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Abstract

Context—Lesbian, gay, bisexual, and transgender (LGBT) people are at increased risk for the 

adverse effects of tobacco use given their high prevalence of use, especially smoking. Evidence 

regarding cessation is limited. To determine if efficacious interventions are available and to aid the 

development of interventions, a systematic review was conducted of gray and peer-reviewed 

literature describing clinical, community, and policy interventions as well as knowledge, attitudes, 

and behaviors regarding tobacco use cessation among LGBT people.

Evidence acquisition—Eight databases for articles from 1987 to April 23, 2014 were searched. 

In February–November 2013, authors and researchers were contacted to identify gray literature.

Evidence synthesis—The search identified 57 records, of which 51 were relevant and 22 were 

from the gray literature; these were abstracted into evidence tables, and a narrative synthesis was 

conducted in October–May 2014. Group cessation curricula tailored for LGBT populations were 

found feasible to implement and show evidence of effectiveness. Community interventions have 

been implemented by and for LGBT communities; although these interventions showed 

feasibility, no rigorous outcome evaluations exist. Clinical interventions show little difference 

between LGBT and heterosexual people. Focus groups suggest that care is needed in selecting 

messaging used in media campaigns.
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Conclusions—LGBT-serving organizations should implement existing evidence-based tobacco 

dependence treatment and clinical systems to support treatment of tobacco use. A clear 

commitment from government and funders is needed to investigate whether sexual orientation and 

gender identity moderate the impacts of policy interventions, media campaigns, and clinical 

interventions.

Introduction

Tobacco use among lesbian, gay, bisexual, and transgender (LGBT) people constitutes a 

major health inequality.1,2 Findings confirming this large and persistent disparity span study 

design, sampling method, geographic location, and population subgroups.1 In the U.S., 

LGBT adult smoking prevalence is 68% higher than that of heterosexuals.2 Although data 

are limited globally, similar disparities appear to be present in population-based sampling in 

other countries (e.g., England,3 Mexico4). Although reasons for these disparities remain 

unclear,5 researchers have proposed several explanations: historic exposure to community 

spaces6,7 and media8–10 where smoking was normative; targeted marketing by the tobacco 

industry11–13; pro-tobacco community norms14,15; and the impacts of stigma, 

discrimination, and stress.5,16

Researchers have also noted potential barriers to cessation services for LGB populations17 

and preferences for LGBT-specific cessation services.18 Targeted cessation services may be 

needed, as some stressors are unique to LGBT lives (e.g., accepting one’s LGBT identity, 

prejudice against LGBT people), some cues to smoke may be unique to LGBT lives (e.g., 

not being accepted by family), and tobacco use may be used to rebel against or promote 

particular gender identities.5,19,20 At the population level, the strength of state tobacco 

programs may play a role in LGBT tobacco cessation,21 and there is worrisome evidence 

that certain evidence-based tobacco interventions may even exacerbate disparities for 

vulnerable populations.22–25 Indeed, a recent systematic review found that only 

interventions that increase the unit cost of cigarettes had a pro-equity effect, and non-

targeted cessation campaigns increased disparities.23 Too little evidence addresses the 

impact of policy-based interventions on vulnerable populations.26,27

The need for interventions to reduce this disparity and its health consequences is 

compelling; yet, little is known about the need for tailored interventions for LGBT people or 

about the efficacy, reach, and effectiveness of existing individual, group, or policy 

interventions in promoting tobacco use cessation among LGBT people. Synthesis of such 

information can accelerate and improve intervention research, and lessons learned from 

community-based efforts can inform research design and intervention innovations.28 No 

RCTs of LGBT-specific cessation interventions were identified in the 2008 Public Health 

Service Clinical Update,29 and the IOM report on LGBT health30 was largely silent on this 

disparity and interventions to address it.31 A review of interventions among special 

populations from 2000 to 2005 identified only one study addressing cessation among LGBT 

people.32 Nonetheless, a systematic screening and assessment of LGBT community-based 

tobacco-related interventions indicates that LGBT-targeted tobacco interventions do exist, 

albeit often without peer-reviewed, published evaluations.33
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This study aimed to review the literature regarding: (1) clinical treatment of tobacco 

dependence among LGBT populations; (2) strategies used to increase the number of LGBT 

tobacco users who attempt to quit and improve the success rate of LGBT tobacco users 

attempting to quit (e.g., community, policy, and media interventions); and (3) LGBT 

populations’ knowledge, attitudes, and behaviors related to tobacco cessation.

Methods

Search Strategy

Search terms were iteratively developed in PubMed until no relevant new results were 

identified,a and then the controlled vocabulary (i.e., medical subject headings [MeSH] 

terms) was translated into the controlled vocabulary of other databases providing this 

feature. This search was implemented on April 23, 2014, in eight electronic databases: 

Cochrane Central Register of Controlled Trials via Wiley Online Library; Cumulative Index 

to Nursing and Allied Health Literature (CINAHL), Global Health, PsycINFO, and Social 

Work Abstracts via EBSCO; Embase; PubMed; and Scopus. In Embase and EBSCO 

databases, MEDLINE records were excluded, as they are included in PubMed. The search 

was not restricted by date, language, or geography. Full search strings for each database and 

a review protocol are available from the first author.

As publication bias can result in unsuccessful interventions not being published,34 the 

authors decided to search for unpublished reports relating to the study aims. Program 

innovations are often created by practitioners (“practice-based evidence”), and 

documentation of these innovations can contribute to the design of interventions that are 

more feasible to implement in real-world settings.28,35 Thus, from January to November 

2013, the first author sent e-mails to corresponding authors (n=19) of included studies and 

individuals (n=38) known to have an interest in LGBT tobacco treatment by the authors of 

this review or suggested by the researchers that were contacted. Unpublished manuscripts, 

manuscripts in press, conference papers, conference posters, evaluation reports, and grant 

close-out reports related to the key study aims were requested. Manuscripts in progress and 

pending submission or currently in the peer-review process were not eligible.

Inclusion Coding

Interventions were defined to include pharmacotherapy, clinical approaches, behavioral 

counseling, media campaigns, public policy, and combinations thereof. Studies not available 

in English or published prior to 1987 were excluded. Interventions focused on people living 

with HIV/AIDS were included if reporting specific results for men who have sex with men 

aExample search from PubMed: (homosexuality[MeSH Terms] OR homosexuality[tiab] OR homosexual[tiab] OR gay[tiab] OR 
LGBT[tiab] OR GLBT[tiab] OR LGB[tiab] OR “sexual minority”[tiab] OR “sexual minorities”[tiab] OR lesbian[tiab] OR 
bisexuality[MeSH Terms] OR bisexuality[tiab] OR bisexual[tiab] OR transsexualism[MeSH Terms] OR transsexualism[tiab] OR 
transgender[tiab] OR transsexual[tiab] OR transsexuality[tiab] OR msm[tiab] OR queer[tiab] OR “sexual orientation”[tiab] OR “men 
who have sex with men”[tiab] OR WSW[tiab] OR “women loving women”[tiab] OR “women who have sex with women”[tiab] OR 
lesbianism[tiab]) AND (Tobacco Use Disorder[MeSH Terms] OR “Tobacco Use Disorder”[tiab] OR smoking cessation[MeSH 
Terms] OR cessation[tiab] OR tobacco use cessation products[MeSH Terms] OR tobacco use cessation[MeSH Terms] OR 
quitline[tiab] OR “quit line”[tiab] OR quitting[tiab] OR quit[tiab] OR “stop smoking”[tiab] OR Smoking/prevention and 
control[MeSH Terms] OR Smoking/therapy[MeSH Terms] OR “tobacco dependence”[tiab] OR “tobacco treatment”[tiab] OR 
“smoking decline”[tiab] OR “smoking reduction”[tiab] OR “smoking decrease”[tiab])
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(MSM) or with gay or bisexual men. Survey research and qualitative research were included 

if they were relevant to study aims. Two authors (JGLL) and (AKM or CAM) independently 

reviewed each title, abstract, and, as necessary, full-text article to code for inclusion and 

exclusion. The authors resolved coding differences through discussion.

Data Abstraction

From October 2014 to May 2014, one author abstracted the following data from each study 

into evidence tables (JGLL) in Microsoft Word (Redmond WA), which were then reviewed 

by another author for accuracy (CAM). Study characteristics included study design, 

population, dates, intervention description, number of participants, attrition, outcome(s), and 

funding source. Where possible, both intent-to-treat and treatment-of-the-treated quit rates at 

the intervention endpoint and at the longest follow-up period are reported. General estimates 

of efficacy (i.e., abstinence at 6-month follow-up) from the Public Health Service’s 

“Treating Tobacco Use and Dependence: 2008 Update” report are presented for 

comparison.29

Results

Figure 1, based on Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

(PRISMA) guidelines,36 shows the inclusion process. The search identified 57 records, but 

copies of the full text of four records were unavailable, and permission to report on the 

results of two grant reports was not obtained. Twenty-nine peer-reviewed and 22 gray 

literature citations were included. One previous systematic review, which identified a single 

study, was not included in the current review.32 There were 15 citations about 14 clinical 

(n=9)37–46 or clinical systems–based (n=5)47–51 interventions to treat tobacco use 

dependence, and nine citations regarding seven community and policy interventions to 

increase cessation.6,52–59 Of these, five provided comparisons on LGBT versus heterosexual 

outcomes.37,41,50,51,56 There were 26 studies that focused on knowledge, intentions, 

attitudes, and behaviors regarding cessation.17,18,20,60–82 A full list of included studies, by 

topic area, is found in the Appendix.

Clinical Treatment of Tobacco Dependence among Lesbian, Gay, Bisexual, and 
Transgender Populations

The nine identified clinical interventions were predominantly cessation groups (with or 

without nicotine replacement therapy)33–35,37–40,46 and two clinical trials.37,41 Community 

organizations, notably the Coalition of Lavender Americans on Smoking and Health 

(CLASH), have adapted group cessation curricula into The Last Drag38,43 and Bitch to Quit 

programs.45 In the United Kingdom, an LGBT-tailored cessation group program showed 

positive results generally comparable to national results (45% abstinent [intent-to-treat] at 

seventh week versus 53% nationally [of those setting a quit date]),39 and this program was 

replicated in Zurich, Switzerland, showing a 29% quit rate at 6 months.46 Evaluations of 

these programs suggest heterogeneity of efficacy with quit rates (range, 6% at 3 months44 to 

36% at 6 months38) both above and below other group-based interventions in the general 

population (14%, 95% CI=12%–16%, at 6 months)29 and highlight the feasibility of 

implementing smoking-cessation treatments at health centers and community organizations. 
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These community-driven programs were conducted with diverse populations and across 

genders. However, one attempt at recruiting friendship networks to cessation programs 

found few groups of friends interested in enrolling.40 Two clinical trials were identified, 

which used intensive counseling and pharmacotherapy without tailoring to LGBT 

populations. In one,41 a post-hoc analysis of male participants showed that quit rates did not 

differ based on sexual orientation (59% vs 57% at the eighth week of treatment). In the 

other,37 LGBT and heterosexual smokers showed no difference in cessation at the 104th 

week of follow-up (38% vs 40%, respectively).

Clinical systems–based interventions at the organizational level for healthcare providers 

included adding identification systems for smokers,49,50 cultural competency trainings and 

implementation of sexual orientation questions for quitlines,47,48 and an analysis of receipt 

of physician advice to quit for LGBT smokers.51 As part of Communities Putting Prevention 

to Work, Howard Brown Health Center, an LGBT-serving community health center, 

received funding to implement tobacco screening questions as a “vital sign”83 into its 

electronic health record system: Ask, Advise, Refer. Evaluation results showed that of the 

8,854 tracked medical visits, documentation of tobacco use status increased 30 percentage 

points, from 53% to 83% and, among identified smokers, receipt of cessation advice or 

treatment increased from 61% to 76%.49 Huber et al.50 reported on the implementation of a 

half-day training on tobacco dependence treatment among medical providers at a Swiss HIV 

clinic that also instituted a tobacco checklist at semi-annual clinic visits. Data collected 2 

years after intervention showed that 84% of clients had documented smoking status and, of 

smokers, brief cessation counseling was reported for 80%. No difference was found for 

HIV-positive patients in the MSM transmission group compared with other transmission 

groups.50 Both percentages were slightly higher than estimates in the general population 

(where addition of a smoking status identification system increases clinician intervention 

from 39% to 66% [95% CI=58%, 73%]).29

Reminder systems such as these showed evidence of success in the U.S. 2009–2010 Adult 

Tobacco Survey, with 67% of U.S. adult LGBT smokers reporting receipt of advice to quit 

from a physician.51 There was no difference in reported receipt of physician advice to quit 

or follow-up between LGBT and heterosexual smokers.51

BlueCross BlueShield of Minnesota implemented an LGBT cultural competency training 

program for quitline coaches47,48 that focused on how to screen for LGBT identity and 

provide tailored coaching to LGBT people, emphasizing information on disparities, etiology 

of smoking in LGBT communities, and use of culturally appropriate language. Suggested 

strategies covered three domains: before the call (understanding barriers), during the call 

(creating a welcoming environment), and after the call (providing culturally relevant 

materials, that is, a quit guide tailored to LGBT populations with specific statistics, imagery, 

and suggestions for dealing with stressors specific to LGBT populations). No impact 

evaluation was available. Lessons learned included challenges of reluctance to have 

trainings for individual disparity groups and the need to address staff turnover.47

Lee et al. Page 5

Am J Prev Med. Author manuscript; available in PMC 2015 December 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Community, Policy, and Media Interventions

Six of the seven community interventions were from the gray literature and included media 

campaigns with formative research,59 community assessments used to inform community 

media campaigns directly linked to cessation services,52–54,58 and bar-based approaches 

promoting quitlines.6,55,57 The one peer-reviewed paper examined the impact of increasing 

cigarette prices.56 Community interventions successfully leveraged earned media coverage 

(i.e., unpaid media coverage),6,55,59 distribution of public service announcements,58,59 print 

advertising,52–54,57 and outreach to LGBT organizations.52–54,58 These community 

interventions included only process evaluations, suggesting successful implementation but 

only limited evidence of impact. It is of note that a single funder, Legacy 

(legacyforhealth.org), supported 4 of the 7 community interventions. Only one examination 

of a policy intervention was identified, and this study examined the impact of French 

cigarette prices on smoking prevalence in an HIV cohort: for each additional Euro of price 

the AOR of smoking cessation increased by 10% among the homosexual transmission 

group, a relationship that was not found for other transmission groups.56

Knowledge, Attitudes, and Behaviors Related to Tobacco Cessation among Lesbian, Gay, 
Bisexual, and Transgender Populations

LGBT smokers, like heterosexual smokers, generally wish to quit, try to quit, and by far 

attempt to quit using unassisted or “cold turkey” approaches.18,61,63,64,70,71,76,79,80 Although 

tobacco use appears to be ranked low on health concerns among LGBT people,71,73 standard 

theories of health behavior are able to predict quit intentions among LGBT people: 

Burkhalter and colleagues69 found that constructs from the Theory of Planned Behavior 

predicted 34% of the variance in intention to quit among LGB smokers. Two studies62,79 

noted a positive association between cessation and having friends who did not smoke, 

suggesting a role for social networks that is also found in the general population.85 

Nonetheless, there may be important differences between LGBT and heterosexual smokers. 

Colorado smokers who are LGBT were less likely to report intent to call the quitline than 

heterosexual smokers,17 and there were limited and inconsistent findings regarding 

differences in quit attempt frequency for LGBT versus heterosexual smokers.70,77 LGBT 

people often reported a desire for LGBT-specific or -friendly interventions in community 

surveys and focus groups.64,66,72 Swiss focus groups among gay and bisexual men 

replicated this finding but also suggested little interest in group cessation interventions.18 

Using qualitative data, Gruskin et al.20 noted unique stressors for lesbian smokers and 

suggest that interventions should directly address stigma and focus on social support as well 

as diffusion of cessation through networks.

Eight studies tested campaign messaging using focus groups and diverse populations: 

lesbians older than age 40 years in online forums who smoked or had recently quit,60 LGBT 

youth and service providers in a Midwestern U.S. city,63 San Francisco Bay area women 

who had quit smoking and relapsed within the prior 3 months,20 Florida LGBT smokers,71 

gay or bisexual male smokers in Zurich,18 Atlanta LGBT adults,72 Salt Lake City LGBT 

young adults,75 and African American MSM smokers in Chicago.78 Focus groups found the 

following themes as relevant for message development: LGBT smokers were concerned 

about their health,60,63,78 the cost of tobacco products,63,71,78 the health of loved ones,60,71 
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addiction,60 and increasingly tobacco-free norms.78 Researchers recommended community-

relevant messaging (e.g., “I didn’t survive HIV to die of lung cancer”)75 and, in one focus 

group, leveraging sex appeal,75 as well as a focus on being supportive, non-judgmental, and 

genuine.60,71 Messaging highlighting the tobacco industry’s targeting of LGBT communities 

performed poorly, evoking emotion but not motivation to quit,60 resulting in indifference 

about targeting,75 and suggesting an appreciation for targeted marketing by the industry.71 

Researchers analyzing one focus group were concerned that a focus on tobacco industry 

malfeasance might drive smokers to brands perceived as more independent (e.g., American 

Spirit).60

Discussion

The included studies show interventions developed by community leaders, LGBT 

organizations, and local health departments leveraging community assessment, media, and 

engagement to deliver needed cessation services. Yet, nearly half of the evidence identified 

regarding tobacco dependence treatment and smoking cessation among LGBT populations is 

not in the peer-reviewed literature, and many interventions have very limited reach. 

Promising LGBT-specific group cessation curricula exist, and their implementation has been 

shown feasible in LGBT-serving settings. Evidence-based systems to promote assessment of 

tobacco use and increase counseling by healthcare providers are feasible in LGBT-serving 

healthcare settings. The available evidence suggests that non-tailored clinical treatments 

work as well for LGBT and non-LGBT populations. Yet, LGBT-specific barriers may exist 

to accessing cessation services. Although community interventions have documented 

disparities, generated substantial media coverage, and promoted cessation services, they 

remain largely unevaluated. It is unclear if outcomes for cessation groups, media, and policy 

interventions are moderated by sexual orientation and gender identity.

The existing evidence suggests that the efficacy of non-tailored clinical treatment of tobacco 

dependence is similar for LGBT and heterosexual populations living in large cities with a 

substantial LGBT population. However, it is unknown if LGBT smokers are less willing to 

use non-tailored tobacco treatment programs. It is also unknown if tailored interventions 

might outperform non-tailored interventions in this population. Group cessation curricula 

tailored to LGBT communities (e.g., The Last Drag38) show evidence of effectiveness in 

tobacco cessation. Yet, their reach appears very limited (e.g., in California, less than 0.1% of 

LGB smokers with a quit attempt in the past year used an LGBT-tailored cessation group).61 

Additionally, although LGBT group cessation interventions have been successfully 

implemented among lesbians, gay men, and across diverse racial/ethnic groups, little 

research has directly addressed cessation among transgender people. (A best-practice guide 

to developing LGBT culturally competent tobacco treatment groups is available.86)

Healthcare facilities that serve members of LGBT communities should rigorously 

implement the Public Health Service Clinical Guidelines29 for tobacco use dependence 

treatment. LGBT health centers and HIV clinics not implementing these guidelines should 

explore barriers to successful implementation of these guidelines and engage relevant 

stakeholders such as LGBT people, community organizations, funders, and healthcare 
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professionals in efforts to overcome barriers and offer effective, life-saving treatments for 

tobacco use.

As for community, policy, and media interventions, there is little evidence regarding 

effectiveness for LGBT populations or impacts on reducing disparities. Community 

interventions should continue to use evidence-based assessment and program planning 

processes.87 Workplaces and other LGBT community spaces (e.g., LGBT community 

centers, bars) should implement tobacco-free policies to promote cessation.88 Policies that 

increase the per-unit cost of tobacco products are highly effective at increasing cessation in 

the general population,88 show promise for increasing equity in vulnerable populations,23,25 

and have limited but promising evidence from one study of HIV-positive French men.56 

Efforts to link LGBT health efforts to policies at the local, state, and federal level that 

increase the cost of tobacco products in LGBT communities are needed (e.g., local bans on 

price promotions and minimum floor price policies89,90), as are strategies for engaging 

members of LGBT communities in policy advocacy.

In media interventions, stronger evidence is needed regarding the best messaging strategies 

to impact cessation efforts. Given the evidence regarding non-targeted media campaigns 

increasing disparities for vulnerable populations by being more effective for less vulnerable 

populations,23,25,91 major smoking-cessation media campaigns should include targeted sub-

campaigns for LGBT people or risk the potential exacerbation of disparities. Media 

campaigns for LGBT smokers have emphasized the size and extent of the disparity as 

motivation to quit; however, Niederdeppe and colleagues24,92 have noted that there is 

limited yet concerning evidence that emphasizing the extent of a disparity may reduce 

individuals’ self-efficacy to address the health behavior involved in the disparity. It is not 

clear that this finding applies for LGBT populations, and if it does, which interventions 

might be most useful in mitigating this disparity effect. This research should be extended to 

LGBT populations. In the interim, targeted media campaigns should consider themes of 

overcoming tobacco addiction instead of emphasizing the normative nature of smoking in 

LGBT communities.92

The findings of focus group studies suggest that care should be taken with messaging about 

LGBT targeting by the tobacco industry, a strategy that has been effective in the general 

population,93 as this may not be effective in motivating quit attempts among LGBT 

individuals. Future work should also examine communication channels for disseminating 

cessation messages and policy-related media advocacy, especially where social/friendship 

networks and media can be leveraged.85

Like heterosexual people, many LGBT smokers desire to and attempt to quit,61,64,70,74,79,80 

most often using “cold turkey” approaches.60,64 Evidence on whether LGBT populations are 

more or less likely to attempt cessation is equivocal.70,77 Some evidence suggests barriers to 

accessing quitline services for LGBT people.17 It is unclear to what extent LGBT tobacco 

cessation is influenced by factors that are unique to LGBT people or experienced at greater 

levels by LGBT people such as stigma, discrimination, and minority stress. Of note, no 

research has thoroughly investigated correlates of unassisted quitting among LGBT 
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smokers, a topic that has been neglected in the literature generally, despite the fact that most 

successful quit attempts use this method.94

Limitations

There are important limitations to this study. Gray literature was included, which allows the 

presentation, often for the first time, of information about community-driven interventions. 

Yet, this strength of diverse community-based experiences also represents a weakness of the 

existing literature’s study designs and commitment to community-engaged research. The 

authors acknowledge a broad range of methodologic quality in the included studies. The 

process evaluations contained in foundation grant reports offer little direct evidence of 

efficacy or effectiveness. Many of the studies have very limited generalizability to broader 

LGBT communities owing to convenience sampling. Additionally, most studies focus on 

LGBT identity and may not generalize to populations with same-sex sexual behaviors but 

with heterosexual identity. Only two studies were RCTs, designed for a different purpose. 

Studies were not excluded based on their quality, in order to provide a broad view of the 

existing evidence base to inform future research. Inclusion of the gray literature may reduce 

the influence of publication bias, but it remains unclear to what extent publication bias is 

present.

Recommendations for Future Research

In sum, the authors recommend that research should examine: (1) direct comparisons of 

interventions between LGBT and heterosexual smokers to identify if community-desired 

tailored interventions improve cessation outcomes; (2) diffusion and implementation of 

existing best practices in LGBT-specific healthcare settings; (3) best strategies for targeted 

messaging in LGBT media campaigns; (4) determinants of LGBT tobacco use cessation that 

may be unique to LGBT individuals or experienced at greater levels by LGBT individuals; 

(5) investigation of within-group differences (e.g., by lesbian versus bisexual and by racial/

ethnic LGBT minorities) in cessation behaviors and outcomes; and (6) the impact of policy-

based interventions on disparity and LGBT tobacco use cessation. To achieve this, as 

suggested by the IOM30 regarding LGBT health research in general, it is clear that funding 

and training programs in LGBT health and LGBT tobacco intervention research are 

needed.95 Large cessation trials should include measures of sexual orientation and gender 

identity to examine outcomes for moderation.96

Conclusions

The best available evidence concerning LGBT smoking cessation demonstrates efficacy of 

group interventions with the least reach. Although these interventions are often desired by 

LGBT communities and a valuable contribution to a comprehensive cessation strategy, the 

investment of additional resources to identify and implement efficacious systems-based 

interventions, targeted media campaigns, and policy interventions is imperative. The 

available, albeit limited, evidence suggests that evidence-based, non-tailored clinical 

tobacco treatments29 work as well for LGBT people as for heterosexual people. Investment 

in the promotion of health and health equity for LGBT communities must turn to 

implementing these clinical interventions and developing effective, community-informed, 
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and engaged interventions at all levels as well as utilizing population-level policies that 

promote cessation and health equity.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
PRISMA flow diagram of study inclusion, April 23, 2014
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