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Abstract

Purpose—To examine attitudes toward tobacco control policies among older African American 

homeless-experienced smokers.

Approach—A qualitative study.

Setting—Oakland, California.

Participants—Twenty-two African American older homeless-experienced smokers who were 

part of a longitudinal study on health and health-related outcomes (Health Outcomes of People 

Experiencing Homelessness in Older Middle Age Study).

Method—We conducted in-depth, semistructured interviews with each participant to explore 

beliefs and attitudes toward tobacco use and cessation, barriers to smoking cessation, and attitudes 

toward current tobacco control strategies including raising cigarette prices, smoke-free policies, 

and graphic warning labels. We used a grounded theory approach to analyze the transcripts.

Results—Community social norms supportive of cigarette smoking and co-use of tobacco with 

other illicit substances were strong motivators of initiation and maintenance of tobacco use. Self-

reported barriers to cessation included nicotine dependence, the experience of being homeless, 

fatalistic attitudes toward smoking cessation, substance use, and exposure to tobacco industry 

marketing. While participants were cognizant of current tobacco control policies and interventions 

for cessation, they felt that they were not specific enough for African Americans experiencing 

homelessness. Participants expressed strong support for strategies that de-normalized tobacco use 

and advertised the harmful effects of tobacco.
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Conclusion—Older African American homeless-experienced smokers face significant barriers to 

smoking cessation. Interventions that advertise the harmful effects of tobacco may be effective in 

stimulating smoking cessation among this population.

Keywords

cigarette smoking; homeless adults; smoking cessation; graphic warning labels; smoke-free 
policies

Purpose

The prevalence of tobacco use among populations experiencing homelessness is between 

60% and 80%, almost 5-fold higher than the general population.1,2 High rates of co-

occurring mental illness and substance use disorders, lack of smoke-free living 

environments, lack of access to smoking cessation services, and vulnerability to tobacco 

industry marketing are some of the reasons for the high rates of tobacco use among 

homeless-experienced adults.3,4 Population-wide tobacco control efforts have yielded 

declines in the prevalence of smoking in the general population, but these efforts have not 

led to similar declines among persons who have experienced homelessness, have mental 

illness and/or substance use disorders, have low educational attainment, or who belong to 

racial/ethnic minority groups.5 Homeless persons are 2 to 3 times more likely to die 

prematurely than nonhomeless persons because of factors that contribute to homelessness 

such as poverty, substance use, tobacco use, and mental illness.6,7 Among these causes, 

tobacco-related morbidity and mortality are the leading causes of death among persons aged 

50 and older.8

In the past 3 decades, there has been a substantial increase in the number of homeless 

persons aged 50 and older.9–11 The median age of homeless adults increased from 37 years 

in 1990 to almost 50 years in 2010.9,11 Racial/ethnic minorities are overrepresented in the 

homeless population, with African Americans comprising 30% to 40% of the population 

despite making up less than 15% of the general population.12–14

The burden of tobacco use is disproportionately concentrated among racially/ethnically 

diverse aging populations.15 In particular, older African Americans have a high prevalence 

of tobacco-related morbidity16,17 and are more likely to die from these diseases compared to 

non-Hispanic whites.16 In the general population, older smokers are less supportive of anti-

tobacco norms and are less successful at quitting despite making similar number of quit 

attempts as younger smokers.18 Older persons from racial/ethnic minority groups are 

particularly susceptible to tobacco industry marketing that has normalized the use of tobacco 

and minimized harms related to smoking.19,20 In our previous study among racially/

ethnically diverse older homeless adults, the quit attempt rate was similar to the general 

population, but the rate of successful cessation was much lower.2

Population-wide tobacco control strategies such as clean indoor air laws and cigarette taxes 

have been effective in reducing tobacco use in the general population by reducing initiation 

and increasing cessation, but the beneficiaries of these policies have been persons who 

belong to higher socioeconomic status.21,22 Graphic warning labels have been shown to be 
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effective in communicating the health effects of tobacco,23 changing attitudes and beliefs 

related to tobacco use,23 and promoting cessation.24 Clinical interventions that include the 

provision of behavioral counseling and pharmacotherapy have also been effective in 

reducing tobacco use in the general population.25 Although cigarette taxes have been shown 

to reduce smoking-related health disparities, other policies and interventions have not shown 

to reduce health disparities among smokers.26 There is a need for improved understanding of 

attitudes toward current tobacco control policies and interventions among racially/ethnically 

diverse older homeless adults’ in order to develop interventions that increase the efficacy of 

quit attempts among this population. Thus, in this qualitative study, we sought to examine 

older African American homeless-experienced adults’ perceptions of tobacco use and 

cessation behaviors and attitudes toward current tobacco control policies and interventions. 

We focused on how the experience of homelessness, experience related to being a racial/

ethnic minority group living in socioeconomically deprived neighborhoods, and experience 

with substance use could influence tobacco use and cessation behaviors.

Approach

This is a qualitative study exploring perceptions of tobacco control policies among older 

African American homeless-experienced adults.

Setting

The Health Outcomes of People Experiencing Homelessness in Older Middle Age (HOPE 

HOME) Study is a longitudinal study of life course events, geriatric conditions, and their 

associations with health-related outcomes among 350 older homeless adults recruited using 

population-based sampling14 from homeless encampments, recycling centers, overnight 

homeless shelters, and free and low-cost meal centers serving at least 3 meals a week in 

Oakland, California.2

Participants

Participants were eligible if they were English speaking, aged 50 years and older, defined as 

homeless as outlined in the Homeless Emergency Assistance and Rapid Transition to 

Housing Act,15 and able to provide informed consent, as determined by a teach-back 

method.16 The institutional review board of University of California, San Francisco, 

reviewed and approved all study protocols.

The HOPE HOME study included an enrollment visit, and 6 follow-up visits at 6-month 

intervals for 3 years. For this substudy on tobacco, we invited African American study 

participants who had completed their 18-month or 24-month follow-up interviews and who 

were current smokers (defined as having smoked at least 100 cigarettes in their lifetime and 

having smoked in the past 30 days) to enroll in the study. We used a purposive sampling 

technique, based on age, sex, and quit attempts to recruit eligible participants into the study. 

We informed all eligible participants that this study on tobacco use was independent of the 

parent HOPE HOME study, and participation was voluntary. We asked participants to return 

at another time to complete the in-depth interview, and during the interview, staff offered 

participants breaks to minimize the burden from having to complete lengthy study 
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procedures. Although all participants were homeless at the time of recruitment into the 

HOPE HOME study, some had obtained permanent supportive housing for formerly 

homeless adults at the time of the current interview (homeless experienced). After verifying 

eligibility, trained research staff obtained written informed consent and conducted 60 to 90 

minutes, in-depth, semistructured interviews at a community-based site between October 

2015 and April 2016. We stopped recruiting participants once we achieved thematic 

saturation in the interviews. Participants received a $20 gift card to a major retailer for their 

participation.

Methods

Data Collection

The principal investigator (M.V.) and a multidisciplinary research team familiar with 

tobacco use in homeless populations developed the in-depth, semistructured interview guide. 

We relied on the social cognitive theory (SCT) to provide a theoretical framework for the 

study.27 We adapted constructs from the SCT to identify environmental, behavioral, and 

personal factors that influenced tobacco use and cessation and perceptions of current 

tobacco control strategies among older, African American homeless-experienced smokers. 

We focused on the following topics in the interviews: beliefs related to tobacco use and 

cessation, barriers to cessation, perceptions of current tobacco control strategies, and 

strategies to increase interest, self-efficacy, and confidence to quit smoking. We asked about 

how experiences related to homelessness, with living in poverty, and being part of a racial/

ethnic minority group influenced tobacco initiation and maintenance. We asked participants 

to report their attitudes toward 3 tobacco control policies: raising cigarette prices, graphic 

warning labels, and smoke-free policies. We presented graphic warning labels that depicted 

the negative effects of tobacco on the body developed by the Food and Drug Administration 

(image of damaged lungs) and the Center for Disease Control and Prevention Tips from 

Former Smokers’ Campaign (pictures and stories of Annette and Roosevelt; Figure 1). 

Participants also reported their attitudes toward individually tailored strategies for cessation 

including the use of medications or nicotine replacement therapy for cessation, one-on-one 

or group counseling, Internet-/text-based interventions, or incentives for cessation.

Participants self-reported age and sex at the enrollment visit for the parent HOPE HOME 

Study. We extracted information about participants’ tobacco use and cessation history from 

their most recent structured interviews. We asked current daily smokers to report the number 

of cigarettes smoked daily.28 For current nondaily smokers, we estimated average daily 

cigarette consumption based on self-reported numbers of cigarettes smoked on smoking 

days in the past 30 days. Participants reported how soon they had smoked their first cigarette 

after waking, which we dichotomized as greater or less than 30 minutes. We asked current 

smokers about their intentions to quit smoking (never expect to quit, may quit but not in the 

next 6 months, expect to quit within the next 6 months, and expect to quit within the next 

month). We asked current smokers to report whether they had stopped smoking for 1 day or 

longer in the past 6 months because they were trying to quit smoking.
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Data Analysis

Qualitative Data Analysis

Audiotaped, in-depth, semistructured interviews were transcribed verbatim by a contracted 

professional transcription service, and transcribed texts were redacted of any personal 

identification data. We used Atlas.ti.7 qualitative data analysis software to facilitate efficient 

coding. We analyzed qualitative data using a grounded theory approach.29 We used the 

theoretical framework from the SCT and prior research to identify research questions,2 and 

through iterative processing of the transcripts developed a framework to understand 

responses to current tobacco control strategies among older African American homeless 

adults. The objective of the framework was to identify promising interventions for the future.

The 2 interviewers (P.O. and J.W.) coded each other’s transcripts. A secondary coder (K.M.) 

independently coded all transcripts, and the P.I. (M.V.) reconciled the codes. After 

independently coding the first 4 transcripts, the research team met to develop the first 

iteration of the codebook. We used the initial codebook to code subsequent transcripts and 

met regularly during the coding process to refine the codebook by resolving disagreements 

in assignment or description of codes. The Cohen Kappa score for inter-rater reliability for 

agreement in coding among the 4 coders was .61. We further refined and reduced the 

number of overall codes by grouping them into a short list of inclusive categories and 

themes and identified linkages between themes to develop a conceptual framework.

Quantitative Data Analysis

We used means (standard deviation [SD]) for continuous variables and proportions for 

categorical variables for all descriptive variables. We conducted all analyses using Stata, 

version 11.

Results

We conducted interviews with 22 participants who had completed either their 18-month or 

24-month follow-up interviews. The mean age of the participants was 57.2 (SD 3.8) years 

and 63.6% were male (Table 1). The average daily cigarette consumption was 9.9 cigarettes 

per day, and 50% (n = 11) reported needing to smoke within 30 minutes of waking. The 

majority of smokers reported an intention to quit smoking, but few had a plan to do so 

within the next month. One-third of the participants had made a quit attempt in the past 6 

months. In comparison, average daily cigarette consumption for the overall cohort was 8.3 

cigarettes per day, 39.4% reported having to smoke within 30 minutes of waking, and 40.2% 

reported having made a quit attempt in the past year.

Qualitative Themes

We identified 7 major themes from the in-depth semistructured interviews: social norms 

leading to smoking initiation, substance use as a trigger to cigarette smoking, nicotine 

dependence as a barrier to cessation, homelessness as a barrier to cessation, fatalism as a 

barrier to smoking cessation, tobacco industry marketing to marginalized populations, and 
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benefits of tobacco policy and interventions. We chose quotes that were illustrative of the 

themes we identified (Table 2).

Social Norms Leading to Tobacco Initiation

The consensus among participants was that community social norms during their childhood 

supported smoking. Almost all participants reported initiating smoking before they were 18. 

The majority of participants reported that seeing family members smoking, especially a 

parent, was one of the primary reasons for initiating cigarette smoking (Table 2). A few 

participants reported the influence of peer pressure, referring to the camaraderie associated 

with social smoking as one of the other reasons for initiating tobacco use. Three participants 

reported initiating tobacco use at an early age during their time in the military.

Substance Use as a Trigger for Cigarette Smoking

Participants described the use of illicit substances, in particular marijuana use, during 

adolescence or young adulthood as serving as a gateway for tobacco use (Table 2). Almost 

all participants reported that the co-use of tobacco with other illicit substances such as 

heroin, cocaine, alcohol, or marijuana was a significant reason for maintaining tobacco use. 

Alcohol use or heroin use were often a cue for cigarette smoking, and participants who 

reported drinking alcohol or smoking heroin not only had an increased urge to smoke but 

also increased consumption. Participants who reported using cocaine discussed the effects of 

nicotine as “mellowing” the “high” from cocaine use (Table 2). Marijuana smoking was 

common, and most participants reported that cigarette smoking “intensified the high” from 

marijuana smoking and vice versa. One participant reported that the use of other substances 

was her only trigger for cigarette smoking, and if she were not getting “high” from cocaine 

or marijuana, she would not be smoking cigarettes.

Nicotine Dependence as a Barrier to Cessation

Participants reported heavy nicotine dependence as a trigger for continued tobacco use and 

as a barrier to cessation. Several participants described changes to cigarette composition (eg, 

the use of filters, increased nicotine) that made smoking cessation more challenging now 

compared to a few decades ago. Almost all participants reported smoking daily and many 

reported having the need to smoke within 30 minutes of waking, indicators of heavy nicotine 

dependence. Many participants reported that initiating smoking at a young age and daily 

smoking were some of the barriers to cessation (Table 2). Several participants reported 

strong withdrawal symptoms as a trigger for smoking maintenance and likened tobacco’s 

effects to that of “a drug” that they “needed to have” (Table 2).

Homelessness as a Barrier to Cessation

The majority of participants described stress as a normative experience of homelessness and 

a common barrier to smoking cessation. Participants expressed the need to smoke to cope 

with financial stressors, stressful interactions with family or friends, anxiety or other mental 

health disorders, death of family members or friends, and severe pain. Several participants 

discussed the stress associated with staying in emergency shelters or unstable housing as one 

of the primary reasons for continuing to smoke. Some participants who had been 
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permanently housed but who were living in suboptimal conditions also described poor 

housing conditions as a barrier to cessation (Table 2). Participants reported that having 

access to smoke-free housing would be a strong motivator for tobacco cessation.

Fatalism as a Barrier to Cessation

Overall, participants exhibited strong motivation to quit smoking but were not ready to take 

action. Participants reported receiving advice to quit from friends, family, and health-care 

providers, but few acted on the advice. A few participants exhibited fatalistic views around 

smoking cessation because they had smoked for decades without experiencing any adverse 

effects (Table 2). Some participants reported continuing to smoke in spite of having tobacco-

related chronic diseases including emphysema, asthma, or cardiovascular disease. These 

participants expressed cognitive dissonance when recognizing the harm that tobacco 

smoking caused while remaining unable or unwilling to quit smoking.

Tobacco Industry Marketing to Poor African American Populations

Almost all participants reported smoking menthol cigarettes, with “Kools,” “Newports,” 

“Fortunas,” or “Mavericks” being the most common brands. Participants reported that their 

preference for menthol cigarettes was a reflection of the heavy marketing of these products 

by the tobacco industry toward the African American community (Table 2). Participants 

reported that exposure to marketing for tobacco products was much more prevalent in their 

low-income communities compared to higher income communities, which created a 

significant barrier to cessation (Table 2).

Impacts of Tobacco Policy and Interventions

In response to questions on raising cigarette prices, the consensus among participants was 

that people would find a way to continue smoking irrespective of the price. To circumvent 

the high price of cigarettes, participants reported having to rely on low cost, generic 

cigarettes or roll-your-own tobacco, and many resorted to high-risk practices like smoking 

cigarette butts. Several participants reported having to recycle bottles or cans in order to 

generate income to purchase cigarettes. “Bumming” or sharing cigarettes with friends was 

considered a normative behavior. Participants reported that they had thought about quitting 

smoking when the price of cigarettes in California was much lower than the current price, 

but they had continued to smoke despite the price increase by reducing consumption and 

inhaling more deeply from each cigarette or not sharing cigarettes with friends (Table 2).

Almost all participants reported that if they were exposed to graphic warning labels 

regularly, it would motivate them to reduce their smoking or quit completely. Participants 

had a preference for warning labels that depicted the negative effects of smoking on the 

body and had more of a “shock value” compared to the less provocative warning labels. Two 

participants reported that the graphic warning labels did not trigger their own interest to quit 

smoking; however, they did see the value of using these labels on cigarette packs and wide 

dissemination of the images to minimize initiation of tobacco products by youth and young 

adults (Table 2).

Vijayaraghavan et al. Page 7

Am J Health Promot. Author manuscript; available in PMC 2018 March 19.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Participants reported that these warning labels needed to be more widely advertised 

including on billboards, on packs of cigarettes, at the point of sale, in smoke shops, in liquor 

stores, in grocery stores, and in low-income communities where there was a higher density 

of convenience stores that sell alcohol and tobacco products (Table 2).

The consensus among participants was that smoke-free policies were important to protect 

nonsmokers and children from the harms of secondhand smoke. Most participants reported 

that if they had access to housing that was smoke-free, they would modify their smoking 

behaviors (eg, smoke outside) to keep their housing. Some participants acknowledged that 

the policy itself would not lead to smoking cessation but could potentially lead to reduced 

consumption. Participants were knowledgeable about smoke-free ordinances in their 

communities and also the fines that were levied for littering public spaces with cigarette 

butts or for smoking in nonsmoking zones. A few participants discussed the effects of the 

policy on reducing smoking behaviors. One of the participants reported that when he was 

staying in an emergency shelter that restricted smoking at night, he had no desire to smoke 

because he was not “in a smoking environment” (Table 2).

Participants were more enthusiastic about tobacco policies that addressed tobacco effects on 

the society than individually tailored strategies for cessation. There were mixed opinions 

about whether nicotine replacement therapy or medications were helpful in aiding cessation. 

A minority of participants who had used nicotine replacement therapy or medications in a 

prior quit attempt acknowledged that they had found the medications unhelpful because they 

had not used them as prescribed. Some participants were unwilling to use these medications 

because of fear of being exposed to additional chemicals or being more addicted to nicotine. 

Most participants were not enthusiastic about attending group or one-on-one counseling 

sessions or receiving Internet-based counseling or text messages for cessation. However, a 

few participants did report that they would find group counseling helpful because they could 

learn from other people’s experiences on quitting smoking. Opinions were also mixed 

regarding receiving financial incentives for smoking cessation. Some participants believed 

that incentives could trigger a change in smoking and others reported that they would use the 

extra money to buy more cigarettes. Despite these differences of opinion about the efficacy 

of individually tailored strategies for cessation, there was consensus that more needed to be 

done to promote existing policies and interventions for cessation in this population.

Framework to Understand Response to Current Tobacco Control Strategies

Findings from our study suggested that initiation and maintenance of tobacco use were in 

large part due to community social norms supportive of smoking and the co-use of tobacco 

with illicit substances. Barriers to cessation included nicotine dependence, homelessness, 

fatalistic attitudes toward cessation, substance use, and exposure to tobacco industry 

marketing. Although current tobacco control policies and interventions aimed at reducing 

tobacco-related morbidity and mortality are effective for the general population, messages 

and interventions targeting homeless populations are needed (Figure 2).
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Conclusion

In this study among older African American adults who had experienced homelessness, 

strong community social norms supportive of smoking, experiences related to homelessness, 

high levels of nicotine dependence, co-use of illicit substances and tobacco use, exposure to 

tobacco industry marketing, and fatalism were some of the factors that led to tobacco 

initiation and maintenance. The lack of targeted, individually tailored cessation strategies 

and limited exposure to tobacco control policies may have contributed to the increased rates 

of tobacco use among older homeless-experienced African American smokers.

Participants reported that the normative experiences of belonging to a racial/ethnic minority 

group and being homeless were strong motivators of initiating and maintaining tobacco use. 

Despite the fact that African American smokers are lighter smokers than white smokers, 

African Americans are less successful at quitting smoking.30 Exposure to tobacco industry 

marketing of menthol products played a significant role in promoting tobacco use among 

participants in our study. Over 80% of African American smokers consume menthol 

cigarettes.31 Over the past 3 decades, the tobacco industry has selectively targeted low-

income, predominantly African American communities for concentrated menthol cigarette 

marketing.32,33 Aside from marketing specifically to low-income African Americans, the 

tobacco industry also has a history of marketing to homeless adults in order to hold on to a 

clientele that they perceived to be susceptible to marketing tactics because of underlying 

mental health and substance use disorders.4 Although participants in our study did not report 

being targeted by the industry because of being homeless or having a mental health disorder 

or substance use disorder, they did acknowledge the industry’s efforts in making tobacco 

products more addictive over their life span. This was evidenced by the fact that a vast 

majority of participants initiated smoking during their childhood and continued to smoke 

despite awareness of the harms related to tobacco use.

Almost all participants reported living in socioeconomically deprived communities where 

tobacco use was normalized. Participants discussed the absence of smoke-free policies and 

the increased tobacco outlet density in low-income communities where they had spent their 

childhood or young adulthood as other barriers to cessation. These findings highlight the 

need for interventions that de-normalize tobacco use in low-income communities. Smoke-

free policies in homeless shelters, low-income public housing or supportive housing for 

formerly homeless adults,34 structural interventions that minimize the pervasiveness of 

tobacco industry marketing at the point of sale, and regulatory policies that restrict the 

marketing and sales of menthol cigarettes could reduce initiation and maintenance of 

tobacco use among homeless adults. Cessation interventions that account for tobacco outlet 

density in low-income communities22,35,36 also hold promise as de-normalizing 

interventions for homeless populations. Although the provision of smoke-free policies in 

shelters or supportive housing is an integral component of smoking cessation care, providing 

treatment for cessation in the form of medications and counseling could help people adhere 

to these policies and minimize risk of evictions.

Consistent with previous studies,14,37,38 our findings suggested that substance use during 

childhood or adolescence was associated with the initiation and maintenance of tobacco use 
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during adulthood. Participants demonstrated “cue-induced craving” for cigarettes after using 

specific substances or after exposure to the sight or smell of cigarettes.39,40 Participants also 

demonstrated a learned memory of the physiologic and emotional experience of co-using 

other substances and cigarettes, which not only served as a trigger for smoking but also 

posed challenges to quitting smoking without also quitting other substances.41 The findings 

from our study and others42–44 highlight the importance of understanding the role of 

substance use in prequit intentions and postquit success in order to develop interventions for 

smoking cessation.

Participants expressed skepticism that cigarette prices would motivate cessation behaviors, 

despite evidence that suggests that cigarette taxes are among the most effective policies to 

encourage smoking cessation.45 This skepticism may stem from the fact that raising 

cigarette prices may increase financial burden without leading to a change in smoking 

behaviors among a population with limited financial resources.46

Participants expressed enthusiasm for increased exposure to graphic warning labels as a 

motivator for smoking cessation. Participants suggested placing these labels on cigarette 

packs and in their immediate environments as cues for cessation. Warning labels and anti-

tobacco media campaigns are effective strategies to inform smokers about the harms of 

tobacco use and to encourage smokers to quit smoking.47 Graphic warning labels are more 

effective than text-only messages in communicating the health effects of tobacco,23,48 in 

increasing quit intentions,23 and in promoting successful cessation.24,49 A study among 

older adults in the general population suggested that positively framed messages that 

outlined the long-term benefits of cessation were more appealing than negatively framed 

messages that depicted the harms of smoking.20 In our study, participants believed that 

messages that depicted the negative effects of tobacco on the body could be more effective 

than those that emphasized the positive effects of smoking cessation. Future studies should 

explore perceptions around positively framed messages and graphic warning labels. These 

findings highlight the potential for anti-tobacco graphic warning labels and messages as 

primary or adjunctive interventions for cessation in this population.

Although participants expressed mixed sentiments about the efficacy of individually tailored 

strategies for cessation such as medications for cessation or counseling, participants also 

acknowledged inconsistent use of these treatment modalities. Some participants expressed a 

preference for group counseling, and this may be due to prior experiences with attending 

group counseling for substance use treatment. As in previous studies among African 

American smokers,50,51 participants expressed concerns about the safety of nicotine 

replacement therapy and were suspicious of interventions promoted by the medical 

community. Clinical practice guidelines highlight the importance of medications and 

behavioral counseling as the mainstay of tobacco use treatment.52 One of the primary 

reasons for the lack of efficacy of nicotine replacement therapy or counseling is incomplete 

adherence to treatment.52 Our findings suggest the need for consistent access to both 

medications and counseling and for increased education on the efficacy and safety of 

treatment modalities for smoking cessation in this population.
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Our study had several limitations. Findings from our study were specific to older African 

American homeless adults and may not be generalizable to other populations of homeless 

adults or to other participants in the HOPE HOME cohort. The views of the research-

engaged participants in this study may not be representative of the research-naive public. We 

used a purposive sampling technique to recruit participants, increasing the likelihood of 

selection bias. We did not show positively framed messages and were not able to assess 

participants’ views on these types of messages. Although there could have been bias in the 

coding of the interviews, we minimized bias by having independent coders and found good 

agreement in these code selections.

Our study is timely because it suggests several ways in which implementation and 

dissemination efforts can more effectively reach a seriously underserved subgroup, namely 

homeless-experienced African Americans.53 Our findings suggest that de-normalization and 

messaging interventions that recognize the larger social and environmental context of 

tobacco use may play a role in reducing tobacco use among racially/ethnically diverse older 

homeless-experienced adults.
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SO WHAT?

What is already known on this topic?

The homeless population is aging. Approximately 70% of older homeless adults are 

smokers. African American adults are overrepresented in the aging homeless population 

and bear a disproportionate burden of tobacco-related morbidity and mortality. Prior 

research has shown that racially/ethnically diverse older adults who have experienced 

homelessness are interested in quitting smoking.

What does this article add?

Little is known about attitudes toward tobacco control policies among older African 

American homeless-experienced adults. Our study found that older African American 

homeless-experienced adults are supportive of interventions that advertise the harmful 

effects of tobacco use. Participants were also supportive of smoke-free policies in shelters 

and in permanent supportive housing or low-income, multi-unit housing that de-

normalize tobacco use.

What are the implications for health promotion or practice or research?

Smoke-free policies that reduce exposure to tobacco use and graphic warning labels that 

depict the negative effects of tobacco on the individual and society are potential 

implementation and dissemination strategies for successfully reaching homeless-

experienced African Americans.
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Figure 1. 
Images from the Centers for Disease Control and Prevention Tips from Former Smokers’ 

Campaign (copied from the Centers for Disease Control and Prevention Tips from Former 

Smokers’ Campaign; http://www.cdc.gov/tobacco/campaign/tips/stories/stories-by-disease-

condition.html) and the Food and Drug Administration graphic warning labels. presented to 

participants (copied from 2012 Food and Drug Administration proposed Graphic Warning 

Labels; http://www.fda.gov/TobaccoProducts/Labeling/ucm259214.htm).
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Figure 2. 
Framework to understand response to current tobacco control strategies among older African 

American homeless-experienced adults.
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Table 1

Demographic and Smoking Characteristics of Participants.a

Total n = 22

Mean (SD) or n (%)

Age 57.3 (3.7)

Male 14 (63.6)

Smoking behaviors

Every day smokers 14 (63.7)

Someday smokers 6 (27.3)

 Average daily cigarette consumptionb 8.8 (6.4)

 Time to first cigarette in the morning <30 min 10 (45.5)

 Quit attempt in the past 6 monthsc 8 (36.4)

Abbreviation: SD, standard deviation.

a
n = 22

b
Average daily cigarette consumption is the number of cigarettes smoked on smoking days in the past month.

c
Intentional quit attempt lasting for 24 hours in the past month.
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Table 2

Selected Quotes Representing Themes.

Social norms leading 
to smoking initiation

Interviewer: You started at 4 or 5 [years]. Tell me what that was all about.

Participant: My father smoked, my older brother smoked, then all the neighbors smoked and then you’re walking 
down the street, everybody was smoking so they’d throw a cigarette down and … we’d pick them up and get 
smoking too … It wasn’t an everyday thing but that’s actually the first time I started picking up cigarettes. But, by 
12–14, I was a full fledged smoker, buying my own packs of cigarettes. —Male participant (150)

Substance use as a 
trigger for cigarette 
smoking

Participant: I started when I was, maybe 21, we used to smoke marijuana and everybody would light up a cigarette 
[after]. —Male participant (316)

Interviewer: What is good about using cocaine and smoking cigarettes? What is it that is kind of – meshes for you?

Participant: I don’t know. It’s just after I take a hit. The first thing I think about is a cigarette. With cigarettes, you 
blow out more smoke. You get a lot more than with the crack. It’s also a different taste. It’s definitely a different 
feeling. Now, I have hit a cigarette and it made me dizzy. But when I hit the crack it’s different cause it gives you like 
a rush, if it’s decent crack. So I’m out there, I need a cigarette, to kind of mellow it out. Or some weed.

Interviewer: Does the crack intensify or kind of mellow the cigarette smoke?

Participant: The cigarette kind of mellows out the high.

Interviewer: And then what about smoking weed?

Participant: Weed gives me – not a very strong urge for a cigarette, but it does. And they go hand in hand … So I 
usually want to hit a cigarette after I smoke weed. —Female participant (406)

Nicotine dependence 
as a barrier to cessation

Participant: I’ve been [smoking daily] for so long. And I’m starting to believe that it’s the nicotine that’s got me 
addicted because I used to think that I could just quit any time I want to but I find it’s not that easy.

Interviewer: How old were you when you first started smoking?

Participant: About maybe 14 or 15. —Male participant (283)

Interviewer: You were talking about the anxiety thing and that [cigarettes] do help people think better?

Participant: Right. So that would be just like a heroin addict, when I get my first [cigarette] in the morning, it helps 
me think better … and if I’m out of cigarettes and when I wake up in the morning I have to have one. I should’ve 
kept one cigarette for the morning, so I won’t have to try to run to the store or go to my neighbor and ask for a 
cigarette … Sometimes I [say] I’m just going to do without and it don’t work … it can mess up a good calm day for 
me because it just stay in my head —Male participant (152)

Homelessness as a 
barrier to cessation

Interviewer: What makes it so hard to stop?

Participant: Because of where I’m living at. [Crying.] If I weren’t living there I would not be smoking because every 
time I have my own place I don’t smoke cigarettes. Every apartment I’ve had I didn’t smoke cigarettes because I was 
comfortable, I was relaxed, I was independent because I was in a normal living environment. Now I’m in this 
environment [single room occupancy hotel] and I hate it and I can’t do anything about it, and that cigarette be calling 
me. —Female participant (348)

Interviewer: So as soon as you get a place you think that’s going to be—

Participant: I think that it’s going to benefit me a lot as far as stopping smoking, I really do because I won’t be 
running the streets, you know, I won’t be worried about what the next day is going to bring. … Yeah, I would be so 
much more at ease and I could really work on my quitting. —Male participant (283)

Interviewer: Let’s say you got into housing, you were able to get into housing, and they had a no- smoking policy.

Participant: Oh, I can respect that. I’d just be having’ me a place – I would quit cold, like yesterday. I really would, 
but I’d be so thankful to have me a place of my own. When I do, just keep it. It wouldn’t be a problem in the world. 
—Female participant (252)

Fatalism as a barrier to 
cessation

Participant: I don’t know, they say don’t bother something that isn’t bothering you, it might get worse if I stop. My 
body be so used to it, then my body going to go through this thing, “What’s up? Where’s my smoke at?” you know, 
and it haven’t made me feel bad, I don’t have lung cancer or, you know, basically mine is in my old bones and my 
back, so it never caused me a problem that is apparent to me, and I’m 67. —Female participant (193)

Participant: They told me if I keep smoking it’s going to hurt me in the long run but I feel like the damage might be 
already done … I’ve known people who were, alcoholics and drug addicts and smoked cigarettes, and the minute all 
that was taken away from them they got [more ill]. —Male participant (316)

Tobacco industry 
marketing to poor 
African American 
populations

Interviewer: And do you feel like advertising or anything is being targeted in a different way, or in any way, at the 
African-American community?
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Participant: They used to advertise Kool’s for the African-American – they know a lot of black folks smoke Kool’s. 
They smoke Salems. Now we smoke Newports. But I don’t see those advertisements up too much. They may sneak 
‘em in in the movie. ‘Cause I know Samuel Jackson smokes Newports. So they figure hey, since he smokes 
Newports, they must be a pretty good brand, so everybody smokes Newports. —Female participant (438)

Participant: If they would do less advertising in the mom and pop corner markets, in the corner liquor stores … So 
with less advertising and these cigarette companies stop putting that, especially in the ghetto or in lower income 
[neighborhoods], that would help a great deal. —Female participant (353)

Participant: It’s like with the alcohol and the cigarettes and all that, okay, they make their money more with people 
that live in the ghetto, that, you know, it’s a diverse community, but they’re selling the liquor, they’re selling the 
wraps, they’re selling the cigarettes, and all that, it’s like, okay, and it’s always going to be the people that can’t 
really afford it. Now you can go to where you get middle class to rich class, okay, now you’re going to see less liquor 
stores, less advertisement because it’s a “Keep America Beautiful” thing so they don’t want to make that color and 
they don’t want to see a liquor store on the corner of, where the mansions are. —Female participant (353)

Impacts of tobacco 
policy and cessation 
interventions

Interviewer: How do you feel about raising the cigarette prices to levels where it’s really high, would that be helpful 
to help people quit or would they still find ways to—

Participant: They’ll still find ways, people who smoke, they’ll go out there and pick up a butt on the street. They’re 
going to find a way no matter what. —Male participant (145)

Interviewer: So the first is a side by side on two sets of lungs, ones a smoker’s lungs and the others a healthy lung.

Participant: Well, naturally … you can tell how unhealthy that is, and that tells me right there that this person doesn’t 
have a long time to live. Your lungs got to do with everything, and if that’s what tobacco is doing to them then more 
people need to see these pictures. It scares the hell out of me when I look at it. More people need to see it.

Interviewer: Why?

Participant: Because maybe it will wake them up, let them know, “Hey, I really need to quit smoking because all,” I 
look at all the years I’ve been smoking and my doctor tells me my lungs are good but that doesn’t mean that they’re 
not getting bad because, you know, looking at this, that’s really terrible, man, that scares the hell out of me when I 
look at it … There’s a lot of people, that should be a wakeup call …

Interviewer: So you think people aren’t really that aware what they’re doing to themselves or they just need to see the 
visual.

Participant: No, I don’t think that they really give it a second thought, you know, but if they seen stuff like this, that 
would give them something more to think about. Especially the younger generation, yeah, I would recommend 
putting that on a pack of cigarettes … They definitely need more advertisement on what cigarettes can do to you. —
Male participant (283) Participant: … If they advertise more things like the pictures you were showing, I think that’d 
do a lot, I really do.

Interviewer: Where would we advertise those pictures?

Participant: Probably on TV and the newspaper. … at the recycle center because everybody [that] goes there just 
about smokes cigarettes. I know they had an effect on me. —Male participant (154)

Interviewer: And how do you feel about policies like that, do you think they’re a good idea or not, that you can’t 
smoke within certain areas and you got to go outside?

Participant: Yeah, I think it’s a good idea because it makes a smoker realize that he can’t just light up anywhere he 
wants to, now he have to look around and see, “Can I light up here?” And that give you more time to think, “Oh, 
well, I can wait for a cigarette until later.” So that could probably help [to cut down]. —Male participant (247)

Interviewer: If you had a choice, and you’re staying in a van right now, if you could get into senior housing … But 
they did have a really strict no smoking policy, but you could get in if you’d get out of the van.

Participant: Well, you know what the thing about that is, in that instance, I would be okay with it because, yeah, it 
would get me off the streets, at least I’ll be indoors permanently, I’d find a way to deal with [smoking] —Male 
participant (316)
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