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INTRODUCTION 
A momentous day in the history of the United 
States Veterans Administration (VA) was 1 October 
2019. This day marked a public commitment of 
the nation’s largest integrated healthcare system 
to protect the health and wellbeing of patients and 

hospital staff by banning use of cigarettes, cigars, 
pipes and electronic nicotine delivery systems from 
VA facilities. Enactment of two new policies decisively 
extends smoke-free regulations to patients, visitors, 
contractors, volunteers, vendors, as well as hospital 
employees on all VA property1,2.
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ABSTRACT
INTRODUCTION Tobacco use remains pervasive amongst veterans. Unfortunately, the 
negative impact on postoperative outcomes may preclude surgeons from offering 
operative intervention to veterans who smoke. As such, a major health event may 
provide added incentive to quit. We sought to describe the role of acute illness 
and interventional specialist involvement in Veterans Affairs Smoking Cessation 
Program referrals compared to primary care wellness initiatives. 
METHODS We retrospectively reviewed consultations to the pharmacy-led Smoking 
Cessation Program (SCP) at the Middleton Memorial VA Hospital from 2017 to 
2019. Consultations placed during the last three months were categorized based 
on the source of referral: primary care, acute care, and interventional specialties. 
Descriptive statistics were used to assess rates of veteran engagement based 
on referral source. Consultation completion was used as a proxy for veteran 
engagement. 
RESULTS A total of 2993 new SCP consultations were placed during the study 
period. Overall, veteran engagement rose from 43% in 2017 to 53% in 2019. 
In recent months, there were 282 SCP referrals. While only 19 (7%) of these 
referrals were placed by interventional specialties – primarily cardiology and 
thoracic surgery – the rate of veteran engagement was 63%. The majority of 
referrals (65%) were placed by primary care providers with an engagement rate 
of 68%. In contrast, only 42% of consultations placed in the context of an acute 
illness were completed. 
CONCLUSIONS In our study, primary care directed smoking cessation referrals were 
most prevalent and resulted in the highest completion rates. The presence of 
an acute illness in isolation failed to impact program success. However, while 
surgeon-initiated referrals were meager in number, the engagement rate 
approached that of primary care. This finding suggests that surgeons play a 
powerful role in influencing patient behavior that may be harnessed to augment 
success of existing smoking cessation programs. 
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While VA facilities have had a smoke-free policy 
in place since the Veterans Dignity in Health Care 
Act of 1991, smoking was previously permitted in 
designated areas. Our hospital, like many nationwide, 
had an outdoor ‘smoke shack’ which was frequented 
by patients and employees at all hours of the day and 
night. In fact, the Veterans Healthcare Act passed by 
Congress in 1992 mandated that each VA medical 
center maintain indoor smoking areas accessible 
to hospitalized patients3. The legacy of this Act 
persisted through the most recent Veterans Health 
Administration (VHA) Directive 1085, published in 
2017, which allowed smoking in specially equipped 
indoor and outdoor areas. The revised policies of 
2019 thus represent an abrupt departure from the 
concessions granted in prior legislation.

Despite substantial evidence demonstrating the 
dangers of smoking and secondhand exposure4,5, 
VA hospitals officially became smoke-free campuses 
decades after their civilian counterparts. This 
undoubtedly speaks to the deeply entrenched culture 
of  smoking in the United States military dating back 
to World War I when tobacco companies targeted 
troops and even included cigarettes in rations6,7. 
Touted as a means of stress mitigation and community 
building amongst soldiers far from home, it is no 
surprise that a 2016 Department of Defence study 
found that 38% of veterans who currently smoke 
started using tobacco products while enlisted8,9. While 
social denormalization of smoking has decreased 
civilian tobacco use in recent years, smoking remains 
prevalent in the veteran population; recent data 
suggest that over 30% of U.S. Marines smoke10. 

Although active tobacco use is a ‘modifiable 
risk factor’, quitting is challenging without 
appropriate support. Smoking cessation programs 
and pharmacotherapy have improved cessation 
success rates but relapse is high11. For some 
patients, a significant health related issue can be 
the impetus for lifestyle modification. For tobacco 
users, a serious medical illness that requires 
hospital admission or need for a surgical procedure 
may provide motivation to quit. Furthermore, the 
negative impact of tobacco use on postoperative 
outcomes may preclude surgeons from offering 
operative intervention to patients who continue 
to smoke, putting surgeons and interventionalists 
in a powerful position to influence health-related 

behaviors. Within the VHA system a pharmacy-led 
tobacco cessation program was developed to help 
reduce smoking rates12. We sought to describe the 
role of acute illness and interventional specialist 
involvement in Veterans Affairs Smoking Cessation 
Program (SCP) referrals compared to primary care 
driven wellness initiatives. 

METHODS
We performed a retrospective analysis of SCP 
referrals placed at a single VA hospital. We used 
institutional records to review consultation referrals 
to the pharmacy-led Smoking Cessation Program at 
the William S. Middleton Memorial VA Hospital from 
2017 to 2019. Consultations placed during the last 
three months of the study period were categorized 
based on the source of referral: primary care, acute 
inpatient care medical providers, and interventional 
specialties including surgeons and interventional 
cardiologists. Descriptive statistics were used to 
assess rates of veteran engagement based on referral 
source. Consultations were considered complete when 
the veteran responded to the initiating phone call 
from a SCP representative and agreed to participate. 
Consultation completion was used as a proxy for 
veteran engagement.

RESULTS
A total of 2993 new SCP consultations were placed 
during the study period. Overall, veteran engagement 
rose from 43% in 2017 to 53% in 2019. In the most 
recent three months, there were 282 SCP referrals. 
Of these, 60% of consultations resulted in veteran 
engagement. The majority of referrals (65%) were 
placed by primary care providers with an engagement 
rate of 68%. While only 19 (7%) referrals were placed 
by interventional specialties, primarily cardiology and 
thoracic surgery, the rate of veteran engagement was 
63%. Referrals placed in the setting of an acute health 
issue (e.g. hospital admission with involvement of a 
medical but not interventional specialist) comprised 
29% of referrals. Fewer veterans engaged in these 
efforts; only 42% of consultations placed in the context 
of an acute illness without procedural intervention 
were completed.

DISCUSSION
In our single-institution study, veteran engagement 



Short Report Tobacco Prevention & Cessation

3Tob. Prev. Cessation 2021;7(January):3
https://doi.org/10.18332/tpc/130776

in the VA Smoking Cessation Program has increased 
in recent years. Not surprisingly, most program 
referrals were initiated by primary care providers. 
While few consultations were placed by surgeons and 
procedural specialists, veteran engagement in these 
settings was high. In contrast, consultations placed 
in the context of an acute medical problem by a non-
interventional specialist resulted in only moderate 
veteran engagement. These findings have important 
implications for veterans, surgeons, and policy makers. 

For veterans, the 2019 smoke-free policy signifies 
a profound shift in the culture of the VHA. Despite 
declining rates of civilian smoking10, a recent 
qualitative analysis of U.S. Marines revealed that 
many service men and women perceive tobacco use 
as a fundamental ‘right’ and praise the stimulant 
qualities of tobacco as advantageous to the rigorous 
demands of their work13,14. This sentiment is hardly 
surprising when taken in historical context. In the 
late 1980s, at the request of the tobacco industry, 
a public relations firm created the Veterans for 
Smokers Rights Coalition (VSRC). Masked as a 
grassroots initiative, the tobacco industry funneled 
money into the VSRC to combat VHA anti-
smoking efforts by creating lobbying brochures and 
instigating protests. VSRC rhetoric emphasized the 
ability to smoke as a ‘freedom’ that society owed 
veterans for making the sacrifice to fight overseas 
and defend the nation’s freedom. Furthermore, 
the tobacco industry worked hard to ensure that 
the Veterans Health Care Amendments of 1992 
mandated smoking shelters at every VA facility. 
This critical stipulation not only facilitated ongoing 
tobacco use at VA medical centers but also allowed 
the ritual of smoking and smoke breaks to continue 
in a highly visible and culturally acceptable fashion15.

According to the Centers for Disease Control, 55% 
of active smokers have stopped smoking for some 
period of time in an effort to quit, and 68% of all 
current smokers reported the desire to stop smoking 
completely16. Unfortunately, data from 2008 suggest 
that only 16% of military personnel successfully 
quit smoking during that year11. Research from the 
civilian setting suggests that social denormalization 
of smoking – such as disapproval from family and 
friends and a feeling of embarrassment – may 
promote successful cessation17. Recent analysis of 
active personnel across 24 United States military 

installations found that 78% of study participants 
reported that their supervisor smoked and 41% 
started to use tobacco since joining the military. 
Furthermore, investigators report that smoking to 
fit in with one’s unit was associated with increased 
intensity of tobacco use18. Given these findings 
and the hierarchical structure of the United States 
Military, the 2019 smoke-free VA policy has 
significant potential to change the narrative for 
veterans who smoke. 

Yet policy enactment is only half the battle. It is 
encouraging that our data demonstrate increasing 
SCP participation over time; these findings align 
with prior studies suggesting that prescriptions 
for smoking cessation pharmacotherapy at 
the VHA have nearly doubled over the past 
decade19. However, fewer than two-thirds of 
these consultations led to veteran engagement. 
In our study, primary care initiated referrals were 
most prevalent and resulted in greatest veteran 
engagement. Longitudinal involvement with the 
provider is a likely contributor to this achievement. 
While the presence of an acute illness in isolation 
failed to impact program success, surgeon-initiated 
referrals resulted in veteran engagement rates 
approaching those of primary care. This finding 
suggests that even during a brief clinical encounter, 
surgeons play a powerful role in influencing 
patient behavior that may be harnessed to enhance 
effectiveness of existing smoking cessation programs. 

The benefits of smoking cessation in the 
perioperative period are undisputed and can offer 
surgeons significant leverage when discussing 
modifiable health risks with patients20. It is worth 
noting that in our study most procedure-related 
referrals came from interventional cardiologists and 
thoracic surgeons – physicians who manage diseases 
directly related to the sequelae of smoking. Although 
surgeons often lack a pre-existing relationship with 
a patient considering surgery, our data suggest 
that the presence of a new surgical problem may 
trigger a change in health behavior in a way that an 
acute medical illness cannot. Our findings build on 
prior work by Tang et al.21 who promote a surgeon-
led script promoting referral to stop smoking 
resources for patients with newly diagnosed head 
and neck cancer. Similarly, a cluster-randomized 
trial by Newhall et al.22 demonstrated effectiveness 
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of surgeon-delivered smoking cessation advice 
in increasing interest and awareness in smoking 
cessation for patients with vascular surgical problems. 

Policy makers and hospital administrators 
have significant incentive to promote effective 
smoking cessation programs. The negative health 
consequence of tobacco use – namely reduced 
physical endurance, higher rates of financial and 
emotional stress, increased sick days and chronic 
illness – erode the foundation of combat readiness18, 

23-27. Furthermore, recent statistics suggest that the 
Department of Defence spends nearly $1.6 billion 
each year related to medical care and lost days of 
work linked to tobacco use4. Primary care clinics are 
notoriously overbooked and waitlists may defer some 
veterans from engaging in the healthcare system. 
As such, utilizing the potential of surgeon-patient 
encounters offers an opportunity to augment the 
success of an already proven program. 

Limitations
Our study has several limitations. The single institution 
nature of the cohort results in a small sample size that 
may not be generalizable to practices at VA facilities 
in other regions. Furthermore, longer term data are 
needed to examine if observed differences in veteran 
engagement based on referral source are sustained. 
Importantly, we use veteran participation in the initial 
phone call from the SCP as a proxy for engagement 
but lack data to confirm ongoing participation in the 
program or successful smoking cessation. 

CONCLUSIONS
The policies of 1 October 2019 mark a significant 
culture change in attitudes towards tobacco use at 
VA hospitals across the country. Such decisive policy 
enactment requires effective cessation programs to 
support veterans who wish to quit. Our single-center 
study suggests that veteran engagement in the VA 
Smoking Cessation Program is increasing over time. 
Most program referrals are initiated by primary care 
providers. Interestingly, referrals placed by surgeons 
and interventionalists were few but resulted in 
veteran engagement rivaling that of primary care. 
Larger scale investigation is necessary to substantiate 
this observation; however, further efforts to promote 
SCP referrals in the setting of surgical illness may 
encourage ongoing program success. 

REFERENCES
1. U.S. Department of Veterans Affairs. Veterans Health 

Administration: Smoke-Free Policy for Patients, Visitors, 
Contractors, Volunteers and Vendors at VA Health Care 
Facilities, VHA Directive 1085. https://www.va.gov/
health/smokefree/#policies. Published March 5, 2019. 
Accessed May 29, 2020.

2. U.S. Department of Veterans Affairs. Veterans Health 
Administration: Smoke-Free Policy for Employees at VA 
Health Care Facilities, VHA Directive 1085.01. https://
www.va.gov/health/smokefree/#policies. Published 
August 8, 2019. Accessed May 29, 2020.

3. McDaniel PA, Smith EA, Malone RE. Philip Morris’s 
Project Sunrise: weakening tobacco control by 
working with it. Tob Control. 2006;15:215-223.  
doi:10.1136/tc.2005.014977

4. Bondurant S, Wedge R. Combating Tobacco Use in 
Military and Veteran Populations. Washington, DC: 
National Academic Press; 2009.

5. Centers for Disease Control and Prevention. Smoking 
Cessation: A report of the surgeon general. https://
www.cdc.gov/tobacco/data_statistics/sgr/2020-smoking-
cessation/index.html. Accessed May 29, 2020.

6. Smith EA, Malone RE. ‘Everywhere the soldier will 
be’: wartime tobacco promotion in the US military. 
Am J Publ ic  Health.  2009;99(9):1595-1602.  
doi:10.2105/AJPH.2008.152983

7. Conway TL. Tobacco Use and the United States Military: 
a longstanding problem. Tob Control. 1998;7:219-221. 
doi:10.1136/tc.7.3.219

8. Carter A. Policy Memorandum 16-001, Department of 
Defense Tobacco Policy. Department of Defense. https://
www.med.navy.mil/sites/nmcphc/Documents/health-
promotion-wellness/tobacco-free-living/INCOMING-
CARTER-Tobacco-Policy-Memo.pdf. Published April 8, 
2016. Accessed May 29, 2020.

9. Grier T, Knapik JJ, Canada S, Canham-Chervak M, Jones 
BH. Tobacco Use Prevalence and Risk Factors Associated 
with Tobacco Use in New U.S. Army Personnel. J Addict Dis. 
2010;29(3):284-293. doi:10.1080/10550887.2010.489445

10. Barlas FM, Higgins WB, Pflieger JC, Diecker K. 2011 
Department of Defense Health Related Behaviors Survey 
of Active Duty Military Personnel. Fairfax, VA: ICF 
International; 2013. https://www.pdhealth.mil/2011-
department-defense-health-related-behaviors-survey-
active-duty-military-personnel-february-2013. Accessed 
May 29, 2020

11. Bray RM, Pemberton MR, Hourani LL, et al. Department 
of Defense Survey of Health Related Behaviors Among 
Active Duty Military Personnel. https://apps.dtic.mil/
docs/citations/ADA527178. Accessed May 29, 2020.

12. U. S. Department of Veterans Affairs. National Smoking 
Tobacco Use Cessation Program, VHA Directive 1056. 
https://www.va.gov/health/smokefree/#policies. 
Published September 5, 2019. Accessed May 29, 2020.



Short Report Tobacco Prevention & Cessation

5Tob. Prev. Cessation 2021;7(January):3
https://doi.org/10.18332/tpc/130776

13. Singaraju RC, Myers JN, Owczarzak JT, Gielen AC. 
Combat Readiness, Harm Aversion, and Promotion 
Eligibility: A qualitative study of U.S. servicemembers 
views on tobacco use and control in the military. Mil Med. 
2019;184(3-4):e175-e182. doi:10.1093/milmed/usy181

14. Smith EA, Malone RE. Why strong tobacco control 
measures ‘can’t’ be implemented in the U.S. military: a 
qualitative analysis. Mil Med. 2012;177(10):1202-1207. 
doi:10.7205/MILMED-D-12-00199

15. Offen N, Smith EA, Malone RE. ‘They’re Going to Die 
Anyway’: Smoking Shelters at Veterans’ Facilities. Am J Public 
Health. 2013;103:604-612. doi:10.2105/AJPH.2012.301022

16. Babb S, Malarcher A. Quitting Smoking Among 
Adults – United States 2000-2015. Morbidity and 
Mortality Weekly Report. 2017;65(52):1457-1464.  
doi:10.15585/mmwr.mm6552a1

17. Shoenaker DAJM, Brennan E, Wakefield MA, Durkin 
SJ. Anti-Smoking Social Norms are Associated with 
Increased Cessation Behaviours Among Lower and 
Higher Socioeconomic Status Smokers: a population-
based cohort study. PLos One. 2018;13(12):e0208950. 
doi:10.1371/journal.pone.0208950

18. Brown JM, Anderson Goodell EM, Williams J, Bray RM. 
Socioecological Risk and Protective Factors for Smoking 
Among Active Duty U.S. Military Personnel. Mil Med. 
2018;183(7-8):e231-e239. doi:10.1093/milmed/usx021

19. Ignacio RV, Barnett PG, Kim HM, et al. Trends and Patient 
Characteristics Associated with Tobacco Pharmacotherapy 
Dispensed in the Veterans Health Administration. 
Nico t ine  Tob Res .  2018 ;20(10) :1173-1181.  
doi:10.1093/ntr/ntx229

20. Song J, An D, Urman RD, et al. Society for Perioperative 
Assessment and Quality Improvement (SPAQI) Consensus 
Statement on Perioperative Smoking Cessation. Anesth Anal. 
2019;131(3):955-968. doi:10.1213/ANE.0000000000004508

21. Tang MW, Oakley R, Dale C, Purushotham A, Moller H, 
Gallagher JE. A Surgeon Led Smoking Cessation Intervention 
in a Head and Neck Cancer Centre. BMC Health Serv Res. 
2014;14(1). doi:10.1186/s12913-014-0636-8

22. Newhall K, Suckow B, Spangler E, et al. Impact and 
Duration of Brief Surgeon-Delivered Smoking Cessation 
Advice on Attitudes Regarding Nicotine Dependence 
and Tobacco Harms for Patients with Peripheral 
Arterial Disease. Ann Vasc Surg. 2017;38:113-121.  
doi:10.1016/j.avsg.2016.06.005

23. Bray RM, Hourani LL, Williams J, Lane ME, Marsden ME. 
Understanding Military Workforce Productivity: effects 
of substance abuse, health and mental health. New York, 
NY: Springer; 2014.

24. Klesges RC, Sherill-Mittleman D, Ebbert JO, Talcott GW, 
Debon M. Tobacco Use Harm Reduction, Elimination, and 
Escalation in Large Military Cohort. Am J Public Health. 
2010;100(12):2487-2492. doi:10.2105/AJPH.2009.175091

25. Pyle SA, Haddock CK, Poston WS, Bray RM, Williams 
J. Tobacco Use and Perceived Financial Strain Among 

Junior Enlisted in the U.S. Military in 2002. Prev Med. 
2007;45(6):460-463. doi:10.1016/j.ypmed.2007.05.012

26. Robbins AS, Fonseca VP, Chao SY, Coil GA, Bell NS, 
Amoroso PJ. Short Term Effects of Cigarette Smoking on 
Hospitalisation and Associated Lost Workdays in a Young 
Healthy Population. Tob Control. 2002;9(4):389-396. 
doi:10.1136/tc.9.4.389

27. Stein RJ, Pyle SA, Haddock CK, Poston WS, Bray RM, 
Williams J. Reported Stress and its Relationship to 
Tobacco Use Among U.S. Military Personnel. Mil Med. 
2008;173(3):271-277. doi:10.7205/MILMED.173.3.271

CONFLICTS OF INTEREST
The authors have each completed and submitted an ICMJE form for 
disclosure of potential conflicts of interest. The authors declare that they 
have no competing interests, financial or otherwise, related to the current 
work. J. Maloney reports funding from Ethicon and Medtronic, outside the 
submitted work. 

FUNDING
There was no source of funding for this research.

PROVENANCE AND PEER REVIEW
Not commissioned; externally peer reviewed.


