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Abstract
Objective: Smoking and diabetes are two epidemics that could be prevented; yet, smokers with diabetes 

continue to smoke despite of its negative health consequences. The prevalence rate of smoking (22.2%) and that 
of diabetes (8.5%) in Nevada is slightly higher than the national average (20.6%) U.S smoking rate and (8.3%) US 
diabetes rate. The purpose of this study is to identify the most effective smoking cessation methods for smokers with 
diabetes and find their association with quitting outcomes. 

Methods: This quantitative study involved secondary data from the State of Nevada Quitline (N= 720). 
Participants were smokers residing in Nevada, ages 18 years+, men and women, English and/or Spanish speakers, 
who received services from the Quitline.

Results: Descriptive statistics, logistic regression, and a test of two proportions were conducted. Sixty one 
percent of the participants received counseling only compared to 38.9% who received counseling and medication. 
The majority of the participants had not quit (67.5%) compared to those who had quit (32.5%). Age was a significant 
predictor, p=.038 indicating that for each increase of 1 year of age for those with diabetes, the likelihood of quitting 
increased 1.03 times. Also, Hispanic participants with diabetes was also a significant predictor, p=.002, indicating 
that Hispanic participants with diabetes were 7.50 times more likely to quit smoking compared to Caucasian. 

Conclusion: Smokers with diabetes need to be provided with sufficient information pertaining to different 
smoking cessation options to reduce existing disparities and the fear of medical interference with their diabetes 
status. Promoting targeted interventions that take into account population-specific characteristics can improve quit 
rates among smokers with diabetes and subsequently reduce diabetes burden among disproportionally affected 
demographic and socioeconomic groups.
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Introduction
According to the Centers for Disease Control and Prevention 

(CDC), diabetes is a disease that occurs when the blood glucose levels 
are above normal [1]. The CDC has listed diabetes as the seventh 
leading cause of mortality in the U.S. [2] whereby an average of 26 
million people has the disease [3]. Consequently, 8.5% of Nevada 
residents were diagnosed with diabetes as of 2010 [4] out of the 2.7 
million Nevada residents [5] producing a slightly higher prevalence 
rate as compared to that of the U.S. at 8.3% [6]. Cigarette smoking 
is another public health concern that commonly co-occurs among 
individuals with diabetes. The prevalence rate of smoking among 
people with diabetes (27.4%) is slightly higher than that of the general 
population (25.9%) [7-11] and hence this is a public health concern. 
Cigarette smoking is responsible for an average of 443,000 premature 
deaths annually in the United States alone [12], accounting for 1 out of 
every 5 deaths [8]. 

Smoking and diabetes are two preventable epidemics that have an 
impact on the burden of disease in the field of public health [13]. Yet, 
smokers with diabetes are not fully aware of their smoking cessation 
options. Research indicates that, poor life style choices such as smoking 
and diet have been recognized as the contributing risk factors that lead 
to the development of diabetes [13-16]. Smoking increases glucose 
abnormalities, and as a result, smokers with diabetes experience by 
far poorer health outcomes that result into shorter life expectancy 
as compared to the general population [17,18]. In addition, smokers 
with diabetes tend to be less physically active as compared to smokers 

without diabetes and hence it is vital to provide sufficient cessation 
education to this population [19]. Without the provision of smoking 
cessation intervention options, the prevalence of smoking and that of 
diabetes is expected to grow within the next two decades [20]. 

Research shows that smokers with diabetes are less motivated to 
quit when compared to the general population [21] and many times 
this population lack the knowledge, awareness, and understanding of 
smoking cessation options such as counseling and medications [22]. 
Healthcare professionals and clinicians thus should provide education 
about a combination therapy (e.g., counseling and medication) options 
to smokers with diabetes [23]. Although smokers with diabetes are 
likely to benefit from information about effective smoking cessation 
methods that work best for them, this population is not using many 
of these options as many lack awareness [24-26]. In addition, in recent 
years, few studies have assessed the efficacy of smoking cessation among 
smokers with diabetes [27,28]. In order to accomplish the mission 
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of smoking cessation among smokers with diabetes, smoking should 
be treated like any other chronic diseases and perhaps interventions 
should be incorporated during diabetes self-management training 
programs to allow medical providers to deliver two services at once 
[29,30]. To date, the most effective smoking cessation method that is the 
best fit for smokers with diabetes is unknown [29]. It remains unclear 
if counseling alone or a combination of counseling and medication is 
the best fit for smokers with diabetes, leaving a gap in the literature that 
needs to be addressed. There are also other methods such as physician’s 
advice that could potentially make a difference. 

The purpose of this study is to identify smoking cessation methods 
utilized by smokers with diabetes and find their association with 
quitting. This quantitative study utilized secondary data from the State 
of Nevada Quitline (known as the Nevada Tobacco Users Helpline 
[NTUH] that was previously collected for counseling and treatment 
services. The study hypothesis is derived from one research question 
about quit rates and the most effective smoking cessation method 
for smokers with diabetes. The study described and compared the 
effectiveness of each method (e.g., counseling alone [Level II] or a 
combination of counseling and medications [Level III]). 

Subjects and Methods 
Data collection

This quantitative study used secondary data from the State of 
Nevada Quitline from January 1, 2010 to September 1, 2011 for intake 
and from July 1, 2010 to March 1, 2012 for the 6 months evaluation 
follow-up. The data was a segment of a larger dataset of 3,500 Quitline 
callers. Data was cleaned and tested and the final sample size for this 
research study was 720 callers with 613 completed surveys. Quitline 
services are provided by licensed counselors who had a baccalaureate 
or master’s degree in an approved social science field and were 
licensed, certified, or certified interns with the State of Nevada Board of 
Examiners for Alcohol, Drug, and Gambling Counselors [26].

An Institutional Review Board (IRB) approval (#08-14-13-0137985) 
was secured prior to accessing the data. No personal identifying 
information was retrieved. The data collection instrument consisted of 
intake information and evaluation follow-up questions at 6 months for 
both Level II (counseling only) and Level III services (counseling and 
medications) [26]. The evaluation follow-up questions at 6 months, 
current tobacco usage, intent to quit, quit status at 7 or 30 days, and 
the last time an individual smoked even a puff were used. Furthermore, 
data pertaining to the type of intervention, types of medication, and 
one’s readiness to quit were collected. 

Ethical guidelines were followed that included: respect of human 
subject rights, understanding of their needs, values, and their desire to 
participate in the study [11, p.198]. In order to guarantee the highest 
level of confidentiality, all Quitline data collected is protected under 
confidentiality laws, including the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) and the Nevada Revised Statues 
(NRS). Quitline data is stored in a secured web application. Data code 
is written in SQL, and ASP.Net. SQL querie [26] reports generated 
from this data are also stored on the same web application. 

Subjects 

The sample characteristics were comprised of Nevada residents, 
ages 18 years and older, men and women who were enrolled during 
the study time frame for free smoking cessation services from the State 
of Nevada Quitline program. Data from study participants who spoke 

either English or Spanish languages was used. Participants had to be 
current or discharged smokers who received either Level II counseling 
or Level III counseling and medication services from the Quitline 
during the time of their enrollment. Also, included study participants 
must have self-disclosed having diagnosed diabetes for a period of 1 
year or longer. All participants received counseling services to include 
individual therapy treatment from licensed or certified counselors 
trained in the behavioral health discipline. They also learned cognitive 
behavioral strategies including stress management and relapse 
management that helped them cope with smoking cessation. Some 
participants opted for pharmacotherapy interventions such as the use 
of smoking cessation medications in addition to receiving counseling. 

Smoking cessation medications increase the odds of successful 
quitting when utilized properly as compared to non-medication 
cessation efforts [31]. The first seven recommended medications 
that increase the chances of long-term abstinence rates are: Nicotine 
gum, Bupropion, Nicotine lozenge, Nicotine inhaler, Nicotine patch, 
Nicotine nasal spray, and Varenicline [32,33]. A combination of 
medications is often recommended just as counseling and medication 
is recommended over either method alone [34-36]. For example, a 
combination of lozenges and gum is recommended for smokers with 
diabetes for a period of up to 12 weeks [33]. 

Studies have shown that counseling and medication are each 
effective alone in increasing the prevalence of smoking cessation and 
are even more effective when used together [7]. The use of medications 
for cessation is approximately five times more common than the use 
of counseling, which might be influenced, in part, by the widespread 
availability of over-the-counter cessation medications (e.g., nicotine 
patch, gum, and lozenge) [7]. Research shows that, one recent study 
analyzed quit rate among participants within 3 and 6 months of 
intervention of phone counseling and nicotine lozenges and reported 
significantly increased tobacco abstinence rates among participants 
who received a combined intervention of counseling and medication 
compared with either intervention alone, however, this study did not 
find varying quit rate among participants who received counseling 
versus those who received medication [30]. Another study has recently 
found out that, smoking rates pertaining to long-term abstinence are as 
poor at 20% to 35% for most intensive and widely accepted treatments 
[20]. This study followed subjects for 52 weeks and reported quit rate 
of at 12, 24, 36, and 52 weeks. When the study participants received 
a combined intervention of drugs and counseling, their quit rates 
were: 32%, 57%, 21%, and 56%, respectively [20]. Therefore, with the 
exception of quit rates at 36 weeks (21%), this study demonstrates how 
a combination therapy works best over one single intervention.

Statistical analysis

We used SPSS 22.0 statistical package for data analysis, including 
descriptive statistics, logistic regression, and a test of two proportions 
in order to answer the research questions. The p-value significance 
level was set at 0.05 and all values that were equal to or less than 
0.05 were considered as statistically significant. Descriptive analyses 
were conducted in order to provide summaries about the sample 
characteristics. Statistical analyses of logistic regression and the test 
of two proportions were done in order to test hypotheses and find 
answers to the research questions.

Results 
Descriptive statistics

The frequencies and percentages for the categorical demographic 
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the predictor variables in block 2, only level of service was a significant 
predictor of quit status again indicating that those without diabetes 
who got counseling and medication were more than twice as likely to 
quit compared to those who got counseling only.     

Discussion 
Age was a significant predictor, indicating that for each increase 

variables indicate that there were more females (56.8%) as compared 
to males (43.2%). In terms of race/ethnicity, the distribution was: 
Caucasian (66.1%), African American (15.8%), and Hispanics (14.4%). 
Many participants reported that it was very important for them to quit 
using tobacco (43.5%), with 40.3% of the participants reporting that 
they were very sure that that they would be able to quit using tobacco 
even in stressful situations. In addition, 40.9% of the study participants 
reported that they were very sure that they would be able to quit 
tobacco using the program, with about one-third of the participants 
reporting that they were somewhat committed to quit using tobacco 
(32.4%). More participants were very confident that they would be able 
to quit tobacco this time (36.4%) than participants who were somewhat 
confident (34.4%) and participants who were not sure (20.6%). Only 
15.1% of participants reported calling due to physician advice to 
quit. Approximately 60% of the participants received counseling 
only (61.1%) compared to 38.9% who received both counseling and 
medication. Finally, 16.9% of the participants reported having diabetes. 
The mean age was 47.69 years (SD=13.48) with a minimum of 18 years 
and a maximum of 83 years. 

Dependent variables

The frequencies and percentages for Quit status at last follow-
up were computed. In terms of quit status, more study participants 
indicated “no” to Quitting (67.5%) in comparison to those who 
indicated “Yes” to Quitting (32.5%). The mean age was 47.69 years 
(SD=13.48) with a minimum of 18 years and a maximum of 83 years.

Research question 

A logistic regression analysis was conducted only for those with 
diabetes to predict quit status from smoking cessation method in block 
1. In block 2, the covariates of age, ethnicity, physician advice, and the 
5 readiness to quit variables were added (Table 1). The overall model 
for block 1 was not significant, p=.616, Nagelkerke R2=.003. When 
the covariates were added to the model in block 2, the model was 
significant, p=.042, Nagelkerke R2=.213. In addition, the model change 
was significant, p=.029, Nagelkerke R2=.210. Of all the predictor 
variables in block 2, age was a significant predictor, p=.038, and had an 
odds ratio of 1.03, indicating that for each increase of 1 year of age (for 
those with diabetes), the likelihood of quitting increased by 1.03 times. 
Hispanic participants with diabetes was also a significant predictor, 
p=.002, and had an odds ratio of 7.50, indicating that Hispanic 
participants with diabetes were 7.50 times more likely to quit smoking 
compared to Caucasian participants. None of the remaining predictors 
(e.g., ethnicity of African American diabetes participants, ethnicity of 
other diabetes participants, physician advice, or the readiness to quit 
items) were significant predictors of quit status (ps>.05).   

A post hoc regression analysis was also conducted based on the 
findings revealed in the primary analysis. A logistic regression analysis 
was conducted only on those without diabetes to predict quit status 
from smoking cessation method in block 1. In block 2, the covariates 
of age, ethnicity, physician advice, and the 5 readiness to quit variables 
were added (Table 2). The overall model for block 1 was significant, 
p<.001, Nagelkerke R2=.045. Level of service was a significant predictor, 
p<.001, and had a significant odds ratio of 2.202 indicating that those 
who got counseling and medication were more than twice as likely to 
quit compared to those who got counseling only. When the covariates 
were added to the model in block 2, the model remained significant, 
p=.006, Nagelkerke R2=.062. However, the model change was not 
significant, p=.725, Nagelkerke R2=.017, indicating that the covariates 
did not add a significant amount of information to the model. Of all 

B SE Wald OR p
Block 1
Level III: Counseling and Medicationa .216 .43 .25 1.241 .615
Block 2
Level III: Counseling and Medicationa .247 .49 .26 1.281 .612
Age .032 .02 4.32 1.032 .038
Hispanicb 2.015 .64 9.94 7.504 .002
African Americanb .820 .61 1.81 2.271 .178
Other Ethnicityb 1.585 .96 2.74 4.880 .098
Physician Advicec .105 .63 .03 1.111 .867
How important is it that you quit using 
tobacco? d -.886 .58 2.35 .412 .125

How sure are you that you will be able 
to quit using tobacco even in stressful 
situations? d

.904 .52 3.06 2.469 .080

How sure are you that you will be able 
to quit tobacco, using our program? d -.369 .51 .53 .692 .467

How committed are you to quit using 
tobacco? d -.453 .47 .95 .636 .330

How confident are you that you will be 
able to quit tobacco this time? d .143 .50 .08 1.154 .775

Note. Block 1: χ2 (1) = .25, p = .616, Nagelkerke R2 = .003. Block 2: χ2 (11) = 
20.25, p = .042, Nagelkerke R2 = .213. Block change: χ2 (10) = 20.00, p = .029, 
Nagelkerke R2 = .210;  acompared to counseling only; bcompared to Caucasian; 
ccompared to no physician advise; dsomewhat/very compared to not at all/not 
very/not sure.

Table 1: Logistic regression predicting quit status from smoking cessation method, 
and covariates for those with diabetes (n = 121).

B SE Wald OR p
Block 1
Level III: Counseling and Medicationa .789 .18 18.87 2.202 < .001
Block 2
Level III: Counseling and Medicationa .769 .18 17.33 2.159 < .001
Age .002 .01 .05 1.002 .818
Hispanicb -.346 .29 1.42 .708 .234
African Americanb .210 .25 .70 1.234 .401
Other Ethnicityb -.468 .60 .62 .626 .433
Physician Advicec -.351 .27 1.74 .704 .187
How important is it that you quit using 
tobacco? d .216 .24 .83 1.241 .361

How sure are you that you will be able 
to quit using tobacco even in stressful 
situations? d

-.115 .23 .25 .891 .621

How sure are you that you will be able to 
quit tobacco, using our program? d .053 .21 .07 1.055 .795

How committed are you to quit using 
tobacco? d -.080 .20 .16 .923 .689

How confident are you that you will be 
able to quit tobacco this time? d .171 .21 .65 1.187 .421

Note.  Block 1: χ2 (1) = 19.04, p < .001, Nagelkerke R2 = .045. Block 2: χ2 (11) = 
26.05, p = .006, Nagelkerke R2 = .062. Block change: χ2 (10) = 7.00, p = .725, 
Nagelkerke R2 = .017;  acompared to counseling only; bcompared to Caucasian; 
ccompared to no physician advise; dsomewhat/very compared to not at all/not 
very/not sure.

Table 2: Logistic regression predicting quit status from smoking cessation method, 
and covariates for those without diabetes (n = 580).
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of 1 year of age (for those with diabetes), the likelihood of quitting 
increased 1.03 times. Also, Hispanic participants with diabetes were 7.5 
times more likely to quit smoking compared to Caucasian participants. 
Logistic regression analysis was used in order to test the hypothesis that 
was aimed at predicting quit status from the type of smoking cessation 
methods that the study participants utilized among only individuals 
with diabetes. From this model, the following lists of covariates were 
used: age, ethnicity, physician advice, and the levels of readiness. 
Readiness levels refers to the stages of change and quite often physician 
advice plays a major role in providing smokers with tools that will help 
them quit [37]. Since two blocks were set, Block 1 was not significant 
among only on those with diabetes to predict quit status from smoking 
cessation method used. On the other hand, when covariates were added 
to the model in Block 2, the model was significant. Age was a significant 
predictor, p=.038, and had an odds ratio of 1.03, indicating that for 
each increase of 1 year of age (for those with diabetes), the likelihood of 
quitting increased 1.03 times. Creating evidence based age appropriate 
smoking cessation intervention methods for smokers with diabetes is 
recommended in order to reduce quit rate disparities.  

In terms of race/ethnicity, Hispanic ethnicity of participants with 
diabetes was also a significant predictor, p=.002, and had an odds ratio 
of 7.50, indicating that Hispanic participants with diabetes were 7.50 
times more likely to quit smoking compared to Caucasian participants. 
These findings indicate that, disparities do exists among smokers with 
diabetes based on race/ethnicity and hence the need to create evidence 
based cultural competency smoking cessation programs remains to be 
a crucial part of public health work. A recent study that was conducted 
by the National Cancer Institute (NCI) suggests that, as of 2012, the 
majority of the Hispanic smokers expressed the desire to quit and at 
least 10% of them had reported to have quit within the past year [25]. 
Hence, cultural competency smoking cessation interventions should be 
implemented not only for Hispanics but also for other ethnic groups.

This study was conducted to evaluate the effectiveness of smoking 
cessation interventions for people with diabetes. Combined treatment 
of both counseling and medication was most effective in smoking 
cessation programs for people with or without diabetes. Therefore, it is 
important for healthcare providers to provide ample information and 
education among smokers with diabetes and help them understand that, 
despite of their diabetes status, with proper guidance and monitoring 
the use of counseling and medication is safe for their health. In addition, 
this study is important to public health for addressing smoking and 
diabetes, which are two major contributors to morbidity and mortality 
among adults in the United States. Implications for healthcare consist 
of better strategies for smoking cessation options for people with 
diabetes. Based on the study findings, healthcare practitioners have an 
opportunity to address issues surrounding smoking and diabetes by 
creating policies that support evidence-based interventions to promote 
the health of people with diabetes. This study contributes to expanding 
cessation knowledge to the existing body of literature with the goal of 
helping smokers with diabetes understand their cessation options. This 
study provides the information that will help smokers with diabetes 
choose the right cessation method, hence improve their quit attempts, 
maintain a quit status, and improve their overall health outcomes. 

When a post-hoc regression analysis was conducted based on 
the findings revealed in the primary analysis, only level of service 
was a significant predictor of quit status indicating that those who 
got counseling and medication were more than twice as likely to 
quit compared to those who got counseling only. As reported in the 
literature, a combination of counseling and medication is highly 

recommended versus the use of one method alone [27-29]. Many 
clinical trial studies employs 6 months to 1 year follow-up as a measure 
for life-time smoking cessation [22] with an average of 2%-15% of the 
smokers relapsing each year after the 1st year of abstinence. Therefore, 
based on the findings, this study projects a range of 1%-5% of those 
who reported to have quit (32.5%) within 1 year to relapse back after 
discharge from the program when the intervention period ends.

Results of this study support the importance of collaborative efforts 
of the health care team including physicians, care manager nurses, 
and patients in smoking cessation efforts with patients being the most 
important members of the health care team [10]. The multidisciplinary 
approach in caring for patient help patients feel empowered to change 
their lifestyle, monitor their condition, comply with the treatment plan, 
build on self-management skills, sort through and effectively utilize 
information received [10] to manage their disease. Consequently, 
this helps to improve patients’ health outcomes and also promote 
appropriate utilization of health resources and compliance of the 
smoking cessation program [10].

Recommendations 
Future studies are highly recommended to explore current 

knowledge pertaining to different smoking cessation methods that are 
viable for smokers with diabetes. Studies should explore other possible 
variables that would tease out the differences in smoking cessation 
options, not only for smokers with diabetes, but also for people with 
other chronic conditions. Smokers diagnosed with diabetes along with 
other chronic conditions such as hypertension and high cholesterol are 
more likely to receive treatment modification according to physicians’ 
performance improvement activity [2]. Future studies that assess the 
smoking cessation rate of such patients are highly recommended.  
In addition, a long-term cohort studies for data collection and the 
observation period would probably produce results that are more 
robust [34]. Furthermore, a collection of data and/or a review and 
analysis of secondary data from multiple settings is highly encouraged 
in order to capture information from a different perspective besides 
a Quitline service. This study adds recent data, knowledge, and ideas 
to the existing literature pertaining to effective smoking cessation 
methods for smokers with diabetes. In addition, the study brings to 
light, for many who have forgotten, the role of Quitlines in the United 
States. We recommend further studies to explore long-term Quitline 
data to tease out best practices for smoking cessation methods.

Furthermore, we recommend a qualitative study on this topic 
in order to dig deeper and find answers about effective smoking 
cessation methods for smokers with diabetes. Quite often, qualitative 
studies provide a broader understanding of views of the target groups 
during interventions [32]. A qualitative study that will incorporate 
all covariates such as: age, gender, race/ethnicity, education, health 
insurance status, disability, and physicians’ advice to quit should be 
explored. Since age was found to be a significant predictor of quit 
status among smokers with diabetes, evidence based smoking cessation 
methods that are designed for different age groups (e.g., youth, young 
adults, and/or seniors) should be implemented in order to reduce 
disparities when it comes to age and quit rates. Overall, more studies 
are needed to explore the effectiveness of counseling and medications 
not only for smokers with diabetes but also for those who are suffering 
from other chronic conditions.

Limitations 
This study had a few limitations. First, this study was limited to a 
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short time frame (21 months for data collection and 6 months for the 
observation period) only. Longer study duration with multiple follow-
up evaluations for a period of 1 year would potentially be beneficial 
in identifying statistically significant associations [34]. It is important 
to note that, the State of Nevada Quitline operated under constrained 
financial resources and hence funding to support annual observation 
period was a hindrance. Second, data was strictly self-reported and 
hence recall bias could influence the final reported information. Third, 
data were only used from one study site and hence this dataset is not 
a true representative of the demographics of the entire state. Further 
research opportunities that will utilize secondary data from multiple 
settings are highly recommended. 

Conclusion 
Overall, this study provides useful information pertaining to the 

most effective smoking cessation methods for smokers with diabetes. 
At the state of Nevada Quitline, the most effective smoking cessation 
method that was used during the study time frame was a combination 
of counseling and medication. However, not all smokers with diabetes 
are aware of the existing smoking cessation options that they have. In 
recent years, few studies have assessed the effectiveness of smoking 
cessation among smokers with diabetes [13,18,27,29,33,37,38]. The 
level of service was a significant predictor of quit status with an odds 
ratio of 2.202 indicating that those who received counseling and 
medication were about twice as likely to quit compared to those who 
received counseling only. A combination of counseling and medication 
therapy is more successful than counseling alone [16,17,27,38]. Given 
the addictive aspect of smoking that involve high relapse rate and high 
likelihood of morbidity and mortality, intensive and comprehensive 
interventions such as combining counseling and medication can 
improve treatment outcomes. More specifically, patients who attend 
smoking cessation program classes and support groups as well as use 
smoking cessation medications are more likely to abstain from relapsing 
[16]. Healthcare providers should invest more time during routine care 
and provide important information about smoking cessation methods 
to smokers with diabetes so that this population is more likely to quit 
by using the services available to them and hence reduce disparities i.e. 
lack of information, knowledge, and education pertaining to cessation 
options [23].

In conclusion, it is important for healthcare professionals to 
increase awareness to its patients about specific effective smoking 
cessation methods for diabetes patients [3,28]. Healthcare providers 
have an opportunity to assess for tobacco use among their diabetes 
patients during routine medical care without a negative impact on 
diabetes management [21]. As suggested by the Joint Commission, 
healthcare visits should constantly address tobacco use and answer all 
concerns that the patients may have during their routine check-ups 
[14]. Implementation of a broad range of evidence-based interventions 
among healthcare providers is also important in order to help them 
assist their patients quit smoking [28]. Programs that include a brief 
intervention program by physicians, along with ongoing counseling 
sessions by trained non-physician healthcare professionals have 
proven to be effective in increasing the smoking cessation rate among 
diabetic patients [31]. However, the execution of these evidence based 
smoking cessation programs continues to be a challenge in many 
healthcare facilities [38]. This study is important in reducing health 
disparities for smokers with diabetes because the findings of this study 
support that, promoting targeted interventions that take into account 
population-specific characteristics can improve quit rates among 
smokers with diabetes and subsequently reduce diabetes burden among 
disproportionally affected demographic and socioeconomic groups.
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