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Abstract 

 Transgender people endure unique struggles compared to their cis gendered heterosexual 

counterparts in American society. In addition to high levels of anxiety and depression and an 

increased likelihood to experience violence, trans people have significantly higher smoking rates. 

Used as a coping mechanism, smoking puts trans people at risk for adverse health outcomes. 

Additionally, when done concurrently with gender-affirming care, these harmful effects may 

compound to create even worse health disparities. For these reasons, there is a need for a trans-

specific smoking cessation intervention to specifically help trans people quit smoking. There are 

currently no American trans-specific smoking cessation interventions in the literature. Therefore, 

this thesis provides a list of best-practice recommendations to guide the design of such an 

intervention. 

Introduction 

Smoking is used as a coping mechanism for psychological stressors (Meyer, 2003). Trans 

Americans endure unique experiences throughout daily life which cause smoking to occur at an 

extremely high rate (James et al., 2015; Buchting et al., 2017; Kidd et al., 2018; Jamal et al., 

2016; Hendricks & Testa, 2012). Currently, there are no trans-specific smoking cessation 

interventions in the literature. This thesis proposes a set of “best practices” for program 

developers to consider when designing a trans-specific smoking intervention; since trans people 

experience unique struggles, there is a need for a novel approach to address this issue. 

Before discussing current research regarding the trans population, it is necessary to 

understand meaningful differences between sex1 and gender2 identity. “Transgender3” is also a 

 
1 Sex is a binary category of male or female which is assigned at birth (James et al., 2015). 
2 Gender is a socially constructed, internal experience of identity (James et al., 2015). 
3 Transgender refers to “people whose gender identity or expression differs from what is associated with the gender 

they were though to be at birth” (James et al., 2015: 40). 
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term with which some may be unfamiliar. This thesis refers to transgender people using the 

adjective “trans.” Otherwise, people who identify as cisgender4 are referred to using the adjective 

“cis.” Some trans people may choose to use different terms to describe their identity; the term 

“transgender” does not necessarily capture the diversity of all unique identities. Determining 

someone else’s gender is a subconscious process which everyone performs daily via visual cues; 

this can often lead to conflict because some physical characteristics may not align with the way 

one identifies (James et al., 2015). This is the reason many trans people choose to undergo 

gender transition5. Not all trans people choose to transition, but several do, and this process may 

include changing identity documents, clothing, appearance, hormone therapy, and surgical 

procedures (James et al., 2015).  

When developing a set of “best practices,” it is important to understand the struggles that 

trans people endure but also how smoking cessation programs work. By combining this research, 

along with analysis of various LGBTQ-specific smoking interventions, this thesis will propose a 

list of ways to best meet the needs of the trans community. This thesis will include data from 

anyone who identifies as trans regardless of physical characteristics. This approach reclaims the 

power of trans identities by prioritizing identifications of trans people themselves, rather than 

allowing them to be defined by others. The gap in literature regarding trans-specific smoking 

cessation is significant. Trans rights are constantly being attacked institutionally and socially 

which leads to increased stress and adversity, eventually resulting in more negative health 

outcomes (Hendricks & Testa, 2012). This research aims to inform the design of a much-needed 

 
4 Cisgender refers to one’s gender identity aligning with the sex they were assigned at birth (James et al., 2015). 
5 Gender transition is the process by which one begins to live according to their gender identity (James et al., 2015: 

40). 
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inclusive smoking intervention and to model best practices in trans patient care across clinical 

specialties. 

Trans Health Disparities 

 Meyer (2003) developed the Minority Stress Model to understand why sexual minorities 

experience a higher risk of health disparities compared to their heterosexual counterparts. Social 

stress refers to, “…conditions in the social environment, not only personal events, [which] are 

sources of stress that may lead to mental and physical ill effects” (ibid: 3). Circumstances within 

the environment, as well as sexual minority status, give rise to the stress experience and the way 

sexual minorities experience and cope with stress. In addition to general life stressors, sexual 

minorities experience stress from (distal) prejudice and discrimination and (proximal) 

expectations of rejection, concealment, and internalized homophobia (Meyer 2003). The stress 

accumulated by these processes is mediated by social support and personal characteristics of the 

minority person’s identity (Meyer 2003). Overall, this will contribute to a positive or negative 

mental health outcome. This is where the health disparities arise; normally, LGBTQ individuals 

will experience more stress thus leading to more adverse health outcomes.  

Hendricks and Testa (2012) used Meyer’s model to encompass the unique experiences of 

TGNC (transgender/gender nonconforming) identities. They found that trans people usually 

experience higher levels of stress than their LGB counterparts (Hendricks & Testa, 2012). This 

difference results in intra-LGBTQ health disparities which seem to worsen because of the social 

stressors that plague someone who identifies as transgender— an identity that is more 

stigmatized than LGB identities in society (Su et al., 2016; Buchting et al., 2017; Jamal et al., 

2016). 
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In order to understand how to best serve the trans community, it is important to 

understand the health divergence that is caused by the experience of social stressors specific to 

the trans community. This inequality has recently been recognized by physicians in an executive 

summary by the American College of Physicians advocating for LGBTQ health equity (Daniel et 

al., 2015). In order to attain equal health status in the LGBTQ community compared to cis 

gendered, heterosexual individuals, there are a series of changes required by society to increase 

inclusivity of trans identified people. A lot of these changes are common sense; regular cultural 

competency training, especially among medical care providers, is essential in decreasing the 

stigma associated with identifying as queer (Daniel et al., 2015). Mollon details the story of her 

experience as an LGBTQ individual who visited a new primary care provider when leaving for 

college (2012). While Mollon identifies as lesbian rather the trans, the unconscious assumptions 

society makes about different identities have a negative impact on health (Meyer, 2003; 

Hendricks & Testa, 2012). Not only did the patient intake forms dismiss some of her 

demographic information (i.e. some questions did not have accurate answers pertaining to her 

identity), but the forms also omitted demographic questions regarding gender identity and sexual 

orientation. This patient, because of the omission of their identity from official paperwork, 

already entered the primary care provider’s office feeling dehumanized. The physician 

introduced themselves, performed an initial physical exam, and proceeded to ask about the 

sexual habits of the patient. When the patient told the doctor that she doesn’t have sex with men, 

but with women, she was met with a long pause and the question, “So, you’re a lesbian?” This 

caused the patient to feel embarrassed, and she did not return to the doctor’s office which 

potentially prolonged any health issues that could have been identified and solved. 

Unfortunately, experiences like this for LGBTQ individuals are all too common in the medical 
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setting (Safer et al., 2016). While this anecdote focuses on the hardships experienced because of 

an assumption about sexual orientation, trans people experience the same consequences through 

an assumption about gender identity. Sexual orientation and gender identity are two completely 

different subjects, but society’s assumptions made about either lead to discomfort. 

 The omission of identity and neglect from physicians is detrimental to the health of trans 

individuals because it results in additional barriers to medical care on top of barriers caused by 

institutional transphobia. In a study by Safer et al. (2016), these barriers are explored via self-

reporting from the trans community in order to identify common barriers among the population. 

The largest stems from many providers possessing insufficient knowledge regarding transgender 

medicine. Currently, transgender medicine is not included in any medical school curricula 

(Plemons, 2019). Additionally, if physicians do not fully understand the breadth of stressors 

impacting trans individuals which result in health disparities, they are not usually able to make 

fully accurate diagnoses (Reisner et al., 2014; Su et al., 2016). For example, if a physician is 

unaware about the fact that trans people are at higher risk for depression, they may go without 

screening the individual and will miss the opportunity to prescribe antidepressants (Reisner et al., 

2014; Su et al., 2016). One other major barrier is financial; not only do many insurance 

companies deem gender-affirming care “elective,” resulting in therapies and surgeries only being 

available to the highest class, but trans people are disproportionately low-income (Safer et al., 

2016, Hendricks & Testa, 2012; James et al., 2015). More specifically, trans people are nearly 

three times more likely to live in poverty and experience unemployment compared to the general 

US population (James et al., 2015). The last major barrier is discrimination and/or neglect in the 

healthcare setting highlighted by Mollon’s anecdote which emphasizes feelings of 

unwelcomeness through the assumption of identity (2012). 
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 Because of these barriers and the way society treats transgender individuals, obvious 

health disparities result (Daniel et al., 2015; Reisner et al., 2014; Su et al., 2016; Buchting et al., 

2017). One study compares the health outcomes of transgender and cisgender individuals in one 

clinic’s population (Reisner et al., 2014). While this specific study did not find an increased risk 

for HIV, substance abuse, and smoking, unlike most of other literature, it did find that 

transgender individuals are much more likely “to endorse a lifetime suicide attempt and ideation” 

and they “disproportionately reported social stressors (violence, discrimination, childhood abuse) 

relative to non-transgender patients” (ibid: 1). This difference in disparities is attributed to the 

specific clinic’s patient composition; coming from one of the world’s most prominent LGBTQ 

health centers, this data may not accurately translate to what is typically seen in clinics where 

LGBTQ patients are less abundant. Another study compared intra-LGBTQ health disparities to 

determine if there is a significant difference between the mental health of transgender individuals 

and non-transgender LGB individuals (Su et al., 2016). When compared to non-trans LGB 

individuals, trans people still significantly experience a higher likelihood of discrimination, 

depression, and suicidal ideation/attempts (James et al., 2015). This was mediated by self-

acceptance— the more accepting one is with their trans identity, the less likely they were to 

experience depression symptoms (Su et al., 2016). In terms of “coming out” to family, one in ten 

trans people report that they have experienced violence from a family member, and 8% were 

kicked out of the house (James et al., 2015, p. 4). Additionally, even without examining family 

life, one-third of trans people have experienced homelessness and 23% have fallen victim to 

some form of housing discrimination in the past year (James et al., 2015, p. 13). According to 

James et al., 54% of trans people report experiencing verbal harassment, 24% report being 

physically attacked, 13% report sexual assault, and 30% report being denied a job promotion or 
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being fired because of their identity (p. 4). In conjunction, approximately one in five trans people 

have participated in the “underground economy-” whether it be sex work or drug sales- at some 

point in their life (James et al., 2015, p. 14). Further, more than half of trans people report 

mistreatment- physical assault, sexual assault, and verbal harassment- from law enforcement 

(James et al., 2015, p. 14). Lastly, because of the negative stigma surrounding trans identity 

expression and restroom use, 9% of trans people report being denied access to a restroom with 

even more reporting that they experienced some form of verbal harassment when attempting to 

use the restroom (James et al., 2015, p. 16).  Because of the outright dehumanization of the trans 

community in all contexts of life, trans people are likely to experience high levels of discomfort 

when going into public (Safer et al., 2016; Reisner et al., 2014; James et al., 2015). Given this 

body of literature, and the fact that there are intra-LGBTQ differences in health disparities and 

experiences, there is a highlighted need for medical care to be tailored to transgender individuals 

specifically rather than the LGBTQ community. 

Trans-specific Effects of Smoking 

 Trans people are more likely than non-transgender individuals to smoke cigarettes 

(Daniel et al., 2015; Buchting et al., 2017; Kidd et al., 2018; Matthews et al., 2014). The first 

national US study examining tobacco use in the context of gender identity found that identifying 

as transgender increases the risk of smoking cigarettes, most especially e-cigarettes (Buchting et 

al., 2017; Jamal et al., 2016). Specifically, LGBTQ individuals are two and a half times as likely 

to smoke cigarettes and disaggregating that data reveals that the trans community is four times 

more likely to smoke cigarettes compared to the general population (Buchting et al., 2017; Jamal 

et al., 2016). This study highlights a difference between sexual orientation and gender identity; 

when examining the health disparities of trans people, it is necessary to evaluate risk as a 
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mediator of gender identity to separate trans and non-trans individuals. Because of the 

disaggregated data, these findings suggest a need for the development of smoking cessation 

interventions that specifically target trans individuals.  

 In conjunction with gender-affirming care, defined as hormone therapy or surgery, 

tobacco use among trans people is particularly harmful because it increases the likelihood of 

cardiovascular disease (Kidd et al., 2017). When undergoing gender transition, a patient may 

take masculinizing or feminizing hormones to achieve their sense of identity. Exogenous 

hormone administration has been shown to slightly increase one’s risk for cardiovascular 

disease, and this risk depends on the hormones that one is taking (Kidd et al., 2017). When 

undergoing gender-affirming surgery, or any surgery for that matter, there is a significantly 

higher risk of complications post-operation if one smokes cigarettes leading up to the operation 

or after (Silverstein, 1992). Many chemicals in cigarettes such as nicotine, carbon monoxide, and 

hydrogen cyanide have been shown to slow healing, impair the capacity for the body to recover 

fully, and diminish the immune system (Silverstein, 1992). So, if a trans person chooses to 

undergo hormone therapy or gender-affirming surgery, concurrent cigarette use poses multiple 

health risks that could be avoided through smoking cessation. Because of the increased 

prevalence of social stressors like discrimination and abuse among the trans community, there is 

an associated increased risk for using cigarettes (and other nicotine-delivering devices) as a 

potential coping mechanism (Kidd et al., 2018; Meyer, 2003; Hendricks & Testa, 2012). This 

knowledge of increased risk gives providers the opportunity to intervene with smoking cessation 

to minimize the complications a patient may experience. If there is a higher risk for 

cardiovascular disease when undergoing hormone therapy or surgery, it is the duty of the 
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physician to advise trans people from adverse health outcomes when applicable (Daniel et al., 

2015). 

Smoking Cessation Interventions 

 According to Benowitz (2010: 1), “435,000 people in the United States die prematurely 

from smoking-related diseases each year.” It is widely known throughout literature that tobacco 

use causes cancer, cardiovascular disease, and other adverse health outcomes (Benowitz, 2010; 

Velicer et al., 1998). While nicotine does not itself usually contribute to these diseases, it 

maintains tobacco addiction, and the tobacco itself is what is delivering toxic chemicals to the 

body (Benowitz, 2010). Regular users rely on nicotine to mediate mood, arousal, and relieve 

withdrawal symptoms (Benowitz, 2010). There are factors which affect susceptibility to nicotine 

addiction, such as genetics and other psychiatric disorders, which influence whether an 

individual is more or less likely to become addicted. For example, the enzyme CYP2A6 

metabolizes nicotine in the brain, and differences in this enzyme’s activity differs person to 

person (Benowitz, 2010). Benowitz notes that smoking cigarettes is typically associated with 

positive reinforcement in certain situations or a coping mechanism in negative situations (2010). 

Combining the knowledge that tobacco has historically been used to cope, and the fact that 

transgender adults are significantly more likely to smoke cigarettes, it can be assumed that many 

trans people are experiencing stressors that are causing them to smoke (Su et al., 2016; Buchting 

et al., 2017; Jamal et al., 2016; Benowitz, 2010; Hendricks & Testa, 2012). Increased stress 

causes increased tobacco use (meaning increased nicotine delivery to the brain) which leads to a 

stronger addiction and a never-ending positive feedback cycle.  

 Because of the United States’ smoking epidemic, many Americans struggle with smoking 

cessation (Benowitz, 2010; Prochaska et al., 2015; Condiotte & Lichtenstein, 1981; Matthews et 
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al., 2014). Prochaska et al. (2015) applied smoking cessation to the transtheoretical model of 

change to determine the different stages of smoking cessation experienced by tobacco users. 

“Precontemplation” is the first stage, and this is highlighted by users not intending to change 

their behavior in the next six months. This may encompass people who are uninformed or feel 

defeated because they have not been able to quit in the past. When someone intends to quit 

within the next six months, they move to the second stage- “contemplation”- usually because 

they are more aware of the benefits of quitting smoking. When someone is ready to quit in the 

immediate future, they move to the “preparation” stage. This is defined as having a plan of action 

for the immediate future. The next stage, designated as “action,” is the users’ observable 

behavior to quit smoking. Since these behaviors can be quantified and evaluated, the extent of 

behavior change is correlated with this stage. Lastly, during the “maintenance” stage, users are 

working to prevent relapse and have not used tobacco since the end of the “action” stage. Users 

early in the transtheoretical model require more time to reach the “action” stage whereas people 

further along require less time.  For a smoking cessation intervention to be effective, it must 

work to change behavior through therapy while also incorporating drugs, such as nicotine 

patches, to ease cravings and promote maintenance. To this day, the transtheoretical model of 

change is the most widely used model for smoking cessation in medicine. 

Condiotte and Lichtenstein (1981) analyzed smoking cessation intervention results as 

mediated by self-efficacy. Self-efficacy is defined as one’s belief that they can successfully 

perform a certain behavior (Condiotte & Lichtenstein, 1981). In the context of smoking 

cessation, it’s how strongly a person believes they can quit smoking when going through the 

transtheoretical model of change (Condiotte & Lichtenstein, 1981).  Condiotte and Lichtenstein 

found that self-efficacy and behavioral improvements are intrinsically related, meaning that if an 
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individual believes they can quit, their behaviors will reflect that (1981). Smoking cessation 

interventions should work to increase an individual’s self-efficacy via behavioral-cognitive 

therapy alongside the smoking cessation. This, in turn, will result in decreased relapse when in 

the “maintenance” phase of change (Velicer et al., 1998). 

 There are many formats of smoking cessation interventions available. The first, and the 

most widely accessible due to the increasing popularity of web usage around the globe, are 

computer-based smoking cessation programs (Myung et al., 2009). Web-based smoking 

cessation interventions apply the transtheoretical model of change online, and people enrolled 

have minimal contact with each other. Additionally, there are telephone-based smoking cessation 

hotlines which tobacco users may call for support when/if quitting (Stead et al., 2006). While this 

is more of a short-term solution to smoking, users that call more frequently receive more 

counseling and are more likely to quit and are less likely to relapse. Telephone-based counselling 

serves as a very accessible option for information, advice, or motivation for people who are 

struggling (Stead et al., 2006). 

The most focused approach to smoking cessation, individual behavioral counseling, holds 

the most promise for individuals looking to quit smoking (Lancaster & Stead, 2017; Viswesvaran 

& Schmidt, 1992). These programs consist of one-on-one behavioral therapy, in-person, to 

facilitate a feeling of commitment and accountability. Typically, behavioral-based interventions 

include a review of the patient’s smoking history, help with identifying risky situations, and help 

with being able to overcome risky situations when presented to the patient (Lancaster & Stead, 

2017). Most smoking cessation interventions are coupled with nicotine replacement therapy 

(Hartmann-Boyce et al., 2018). Since nicotine does not induce any damage itself, administering 

nicotine in other ways may reduce cravings to aid in behavioral change (Hartmann-Boyce et al., 
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2018).  In a meta-analysis examined by Viswesvaran and Schmidt, it was determined that the 

combined success rate of all methods is around 18.6% (1992). While there is not a one-size-fits-

all program, and some people may do better with certain formats than others, the consensus is 

that behavioral therapies are most successful (Viswesvaran & Schmidt, 1992). In contrast, drug-

based and medically sponsored programs are the worst (Viswesvaran & Schmidt, 1992). When a 

drug-based therapy is combined with a behavioral component, the success rate rises (Hartmann-

Boyce et al., 2018). 

LGBTQ-specific Smoking Cessation 

While standard smoking cessation interventions have been around for years, the 

prominence of “culturally-specific” smoking cessation programs are on the rise (Matthews et al., 

2013; Eliason et al., 2012). Research is limited on these programs, but because of the Minority 

Stress model, there may be value in creating specific smoking cessation interventions targeting 

different identities (Meyer, 2003; Matthews et al., 2014; Hendricks & Testa, 2012). Because of 

the tobacco industry’s intentional exploitation of LGBTQ identities in the 1990s, LGBTQ 

individuals took up smoking as a coping mechanism for the social stressors they experienced 

(Hendricks & Testa, 2012). Tobacco companies capitalized on the idea that the community was 

coming together and fighting for their rights (reference images three and four) and wanted to 

create an association between queer pride and smoking cigarettes. The wording present in these 

advertisements references a sense of community between tobacco companies and the queer 

community, acting as if the tobacco companies and the queer community are “in the fight” 

together. Additionally, tobacco companies began to include obvious symbols of gay pride (as 

seen in image one) to emphasize that they were fighting for gay rights with the LGBTQ 

community. Lucky Strike’s cigarette ad (image two) depicts two (presumably) women who are 
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attracted to each other. With the emphasis on the picture, rather than the wording like the other 

campaigns, Lucky Strike was able to capture the openness of “being gay” in public; this is 

especially important because that is what the queer community was fighting for during that time 

period. Lastly, tobacco companies intentionally attended gay pride rallies and sold cigarettes in 

an attempt to establish rapport with the gay community. Today, tobacco companies are severely 

restricted in the way they can advertise. The heavy exploitation of the gay community by Big 

Tobacco has influenced a queer culture of cigarette smoking that is very common (Reisner et al., 

2014; Su et al., 2016).  

Walls and Wisneski (2010) examined the effectiveness of a culturally-specific smoking 

cessation intervention targeting gay men. The group underwent a standard, behavioral, group 

smoking cessation intervention which consisted of the additional component of culturally-

targeted content. After the end of seven smoking cessation classes, almost 90% of gay 

individuals had reported that they quit smoking and 83.3% reported that a “gay-identified or gay-

friendly space” was “very important” in the process (Walls & Wisneski, 2010). While this 

number is very high compared to most standard smoking cessation interventions, this study is 

limited because of its inability to incorporate a control group. However, research is lacking in the 

field of LGBTQ-specific smoking cessation interventions, so this study shows promise when 

developing content tailored to the community. Some ways the program was more inclusive 

compared to others was the use of “culturally appropriate language,” the employment of a gay 

facilitator, and the disclosure of the tobacco industry’s intentional targeting of the LGBTQ 

community (Walls & Wisneski, 2010). 

 Another similar study looked to determine whether culturally-tailored content directed at 

LGBTQ smokers would increase quitting rates in a community-based smoking cessation 
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program. It found that quit rates among the LGBTQ participants were comparable to those of 

heterosexual, Caucasian men engaged in the same type of intensive treatment; quit rates hovered 

around 20% to 40% (Matthews et al., 2013). This study retained the content of the American 

Lung Association’s smoking cessation program, Freedom From Smoking, primarily focusing on 

the fact that smoking is a “learned behavior,” but only differed slightly when adapting to the 

LGBTQ community. This described their smoking cessation intervention as “LGBTQ-tailored” 

via the hosting of all treatments at organizations which advocate for LGBTQ rights, employing 

only LGBTQ facilitators, and directly targeting LGBTQ smokers through slang and intentional 

recruitment (Matthews et al., 2013). While this study does provide insight into the effectiveness 

of such interventions, it did not measure any minority stress variables which could have 

influenced smoking behavior. Matthews et al. suggest that future research should evaluate 

minority stress variables in order to increase quitting rates among the community (2013). 

 Eliason et al. (2012: 864) evaluated the effectiveness of an LGBTQ-specific smoking 

cessation intervention, titled The Last Drag, which is implemented as a “six-week group 

education and support intervention” over seven sessions. The Last Drag is the first LGBTQ-

specific intervention known in literature; it was first established in 1991 and has provided a basic 

framework for the other few culturally-specific smoking cessation programs around the country 

(Eliason et al., 2012). This intervention follows the same guidelines as other interventions, 

centered around the content presented by the ALA’s Freedom From Smoking Program, except 

for the fact that it provides “LGBTQ-specific innovative activities and smoking information” 

(Eliason et al., 2012, p. 868). After the classes, 92% of participants reported being smoke-free, 

and after 6 months it was reported that the overall quit rate was between 36% to 72% which 

renders it more effective than smoking cessation programs among the general population (p. 
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874). It is noted that success rates were much lower for ethnic minorities, and a much smaller 

number of women and transgender individuals made it to the end. This suggests that curricula 

further addressing the intersectionality of identities must be tailored to more narrow 

subpopulations to increase effectiveness. This study is considerably stronger compared to others 

because of its large sample size of 233 individuals. It is important to note that participants who 

identified as transgender were more likely to drop out after one session perhaps hinting that a 

general LGBTQ-ingroup is not enough (Eliason et al., 2012). 

 Overall, the consensus of what constitutes a “LGBTQ-specific” smoking cessation 

program is the way, and where, the material is conveyed to its LGBTQ participants. Almost all 

LGBTQ-specific interventions occurred in what is considered a “safe space,” determined by the 

LGBTQ community itself, to facilitate a sense of community (Walls & Wisneski, 2010; 

Matthews et al., 2013; Eliason et al., 2012). First, all participants were administered a survey for 

demographic information with specific sections for one to identify their sexual orientation and 

gender (Walls & Wisneski, 2010; Matthews et al., 2013; Eliason et al., 2012). Second, each 

smoking cessation intervention incorporated a facilitator that identified as gay themselves (Walls 

& Wisneski, 2010; Matthews et al., 2013; Eliason et al., 2012). This factor is especially 

important because LGBTQ participants were found to be more committed to a facilitator who 

identifies with the community. Lastly, all interventions gave participants ample time to develop 

peer support; the aspect of developing relationships where participants are connected by “being 

queer” seems to bring higher success compared to standard smoking cessation interventions 

(Walls & Wisneski, 2010; Matthews et al., 2013; Eliason et al., 2012). Other components of the 

intervention, which are non LGBTQ-specific, include strategies for avoiding social situations 



Sherwood 17 
 

where smoking predominates and coping with triggers and cravings (Walls & Wisneski, 2010; 

Matthews et al., 2013; Eliason et al., 2012). 

 When it comes to implementing LGBTQ-specific content in smoking cessation 

interventions, it is important to hear feedback from the LGBTQ community directly to improve 

the effectiveness of such programs. One study, by Baskerville et al., implemented focus groups 

consisting of LGBTQ youth and young adults to receive direct feedback on a hypothetical 

LGBTQ-tailored smoking cessation intervention (2017).  While there were many themes 

associated with 24 separate focus groups, there were three very important ones. First, most of the 

participants expressed support for this kind of intervention to be held in a safe space (Baskerville 

et al., 2017). Second, most participants felt that the “social nature” of the smoking cessation 

program, meeting other LGBTQ individuals in a group setting, would be a good means of 

receiving additional support (Baskerville et al., 2017). In contrast, the effectiveness of a group 

program was brought into question. Many participants also felt that success was dependent on 

the individual, and no amount of group support would be able to help someone quit. In fact, a 

handful of participants expressed disinterest in a group setting and favored one-on-one programs 

(Baskerville et al., 2017). Because of mixed reviews of the program, it may come down to 

personal preference; some may find more success with or without a group of LGBTQ 

individuals. This study is limiting because of its targeted LGBTQ youth and young adult 

audience; it is unknown whether these results would be generalizable to LGBTQ smokers of all 

ages (Baskerville et al., 2017). This sheds light on the fact that smoking cessation programs may 

also need to consider age when designing content to maximize effectiveness. 
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Examples of LGBTQ-Specific Cigarette Advertising 

 

Image 1- Camel’s targeted advertising towards the LGBTQ community 

Retrieved from: https://truthinitiative.org/research-resources/targeted-communities/tobacco-use-

lgbt-communities 

https://truthinitiative.org/research-resources/targeted-communities/tobacco-use-lgbt-communities
https://truthinitiative.org/research-resources/targeted-communities/tobacco-use-lgbt-communities
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Image 2- Lucky Strike’s targeted advertising towards LGBTQ community 

Retrieved from: https://srahec.org/lgbt-history-month-tobacco-advertising/ 

 

 

 

 

 

 

 

https://srahec/
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Image 3- American Spirit’s LGBTQ-targeted advertising 

Retrieved from: https://slate.com/human-interest/2015/07/gays-and-smoking-how-tobacco-

companies-target-queers.html 
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Image 4- Another Lucky Strike advertisement targeting the LGBTQ community 

Retrieved from: https://www.lstylegstyle.com/stories/quit-smoking/ 
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Recommendations 

These best-practice recommendations were made to inform the design of a trans-specific 

smoking cessation intervention. Combining knowledge about trans health disparities, smoking 

cessation, and LGBTQ-specific smoking cessation interventions, this list guides program 

coordinators in creating an inclusive and effective smoking cessation intervention for the trans 

community. 

Recruitment 

1. Program coordinators must remain unbiased when recruiting trans people to the 

intervention. This requires that program coordinators remain gender neutral and do not 

make assumptions about identity. 

2. Program coordinators must ensure all intake and application forms are gender neutral and 

give participants the chance to recognize their preferred name and pronouns, gender 

identity, and sexual orientation. It is important to include an “other” option in this 

selection, so every identity is empowered.  

3. Program coordinators must disclose a nondiscrimination policy which includes sexual 

orientation and gender identity. 

4. Program coordinators must be knowledgeable about trans-specific health disparities and 

barriers in order to make the best decisions for the smoking cessation intervention. 

5. Program coordinators must be educated on the stigma surrounding trans identities and 

should be self-aware about how their recruitment is being perceived by the trans 

community. 

6. Before beginning the program, facilitators should conduct a survey to learn about 

participants pre-conceived notions, unique struggles, and provide a baseline for program 
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results to be compared. Additionally, program coordinators must determine how they will 

measure the effectiveness of the smoking cessation intervention, whether that be using 

self-reported measures, biomarkers, and/or follow-up measures (see Cheung et al., 2017). 

Content 

1. All sessions should start off with group bonding to facilitate a sense of unity among 

participants. 

2. Program coordinators must hire a trans facilitator, who has also quit cigarettes in the past, 

to act as a mentor for participants. The facilitator can be used as a resource for 

participants when they are experiencing trans-related hardships. 

3. At the beginning of the program, the trans facilitator should give everyone the 

opportunity to introduce themselves, noting their gender identity and preferred name and 

pronouns. If the participants feel uncomfortable, they are not obligated to do so. 

4. The program coordinators and trans facilitator must be aware of the diversity of trans 

identities and should not assume any aspect of a trans person’s identity. Trans people are 

represented in every race, ethnicity, religion, sexual orientation, etc. All identities should 

be acknowledged from the start (Davis, 2009). 

5. The program coordinators and trans facilitator should be aware that trans women of color 

are at a significantly higher risk for contracting HIV and smoking (Sevelius, 2012). Trans 

women of color more frequently experience transphobia which can result in more intense 

smoking habits (Hendricks & Testa, 2012). Further, being HIV+ increases risk of tobacco 

use (Reynolds, 2009). 

6. The program coordinators and trans facilitator should acknowledge the numerous health 

disparities that plague the trans community and should incorporate new ways to cope 
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outside of cigarette smoking (Meyer, 2003; James et al., 2015; Daniel et al., 2015; 

Reisner et al., 2014). 

7. The smoking cessation intervention must occur at a safe space for trans people. The space 

must be decorated in a warm and welcoming way with some decorations highlighting 

trans inclusivity. The facility must have gender-neutral bathrooms. 

8. The program coordinators and trans facilitator must be knowledgeable on common 

LGB/trans slang and rhetoric in order to facilitate comfort. 

9. The program should include content regarding how Big Tobacco has targeted the 

LGBTQ community in the past and how they may today. 

10. The program should talk about trans-specific stressors, highlighted by Hendricks & Testa 

(2012), and guide participants in recognizing when smoking may become a coping 

mechanism. 

11. The trans facilitator should be well-equipped to provide community resources to 

participants, including but not limited to information on housing, LGBTQ community 

centers, civil rights groups, etc. These resources may also include potential clinics that 

can provide hormone therapy and/or gender-affirming surgery. 

12. On the last session, facilitator should conduct the same initial survey to see how effective 

the program was in getting participants to quit smoking. There should also be a 

“feedback” section included where participants can voice changes which might be 

beneficial. 

After Last Session 

1. Program facilitator should follow up with participants weekly to see how they are doing 

with smoking cessation. The facilitator is welcome to provide words of encouragement if 
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needed. If a participant is struggling, the facilitator must not scorn the participant for their 

behavior. 

2. Program coordinators should review comments made by participants and change content 

accordingly. 

Discussion 

 Trans bodies have historically been subjected to abjection, until recently, because of 

society’s tendency to alienate people defined as “beyond classification” of what is considered 

normal (Philips, 2014: p. 19). Trans people cast doubt over the societal norms of sex and gender 

because they do not always align (Philips, 2014). Because of this, and the fact that the proportion 

of trans people to the general population is so small, most studies conducted in the field have 

smaller sample sizes. However, this should not discredit any data collected. Larger quantities of 

data are finally being compiled because of society’s gradual acceptance of trans people. 

 This series of recommendations are meant to be used by program coordinators in the 

United States because most of the research in this thesis comes from trans people residing in the 

United States. Trans communities in different countries may reflect different needs, and thus 

some of the listed recommendations may not apply.  

 Future research should focus on more particular trans-specific smoking cessation 

interventions to encompass the intersectionality of trans bodies— for instance, trans women of 

color— because different groups of trans people encounter different stressors. Trans women of 

color are of high interest because of their significantly higher risk for HIV and smoking 

compared to white trans people (Sevelius, 2012). Additionally, trans women of color experience 

compounding effects of stress because of their intersectionality of gender identity and race. More 
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research is needed to determine whether trans masculine and trans feminine people need separate 

smoking cessation interventions. 

 Not only should this set of recommendations serve as a guide for program coordinators to 

reference, but it may also be of good use for people looking to serve the trans community in 

other ways. There is a huge benefit when providing additional visibility on the unique needs of 

the trans community. Trans-specific struggles may change over time as society becomes more 

inclusive, and trans-specific programs should be ready to adapt to these struggles to provide the 

best care. This research is important because it highlights the alarming health disparities which 

trans people face, and this recognition is the first step to reaching trans health equity in the 

United States. Additionally, the best practice guidelines highlighted in this thesis should be 

carried over into other fields to improve the cultural competency of the general population and to 

promote the acceptance of the trans community. 
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