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Background
This literature review informs delivery and evaluation of tobacco cessation programs at Whitman Walker Health
(WWH) and their community partners. The review addresses the unique needs of particular groups including
people living with HIV; lesbian, gay, bisexual, transgender and queer/questioning (LGBTQ) individuals; homeless
people and African Americans. According to the American Legacy Foundation, certain racial/ethnic groups; lesbian,
gay, bisexual, and transgender individuals; and people with mental illness are more likely to initiate tobacco use
and struggle to quit smoking and these groups often have poorer access to cessation resources. These groups are
more likely to suffer from tobacco-related disease and death. 1 The purpose of this review is to improve tobacco
cessation interventions for these populations. The methodology for the review is detailed in Attachment A.
Tobacco Cessation Interventions

Smoking cessation methods include self-help approaches, counseling, pharmaceutical monotherapy (e.g.,
bupropion, nicotine gum, transdermal nicotine, nicotine nasal spray), combined pharmacotherapies,
pharmacotherapy and psychological interventions. A 2006 systematic review by Ranney et al. examined these
intervention strategies for smoking cessation and found varying rates of success. 2 Limitations of the studies
reviewed included inadequate description of sampling techniques, high refusal and attrition rates among
participants, self-selection of intervention, high rates of non-adherence, lack of adverse events reporting, and low
generalizability. The authors acknowledged the dearth of studies focusing on special populations, such as
minorities, and populations with coexisting conditions like psychiatric disorders and substance abuse problems. 3
The least effective strategies were self-help approaches. Combined counseling and pharmacotherapies were more
effective. It was unclear from the studies reviewed whether more intensive versus brief counseling was more
effective.

A review by Doolan et al. analyzed studies of smoking cessation interventions among special populations including
women; older adults; smokers with psychiatric diagnosis; smokers addicted to illicit drugs, alcohol, or both; LGBTQ
groups; and African Americans. 4 Women and African Americans enjoyed statistically significant positive effects
from cessation interventions, but only minimal statistical significance. There is insufficient data from randomized
control trials specific to African American smokers. Minority groups are less likely than whites to receive and use
tobacco cessation interventions. 5 However, there is consensus that a combination of cessation efforts is beneficial
towards achieving success in smoking cessation.
Reinforcement of smoking cessation messages in multiple settings and from multiple health care providers is
critical. Withdrawal of reinforcement has been linked to relapse. 6 Success with most interventions has not been
attributed to any novel approach, but rather the consistent and repeated reinforcement of personalized smoking
cessation advice and assistance in different forms over the longest feasible period and by multiple persons.
Factors Impacting Tobacco Cessation Program Success
Comorbidities
Comorbidities complicate smoking cessation interventions. 7 In a review of tobacco-related outcomes in patients
with CVD, COPD, asthma, cancer, and HIV/AIDS, Gritz, et al. concluded that spontaneous smoking cessation and
quits were more likely to occur in individuals with less nicotine dependence and/or those without co-morbidities. 8
Individuals with psychiatric and substance abuse disorders typically do not respond as well to cessation
treatments and require specialized strategies. 9,10
GW Cancer Institute

Page 2

Older adults are likely to have more comorbidities than young adults. The common perception is that older
populations are less likely to change their behaviors, but many studies indicate that older individuals are actually
more likely to quit smoking because of the accumulation of other comorbidities increases their motivation to do
so. 11 The AHRQ, National Cancer Institute, and US Public Health Service’s 5 A’s (ask, advise, assist, and arrange
follow-up) guideline for promoting tobacco cessation has been effective particularly in elderly groups above age
50. 12,13,14,15

People who smoke and have other health comorbidities are at greater risk of adverse health outcomes in the longterm. Clinicians must show patients how smoking cessation can improve their overall health and how nicotine
consumption negatively impacts their individual health conditions.

Nicotine Dependence

A four-country (United States, United Kingdom, Canada, Australia) survey of individual-level predictors of
cessation behaviors found that the key individual factors predictive of an attempt to quit were intention to quit,
making a quit attempt in the previous year, longer duration of past quit attempts, more negative attitudes about
smoking, younger age, and less nicotine dependence, which was the main predictor. 16 Nicotine dependence made
sustained abstinence substantially more difficult to achieve.
Readiness for Change

Success of cessation intervention programs often rely on the interest and readiness of smokers to change their
behaviors, and therefore it is important to assess the level of readiness of smokers engaged in an
intervention. 17,18,19 Intention to quit is essentially mediated by constructs in the theory of planned behavior and
positive attitudes and beliefs that cessation would improve health and longevity.

For smokers who self-report low readiness to change, tailored interventions that are adapted to the stage of
change, outcome expectations, self-efficacy, and smoking behavior may be necessary to achieve success. 20 The
Transtheoretical Model addresses the stages and processes of self-change with respect to quitting smoking:
Precontemplation (no intention to change), Contemplation (intending to quit in the next 6 months), Preparation
(considering quitting in the next month with at least one quit attempt in the last year), Action (quit smoking for
less than 6 months), and Maintenance (quit smoking for at least 6 months). 21,22,23 Interventions that consider the
individual’s stage of change and understanding of health risks can be more successful in smoking cessation. 24
Furthermore, clinicians must be willing to believe that their patients are interested in quitting to help move
patients into the action stage. Assuming that patients are not willing or able to move through the stages of change
can be a barrier to cessation efforts. 25
Tailored Interventions

The 2008 Clinical Practice Guideline for Treating Tobacco Use recognizes that certain populations have unique
needs and require special consideration in smoking cessation interventions. 26 By refining the curriculum to be
culturally adequate, the guideline authors state that those administering the intervention may have greater success
in sustaining quit rates. According to the 2008 report, no long-term randomized control trials (RCT) had examined
effectiveness of cessation interventions in lesbian, gay, bisexual, and transgender populations, or HIV-positive
persons. The report indicated that there are no practical clinical guidelines to guide treatment in HIV-positive
persons.
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Comorbidities, nicotine dependence, and readiness for change are also cited as factors impacting success within
tailored interventions. These factors are interrelated when it comes to program success. Research in the focus
populations is outlined below with a discussion of prevalence, perceptions of the population, unique smokingrelated challenges, known successes from evidence-based research, and recommendations for clinic-based
intervention.
Special Populations

People Living with HIV
Prevalence
Endemic cigarette consumption among the HIV-positive population is associated with disproportionately high
morbidity and mortality. 27 The first nationally-representative study of tobacco use in HIV-infected persons
receiving care was published in 2013. This study found HIV-positive persons to smoke at twice the rate of the
general population. 28 The CDC estimated 42% of HIV-positive adults receiving care are smokers. The overall
prevalence rate of smoking among HIV-positive populations is estimated to be between 50% and 70%. More than
85% of HIV infected individuals in the United States have a history of smoking. 29,30 Overall prevalence adjusted for
gender, race/ethnicity, education level, and poverty level was comparable to that of the general population.
However, in an unadjusted analysis, smoking prevalence was 2.1 times greater in HIV-positive people compared to
the general population in the United States. These numbers do not reflect those who are not receiving care or those
who are unaware of their HIV status. 31
Perceptions of Population

Qualitative studies have assessed HIV-positive patients’ perception of risk. Analysis of a focus group of HIV-positive
men published in 2004 indicated that HIV-positive smokers are under the impression that smoking would not have
a negative impact because they would not live long enough to experience the adverse consequences that would
come from smoking. 32 While, this may not be true for all HIV-positive men, understanding these perceptions can
improve delivery of behavioral cessation interventions. In a state-wide study of HIV-positive smokers in New York,
the vast majority of respondents were aware of the risk of lung cancer and heart attacks, and over half recognized
that smoking cessation was beneficial for long-term health. 33
Known Challenges

Smoking is associated with HIV and AIDS-related diseases such as pulmonary infections, oral diseases,
cardiovascular disease (CVD), and cancer malignancies. HIV positive smokers are at greater risk for developing
bacterial pneumonia, oral lesions, and AIDS dementia complex than nonsmokers. 34,35 Rates of CVD have increased
among people living with HIV, partly due to the metabolic changes induced by the highly active antiretroviral
therapy (HAART) treatments which may result in increased bad cholesterol, triglycerides, insulin resistance and
decrease in good cholesterol. 36 Smoking has resulted in greater lung cancer and head and neck cancer incidence in
the HIV-positive smoking population. 37,38 Cigarette smoking has been found in at least 75% of cancer-related
deaths in HIV/AIDS patients. Decreasing smoking prevalence could increase survival time for individuals with
HIV. 39

Other barriers such as access, transportation, and unstable housing also contribute to decreased success with
cessation interventions. People living with HIV are at higher risk for depression, poor quality of life, and
diminished social support, which may make sustained cessation and abstinence more difficult. 40 This instability
lends itself to relapse. There is evidence that shows that smoking cessation self-efficacy varies across racial/ethnic
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groups with HIV which suggests a need to increase motivational and behavioral support to improve successful quit
rates for those who may have low self-reported self-efficacy. 41,42 Many HIV-positive smokers have also failed at
smoking cessation efforts in the past and may require a different approach that goes beyond just first line
treatments like nicotine replacement patches. 43 Another study by Fuster, et al (2009) assessing the rate of success
and associated factors also found that motivation level of the patient was a predictor of cessation success. 44

Given the unique psychosocial profile common to people living with HIV who may have high rates of psychiatric
comorbidity, drug and alcohol use, and low levels of social support, tobacco cessation has been found to be a
challenge. 45 Co-occurring behavioral risk factors such as illicit drug use, limited socioeconomic resources, and
diminished access to health care make smoking cessation more difficult. The interplay of complex factors that
impact the ability to quit suggest that HIV-specific health benefits should be discussed in conjunction with
interventions that also address the psychosocial barriers to cessation. 46

The CDC recommends that smoking cessation efforts be prioritized for HIV-infected persons receiving care. Clinical
awareness is currently inadequate to address the endemic rates of smoking among HIV-positive persons. 47

Known Successes from Evidence-Based Interventions

The research that is currently available is based on small pilot tests with clinic-based interventions that combine
counseling, written educational materials, Nicotine Replacement Therapy (NRT), motivational enhancement, brief
counseling, and telephone counseling. Though there have not been any major RCTs conducted examining the
effects of cessation interventions with people living with HIV, there are pilot studies that indicate that proven
treatments can also work with HIV-positive populations and that telephone counseling is promising. 48,49

One randomized control trial (n=444, mean cigarettes per day=18) found that motivationally enhanced treatment
and NRT did not improve cessation rates above standard treatment with NRT in HIV-positive smokers. 50 Providers
who delivered the interventions varied. For example, one intervention included an HIV-positive ex-smoker who
had been trained by advanced practice nurses to deliver the counseling. 51 This pilot study had a small sample size
but achieved a high smoking abstinence rate among the intervention group. Another similar study also concluded
that the motivation to quit and a low drop-out rate would improve chance of success in cessation programs
targeting HIV-positive smokers. 52

HIV-related outcomes vary across different ethnic groups and interventions should be targeted to racial minorities
and/or men who have sex with men (MSM). Tobacco use is a health-compromising behavior that contributes to
health disparities among African Americans living with HIV/AIDS. 53 Project Exhale is a culturally-tailored smoking
cessation treatment for HIV-positive African American smokers. 54 The participants in this study had high nicotine
dependency scores, co-occurring alcohol and substance abuse behaviors, and depressive symptoms. Measures
used to evaluate participant outcomes were: Fagerstrom Test for Nicotine Dependence, readiness to quit, Brief
Questionnaire of Smoking Urges, Minnesota Nicotine Withdrawal Scale, cigarettes smoked per day, carbon
monoxide reading, seven-day point prevalence quit rate, and a Beck Depression Inventory reading. At one month
post intervention follow- up, readiness to quit scores improved significantly from baseline, and dependency and
withdrawal symptoms had decreased. At one month and three months post-intervention, the number of cigarettes
smoked per day, Beck Depression Inventory scores, and smoking urge scores were also significantly reduced from
baseline. The results of this study are limited by the fact that there was no control group and that the study was
conducted with a small urban population and thus may not be generalizable. The authors agreed that further
research is needed to improve adherence to NRT and to discover novel approaches to relapse prevention,
especially among HIV-positive African American MSM smokers. A study by Vidrine, et al indicated that smoking
abstinence was related to a decrease in HIV-related symptom burden. 55
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Recommendations
•
•
•
•
•

Advocate for smoking cessation to improve overall health and reduce symptoms related to HIV.
Address psychosocial barriers to cessation.
Routinely assess smoking status and readiness to quit among HIV-infected patients and link those patients
to care.
Continue to monitor the progress of patients attempting to quit to prevent relapse.
Increase clinical education on tailored interventions for HIV+ smokers.

Lesbian, Gay, Bisexual, Transgender, Queer/Questioning (LGBTQ) Populations
Prevalence

The 2013 National Health Interview Survey assessed health disparities in sexual minority groups. The study found
that there were a higher percentage of people who identify as gay/ lesbian (27.2%) or bisexual (29.5%) who
smoke compared to their straight counterparts (19.6%). 56 While there were no significant differences among men
aged 18-64, LGB women were found to have higher cigarette smoking prevalence compared to their straight
counterparts. The American Cancer Society estimates that over 30,000 LGBT people die each year of tobaccorelated diseases. 57
Perceptions of Population

A study conducted by Ward et al. (2014) found no differences between sexual orientation and health status
indicators (excellent, very good health) in LGB groups except among women. Women who identified as gay or
lesbian indicated lower health status compared to straight women. Higher percentages of bisexual adults,
especially bisexual women, experienced psychological distress. A higher percentage of LGB groups also did not
have a usual place to go for medical care or were not able to obtain medical care because of cost compared to
straight groups. Interestingly, there were no differences in health insurance coverage between groups. Lack of
insurance, frequent attendance at LGBT bars, and fewer perceived deterrents to smoking were associated with
greater odds of smoking for sexual minority women. 58 Non-smoking sexual minority women also experience
higher exposure to second hand smoke compared to nonsmoking heterosexual women. Clinicians should be aware
of these population-specific challenges to better tailor their cessation efforts.

In a review of tobacco use among sexual minorities, within each sexual minority group those with bisexual identity,
behavior, or attraction had an elevated prevalence of smoking. 59 Sexual orientation is not a cause of smoking status
but rather a marker of health risk caused by interactions with the socio-ecological environment. 60,61 The spaces
that LGBT communities consider safe are areas that have tobacco-friendly environments, which thereby encourage
smoking behaviors. 62 Convincing people to not frequent these environments can be difficult because they play a
large role in establishing their identity. There are studies that suggest the need to research the pathways and
linkage between sexual minority social spaces; initiation of smoking due to violence, stress, and discrimination;
and barriers to healthcare treatment. 63,64
Known Challenges

There are many unique challenges that LGBT groups face. For example, LGBT groups have been targeted by the
tobacco industry’s media campaigns and marketing strategies. 65 The American Legacy Foundation discovered that
tobacco companies had a project titled the Sub-Culture Urban Marketing campaign that was specifically aimed at
gay and homeless people. 66 The Mautner Project conducted a survey of lesbians in DC and found that most
respondents had never seen nor heard any anti-smoking messages or public education awareness messages aimed
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at sexual minorities. 67 The Disparities in Lung Health Series found that there were little to no anti-smoking
messages or programs that were sensitive to these minority populations. 68 In addition to teaching tobacco users
about the adverse consequences of smoking, efforts must also be made to decrease the influence of these messages.

In addition to excessive marketing, psychosocial stress that LGBT groups experience makes it more difficult to
change smoking behaviors. The minority stress model suggests negative experiences such as discrimination,
stigma, violence victimization, and hegemonic devaluation contribute to poor mental health. These stressors are
different from those experienced by others in the general population because they are greater, chronic, and socially
based instead of just existing at the individual level. 69 Minority, or gay-related stress and sexual stigma play a role
in negative emotions and stress that lead to smoking and relapse. 70, Other studies indicate that smoking appears to
increase this stress, resulting in greater anxiety and depression. 71 There is also an association between smoking
and sensation-seeking and impulsivity among these groups. 72 There may be a relationship between minority
stress, mental health (distress, depression, anxiety) and risk behaviors like smoking. 73
Known Successes from Evidence-Based Interventions

No long-term RCTs have been conducted in this group resulting in a lack of data regarding cessation in LGBT
groups. However, there have been smoking cessation classes that have been adapted for the LGBT community.
Adapted programs, such as “The Last Drag,” were found to be successful. 74 There were limitations, however, that
prevented the program from achieving success across racial and socioeconomic groups. The authors concluded
that empowerment components that were incorporated into these classes may not have been as effective because
of lack of diversity of the participants. Because there was not a diverse representation of people in the program,
the authors speculated that some participants felt uncomfortable with the intervention because there were not
others like them in the group. The majority of participants in this intervention were white and male, a population
that has been a predominant focus of LGBT research. In another study, the authors adapted the American Lung
Association’s Freedom from Smoking program to reflect LGBT culture, norms, and beliefs, which the authors
concluded was successful. 75 Matthews, et al (2013) organized the cessation events at LGBT-friendly community
spaces to gain increase trust and acceptance. The cultural-specific content discussed HIV/AIDS, hormone use
among transgender smokers, role of smoking in LGBT culture, stress due to homophobia as triggers for smoking
and relapse, how to increase social support for nonsmoking, relationships between bar culture and smoking, how
the tobacco industry targets LGBT groups, and specific statistics and rates for the LGBT communities. This program
was rebranded as “Call It Quits,” then “Bitch to Quit” and “Put it Out” with the hopes that the program would be
more successful at reaching this population.
Intention and readiness to quit are predictors of smoking cessation. Among the few initial studies done to measure
impact of intention to quit, no sociodemographic or LGBT-specific variables related to intention to quit had any
impact. 76 Further, a community-based treatment cessation program for LGBT smokers found that the baseline
levels of nicotine dependence, use of any stop-smoking medications, and the number of program sessions attended
were highly associated with quit status. 77
Recommendations
•
•

Clinic-based interventions should incorporate strategic communications strategies to counteract the
abundance of targeted smoking advertisements.
Incorporate culturally-specific content for LGBT populations such as HIV/AIDS, the impact of hormone use
among transgender smokers, role of smoking in LGBT culture, stress due to homophobia as triggers for
smoking and relapse, how to increase social support for nonsmoking, relationships between bar culture
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•
•

and smoking, how the tobacco industry targets LGBT groups, and specific statistics and rates for the LGBT
communities.
Reinforce smoking cessation messages that address key issues faced by LGBT persons, such as stress
related to homophobia, lack of social support, and the overabundance of tobacco advertisements
Maintain sensitivity towards culturally-specific challenges when having discussions about tobacco
cessation.

Homeless

Prevalence
Severely disadvantaged groups like homeless individuals also experience significantly higher rates of tobacco use.
Smoking prevalence among homeless persons is greater than 70% versus approximately 20% in the general
population. 78 While it is difficult to obtain an accurate measure of smoking prevalence among the homeless
population, approximately 70% to 80% of the homeless adult population in the United States smoke tobacco. 79,80
Homeless adults smoke approximately 18.3 cigarettes per day. 81 While homeless persons are three times more
likely to smoke compared to the general population, a similar proportion indicate a readiness to change their
smoking behavior. 82 ,83,84

Perceptions of Population

In a qualitative study of smoking cessation in disadvantaged groups, including individuals struggling with
homelessness, the clients indicated that although they did not want to be pestered, they appreciated extra
encouragement, and preferred personalized quit support from a familiar person over an extended period of time. 85
Many indicated that they did not prefer telephone support or the quit lines. 86 Clients expressed desire to have a
relationship with a social worker or someone else who could give them serious advice and support them in person,
not over the phone. Although homeless smokers report motivation to quit, many have low perceived self-efficacy,
suggesting the need for greater social support for this population.
Known Challenges

Lack of insurance, poor hygiene, unstable housing, food insecurity, and risky behaviors put homeless adults at
greater risk of tobacco-related medical conditions like cancer, respiratory illness, and CVD. 87

Homeless individuals face many barriers to successful smoking cessation including lack of access to health care
resources and lack of transportation to attend programs. Many homeless persons who attend community clinics
and request cessation help are unable to afford NRT supplies and are not aware of the cessation programs offered
in the community. Improving awareness of available treatment options may increase uptake of smoking cessation
behaviors. In an on-site pharmacist-led smoking cessation service, Connor et al. found no differences between
homeless and housed adults’ receipt of advice to quit smoking. 88 However, homeless patients still struggled to
attend the smoking cessation program. The authors suggest incorporating special assistance for homeless smokers
to reduce barriers.
Tobacco advertisements promote smoking as a way to reduce stress and cope with depression and mental illness.
In reality, nicotine addiction can exacerbate anxiety and mental health issues. 89,90 Combatting false messaging
remains a challenge.
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Known Successes from Evidence-Based Interventions
A cross-sectional study looked at the prevalence of smoking, readiness to quit, and preference for smoking
cessation treatments in homeless adults (n=236) at nine different sites serving homeless persons. The study found
that 37% of the current smokers reported readiness to quit within the next six months. 91 Many homeless adults
express concern related to short-term effects versus long-term consequences. However, reasons for wanting to
quit include health risks, lack of ability to pay for health care, effect of second-hand smoke on children, the cost of
cigarettes, and the potential for smoking to re-initiate prior substance abuse problems. Individuals were more
likely to indicate that they were ready to quit if they had past quit attempts and had social support to quit. The
preferred assistance method was NRT, and the study found that self-efficacy to quit was higher if assistance was
available.

Behavioral counseling interventions, non-pharmacological methods, and pharmacological therapy have been tried
in the homeless population. Clinicians have used behavioral counseling models to encourage smoking cessation.
Weekly formal patient education directed towards stages of change have been found to have a dose-response
relationship that shows increased quit rates with increased intensity and frequency of counseling. Introducing
problem-solving guidance in the counseling session can help to overcome barriers. In a pilot clinical trial among
homeless adults, the combination of counseling and medication was found to be more effective than either
treatment alone. 92
Recommendations
•
•
•
•
•
•
•
•
•
•

When possible, use both counseling and medication to assist with tobacco cessation for homeless patients.
Some homeless patients have indicated a preference for NRT.
Homeless smokers may have low self-efficacy to quit. Relationship-based approaches to tobacco cessation
may be more helpful than phone-based services.
Continuous in-person engagement to assist patients who are contemplating quitting may be more effective
than solely prescribing NRT.
Consistency in the time and place that the individual or group counseling sessions are offered is helpful.
Transportation assistance may be needed to help homeless individuals access in-person cessation services.
Partner with case managers, existing programs and transitional shelters.
Incentives for completing the cessation program may reduce attrition.
Empower patients by providing them with knowledge regarding the true impact of smoking on their wellbeing so that they are not influenced by heavy-handed marketing efforts. 93
Present information to homeless smokers in a way that is relevant to their lifestyle.

African Americans
Prevalence

In 2008, African Americans accounted for 12% of the 46 million adults who identified as current smokers in the
United States. 94 Current cigarette smoking data from the Centers for Disease Control and Prevention (CDC) shows
that the percentage of African Americans who smoke is slightly less than other groups, including White Americans,
Multiple Race Americans, and American Indian groups. 95 Approximately 21.3 % of non-Hispanic black adults
smoked compared to 22 % of non-Hispanic whites. However, while the smoking rates of African American men and
women are similar to rates in the general population, African Americans experience greater health consequences
associated with smoking, such as lung cancer and CVD. 96,97 While African American men smoke less compared to
non-Hispanic white men, African American men are 34% more likely to develop tobacco-related lung cancers. 98
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Perceptions of Population
African Americans are less likely to receive cessation interventions, are less informed about health consequences
of smoking, make more attempts to quit, and are less likely to quit successfully when compared to non-Hispanic
white smokers. 99 Despite the frequent, more serious quit attempts, African Americans experience lower shortterm success rates compared to other groups, and higher smoking-related mortality. 100 While African Americans
smoke fewer cigarettes per day and initiate smoking later in life, they have more difficulty quitting and experience
a higher smoking-related disease mortality. 101,102,103,104,105
Known Challenges

African Americans are also more likely to smoke mentholated cigarettes that are higher in tar and nicotine. One in
five African Americans over the age of 12 smoked menthol cigarettes each year. The use of these cigarettes is
disproportionately higher among African Americans with almost 19.1% in 2010 reporting use of mentholated
cigarettes compared to 6.5 % of Caucasians and 7.8 % of Hispanics. 106

Cigarette advertising and intensive merchandising targeting African Americans may counteract clinical smoking
cessation efforts. 107 Mentholated cigarette advertising targeting African Americans has increased substantially,
yielding greater uptake of menthol cigarette consumption among young African Americans. Overall declines in
tobacco consumption among African Americans should not disguise the increasing rate of menthol cigarette use
among this population.
Known Successes from Evidence-Based Interventions

There have been RCTs that have examined and verified the effectiveness of the following cessation programs in
African American groups: Bupropion SR, in-person motivational counseling, nicotine patches, clinician advice,
counseling, biomedical feedback, tailored self-help manuals and materials, and telephone counseling. 108,109,110,111,112
The combination of self-help materials with brief telephone counseling, like that delivered by the National Cancer
Institute-supported Cancer Information Service, has also been found to be effective. 113 Again, these studies show
the benefit and value of population-tailored interventions, but none have been able to establish a causal
relationship between tailored messages and smoking cessation.
Recommendations
•
•
•

Increase health education targeted to African American smokers to improve awareness of the negative
health impacts of smoking.
Combine self-help with brief telephone counseling for cessation.
Recommend prevention and cessation options that address the addictive effect of menthol.
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The Bottom Line
 Certain racial/ethnic groups; lesbian, gay, bisexual, and transgender individuals; and people with mental
illness are more likely to initiate tobacco use and struggle to quit smoking and these groups often have less
access to cessation resources.
 Use the Treating Tobacco Use and Dependence: 2008 Update guidelines (Attachment B).
 Interventions may be tailored by readiness to quit and/or by an age, racial/ethnic, or sexual orientation
population focus. Interventions can also be tailored based on a comorbid condition such as HIV.
 It is strongly encouraged that clinicians recommend combination treatments.
 Extended reinforcement is important to avoid smoking relapse.
 Older individuals are more likely to quit smoking because of the accumulation of other comorbidities
increases their motivation to do so. The Five A’s have worked with older adults.
 Key indicators of successful cessation are intention to quit, making a quit attempt in the previous year,
longer duration of past quit attempts, more negative attitudes about smoking, younger age, and less
nicotine dependence (main predictor).
 HIV-positive smokers may believe they will not live long enough to experience the adverse consequences
that would come from smoking. However, HIV-positive smokers have a higher symptom burden than nonsmokers. Depression, poor quality of life and diminished social support may make sustained cessation
difficult.
 Lack of insurance, frequent attendance at LGBT bars, and fewer perceived deterrents to smoking increase
the likelihood of smoking for sexual minority women. Non-smoking sexual minority women experience
higher exposure to second hand smoke compared to nonsmoking heterosexual women.
 Clinic-based interventions should incorporate strategic communications strategies to counteract the
abundance of targeted smoking advertisements.
 Incorporate culturally-specific content for LGBT populations such as HIV/AIDS, the impact of hormone use
among transgender smokers, role of smoking in LGBT culture, stress due to homophobia as triggers for
smoking and relapse, how to increase social support for nonsmoking, relationships between bar culture
and smoking, how the tobacco industry targets LGBT groups, and specific statistics and rates for the LGBT
communities.
 Lack of insurance, poor hygiene, unstable housing, food insecurity, and risky behaviors put homeless adults
at greater risk of tobacco-related medical conditions like cancer, respiratory illness, and CVD. Homeless
individuals benefit from more personalized support and may require transportation assistance to access
in-person tobacco cessation programs. Counseling and NRT may yield the best results.
 African Americans are more likely to smoke mentholated cigarettes that are higher in tar and nicotine.
Recommend cessation options that address the additive effect of menthol.
 Effective interventions for African Americans are Bupropion SR, in-person motivational counseling,
nicotine patches, clinician advice, counseling, biomedical feedback, tailored self-help manuals and
materials, and telephone counseling and combination of self-help materials with brief telephone
counseling.
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Appendix A: Methodology
The purpose of this review was to identify what is known pertaining to smoking cessation in specific population
groups facing tobacco related-health disparities to inform the delivery and evaluation of the WWH smoking
cessation program.

Medline and SCOPUS were used for this review. Systematic analyses and Cochrane reviews were included where
relevant. A list of keywords and MeSH (Medical Subject Headings) that were used are included.

The following combination searches were performed: Smoking Cessation, Clinical Intervention, Cigarette, Nicotine,
and Barriers to Access. To further refine the searches the specific sub-populations of interest were included in the
search; (AND) African-American (Black), Homeless, Hispanic/Latino, LGBT (Lesbian, Gay, Bisexual, Transgender,
Sexual Minorities) and HIV-positive (HIV-infected). The SCOPUS Search Results are summarized below.
Search Key Word
Smoking Cessation

Smoking Cessation AND Clinical Intervention
Smoking Cessation AND Clinical Intervention AND Barriers to Access
Smoking Cessation AND Clinical Intervention AND Barriers to Access
AND Cigarette
Smoking Cessation AND Clinical Intervention AND Barriers to Access
AND Cigarette AND Community

General Key Words Included
Smoking Cessation AND
Clinical Intervention AND
Barriers to Access AND
Cigarette AND Community

Sub-Population
AND Homeless

AND Hispanic, Latino, Spanish
AND African American, AfricanAmerican, Black
AND LGBTQ, LGBT, Sexual Minority

# of Articles
45,503
15,460
318
200
157

# Of Articles
15
34, 21, 22
55, 59, 48
0, 4, 6

Peer-reviewed literature was included if the results could be generalized to the specific sub-groups identified for
focus in this literature review: Homeless, people living with HIV, African-American, and LGBTQ individuals.
Studies were excluded if smoking cessation was not included as a desired outcome or if the studies were not
relevant to the specified populations. Only interventions that focused on decreasing tobacco consumption rates
among these specific population groups were considered.

The purpose of this review was to determine what has been shown to be most effective in reducing tobacco
consumption among identified target populations. Because the review was focused on determining best practices
and methods that would be successful in the groups specified, searches were not therapy-specific. Initial searches
did not include words that specified intervention type; for example, pharmacotherapy, nicotine replacement
therapy, or phone-based counseling. The initial searches were broadly defined so that all potentially relevant
research could be included. Searches were further refined to include the specific sub-populations.
Citations listed in the relevant studies were also assessed and reviewed and included if relevant to this literature
review.
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Appendix B
The Treating Tobacco Use and Dependence report was updated in 2008. More than 8,700 research articles were
reviewed and a consortium of eight Federal Government and nonprofit organizations collaborated to create the
updated Guideline. Ten key guideline recommendations for clinical practice are summarized below.
Table 1: AHRQ Guidelines for Treating Tobacco Use and Dependence (2008) 114

1. Tobacco dependence is a chronic disease that often requires repeated intervention and multiple attempts to
quit. Effective treatments exist, however, that can significantly increase rates of long-term abstinence.
2. It is essential that clinicians and health care delivery systems consistently identify and document tobacco use
status and treat every tobacco user seen in a health care setting.
3. Tobacco dependence treatments are effective across a broad range of populations. Clinicians should
encourage every patient willing to make a quit attempt to use the counseling treatments and medications
recommended in this Guideline.
4. Brief tobacco dependence treatment is effective. Clinicians should offer every patient who uses tobacco at
least the brief treatments shown to be effective in this Guideline.
5. Individual, group, and telephone counseling are effective, and their effectiveness increases with treatment
intensity. Two components of counseling are especially effective, and clinicians should use these when
counseling patients making a quit attempt:
• Practical counseling (problem solving/skills training)
• Social support delivered as part of treatment
6. Numerous effective medications are available for tobacco dependence, and clinicians should encourage their
use by all patients attempting to quit smoking—except when medically contraindicated or with specific
populations for which there is insufficient evidence of effectiveness (i.e., pregnant women, smokeless tobacco
users, light smokers, and adolescents).
Seven first-line medications (5 nicotine and 2 non-nicotine) reliably increase long-term smoking abstinence
rates:
• Bupropion SR
• Nicotine gum
• Nicotine inhaler
• Nicotine lozenge
• Nicotine nasal spray
• Nicotine patch
• Varenicline
Clinicians also should consider the use of certain combinations of medications identified as effective in this
Guideline.
7. Counseling and medication are effective when used by themselves for treating tobacco dependence. The
combination of counseling and medication, however, is more effective than either alone. Thus, clinicians should
encourage all individuals making a quit attempt to use both counseling and medication.
8. Telephone quit line counseling is effective with diverse populations and has broad reach. Therefore, both
clinicians and health care delivery systems should ensure patient access to quit lines and promote quit line use.
9. If a tobacco user currently is unwilling to make a quit attempt, clinicians should use the motivational
treatments shown in this Guideline to be effective in increasing future quit attempts.
10. Tobacco dependence treatments are both clinically effective and highly cost-effective relative to
interventions for other clinical disorders. Providing coverage for these treatments increases quit rates. Insurers
and purchasers should ensure that all insurance plans include the counseling and medication identified as
effective in this Guideline as covered benefits.
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