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Abstract

Purpose: LGBT populations have high rates of tobacco use. Health centers serving LGBT clients are an impor-
tant source of care. The researchers aimed to assess the implementation of recommended systems-level tobacco
cessation interventions at these health centers.
Methods: Using systematic searching, directories, and expert review, we identified health centers serving LGBT
clients that provide primary care. We conducted phone-based, semi-structured interviews with administrators
(n = 11) between September 2016 and March 2017 regarding implementation of the Clinical Practice Guideline,
Treating Tobacco Use and Dependence: 2008 Update (the Guideline). Two authors confirmed saturation and two
authors conducted thematic coding.
Results: Eight themes were identified, including clear evidence of systems-level procedures for asking about,
advising on, and assessing tobacco use. Interviewees viewed tobacco use as important given existing disparities.
However, there was room for improvement in the following areas: (1) Education for staff on tobacco cessation
was ad hoc and not formalized; (2) materials and resources for tobacco cessation available in the center varied
widely and changed when a staff champion arrived or left; (3) no point person was assigned to coordinate tobacco
cessation efforts; and, (4) assessment of tobacco use as a vital sign is not consistent—some centers met mean-
ingful use quality metrics (e.g., once or more in the past 24 months) instead of the Guideline recommendation
(every visit). Addressing tobacco use competes with addressing other health risk behaviors.
Conclusions: Administrators at health centers serving LGBT clients viewed tobacco use as an important issue.
However, there was room for improvement in implementation of systems recommended in the Guideline. Tar-
geted outreach is warranted to improve standardization of implementation and promote cessation of tobacco use.
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Introduction

Tobacco use is a leading preventable cause of mortality
in the United States, and cigarette smoking results in

over 480,000 premature deaths annually.1 Sexual and gender
minorities (e.g., people identifying as LGBT) are at greater
risk of smoking than their majority counterparts (i.e., those
identifying as straight and cisgender).2,3 These disparities
likely stem from (1) stressors (e.g., discrimination)4 that
make tobacco use initiation easier and quitting harder, (2)
community norms5 that accept tobacco use as a part of
LGBT identity and spaces, and (3) targeted marketing6 by

the tobacco industry.7 LGBT individuals are targeted by
the tobacco industry by means of direct advertising, commu-
nity promotions and outreach, and bar promotions.6,8

Growing evidence identifies interventions to reduce these
disparities,9–11 including media interventions,12 clinical in-
terventions,13,14 and community-based smoking cessation
groups.15–17 However, no published study has addressed
systems-level interventions in health centers serving LGBT
clients.9 These health centers should be particularly inter-
ested in systems-level interventions to address tobacco use
disparities. Nationally, 42% of LGB adults who smoke and
had seen a healthcare professional in the past year did not
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report receiving advice to quit from a healthcare provider.18

LGB adults are significantly less likely to report use of med-
ications/pharmacotherapy or counseling to quit smoking than
their heterosexual counterparts.18

The Clinical Practice Guideline Treating Tobacco Use
and Dependence: 2008 Update from the U.S. Public Health
Service (‘‘the Guideline’’) details the evidence of effective
systems-level practices to reduce tobacco use.19 These rec-
ommendations, which have been in place for over 17
years,20 have been reaffirmed in the 2015 U.S. Preventive
Services Task Force recommendation statement on interven-
tions for smoking cessation.21 Specifically, the Guideline
suggests: (1) implementation of a tobacco user identification
system to document tobacco use and to assess tobacco use as
a vital sign; (2) providing resources, education/training, and
feedback on performance to members of the clinical team;
and (3) designating a staff member as a point-person for
maintaining these systems and coordinating efforts.19 The
purpose of this study was to investigate the current use of
the Guideline’s systems-level recommendations in U.S.-
based health centers serving LGBT clients that provide pri-
mary care services.

Methods

This study used a qualitative approach to assess themes re-
lated to the implementation of the Guideline. This approach
was chosen based on experiences shared from a prior re-
search project that used both surveys and interviews to assess
tobacco cessation systems and practices in college health
clinics.22 Those researchers found that interviews provided
a rich picture of implementation and avoided some social de-
sirability bias.22

Sampling frame and recruitment

The researchers first created a list of health centers with
primary care services that had a focus on LGBT populations.
To identify these health centers, the researchers utilized the
following sources: lists of advisory groups to the National
LGBT Tobacco Control Network (now LGBT Health-
Link),23 a list of LGBT health services maintained by the
U.S. Centers for Disease Control and Prevention,24 a list of
transgender health clinics,25 and the authors’ knowledge.
This resulted in a list of 32 potential health centers. Centers
were eligible for inclusion if they had a primary aim of pro-
viding care for LGBT patients. Designation as a state- or fed-
erally qualified health center was not required.

Two authors (J.G.L.L., M.E.D.) then examined the website of
each health center for inclusion based on service descriptions and
organizational mission; differences in coding were reconciled
through discussion. This resulted in 16 health centers that
appeared to meet eligibility. Others were excluded for not pro-
viding primary care services (n = 7), not being LGBT-serving
(n = 4), being focused solely on HIV services (n = 3), or being
private practices (n = 2). The research team then mailed a re-
cruitment letter via postal mail to the medical director, clinic
manager, or equivalent staff person at each clinic. Then, the sec-
ond author contacted each of the 16 eligible centers with phone
calls and e-mails up to four times between September 2016 and
March 2017 to request a telephone-based interview. Those with
no response by March 2017 were coded as no response. No
compensation or incentives were provided.

Interview guide

To qualitatively assess the implementation of the Guideline,
we created a semi-structured interview guide (Supplementary
Appendix SA1; Supplementary Data are available online at
www.liebertpub.com/lgbt) with questions mapped to each of
the three systems recommendations. Two certified tobacco
treatment specialists reviewed the interview guide. Interviews,
which lasted between 11 and 25 minutes (M = 18.5, SD = 3.9),
were recorded and professionally transcribed with a smooth
verbatim protocol.

Analysis

Of the 16 centers, two were determined to be ineligible
during the phone screening (one private practice and one
without primary care), five did not reply to interview re-
quests, and two new centers were suggested by interviewees.
After obtaining verbal consent, 11 telephone interviews were
completed with medical directors (n = 6), clinical care ad-
ministrators (n = 3), a director of behavioral health, and a di-
rector of wellness. Two authors confirmed saturation of
themes. Transcripts were thematically coded26 in NVivo
(v.11). The researchers first developed deductive codes to
capture each of the guidelines, sub-areas of guidelines, facil-
itators, and barriers. One author (M.E.D.) then coded all
transcripts. A second author ( J.G.L.L.) reviewed and con-
firmed the coding. Two authors ( J.G.L.L., M.E.D.) both con-
ducted iterative thematic coding followed by the
development of new inductive codes regarding barriers and
facilitators. These were discussed and agreed upon by two
authors ( J.G.L.L., M.E.D.). The East Carolina University
and Medical Center Institutional Review Board approved
the study protocol (No. 16-001362).

Results

Coding yielded eight themes (Table 1), which we present
organized in three categories: guideline, policies, and barri-
ers/facilitators.

Guideline systems recommendation 1:
Implement a tobacco user identification system

The guideline recommends that the tobacco use status of
every patient is documented and that, for patients who use
tobacco, tobacco use is assessed as a vital sign at every
visit.19 Theme 1 indicates that this is happening with two
important caveats. Systems for asking about, advising on,
assessing, assisting with, and (sometimes) arranging help
to quit tobacco use are present in health centers serving
LGBT clients. However, tobacco use is not assessed consis-
tently as a vital sign across the health centers. Identification
of tobacco users ranges from assessing use as a vital sign
(i.e., at every visit) to asking tobacco users about their
use based on meaningful use quality metrics27 (e.g., once
every 24 months). In addition, centers’ systems that ask
about tobacco use focus on smoking and may not include
other tobacco products.

‘‘When we switched to our new electronic health record,
there’s a spot in the health record right from the beginning
so that every patient who is roomed gets asked about smoking
every single time by a medical assistant.’’ (Interview 10)
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‘‘[O]ne of [the key quality measures] is tobacco screening.
So, we have a really a major incentive to screen for tobacco
use, and we have a policy in accordance with the monitoring
that we’re under to screen everybody for tobacco at least
every 24 months.’’ (Interview 3)

Guideline systems recommendation 2: Provide education,
resources, and feedback to promote provider intervention

Two themes emerged for this recommendation. First,
theme 2, education on tobacco cessation for clinicians and
staff is ad hoc and not formalized. Second, theme 3, is that
materials and resources for tobacco cessation varied widely.

Theme 2 identified a general pattern of ad hoc trainings for
clinicians and staff members about tobacco cessation. That
said, some centers participated in state-run trainings and oth-
ers had standardized trainings for particular staff roles (e.g.,
nursing). Trainings were sometimes related to the presence
of grant funding. Nonetheless, the general theme that emerged
suggested that training varied, was ad hoc, and was not always
present for new hires.

‘‘We did one for the entire staff of our organization, which
was done with the [state] folks as well as myself, about to-
bacco cessation and specifically the [telephone-based cessa-
tion service], which we incorporated, and then we had two
separate trainings for clinical staff.’’ (Interview 2)

‘‘They honestly feel kind of random. We don’t have a set
schedule to do them.’’ (Interview 10)

Theme 3 identifies a wide variety of resources available to
clinicians and patients regarding quitting tobacco. Resources
available could vary substantially with the arrival or loss
of a staff champion. Resources included Quitline referrals, be-
havioral health programs, acupuncture detox programs, state-
created pamphlets, LGBT-targeted pamphlets, discounts on
pharmacotherapy, support groups, a protocol to send in behav-
ioral health staff for counseling while a patient is waiting, and
cessation counseling referrals. The availability of self-help
materials varied from being handed out by providers, to

being placed front and center where all patients had to see
them, to being placed in every room.

‘‘[I]t would just be the [state] resources. We can refer out to
other agencies. Unfortunately, that’s one area where don’t
have a lot of resources internally anymore.’’ (Interview 7)

‘‘They’re everywhere. They’re in the waiting room, they’re in
the hallways. [.] We have—there’s stuff on smoking from
[LGBT smoking cessation group] on the back of all the
doors, so if a patient is sitting in the exam room waiting to
be seen, they can look at the stuff on the back of the door.’’
(Interview 9)

Guideline systems recommendation 3: Dedicate staff
to provide tobacco dependence treatment and assess
the delivery of this treatment in staff performance
evaluations

The Guideline recommends that a staff person be desig-
nated as the coordinator at each clinical site.19 This coordina-
tor should ensure the implementation and monitor the quality
of Recommendations 1 and 2 as well as be a point person for
connecting patients with resources. Training of newly hired
staff should orient each staff member to their role in address-
ing tobacco use.

Theme 4 (‘‘I can’t say that there’s one person, one key per-
son who does that.’’) shows that there is a consistent lack of a
designated tobacco coordinator. This theme indicates that
these tasks are often thought of as a group effort, and they
may be the responsibility of both everyone and no one in par-
ticular. As such, other parts of the recommended tasks may
not happen or may rely on a series of other staff members.
Assistance with connecting patients with tobacco cessation
options was reported to include health educators, nursing ser-
vices, and behavioral health providers.

‘‘I can’t say that there’s one person, one key person who does
that. I think that it is a group effort, but I’m the medical direc-
tor, so I think it’s ultimately it’s really my responsibility to see
that we’re doing what we need to do in terms of tobacco
screening and counseling.’’ (Interview 4)

Table 1. Themes from 11 Interviews with Administrators at Health Centers Serving

LGBT Clients, 2016–2017

Guideline systems recommendation 1: Implement a tobacco user identification system in every clinic.
1. Systems for asking about, advising on, assessing, assisting with, and (sometimes) arranging help to quit tobacco use are
present. However, assessment of tobacco use as a vital sign is not consistent. Center practices ranged from assessing
tobacco use as a vital sign (i.e., at every visit) to assessing tobacco use to meet meaningful use quality metrics instead of
the Guideline recommendation. The focus is on smoking, and other tobacco products may not be addressed.

Guideline systems recommendation 2: Provide education, resources, and feedback to promote provider intervention.
2. Education for staff on tobacco cessation is ad hoc and not formalized.
3. Materials and resources for tobacco cessation vary widely. The arrival or loss of staff champions can dramatically
change the resources that are available.

Guideline systems recommendation 3: Dedicate staff to provide tobacco dependence treatment, and assess the delivery of
this treatment in staff performance evaluations
4. Designated coordinator: ‘‘I can’t say that there’s one person, one key person who does that.’’
5. Documentation of smoking status and advice to quit are assessed in electronic health record or chart reviews.

Policies
6. There are no-smoking policies indoors, but outdoor and vaping policies are inconsistent.
7. Industry donation policies: ‘‘I’m sure we would say, no, but it’s not a written policy.’’

Barriers and facilitators
8. Tobacco use is a critically important and known LGBT disparity. For some centers, however, it is not high on leaders’
radar because metrics are good and there are many competing priorities. Alternatively, other leaders were looking for
ways to improve.
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‘‘[Q:] Can you tell me about any procedures that are in place
for training newly-hired staff about tobacco dependence? [A:]
Yeah, that one, we haven’t gotten to yet.’’ (Interview 2)

Theme 5 indicates that there was consistent evidence of
feedback on the documentation of smoking status in chart re-
views or health records. This finding was attributed both to
tobacco use being important clinically and to required qual-
ity metrics.

‘‘[N]ot just tobacco cessation, but all meaningful use mea-
sures are discussed at the physician’s meeting.’’ (Interview 2)

‘‘Yes, so we do full-chart reviews and it’s just one of many items
that we go over. I think it’s an area we stress.’’ (Interview 7)

Policy

We identified two themes related to policies about tobacco
use on the health center’s grounds. Theme 6 found that pol-
icies preventing smoking were present, but these policies did
not always include all areas controlled by the health center
(i.e., indoors and outdoors) and could have ambiguities
about e-cigarette use or vaping. Theme 7 addressed accep-
tance of tobacco industry funds.

In theme 6, respondents clearly reported policies for
smoke-free buildings and a variety of policies regarding out-
door spaces. Policies were not consistently inclusive of all to-
bacco products, and vaping policies were also not always
formalized or included in signage. However, our interview-
ees suggested that indoor vaping would not be allowed
even in the absence of a formal policy.

‘‘No cigarettes, no e-cigarettes in the clinic, or in the hall-
ways, or within [number] feet of the door.’’ (Interview 10)

‘‘I don’t know that it does [include e-cigarettes] explicitly, but
people treat it as if it does. Nobody vapes internally, and peo-
ple are following the same guidelines with anything like
that.’’ (Interview 8)

In theme 7, we found a consistent lack of policies regarding
donations from the tobacco industry. However, our interview-
ees intimated that such donations would not be accepted.

‘‘We haven’t been approached for tobacco funding for a long
time, but there was a period of time maybe [X] years ago
when we turned down tobacco funding because that was not
in line with our mission.’’ (Interview 8)

‘‘I’m sure we would say, no, but it’s not a written policy.’’
(Interview 7)

Barriers and facilitators

As an overarching theme about tobacco use, theme 8 doc-
uments that tobacco use is considered a serious problem by
health centers serving LGBT clients. Certain centers viewed
tobacco use as important, but competing patient priorities
meant that questions beyond meaningful use screening
were often not asked. Others identified an interest in improv-
ing tobacco cessation systems and finding innovative ways to
address tobacco use in LGBT communities.

‘‘I think everybody here understands how important it is, and
so I think it’s a regular topic of conversation among patients
who get their primary care here.’’ (Interview 5)

‘‘Well we do a pretty, I mean, when we look at our quality
measures, we actually do a pretty good job on assessing to-
bacco use, and counseling people on their options, so we
don’t have any, it doesn’t sort of rise to the top because actually
we’re doing a pretty good job with it, I think.’’ (Interview 6)

‘‘When we do get a smoker today, it’s rarely, that’s rarely
their only issue. They’ve also come back positive for three
STDs in the last six months. They’re also drinking. They
may have some issues with law enforcement. We just don’t
see a lot of people who are only smokers.’’ (Interview 7)

Interviewees reported seeking out ways to better address
tobacco use. These included partnering with other organiza-
tions to address tobacco use in the community (not just
among patients), building infrastructure for support groups,
implementing better trainings and feedback systems, devel-
oping in-house self-help materials, partnering with research
groups, and identifying effective supports that would also
be eligible for reimbursement. These efforts indicate an in-
terest in and openness to improving efforts to address to-
bacco use.

‘‘[W]e are looking for funding to broaden our ability to ad-
dress smoking cessation in a more effective way informally.
We have very good policies, procedures, and accessories in
the formal questioning, and offering quitting aids, and
doing all of that, but then reaching the people who are out
there, who would come to an activity but wouldn’t necessarily
have the same response to a medical appointment. We’re still
looking at other options as far as help that would work for our
LGBT population.’’ (Interview 1)

Discussion

Principal findings

Eight themes were identified, including clear evidence of
systems-level procedures for asking about tobacco use, ad-
vising to quit, and assessing interest in quitting. Interviewees
viewed tobacco use as important given existing disparities.
However, there was room for improvement in the following
areas: (1) education for staff on tobacco cessation was ad hoc
and not formalized; (2) materials and resources about to-
bacco cessation available in the center varied widely and
changed when a staff champion arrived or left; (3) there
was not a designated point person for coordination of to-
bacco cessation interventions; and, (4) assessment of tobacco
use as a vital sign is not consistent—some centers meet
meaningful use quality metrics (e.g., once or more in the
past 24 months) instead of the Guideline recommendation
(i.e., every visit).

Study findings in context

The majority of smokers wish they had never started
smoking.28 Evidence-based interventions for LGB people
lag behind those of heterosexual people.18 While LGBT-
targeted interventions such as media campaigns12 and smok-
ing cessation groups15–17 can be effective, there remains a
critical gap in how best to address well-documented dispar-
ities in tobacco use for LGBT people.9 This study partially
fills that gap by examining the implementation of evidence-
based, systems-level interventions in health centers serving
LGBT clients.
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We found that meaningful use metrics may have potential
downsides to improving LGBT health. The Guideline calls
for assessing smoking status at every visit, which is stronger
than the meaningful use requirement of assessing smoking
every 24 months. LGBT health centers should consider
how meaningful use metrics for smoking may fall short of
addressing population-specific needs and should leverage
existing guidelines to provide more tailored care.

In addition, tobacco use often presents in a constellation
of other, competing health challenges. Health centers should
examine whether there are additional systems-level recom-
mendations that should be implemented to address other
health challenges that affect LGBT people disproportion-
ately (e.g., alcohol use). Future research should work to
integrate systems-level interventions to address multiple sub-
stances and sources of risk.

Limitations

The limitations of this study include our inability to gen-
eralize to all health centers that serve LGBT clients. The
qualitative approach does not allow us to quantify the imple-
mentation of recommendations. The health centers included
in this study represent an important part of healthcare ser-
vices for LGBT people; however, many LGBT people across
the United States do not have access to health centers that
specifically serve LGBT clients. Finally, we interviewed
only one person in each center at a single point in time;
other perspectives may be present. Future research should
examine implementation of other preventive guidelines and
assess intervention outcomes.

Implications

Health centers serving LGBT clients should ensure that to-
bacco use is assessed as a vital sign at every visit regardless
of the reason for the visit. This can increase the provision of
counseling to quit.29 Health centers serving LGBT clients
should designate a staff point-person to ensure the effective
implementation of systems and the provision of materials
and feedback. Meaningful use guidelines should be assessed
for their potential to undermine other evidence-based guide-
lines. Tobacco-free policies should be considered to promote
tobacco-free norms in the LGBT community.

Conclusions

Proportional responses to tobacco use—a major contribu-
tor to health disparities in LGBT communities—require ro-
bust adherence to evidence-based best practices in clinical
systems. Interviewees reported varying levels of implemen-
tation of systems-level tobacco cessation strategies. Targeted
outreach to health centers serving LGBT clients is warranted
to increase implementation of the assessment of tobacco use
as a vital sign, to formally include responsibilities as a to-
bacco cessation coordinator in a staff position, and to ensure
training of new staff about their role in systems that help pa-
tients quit.
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