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Commentary: Cancer 

Prevention Policies 

and Training

Tobacco-Related 
Health Disparities 
Persist Despite 
Decreased Cigarette 
Smoking

	 Tobacco use remains the lead-
ing preventable cause of cancer.1 To-
bacco control efforts have decreased 
the prevalence of cigarette smoking 
in the United States over the past 50 
years, but the benefits of these efforts 
are not distributed equitably, and 
there are remarkable socioeconomic, 
racial/ethnic minority, sexual minor-
ity, and other tobacco-related cancer 
health and other health disparities.1 
Tobacco-related disparities include a 
higher prevalence of daily smoking, 
lower rates of quitting, less robust 
responses to standard evidence-based 
treatments, less access to treatment, 
inadequate delivery of evidence-based 
tobacco use treatment by health care 
providers, and an increased burden of 

tobacco-related cancers and other to-
bacco-related diseases.1,2 For example, 
individuals of lower socioeconomic 
status (SES) smoke at nearly three 
times the rate of higher SES individu-
als; 16.7% of non-Hispanic Black 
adults in the United States smoke 
cigarettes compared with 15.1% of 
US adults overall;3,4 and sexual mi-
norities experience significant unex-
plained disparities in tobacco-related 
disease.5 All leading cancer control 
and health policy organizations en-
dorse the importance of address-
ing tobacco-related disparities.6,7

	 Tobacco cessation dramatically 
improves health and assistance pro-
vided by health care professionals 
greatly improves the odds of ces-
sation.8,9 Despite similar levels of 
motivation to quit and as many or 
more quit attempts, lower SES and 
racial/ethnic minority smokers are 
less likely to quit smoking compared 
with higher SES and non-Hispanic 

Commentary: Educational and Clinical 
Training for Addressing Tobacco-
Related Cancer Health Disparities

Christine E. Sheffer, PhD1; 
Monica Webb Hooper, PhD2; 

Jamie S.Ostroff, PhD3

In the United States, tobacco use is a lead-
ing contributor to inequities in cancer health 
among individuals for many ethnic, racial, 
sexual minority, and other minority groups 
as well as individuals in lower socioeconom-
ic groups and other underserved popula-
tions. Despite remarkable decreases in 
tobacco use prevalence rates in the United 
States over the past 50 years, the benefits 
of tobacco control efforts are not equitably 
distributed. Tobacco-related disparities 
include higher prevalence rates of smoking, 
lower rates of quitting, less robust responses 
to standard evidence-based treatments, 
substandard tobacco treatment delivery 
by health care providers, and an increased 
burden of tobacco-related cancers and 
other diseases. 
	
Among the multiple critical barriers to 
achieving progress in reducing tobacco 
treatment-related disparities, there are 
several educational barriers including a uni-
dimensional or essentialist conceptualiza-
tions of the disparities; a tobacco treatment 
workforce unprepared to address the needs 
of tobacco users from underserved groups; 
and known research-to-practice gaps in un-
derstanding, assessing, and treating tobacco 
use among underserved groups. 

We propose the development of competen-
cy-based curricula that: 1) use intersection-
ality as an organizing framework for relevant 
knowledge; 2) teach interpersonal skills, 
such as expressing sociocultural respect, a 
lack of cultural superiority, and empathy as 
well as skills for developing other-oriented 
therapeutic relations; and 3) are grounded 
in the science of the evidence-based treat-
ments for tobacco dependence. These cur-
ricula could be disseminated nationally in 
multiple venues and would represent signifi-
cant progress toward addressing tobacco-re-
lated disparities. Ethn Dis. 2018;28(3):187-
192; doi:10.18865/ed.28.3.187.
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White smokers.4 Remarkable dis-
parities in receiving assistance to 
quit tobacco from health care pro-
viders persist.10 Moreover, as cur-
rently delivered, evidence-based 
tobacco treatments are less effective 
for many groups including African 
Americans and Blacks, individuals in 
lower SES categories, and women.9,11 
	 Treating tobacco dependence ef-
fectively among individuals who ex-
perience tobacco-related disparities 

Individuals from many communities 
of color are over-represented in low-
er SES categories and suffer dispro-
portionately from mental/behavioral 
health disorders.13 Smoking dispari-
ties between lesbian-gay and hetero-
sexual Black adolescents are greater 
than those for similar White adoles-
cents.14 These statistics illustrate just 
a few of the  interactions between 
race, ethnicity, SES, sex/gender, sex-
ual orientation, and mental illness.
	 Because the magnitude of smok-
ing-related heath disparities across 
socioeconomic groups is greater 
than across racial groups and other 
groups, it has been suggested that 
the effects of factors such as race and 
ethnicity can be fully explained by 
socioeconomic factors,15 but in fact, 
the influences of SES, race, ethnic-
ity and other factors are quite differ-
ent. For example, racial and ethnic 
minority identity involves a con-
stellation of racially driven stressors 
and environmental factors separate 
from and additive to SES.15 Treat-
ing race and ethnicity as simply 
confounds of SES disregards the 
distinct experiences of being a racial 
and/or ethnic minority and being of 
lower SES that lead to unique sets 
of multiple and cumulative influ-
ences on efforts to quit smoking. 

Critical Barriers to 
Achieving Progress 
in Tobacco-Related 
Health Disparities

	 Among the multiple critical barri-
ers to achieving progress in reducing 
tobacco treatment-related disparities 
there are several educational barriers. 

1) A unidimensional view of 
disparities contributes to an 
inadequate assessment of the 
unique challenges experienced 
among tobacco users from 
many underserved groups. 
	 Traditional conceptualizations of 
disparities are essentialist in nature, 
tending to identify the role and impact 
of individual factors on disparate out-
comes separately without consideration 
of the cumulative, interactive, and ex-
ponential effects of multiple factors. 
For instance, clinical and research per-
spectives often discuss racial disparities, 
socioeconomic disparities, sex/gender 
disparities, or sexual minority dispari-
ties with little systematic assessment 
of how these social influences overlap 
and interact for individuals in context. 

2) A tobacco treatment 
workforce unprepared to 
understand, assess, and 
treat tobacco users from 
underserved groups.
	 The clinical workforce (eg, physi-
cians, nurses, mental health practi-
tioners, allied health professionals) is 
not prepared with the clinical profi-
ciencies needed to deliver effective to-
bacco treatment to tobacco users from 
underserved groups.6,7 These clinical 
proficiencies include the capacity to: 
a) understand tobacco-related dis-
parities at the individual, community, 
and systems levels; b) assess the full 
scope of potential influences on ef-
forts to quit tobacco among tobacco 
users from underserved groups; and 
c) develop effective comprehensive 
and empathetic tobacco treatment 
plans that incorporate, as appropriate, 
individual-level values, perspectives, 
strengths, capacities, and experiences.   

Treating race and ethnicity 
as simply confounds of 

SES disregards the distinct 
experiences of being a 
racial and/or ethnic 

minority and being of 
lower SES that lead to 

unique sets of multiple and 
cumulative influences on 
efforts to quit smoking. 

requires understanding the complex 
interplay between intersecting fac-
tors, including race and ethnicity, SES 
groups, sex/gender, sexual orienta-
tion, and mental / behavioral health. 
For instance, smoking prevalence 
rates are significantly higher among 
non-Hispanic Black men (20.9%) 
than among non-Hispanic Black 
women (13.3%).3 Cigarette smok-
ing contributes to 20%-48% of the 
gap in Black-White life expectancy 
at age 50 for men, but not women.12 
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3) Known research-to-
practice gaps exist in regard to 
conceptualizing and adapting 
treatment for tobacco users 
from underserved groups.
	 Research reflecting multidimen-
sional approaches to conceptualizing, 
assessing, and treating tobacco users 
from underserved groups has yet to 
be translated into clinical approaches. 
For instance, Leventhal et al developed 
a multilevel transdisciplinary model 
to facilitate the understanding of to-
bacco treatment disparities, called the 
Sociopharmacology of Tobacco Addic-
tion.16 Sheffer et al applied a model of 
health disparities developed by Adler 
and colleagues17 to adapt standard 
treatment of tobacco dependence for 
smokers in lower SES groups that 
incorporated the perspectives of Af-
rican Americans.18,19 Webb Hooper 
et al applied a deep-structure and 
surface-structure approach20 to adapt 
standard tobacco treatment for Afri-
can Americans.21 The Webb Hooper 
and Sheffer approaches were shown 
to increase the short-term abstinence 
rates among lower SES and African 
Americans.18,21 Research-informed 
clinical approaches derived from these 
and other studies that benefit under-
served populations have yet to be dis-
seminated broadly or codified into 
recommendations or best practices. 

Curricula to Address 
Educational Barriers in 
Tobacco Treatment 

	 We recommend the development, 
evaluation, and broad dissemination of 
curricula for addressing critical barriers 
in tobacco treatment clinical education. 

At present, to our knowledge, there are 
no identified curricula for educating 
and training our clinical workforce to 
be more effective at treating popula-
tions that experience tobacco-related 
disparities. These curricula should be 
made available for training a multidisci-
plinary clinical workforce to effectively 
understand, assess, and treat tobacco 
use among underserved groups. For 
the development of such curricula, we 
make the following recommendations. 

Enhance the Understanding 
and Conceptualization of 
Disparities
	 Health disparities emerge from a 
variety of social, psychological, en-
vironmental, and biological deter-
minants across the lifespan.17,22 A 
multidimensional, transdisciplinary 
dynamic conceptualization of the 
generation and maintenance of to-
bacco-related disparities is likely to 
provide a more effective and mean-
ingful understanding of the multiple 
social determinants of tobacco treat-
ment disparities among clinicians. 
	 We recommend using the concept 
of intersectionality as a framework for 
integrating the knowledge domains es-
sential for developing curricula to ad-
dress tobacco treatment-related dispari-
ties. Intersectionality conceptualizes the 
social constructions that we use to cat-
egorize individuals and populations (eg, 
race, ethnicity, socioeconomic position, 
sex/gender, sexual orientation, etc.) as 
dynamic unequal social relationships 
among groups of people rather than 
biological, genetic, psychological, or 
other individual attributes, and is fo-
cused on how these relationships act as 
social determinants.23,24 Intersection-
ality conceptualizes the development 

and persistence of disparities in terms 
of interlocking social and structural sys-
tems; it recognizes that individuals have 
multiple identities and that assigning 
one category as primary denies the in-
fluence and interaction of other identi-
ties, influences, and social categories.23 
We see intersectionality as a potential 
unifying framework for clinical train-
ing that might productively integrate 
existing tobacco disparities conceptual-
izations, models, and research and en-
able clinical training to focus on under-
standing influences that produce and 
maintain disparities across rather than 
between underserved groups (eg, stress, 
discrimination, stigma, social context). 
	 Educational activities that utilize 
the concepts of intersectionality are 
likely to include the development of 
relevant vocabulary (eg, marginaliza-
tion, privilege, culture, class, implicit 
bias, micro-aggressions, structural stig-
ma) and interactive activities that dem-
onstrate or illustrate important con-
cepts. For instance, after completing 
a brief reading on intersectional the-
ory, trainees might break into groups, 
spend 5-10 minutes defining a list of 
specified terms, and then process defi-
nitions with the entire class.25 Trainees 
might practice applying these concepts 
by describing their own or another’s 
specific social location in terms of 
multiple identities and then interpret 
a pre-specified standard treatment ap-
proach from each of these perspectives.

Develop Competency-based 
Curricula that Advance the 
Proficiencies Clinicians Need 
to Treat Tobacco Use among 
Underserved Groups
	 Clinicians from multiple disci-
plines who engage in other-oriented 
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therapeutic relations characterized 
by sociocultural respect and a lack of 
cultural superiority are needed to fully 
understand, empathize with, assess, 
and treat tobacco users from under-
served groups.26 This type of thera-
peutic relationship is based on specific 
competencies and skills and necessar-
ily integrates the strengths, capacities, 
and resiliencies of group membership 
as well as the challenges many groups 
experience. Many clinicians are not 
provided training that supports the 
development of these competencies, 

treatment for tobacco dependence 
in a patient-centered, empathetic 
manner informed by understanding 
the multiple pathways that contrib-
ute to tobacco treatment disparities. 
	 We envision curriculum that: uses 
intersectionality as a framework for 
integrating relevant disparities-related 
frameworks; teaches sociocultural re-
spect and a lack of cultural superiority; 
places a significant emphasis on em-
pathy and other-oriented therapeutic 
relations; and is grounded in the sci-
ence of the evidence-based treatment 
of tobacco dependence. Competencies 
might include demonstrating cultural 
competence and a broad understand-
ing of concerns relevant to under-
served populations in general as well 
as the presence of significant within-
group heterogeneity. The approach 
could incorporate and / or build on 
existing cultural competency training 
programs. Skill sets might include: the 
identification of stereotypes and their 
impact on individuals; the demonstra-
tion of how to avoid biases through 
self-reflection; performing accurate in-
dividual assessment among individuals 
from underserved groups; and demon-
strating strategies for developing adapt-
ed evidence-based treatments. Topics 
might include: the structural and insti-
tutional barriers that drive disparities; 
structural barriers to evidence-based 
treatment; reasonable patient distrust 
and how to gain trust during the ini-
tial encounter; the contributions of 
micro-aggressions, global and multi-
dimensional stress (eg, discrimination 
and resulting distress) affecting patient 
stress and distress levels; supporting 
patient management of these stressors; 
understanding how social categories 
interact with the effects of stigma as-

sociated with tobacco use; multiple to-
bacco product use, menthol flavoring, 
and treatment outcomes; the effects 
of neighborhood-level influences (eg, 
the availability of loosies – single loose 
cigarettes, the retail environment); and 
factors associated with underutiliza-
tion of pharmacotherapy. These top-
ics cut across underserved groups and 
are likely to provide a foundation for 
clinicians to develop the competen-
cies and skill sets they need to more 
effectively treat tobacco dependence 
among underserved populations. 

Optimize the Well-established 
Tobacco Treatment Training 
Infrastructure
	 The Council for Tobacco Treat-
ment Training Programs (the Coun-
cil; www.ctttp.org) provides a strong 
foundation for supporting the devel-
opment and dissemination of special-
ized clinical training in the treatment 
of tobacco dependence among under-
served groups. The Council is an es-
tablished organization that accredits 
programs that train Tobacco Treat-
ment Specialists. The accreditation 
process was predicated on the devel-
opment of a comprehensive collection 
of 11 Tobacco Dependence Treatment 
Core Competencies each with corre-
sponding skill sets.28 Currently, there 
are 19 Council-accredited tobacco 
treatment training programs led by es-
tablished leaders in tobacco treatment 
training and practice. Smokers treated 
by clinicians with specialist training 
are more likely to achieve long-term 
abstinence than smokers treated by 
clinicians without specialist training.29 
	 Council-accredited programs train 
clinicians from multiple disciplines 
(eg, physicians, psychologists, nurses, 

Many clinicians are not 
provided training that 

supports the development 
of these competencies, and 

they harbor significant 
implicit and explicit 
biases in addition to 

misconceptions about the 
evidence-based treatments 
for tobacco dependence.7,27

and they harbor significant implicit 
and explicit biases in addition to mis-
conceptions about the evidence-based 
treatments for tobacco dependence.7,27 
A competency-based curriculum that 
facilitates the development of these 
proficiencies in addition to relevant 
knowledge will provide generations 
of clinicians the training they need 
to effectively provide evidence-based 
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pharmacists, social workers, respira-
tory therapists, dentists, counselors, 
community health workers) and 
who work in a wide variety of health 
care settings including primary care, 
cancer settings, hospitals, quitlines, 
community health centers, specialty 
clinics, dental offices, mental health 
and substance use treatment settings. 
This infrastructure and the collective 
clinical and scientific expertise among 
the accredited programs are well-
positioned to coordinate the identi-
fication of specific core competencies 
and skill sets needed by clinicians to 
best serve populations who experi-
ence tobacco-related disparities and 
contribute to the curricular content. 

Conclusions

	 Tobacco-related disparities are 
a significant contributor to cancer 
health disparities; thus, reducing and 
ultimately eliminating cancer and 
other tobacco-related disparities is a 
public health priority. While a multi-
level and multidisciplinary approach 
is needed to address tobacco-related 
disparities, an initial step might be 
to address educational barriers by de-
veloping and evaluating competency-
based curricula for educating and 
training clinicians to be more effective 
at treating populations who experi-
ence tobacco-related disparities. These 
curricula could be adapted for sepa-
rate clinician groups and be widely 
disseminated among multiple disci-
plines in multiple venues raising the 
clinical proficiencies of the workforce 
who provide treatment for tobacco 
dependence to underserved groups. 
This commentary highlights the im-

portance of the problem, the nature of 
the problem in terms of tobacco treat-
ment and provides recommendations 
to address current educational barriers. 
	 Recognizing the need to support the 
understanding of the problem among 
clinicians differently might be an im-
portant first step. In the context of clin-
ical training and particularly in the con-
text of the evidence-based treatment of 
tobacco dependence, intersectionality is 
a novel and viable framework for con-
ceptualizing and integrating knowledge 
relevant to the development and main-
tenance of tobacco-related disparities. 
Experiences of smoking cigarettes and 
trying to quit overlap across popula-
tions; yet, with each layer of social dis-
advantage, these experiences are likely 
to be increasingly unique. Therefore, 
interactions among social identities and 
their correlates with treatment success 
and other factors requires attention in 
the clinical context. Simultaneously, it 
is important for clinicians to recognize 
that social groups are not monolithic 
and individual differences will deter-
mine the relevance of these identities 
to life experiences and tobacco use. 
Moreover, interpersonal skills such as 
other-oriented therapeutic relations, 
expressing socio-cultural respect and a 
lack of cultural superiority, and the rec-
ognition of personal biases will comple-
ment the assumptions of a conceptual 
framework based on intersectionality. 
Education of this type might also en-
able clinicians to be advocates for their 
patients and contribute to the solution 
in other ways in an informed man-
ner. Ideally these curricula would be a 
collaborative multidisciplinary effort 
with significant input from experts in 
developing these specific interpersonal 
skills, the treatment of tobacco de-

pendence, and in training health care 
providers to treat tobacco dependence.
	 There are many researchers and 
clinicians who can make significant 
contributions to the development of 
tobacco treatment disparities curri-
cula and there are likely several orga-
nizations who have the capacity and 
willingness to coordinate such an ef-
fort. The Council is well-positioned to 
contribute to this effort. The Council, 
composed of the talents and expertise 
from the Council-accredited programs, 
has the infrastructure, interest, capaci-
ty, and tobacco-related expertise to co-
ordinate such a collaboration, develop 
the needed core competencies and skill 
sets, establish training content, and in-
corporate evaluative elements. While 
there are multiple venues for dissemi-
nation, the Council-accredited pro-
grams are also well-positioned to con-
tribute to dissemination through the 
current clinical training infrastructure 
in which clinicians from multiple dis-
ciplines participate. The dissemination 
of these curricula would represent sig-
nificant progress toward addressing to-
bacco-related treatment disparities and 
tobacco-related disparities in general.
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