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of this parameter, which may have altered the result obtained.
The only curative treatment is surgical resection,11 although
recurrence rates of up to 15% are estimated, according to published
series.4–12
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When should we measure self-efficacy as an aid
to smoking cessation?夽
¿En qué momento deberíamos medir la autoeficacia para
ayudar a dejar de fumar?
To the Editor,
In order to improve interventions to assist in smoking cessation (SC), the multiple facets that make up this addiction and the
factors behind relapses must be better understood.1,2 Self-efficacy
(SE), understood as a person’s belief in their ability to succeed in
a particular situation, has been reliably associated with smoking
abstinence and relapse, and is therefore an important target in
anti-smoking interventions.3,4 The objective of our study was to
assess the association between SE, measured at the baseline visit,
and abstinence at 12 months.
To this end, we performed a multicenter observational study
of consecutive patients who attended SC clinics between October 2014 and October 2015. Patient demographic variables and
smoking status were collected. SE was assessed from 2 questions
included in the Richmond and Khimji-Watts questionnaires for
measuring SC motivation5 (Table 1). The statistical analysis was
performed using the IBM SPSS 20.0 package for Windows. Logistic regression models were constructed to assess the association
between SE and the outcome variable (SC success or failure), using
the outcome variable as the dependent variable, the SE variable as
the independent variable, and the remaining variables as control
variables and adjustment. The level of statistical significance was
set at p < 0.05.
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The study included 275 subjects, 130 men (47.3%), with an
overall average age of 51.2 years (SD 10.7). In total, 53.5% (147
subjects) were successful in SC. The mean values of the different
motivation tests were: visual analogue scale, 8 (1.9); Richmond
questionnaire, 7.9 (1.5); the Henry Mondor Hospital test, 13 (2.7);
and the Khimji-Watts questionnaire, 11.4 (2.5). The average overall degree of dependency, as measured by the Fagerström test
(FTCD) was 5.9 (2.2), with no differences in the degree of dependency between those who quit smoking (mean 5.9, SD 2.2), and
those who failed to quit (mean 5.9, SD 2.4). We found no significant differences in the analyzed variables between those who were
successful in SC compared to those who were not, whether quantitative (age, age of onset, daily consumption of cigarettes, number
of years smoked, accumulated consumption in pack-years, number of previous SC attempts, motivation, and FTCD questionnaires]
or qualitative (sex, marital status, level of education, and employment status), except in educational level, where subjects with a
secondary education had a 17.1% (95% CI: 4.8%–29.4%; p = 0.004)
greater rate of success, while those with university studies had a
12.4% (95% CI: 0.7%–24.0%; p = 0.026) greater rate of failure. We did
not find a statistically significant association between SE and the
outcome variable (Table 1) in any of the possible logistic regression
models constructed when the SE variable was examined both qualitatively and quantitatively, and or when controlling for sex, age,
daily consumption of cigarettes, number of years smoked, number
of previous attempts to quit, FTCD, and educational level. Nor did
we find any differences in the multivariate analysis between men
and women in the association between SE and the outcome variable. Cigarette dependence as measured by the FTCD score was not
associated with the probability of SC. We conclude that neither SE
nor the degree of dependence were predictive of the likelihood of
SC success or failure, and only the educational level of participants
showed a statistically significant association with the SC outcome.
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Table 1
Frequency distribution of the categories of question 4 from the Richmond test and question 3 from the Khimji-Watts test, by outcome variable and comparison between
success and failure.
Variable

Overall series

Outcome

N (%)

Failure

p
Success

Question 4 of the Richmond test: Do you think that you will still be a smoker in 6 months? (N = 274)
Definitely not/perhapsa
52 (19.0)
19 (15.0)
Yes
134 (48.9)
67 (52.8)
Definitely yes
88 (32.1)
41 (32.3)
52 (19.0)
19 (15.0)
Definitely not/perhaps
222 (81.0)
108 (85.0)
Yes/definitely yes

33 (22.4)
67 (45.6)
47 (32.0)
33 (22.4)
114 (77.6)

0.255

Question 3 of the Khimji-Watts test: What chance of success would you have if you tried to quit? (N = 275)
Doubtful
27 (9.8)
17 (13.3)
Medium
109 (39.6)
50 (39.1)
Great
139 (50.5)
61 (47.7)
136 (49.5)
67 (52.3)
Doubtful/medium
139 (50.5)
61 (47.7)
Great

10 (6.8)
59 (40.0)
78 (53.1)
69 (46.9)
78 (53.1)

0.188

0.115

0.371

N: sample size; p: degree of significance.
a
The categories of “definitely not” and “perhaps” were grouped, given the limited number of data points in the first category.

The most important finding of our study is that we found no
association between SE and SC. Gwaltney et al.3 found that SE is
a poor predictor of abstinence when it is measured before making
an attempt to quit (as observed in our study) and that the association is rather more robust if it is measured after “D-Day” (after
cessation). SE varies in its ability to predict abstinence over time3,6 :
its association with abstinence is greater when measured 1 week
after “D-Day”,3 but this relationship weakens when measured later;
that is to say, SE provides a better prediction of proximal behavior.3
Many of the smokers who quit smoking have relapses and setbacks
in their attempt to quit; thus, SE diminishes during these episodes,
and a bidirectional association was identified between the degree
of SE at the beginning and the time to the first relapse: a significant decrease in SE is followed by a return to consumption and
vice versa.4,7–9 If the association between SE and abstinence is only
modest, it is unlikely that fostering interventions in SE will have a
substantial impact on final abstinence, because this factor clearly
varies in response to the consumption of tobacco and is a better
predictor of proximal conduct.3,10 Indeed, SE correlates positively
with success in maintaining abstinence, but negatively in cessation
attempts.11 Believing that “I can give up whenever I want” leads to
a deferral of the decision to quit.11,12
In our study, the only variable that showed an association with
abstinence at 1 year was educational level: individuals with secondary education were more likely to quit than subjects with basic
or university studies. In general, there is no unanimity in considering SE as a good predictor of abstinence. Nerin et al.13 found
that smokers with basic studies among a Spanish population had
higher cessation rates than those with average or higher educational levels, although statistical significance was not reached.
Hymowitz et al.14 found no differences in the cumulative time
spent in formal education; in contrast, Diemert et al.15 observed
that individuals with a low educational level made more attempts
to quit, and those with a high educational level achieved better
rates of abstinence, as already reported by Holm et al.16 and Walker
et al.17
Our study has several limitations: (1) we did not use specific
scales for measuring SE; (2) the study might not have sufficient
statistical power to identify differences; (3) our findings were collected from smokers who voluntarily attended our SC clinics, so
would probably be more motivated; (4) the tests were performed
in different settings and locations, which might not reflect what
would happen if the test had been administered to the general population of smokers; and (5) the use of questionnaires in patients can
elicit results that are not always accurate. All this variability could
lead to different outcomes.

We have not been able to show that SE prior to cessation has a
predictive association with SC success or failure. We believe, therefore, that SE should be measured after the SC intervention, when it
is based on the successful execution of the SC attempt.
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Respiratory failure due to pancreatic-thoracic
fistula夽
Insuficiencia respiratoria secundaria a fístula
pancreático-torácica
To the Editor,
Pancreatic-thoracic fistula (PTF) is an extremely rare complication of chronic pancreatitis or pancreatic trauma. We report the
case of a patient in whom this complication resulted in severe
respiratory failure.
This was a 46-year-old man, with a history of smoking,
alcoholism, emphysematous type COPD, and chronic pancreatitis with pancreatic pseudocyst, which required percutaneous
drainage 5 months prior to the admission referred to in this
report.
He was taken to a hospital emergency department by the
ambulance services in a situation of severe hypoxemic respiratory failure and semi-consciousness. The chest X-ray showed an
interstitial alveolar pattern throughout the right lung field and left
hemithorax white-out, with right tracheal deviation, suggestive of
massive pleural effusion. Orotracheal intubation was performed,
after which a left chest tube was placed. Severe respiratory failure persisted, and a bilateral interstitial alveolar pattern with an
image of left pneumothorax was observed, probably associated
with limited lung compliance and mechanical ventilation. Another
left chest tube was then placed, without improvement. The patient
was referred to our center. Pleural fluid biochemistry was: glucose
181 mg/dl, protein 3 g/dl, LDH 528 IU/l, and amylase 14,106 IU/l.
Microbiological cultures of pleural fluid, tracheal aspirate, blood,
and urine were negative. In view of these results, the possibility of
PTF was suggested. There were no signs of heart failure, no changes
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were observed on echocardiogram, and no involvement of other
organs or systemic inflammatory response were detected. A third
chest tube was placed, with some reduction of the pneumothorax.
The patient subsequently improved progressively, with disappearance of the alveolar-interstitial infiltrate, and he was weaned from
mechanical ventilation after a 9-day of stay in the intensive care
unit. We then performed a CT scan of the chest and abdomen
which revealed PTF (Figs. 1 and 2). The patient was discharged
home.
PTF is caused by a disruption of the pancreatic duct, which
causes pancreatic secretions to leak to the thorax through the
aortic or esophageal hiatus,1 causing mediastinal pseudocyst,2,3
pancreatic-bronchial fistula, pancreatic-pericardial fistula,4 or
pancreatic-pleural fistula.5 Most cases of PTF are caused by chronic

Fig. 1. CT with intravenous contrast (in axial plane) displaying an oval-shaped fluid
collection with well-defined walls (star), in a retrogastric site that communicates
(solid arrow) with a left pleural effusion (arrow head).

