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Background and Significance 

Combustible tobacco smoking has many adverse health consequences. Among people living 
with HIV/AIDS (PLWHA), the prevalence of cigarette smoking, the leading preventable cause 
of death in the United States1, is estimated to be at least two times higher than in the general 
population (34%-47% vs. 12.5%, respectively).2-4 PLWHA who smoke have high nicotine 
dependency, consuming up to 28 cigarettes per day.5-9 Research has shown that in settings 
where antiretroviral therapy (ART) is available, smoking decreases life expectancy among 
PLWHA more than HIV-infection.10 Additionally, cigarette smoking increases the risk of 
developing cancers, cardiovascular diseases, and chronic obstructive pulmonary disease, 
particularly in PLWHA.11-12 Therefore, smoking cessation should be considered as a high priority 
by HIV care and treatment providers.       

 

HIV care and treatment safety nets are key settings for delivery of smoking cessation services 
to PLWH. As the largest federal program focused on HIV, the Health Resources and Services 
Administration’s (HRSA) Ryan White HIV/AIDS Program (RWHAP) was developed as a public 
safety-net for people who could not afford to access HIV care and treatment.13 RWHAP serves 
predominately low-income PLWH.13 HRSA data show that 60% of RWHAP clients have a family 
income less than 100% of the federal poverty level.14 Additionally, nearly 50% of clients are 
Black/African American, and more than 20% of clients are Hispanic—racial/ethnic populations 
disproportionately affected by cigarette smoking.14-16 In California, just over 40% of RWHAP 
clients in California identify as Hispanic, and up to 30% are aged 50 years and older. As the 
population of PLWH is ageing17-20, it is increasingly important to understand access to smoking 
cessation in HIV care and treatment.    

     

In response to this significant public health issue, the California HIV/AIDS Policy Research 
Center initiated a project to characterize the real-world availability of smoking cessation in 
RWHAP-funded providers in California. This first policy brief documents methods and results of 
analyses to characterize current access to smoking cessation services in Southern California and 
to identify potential strategies for increasing access.  
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Methods 

Employing an audit or “secret shopper” study design21, we addressed the gap in available data 
on smoking cessation services in RWHAP-funded providers in Southern California. In October 
2022, we compiled, from HRSA’s Ryan White HIV/AIDS Program Medical Provider Locator 
(https://findhivcare.hrsa.gov/)22, a list of all providers in Southern California and their contact 
information, including phone number and website. We updated this list in December 2022 to 
include providers that had been added to the Locator since our initial compilation. In total, we 
identified 161 providers (Figure 1.) distributed across 10 urban and suburban counties (i.e., 
Imperial, Kern, Los Angeles, Orange, Santa Barbara, San Bernardino, San Diego, San Luis Obispo, 
Riverside, Ventura).  

 

Figure 1.  

 

Between October 26, 2022 and February 17, 2023, a research assistant attempted to contact all 
161 providers by telephone during weekday working hours. If the research assistant was unable 
to reach a provider, they repeated the protocol a second and third time to secure information 
on each provider. The final disposition for each provider was coded as (a.) answered – direct 
interview and (b.) no answer. When the research assistant successfully contacted a provider, 
they posed as a potential client seeking to quit smoking, specifically asking about the availability 
of smoking cessation services. We coded the availability of smoking cessation services as: “Yes,” 
“No,” and “No, but referral offered” and recorded additional information about which services 
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were offered. The San Diego State University Institutional Review Board did not deem this study 
to be human subjects research.  

 

Results 

We were able to obtain partial or complete answers from 78 (48.4%) of the 161 RWHAP-funded 
clinics and CBOs. Of the 78 providers successfully contacted, 23 offered smoking cessation 
services directly, 5 said they provide referrals for smoking cessation services, and 45 said they 
did not offer smoking cessation services or referrals. Substance use counselors, clinicians, and 
mental health therapists were regularly engaged in delivery of smoking cessation services and 
offered most services (43.2%) in Spanish. Of the 17 providing smoking cessation medications, 
12 said the potential client would receive a prescription, not direct medication. Most providers’ 
websites did not list any smoking cessation information. Furthermore, call process barriers 
included difficulty navigating the call system.      

 

Policy Recommendations 

This study employed a secret shopper method to characterize in real-time, lived experiences of 
PLWH attempting to access smoking cessation services in Southern California HIV safety nets. 
Findings suggest significant barriers in access, potential gaps in uptake, and directions for future 
public health efforts: 

 

• Enact regulations ensuring the adoption of smoking cessation services, including access 
to smoking cessation medications on-site, and not just a prescription, which may 
support treatment uptake 

 

• Enact regulations ensuring training programs for RWHAP-funded providers delivering 
smoking cessation services 

 

• Enact regulations ensuring funding for effective and tailored strategies to reach 
combustible tobacco users living with HIV/AIDS, including website development. 
Staff/receptionist training may also be a cost-effective investment  

 

• Develop resources to collect information on combustible tobacco use among PLWHA in 
conjunction with assessing the capacity of RWHAP-funded providers to deliver smoking 
cessation services – will help to track access to smoking cessation services and facilitate 
the implementation, dissemination, and evaluation of smoking cessation services and 
commercial tobacco policies 
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Limitations  

This study has limitations. The first-contact respondent may not have known which smoking 
cessation services were available at their RWHAP-funded provider location. Yet, as we were 
attempting to simulate the real-world experience of PLWH who smoke cigarettes, this 
limitation does not impact the accuracy of our characterization of smoking cessation 
availability. Additionally, we note that we did not obtain responses from 51.6% of providers; 
however, three call attempts were made to contact each provider during working hours, and 
the inability to contact a provider likely mirrors the experience of PLWHA who smoke 
cigarettes.  

 

Conclusions 

This study offers important insights into the lived experience of PLWHA who attempt to access 
smoking cessation services in HIV care and treatment safety nets in Southern California. We 
found that more than 50% of the RWHAP-funded providers contacted do not offer smoking 
cessation services, and less than 30% confirmed the availability of services. Our findings 
indicate that PLWHA face barriers to smoking cessation access in this safety net sample of HIV 
care and treatment providers in Southern California. Failure to address the barriers that hinder 
PLWHA from accessing smoking cessation services will result in more preventable combustible 
tobacco-related disease and death.        
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