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Cigarette Smoking and Advice to Quit
in a National Sample of

Homeless Adults
Travis P. Baggett, MD, MPH, Nancy A. Rigotti, MD

Background: Cigarette smoking is common among homeless people, but its characteristics in this
vulnerable population have not been studied at a national level. Whether homeless smokers receive
advice to quit from healthcare providers is also unknown.

Purpose: To determine the prevalence and predictors of current cigarette smoking, smoking
cessation, and receipt of clinician advice to quit in a national sample of homeless adults.

Methods: This study analyzed data from 966 adult respondents to the 2003 Health Care for the
Homeless User Survey, representing more than 436,000 people nationally. Using multivariable
logistic regression, the independent predictors of smoking, quitting, and receiving advice to quitwere
identifıed. Analyses were conducted in 2008–2009.

Results: The prevalence of current smoking was 73%. The lifetime quit rate among ever smokers
was 9%. Among past-year smokers, 54% reported receiving clinician advice to quit. Factors indepen-
dently associated with current smoking included out-of-home placement in childhood (AOR�2.79,
95% CI�1.03, 7.52); victimization while homeless (AOR�2.36, 95% CI�1.15, 4.83); past-year
employment (AOR�2.52, 95% CI�1.13, 5.58); and prior illicit drug use (AOR�7.21, 95% CI�3.11,
16.7) or problem alcohol use (AOR�7.42, 95%CI�2.51, 21.9). Respondents withmultiple homeless
episodes had higher odds of receiving quit advice (AOR�2.51, 95%CI�1.30, 4.83) but lower odds of
quitting (AOR�0.47, 95% CI�0.29, 0.78).

Conclusions: Compared to the general population, homeless people are far more likely to smoke
and much less likely to quit, even though more than half of smokers received quit advice in the past
year. Interventions for homeless smokers should address the unique comorbidities and vulnerabili-
ties of this population.
(Am J Prev Med 2010;39(2):164–172) © 2010 American Journal of Preventive Medicine
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ntroduction
igarette smoking is common among homeless
people,1–7 contributing to the high prevalence
of acute and chronic illness in this popula-

ion.8–10 Obstructive lung disease is more than twice as
revalent in homeless people than in the general pop-
lation,2 and the rates of death from cardiovascular,
ulmonary, and other smoking-related causes are sub-
tantial.11–13 Despite this, the characteristics and nat-
ral history of smoking behavior in a homeless popu-
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ation are not well described. The high prevalence of
obacco use among homeless people is commonly at-
ributed to the disproportionate burden of substance
buse and mental illness, superimposed on a back-
round of heightened personal stress and social
haos.14,15 Yet the independent contributions of these
nd other factors unique to homelessness on smoking
ehavior have not been assessed.
Furthermore, the extent to which smoking is ad-
ressed by clinicians caring for this population is not
nown. Evidence-based guidelines direct healthcare
roviders to address tobacco use routinely when a
moker makes an offıce visit,16 because even brief ad-
ice improves cessation rates.17,18 In the setting of
omelessness, however, tobacco use may be overshad-
wed by more urgent medical, psychiatric, and social

oncerns at clinical encounters.14 Also, clinicians may
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e unaware that many homeless smokers are interested
n quitting.19,20

Understanding the pattern of tobacco use among
omeless individuals at a national level would provide
aluable insight into what components might be needed
or effective intervention strategies for this vulnerable
opulation. To address this gap in evidence, data from a
nique national survey of homeless adults were analyzed
o determine the prevalence and correlates of current
igarette smoking, smoking cessation, and receipt of cli-
ician advice to quit.

ethods
ata Source

n 2008–2009, the authors performed a secondary analysis of the
003 Health Care for the Homeless (HCH) User Survey, the fırst
ationally representative survey of people using clinical services
rovided by the federally funded HCH pro-
ram. The HCH User Survey was administered
y Research Triangle Institute (RTI) Interna-
ional in collaboration with the Health Re-
ources and Services Administration’s Bureau
f Primary HealthCare.

articipants and Setting

three-stage sampling design was used to con-
uct the survey.21 Of 131 HCH grantees that
ad been in operation for at least 1 year, 30
ere sampled using a geographically stratifıed
robability-proportional-to-size (PPS) tech-
ique. Interviews were conducted in person by RTI fıeld staff at a
PS sample of 79HCH clinic sites operated by the 30 grantees. The
arget population was defıned as people receiving face-to-face ser-
ices from an HCH provider. Individuals were eligible if they had
eceived such services at least once in the year prior to the survey,
ecause the reference period for many of the questions was 12
onths. Participants were selected consecutively with a goal of 33

nterviews per grantee. Respondents provided informed consent,
nd the study was approved by the RTI International IRB.
Of 1444 selected people, 11 were subsequently found to be inel-

gible, and 416 refused or did not complete the survey. The total
umber of completed interviews was 1017, yielding a response rate
f 70%. This analysis was confıned to the 966 respondents who
ere aged �18 years, representing more than 436,000 adult HCH
linic users.

efinitions of Smoking Behavior and Outcomes

hree outcomes were analyzed: (1) current smoking; (2) smoking
essation; and (3) receipt of clinician advice to quit smoking.
moking status was defıned in response to the following two ques-
ions:Have you ever smoked at least 100 cigarettes in your entire life?
ndHow long has it been since you last smoked a cigarette?Response
ategories for the second question were within the past 30 days,
ore than 30 days, but within the past 12months, andmore than 12

Liste
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Podc
www.ajp

ne
onths ago. Respondents who had ever smoked at least 100 ciga- p

ugust 2010
ettes were defıned as ever smokers, and respondents who had
ever smoked 100 cigarettes were classifıed as never smokers.22

mong ever smokers, those who had smoked within the past 30
ays were considered current smokers, whereas those who had not
moked within the past 30 days were considered former smokers.
he quit ratio was defıned as the percentage of ever smokers who
ere former smokers.23 Receipt of past-year quit advice by anHCH
rovider was assessed with the following question:During the past
2 months, did anyone at the HCHHealth Center advise you to stop
moking for more than one day?

ovariates of Interest

ociodemographic variables included age (18–29, 30–44, �45
ears); gender; self-reported race/ethnicity (white non-Hispanic,
lack non-Hispanic, other non-Hispanic, and Hispanic); veteran
tatus; marital status (married/partnered versus not); educational
ttainment (high school diploma or higher versus less than high
chool diploma); and employment (any past-year work for pay).
Features of homelessness included out-of-home placement as a
inor (placement into a foster home, group home, or other insti-

tution before age 18 years); the lifetime number of
homeless episodes lasting at least 30 days (0, 1, 2 or
more); victimization history (physical or sexual as-
sault while homeless); and food insuffıciency
(sometimes or often not getting enough food to
eat24–29).

Comorbid psychiatric and addictive disorders
included a history of mental illness, illicit drug use,
or problem alcohol use. Mental illness history was
defıned as any past inpatient or outpatient treat-
ment for “emotional or mental problems.” Illicit
drug use history was defıned as any past or current
use of illicit or nonprescribed controlled sub-
stances, or any history of drug treatment. Problem

lcohol use historywas defıned as consuming�5 drinks on a single
ccasion at least once in the past month,30 consuming �3 drinks
n a typical day of drinking in the past month,31 or any history of
lcohol treatment.
In the smoking-cessation and quit-advice analyses, the following

moking-attributable medical comorbidities were considered: ob-
tructive lung disease (asthma, chronic bronchitis, and COPD/
mphysema); cardiovascular disease (coronary artery disease or
troke); hypertension; and any cancer diagnosis. The duration of
ime followed by theHCHclinic sitewas included in the quit advice
nalysis to account for differences in opportunity for advice.

tatistical Analysis

he authors calculated the prevalence of current smoking among
ll adults, the prevalence of smoking cessation among ever smokers
i.e., quit ratio), and the prevalence of past-year quit advice among
ver smokers who had smoked at any time in the preceding year.
he unadjusted relationships between these outcomes and the
redictors of interest were examined using chi-square tests. Sepa-
atemultivariable logistic regressionmodels were then constructed
o determine the factors independently associated with each out-
ome. In the multivariable model for current smoking, former
mokers were excluded from the analysis in order to better com-

o

at
nline.
n t
ted

ast
m-o
t.
are current and never smokers.32
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In the smoking-cessation model, former smokers were com-
ared to current smokers to determine the factors associated with
uitting. In the quit-advice model, all past-year smokers were
nalyzed to determine the factors associated with receiving advice
o stop smoking. For the current smoking and quit advice out-
omes, all hypothesized variables were entered into the regression
odels. For the smoking-cessation outcome, the limited number
f quit events restricted the number of predictors that could be
ntered into the regression model;33 therefore, only variables with
nivariate signifıcance of p�0.05 were entered into the model to
void overfıtting. Respondents with missing data for a predictor or
utcome were excluded from any analysis involving the variable.
moking status was missing for three respondents. There were no
issing data for quit advice. Item nonresponse for predictors of

nterest was generally minimal (range�0%–3.6%).
Because of the complex sampling design of the survey, all anal-

ses were performed on SAS-Callable SUDAAN, release 10.0, us-
ng weights developed by RTI that incorporated sampling proba-
ility, survey nonresponse, and poststratifıcation adjustment to
educe bias in the study estimates and better reflect the target
opulation.21 Descriptive data are presented as unweighted num-
ers andweighted percentages. Results were considered signifıcant
t p �0.05.

esults
espondent Characteristics

ifty-eight percent of respondents were male (Table 1).
he median age was 41 years. Most participants were
hite (39%) or black (38%) non-Hispanics. In compari-
on to the 2003 U.S. general population, this sample
f homeless adults had a greater proportion of non-
ispanic blacks and a lower proportion of high school
raduates.34

More than half of respondents had worked in the past
ear. Nearly one fourth had a history of out-of-home
lacement in childhood. One in three reported being
hysically or sexually assaulted while homeless. Almost
alf had a history of mental illness. The lifetime preva-
ence of illicit drug use (83%) and problem alcohol use
52%) was substantial.

urrent Smoking

verall, 73% of respondents were current smokers, 7%
ere former smokers, and 20% were never smokers (Ta-
le 2). Among current smokers (n�677), the mean num-
er of cigarettes consumed per day was 14 (SE�0.8).
hirty-fıve percent (n�231) of current smokers con-
umed �20 cigarettes per day on average over the past
onth, and 84% (n�572) smoked every day of the past
onth.
The prevalence of current smoking was higher in men

han women and in whites than nonwhites (Table 2).
ithin these sociodemographic categories, the preva-
ence of smoking ranged from 84% among white men c
able 1. Characteristics of the study sample (n�966)

Characteristics n (%)a

SOCIODEMOGRAPHIC CHARACTERISTICS

Age (years)

18–29 113 (18.3)

30–44 395 (50.3)

�45 458 (31.5)

Gender, male 591 (58.2)

Race/ethnicity

White non-Hispanic 334 (39.2)

Black non-Hispanic 382 (38.1)

Other non-Hispanic 66 (5.3)

Hispanic 172 (16.1)

Veteran 119 (11.5)

Married/partnered 127 (14.3)

High school diploma 580 (58.7)

Employed, past year 485 (54.5)

FEATURES OF HOMELESSNESS

Out-of-home placement as a minorb 204 (23.8)

Homeless episodes lasting >30 days

0 198 (16.8)

1 249 (26.3)

�2 498 (55.3)

Food insufficiencyc 235 (25.4)

Physical/sexual assault history 291 (32.8)

PSYCHIATRIC/ADDICTIVE DISORDERS

Mental illness history 429 (47.6)

Illicit drug use history

Lifetime 778 (82.6)

Past year 522 (56.3)

Problem alcohol use history

Lifetime 502 (52.0)

Past year 383 (39.7)

MEDICAL CONDITIONS

Obstructive lung disease 315 (36.4)

Cardiovascular disease 107 (8.8)

Hypertension 308 (28.5)

Cancer 54 (7.0)

ata source: 2003 Health Care for the Homeless User Survey, Health
esources and Services Administration
Sample sizes are unweighted. Percentages are weighted to be nationally represen-
tative of adult Health Care for the Homeless clinic users, with sampling weights
provided by Research Triangle Institute International. Percentages within categories
may not total 100 because of rounding or item nonresponse.
Defined as placement into a foster home, group home, or other institution
before age 18 years

Defined as sometimes or often not getting enough to eat

www.ajpm-online.net
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able 2. Smoking status and predictors of current smoking

Characteristics

Smoking status (n�966)a Current vs never
smoking (n�877)b

adjusted OR (95% CI)% current % former % never

Overall 72.7 7.4 19.7

SOCIODEMOGRAPHIC CHARACTERISTICS

Age (years)

18–29 68.9 2.1 28.2 1.00 (ref)

30–44 73.4 7.5 19.0 2.13 (0.92, 4.94)

�45 73.7 10.3 15.9 6.16 (2.30, 16.5)

Gender

Female 61.5 7.0 31.1 1.00 (ref)

Male 80.3 7.8 11.8 3.00 (0.95, 9.49)

Race/ethnicity

White non-Hispanic 80.8 6.1 12.7 1.00 (ref)

Black non-Hispanic 72.0 6.7 21.0 0.81 (0.34, 1.94)

Other non-Hispanic 72.0 14.9 13.1 0.34 (0.11, 1.09)

Hispanic 54.6 10.1 35.3 0.33 (0.07, 1.43)

Veteran

No 72.7 7.8 19.3 1.00 (ref)

Yes 72.2 4.3 22.8 0.16 (0.06, 0.45)

Married/partnered

No 75.5 7.6 16.6 1.00 (ref)

Yes 55.6 6.6 37.8 1.51 (0.72, 3.18)

High school diploma

No 71.4 7.1 21.3 1.00 (ref)

Yes 73.5 7.6 18.6 0.57 (0.28, 1.15)

Employed, past year

No 65.2 7.8 27.0 1.00 (ref)

Yes 78.8 7.1 13.7 2.52 (1.13, 5.58)

FEATURES OF HOMELESSNESS

Out-of-home placement as a minorc

No 68.9 6.5 24.3 1.00 (ref)

Yes 82.0 10.9 7.1 2.79 (1.03, 7.52)

Homeless episodes lasting >30 days

0 53.9 7.9 38.2 1.00 (ref)

1 72.3 10.6 17.1 1.80 (0.67, 4.81)

�2 78.5 5.8 15.4 0.94 (0.32, 2.78)

Food insufficiencyd

No 72.1 6.9 20.8 1.00 (ref)

Yes 74.6 6.2 19.2 1.27 (0.67, 2.41)
(continued on next page)
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n�223) to 25% among Hispanic women (n�96). Re-
pondents with any past-year employment had a higher
revalence of current smoking than those who did not
ork. Current smoking prevalence increased with the
umber of homeless episodes, and was higher among
espondents with a history of out-of-home placement in
outh or victimization while homeless. The prevalence of
moking was also high among respondents with a mental
llness history (79%); illicit drug use history (81%); and
roblem alcohol use history (88%). Of current smokers,
5% had a lifetime history of either illicit drug use or
roblem alcohol use, and 76% had abused any substance
n the past year.
In the multivariable analysis of current and never

mokers, the factors independently associated with cur-
ent smoking were age �45 years (AOR�6.16, 95%
I�2.30, 16.5); past-year employment (AOR�2.52, 95%
I�1.13, 5.58); out-of-home placement as a minor
AOR�2.79, 95% CI�1.03, 7.52); victimization while
omeless (AOR�2.36, 95% CI�1.15, 4.83); illicit drug
se history (AOR�7.21, 95% CI�3.11, 16.7); and prob-
em alcohol use history (AOR�7.42, 95% CI�2.51, 21.9)
Table 2). After adjusting for confounders, veterans had

able 2. Smoking status and predictors of current smoki

Characteristics

S

% curren

Physical/sexual assault history

No 68.5

Yes 81.7

PSYCHIATRIC/ADDICTIVE DISORDERS

Mental illness history

No 66.8

Yes 79.3

Illicit drug use, lifetime

No 32.4

Yes 81.2

Problem alcohol use, lifetime

No 56.4

Yes 87.9

ata source: 2003 Health Care for the Homeless User Survey, Hea
ote: Percentages are expressed as a function of row totals. Percenta
ith sampling weights provided by Research Triangle Institute Intern
Denominator is entire study sample (n�966). Current smoking � e
ing � ever smoked 100 cigarettes and has not smoked in past 30
Denominator consists of current and never smokers (n�877); form
adjusted for all variables displayed in the table using logistic regre
Defined as placement into a foster home, group home, or other ins
Defined as sometimes or often not getting enough to eat
ower odds of smoking than nonveterans (AOR�0.16, s
5% CI�0.06, 0.45). Although signifıcant in the unad-
usted analysis, mental illness history was nonsignifıcant
n the multivariable model (AOR�2.02, 95% CI�0.88,
.66).

moking Cessation

ighty-six of 763 ever smokers were former smokers,
ielding aweighted quit ratio of 9% (Table 3). Among 700
ast-year smokers, 4% (n�23) had quit. In the multiva-
iable analysis, Hispanic respondents and individuals
ith hypertension had greater odds of quitting (Table 3).
espondents with two or more homeless episodes had
ower odds of quitting (AOR�0.47, 95% CI�0.29, 0.78).

ast-Year Quit Advice

verall, 54% of past-year smokers reported receiving ad-
ice to quit (see Appendix A, available online at www.
jpm-online.net). Unadjusted advice rates were highest
mong respondents with obstructive lung disease (63%)
nd respondents who had been followed by the HCH
linic site formore than 1 year (68%). In themultivariable
odel, participants with any number of homeless epi-

ontinued)

ing status (n�966)a Current vs never
smoking (n�877)b

adjusted OR (95% CI)% former % never

6.4 24.9 1.00 (ref)

9.5 8.8 2.36 (1.15, 4.83)

6.9 26.3 1.00 (ref)

8.1 12.4 2.02 (0.88, 4.66)

7.2 60.4 1.00 (ref)

7.4 11.2 7.21 (3.11, 16.7)

8.1 35.2 1.00 (ref)

6.8 5.3 7.42 (2.51, 21.9)

sources and Services Administration
re weighted to be nationally representative of adult HCH clinic users,
al. Boldface indicates significance.
moked 100 cigarettes and smoked in past 30 days; former smok-
; never smoking � never smoked at least 100 cigarettes.
okers are excluded from this analysis. The multivariable model is

.
on before age 18 years
ng (c

mok

t

lth Re
ges a
ation
ver s
days
er sm

ssion
tituti
odes lasting at least 30 days had higher odds of receiving
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dvice, whereas other non-Hispanics and respondents
ollowed by the HCH clinic site for the shortest period of
ime had lower odds of receiving advice (Appendix A).

iscussion
o the authors’ knowledge, this is the fırst study to de-
cribe the smoking characteristics of a national sample of
omeless adults. The 73%prevalence of current smoking in
his study was 3.5 times higher than the 21%prevalence of
urrent smoking in the adult U.S. general population the
ame year.22 Conversely, the 9% quit ratio among homeless
mokers wasmuch lower than the 50% quit ratio seen in the
eneral population of ever smokers nationally.22 The smok-
ng prevalence in this 2003 nationwide sample of homeless
linic users was identical to that seen in a 1987 clinic-based

able 3. Factors associated with smoking cessation amo

Characteristics
Ceased sm
(unadjuste

Overall 9.2

SOCIODEMOGRAPHIC CHARACTERISTICS

Race/ethnicity

White non-Hispanic 7.1

Black non-Hispanic 8.5

Other non-Hispanic 17.1

Hispanic 15.7

FEATURES OF HOMELESSNESS

Homeless episodes lasting >30 days

0 12.7

1 12.8

�2 6.9

PSYCHIATRIC/ADDICTIVE DISORDERS

Illicit drug use history, lifetime

No 18.2

Yes 8.4

MEDICAL CONDITIONS

Hypertension

No 7.9

Yes 12.5

ata source: 2003 Health Care for the Homeless User Survey, Healt
ote: Percentages are expressed as a function of row totals. Per

epresentative of adult Health Care for the Homeless clinic users, wit
riangle Institute International. Boldface indicates significance.
Only variables related to the outcome at a level of p�0.05 are sho
Adjusted for variables with univariate significance of p�0.05 as dis
tudy of homeless people in Los Angeles.3 However, a

ugust 2010
during the same pe-
riod of time, the prev-
alenceofcurrentsmok-
ing decreased by 25%
in theadultU.S.popu-
lation.22,35 In identify-
ing the factors associ-
ated with smoking in
the setting of home-
lessness, this study
provides insight into
why these disparities
in smoking behavior
may exist and how fu-
ture intervention pro-
grams might address
this problem.
Adverse childhood

histories, victimization,
and substance abuse
were key predictors
of smoking among
homeless people in this
study. Such risk factors
are known to be
more common among
homeless people than
innon-homelesspopu-
lations,36–40 and this
study reinforces the
high prevalence of
these characterist-
ics among homeless
adults. Respondents
placed out of home
in youth had higher

dds of current smoking even after adjusting for potential
onfounders such as employment status, mental illness,
ubstance abuse, and victimization.41–44 Adverse child-
ood experiences have been linked with smoking in non-
omeless populations45; the current study extends this
esearch in documenting the relationship between child-
ood out-of-home placement and smoking among
omeless adults. Prior research has also demonstrated a
igher prevalence of smoking among people with a his-
ory of physical or sexual assault,46–48 and a similar asso-
iation was observed in the homeless population. Post-
raumatic stress disorder (PTSD) may mediate this
elationship. Individuals with this disorder may use
moking to reduce the burden of negative mood symp-
oms,49 suggesting that identifying and treating PTSD

ver smokers (n�763)

g
)a

Adjusted OR (95% CI)
for cessationb

1.00 (ref)

1.06 (0.40, 2.79)

2.89 (0.65, 12.9)

2.45 (1.23, 4.86)

1.00 (ref)

0.83 (0.31, 2.23)

0.47 (0.29, 0.78)

1.00 (ref)

0.53 (0.23, 1.21)

1.00 (ref)

2.00 (1.36, 2.94)

ources and Services Administration
ges are weighted to be nationally
pling weights provided by Research

d in the table.
ng e

okin
d %

h Res
centa
h sam

wn.
nd other psychological sequelae of victimization may
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eed to be part of intervention strategies for homeless
mokers.
Drug and alcohol use conferred high odds of current

moking in this homeless population, confırming a
elationship that has also been observed in the general
opulation.50–52 Almost all (95%) of the homeless
mokers in this national sample had a lifetime history
f illicit drug use or problem alcohol use. Smoking-
essation programs for homeless populations may
eed to acknowledge and address these comorbidities.
he integration of smoking-cessation services into
ubstance abuse treatment programming may be an
ffective way to address tobacco use among homeless
eople with substance abuse problems.53–56 Mental
llness was not an independently signifıcant predictor
f current smoking in the present study, despite having
signifıcant unadjusted relationship with this out-
ome. Illicit drug use, problem alcohol use, out-of-
ome placement in youth, and victimization appeared
o be important confounders; all of these factors were
een with greater frequency among those with mental
llness. After adjusting for these differences, the inde-
endent predictive signifıcance of mental illness was
ost, although the point estimate remained positive.
Homeless individuals who had worked in the past

ear were more likely to be smokers. This differs from
he relationship observed in the general population,
here the prevalence of smoking among employed
eople is typically lower than it is among the unem-
loyed.57 Three explanations may account for this.
irst, homeless people with past-year employment
ay have more money for purchasing cigarettes. Sec-
nd, the blue-collar, service industry, or labor-ori-
nted jobs often obtained by homeless people are asso-
iated with a higher prevalence of smoking in
omparison to other forms of employment.58–63 Last,
he comparator group without past-year employment
ay be composed of individuals more accurately de-
cribed as out of the labor force (i.e., not seeking work);
uch people appear to have a lower prevalence of
moking than those who are in the labor force but
nemployed.59,60 However, this level of detail in em-
loyment history could not be determined. Given the
ovelty of this fınding, future studies should attempt to
etter elucidate the relationship between employment
nd smoking among homeless people, because distinct
olicy implications would follow from determining
hether this association is driven more by fınancial
actors or by the workplace environments often en-
ountered by homeless workers.
The percentage of those receiving past-year quit
dvice was higher than expected. The 54% receiving p
uit advice compared favorably to the 62% receiving
uit advice in the general population of smokers.64

espite this, few homeless smokers quit. This high-
ights the need to better understand the way in which
dvice affects quitting, and the extent to which home-
ess smokers have access to additional tobacco coun-
eling services and pharmacologic cessation aids. Al-
hough there was limited statistical power to explore
he correlates of quitting, results indicated that indi-
iduals with two or more episodes of homelessness
ere less likely to be former smokers. This suggests
hat smoking cessation may be diffıcult to achieve
hen attempting to meet basic subsistence needs for
helter and safety.

imitations

his study has certain limitations. The data analyzed
ere cross-sectional in nature, so causality cannot
e defınitively determined. All measures were self-
eported and may be subject to recall and social desir-
bility biases, particularly with respect to stigmatized
ehaviors and sensitive issues. The survey was con-
ucted among people with at least one prior visit to a
CH clinic site, so the fındings may not be generaliz-
ble to the homeless population as a whole, particularly
hose who do not routinely seek medical care. In the
nalysis of quit advice, the contribution of provider-
evel characteristics could not be determined; such
nformation would further enhance understanding of
ow and when advice is given to homeless smokers.
espite these limitations, the study fındings are nota-
le for several reasons. This national study of smoking
mong homeless people confırms the high prevalence
f smoking seen in prior single-city studies, describes
he unique vulnerabilities and comorbidities of home-
ess smokers, and offers the fırst glimpse of quit advice
n this population.

onclusion
s the prevalence of smoking declines in the general
opulation, the residual burden of tobacco use is fall-
ng disproportionately on our nation’s most vulnerable
eople. This study provides substantial evidence that
he high prevalence of smoking among homeless peo-
le is not due primarily to healthcare providers ne-
lecting to address the topic, but more likely due to the
onsiderable comorbidities and barriers to quitting
aced by homeless smokers. Findings suggest that in-
erventions for homeless smokers will need to be in-
ensive and tailored to address the unique needs of this

opulation. Expanded addiction therapy will likely be

www.ajpm-online.net
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n important component for those with comorbid sub-
tance abuse, and additional counseling may be needed
or homeless adults who use smoking to cope with the
ong-lasting effects of adverse childhood experiences
nd victimization.
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