M, Adler
LE, Audrain-McGovern J, Breslau N, Brown RA, George
TP, Williams J, Calhoun PS, Riley WT: Tobacco use and
cessation in psychiatric disorders: National Institute of
Mental Health report. Nicotine Tob Res 2008; 10:1691–
715

222. Campion J, McNeill A, Checinski K: Exempting mental
health units from smoke-free laws. BMJ 2006; 333:407– 8

223. Shmueli D, Fletcher L, Hall SE, Hall SM, Prochaska JJ:
Changes in psychiatric patients’ thoughts about quitting
smoking during a smoke-free hospitalization. Nicotine
Tob Res 2008; 10:875– 81
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