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Abstract

Social and community service settings are a promising environment to support individuals with lower socioeconomic positions
in quitting smoking. However, there remains a notable lack of support from their professionals in these settings. This study
provides an overview of facilitators and barriers to smoking cessation support among these professionals. A systematic review
was conducted up to April 2024 using five databases. Data were analysed using thematic synthesis, with themes categorized
according to the Social Ecological Model. Eleven studies were included. We found twelve factors that could facilitate professionals
in providing support. These factors related to the intrapersonal (i.e. knowledge/skills, self-efficacy, and belief), interpersonal (i.e.
trustworthy connection with clients, readiness of clients, and clients’ supportive social environment), organizational (i.e. expertise
improvement in smoking cessation, availability of resources, and organizational support), and societal level (i.e. availability of
appropriate cessation programmes, supportive healthcare financing, and public awareness). We found that these factors often
were not present, which hindered professionals from providing support. Professionals working in social and community service
settings could reach many people who smoke. However, there are numerous obstacles to overcome before their full potential
can be realized. To harness this potential, organizational changes are necessary, with governments playing a supportive role.

Introduction

Worldwide, tobacco causes over 8 million deaths every
year, including approximately 1.3 million non-smokers
exposed to secondhand smoke [1]. Tobacco contributes
to approximately half of the inequalities by socioeco-
nomic position (SEP; measured by social class, income,
or education) in death rates and life expectancy [2]. Par-
ticularly in high-income countries, smoking rates have
declined more rapidly among individuals from higher
socioeconomic backgrounds, leading to increased dis-
parities in smoking-related health problems [1, 3–6].
For example, in Europe, higher-educated individuals
were approximately half more likely to quit smok-
ing compared to those with lower education levels
between 2002 and 2012 [6]. In 2020, the average

smoking rate among higher educated individuals was
13.4% compared to 19.4% among those with lower
education levels [7].

One possible reason for the difference in quit success
rates is that people with low SEP appear to have limited
access to smoking cessation programmes that are gen-
erally the most effective [8]. Several barriers have been
identified, including the unavailability of local support,
financial difficulties, and insufficient access to intensive
and flexible support [8, 9]. To improve access to effec-
tive smoking cessation support, additional strategies
should take these barriers into account.

One strategy could be to intervene in environments
with direct access to people with a low SEP, for
example in Social and Community Service (SCS)
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settings [10]. Worldwide, organizations in these settings
can be both governmental and non-governmental and
provide social welfare services to improve quality of
life and enable full participation in society, primarily
for disadvantaged groups such as low SEP individuals
[11–13]. Depending on the region, these organizations
may offer services and facilities related to work,
participation, self-reliance, housing, food aid, and
support for children and families, as well as providing
financial and material assistance. In Australia and the
United States, these settings have been shown to be
a novel community-based environment for reaching
people with a low SEP and supporting them to quit
smoking [13, 14]. Professionals in these settings have
existing relationships with people from low SEP
groups, with over half of their clients being current
smoker (56%). They are committed, provide holistic
care, and often have regular and long-standing contact
with their clients [11, 15, 16].

Professionals working in SCS settings could under-
take several activities to improve access to effective
smoking cessation support services [10, 17, 18]. These
activities include addressing tobacco use, advising or
motivating clients to quit, and refer clients to smoking
cessation support, such as the general practitioner
or a specialized smoking care provider. Additionally,
professionals may organize or facilitate smoking
cessation programmes or personally counsel clients
during their quit attempt.

In one study, over half of the smoking clients in
SCSs expressed a desire for support from staff members
to quit smoking [19]. Another study found that inte-
grating smoking cessation care in these settings could
have a positive impact on client smoking, including
their quitting intentions and behaviour [10]. Despite
the promising findings, there remains a notable lack
of smoking cessation support provided by SCS profes-
sionals [9, 14]. To make significant progress in these
organizations, it is important to understand the under-
lying factors contributing to this lack of support and
factors that may facilitate improvement. However, as of
now, no overview of the evidence is available on these
factors. The aim of this study was to conduct a system-
atic review on the facilitators and barriers perceived by
professionals in SCS settings to provide smoking ces-
sation support. By identifying these factors, this review
seeks to inform future initiatives designed to enhance
smoking cessation support within SCS settings.

Methods

Search strategy

A systematic review was performed in February 2023
using the following databases: PubMed, PsycINFO,

Scopus, CINAHL, and Cochrane Library. A search
update was conducted to include studies up to April
2024. All papers identified in our searches were
exported to Rayyan, to facilitate the screening process
[20]. Keywords included terms for SCS settings (e.g.
‘community service’ or ‘social work’) and smoking
cessation (e.g. ‘smoking’ and ‘tobacco’). The full search
is shown in Supplementary Material S1. This systematic
review was guided by the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA)
(Supplementary Material S2) [21].

Inclusion and exclusion criteria

The studies were selected with the following inclu-
sion criteria: the study (1) used qualitative or mixed-
method research designs presenting primary data anal-
ysis and using any recognized qualitative method of
data collection; (2) included professionals working in
SCS settings (i.e. individuals such as social workers
and debt counsellors, providing support in areas such
as work, participation, self-reliance, well-being, and
youth, aiming to enhance the quality of life and enable
full societal participation for disadvantaged groups)
[18]; (3) focused on facilitators and barriers in provid-
ing smoking cessation support or implementing smok-
ing cessation services; (4) was peer-reviewed.

The exclusion criteria were as follows: the study (1)
only included professionals working in primary care or
other healthcare settings; (2) only included students as
participants; (3) did not distinguishing between smok-
ing cessation and other health topics; (4) was published
before 2000. The cut-off of the year 2000 was cho-
sen due to the significant changes in tobacco control
and smoking cessation support since the 20th century,
which make older studies much less relevant to the goal
of our research.

Study selection

The screening process was guided by inclusion and
exclusion criteria, during both the screening of titles/ab-
stracts and the screening of full-text records. Initially,
the first author (J.V.) independently screened all records
based on titles and abstracts, while the second author
(F.N.) independently screened 40% of these records on
title and abstract. The discrepancy was less than 10%
at this stage and was discussed until agreement was
reached. Subsequently, the first author (J.V.) indepen-
dently conducted full-text screening for the remaining
records, while the last author (M.K.) screened 40% of
these records. There was no discrepancy at this stage.
The final step involved the screening process of the
updated search, conducted by the first author (J.V.),
who screened records based on titles and abstracts, fol-
lowed by a full-text screening. If the first author (J.V.)
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had any doubts regarding the inclusion or exclusion of
records, the last author (M.K.) was consulted.

Quality assessment

The quality assessment of all included articles was
performed by the first and last author (J.V. and M.K.).
Discrepancies between the two authors were discussed
until consensus was reached. To assess the methodolog-
ical quality of the included studies, the mixed meth-
ods appraisal tool (MMAT) version 2018 was used,
focusing on the category of qualitative studies [22],
which consists of five items. Each item is rated ‘yes’,
‘no’ and ‘cannot tell’. The number of items rated ‘yes’ is
counted to provide an overall score (0 is low; 5 is high).
Studies with a low MMAT score (i.e. 2 or lower) were
included, but only to compare findings with those from
higher-quality studies and to support the findings of
these studies. In Supplementary Material S3, we briefly
specify how each criterion was interpreted and applied
in the current review.

Data extraction and synthesis

To extract data, the first author (J.V.) designed a specific
form in which information of included articles was
collected according to the authors’ name, year of publi-
cation, country origin of data, study methodology, sam-
ple, participants’ position, setting, and main findings.
To analyse the data, a thematic synthesis of the included
studies was performed [23, 24]. MAXQDA 2022 was
used to analyse the results section of each paper. First,
the first author (J.V.) carefully read the findings of
the studies, including participants’ quotes and authors’
reporting of the findings. Then, all these excerpts were
inductively coded. Next, authors J.V., A.R., and M.K.
together discussed the codes, and grouped them into
a structured model of themes and sub-themes. Discus-
sions were conducted until reaching consensus on all
(sub-)themes. After developing the (sub-)themes, the
fourth author (A.K.) reviewed it, followed by discus-
sions between J.V. and A.K., after which the (sub-
)themes were refined and finalized.

Themes were classified into four levels inspired by
the Social Ecological Model: intrapersonal level (fac-
tors related to individual professionals), interpersonal
level (factors that professionals attribute to clients or
to the interaction between professional and client),
organizational level (factors that professionals attribute
to SCS organizations), and societal level (factors that
professionals attribute to policies and processes out-
side the control of individuals and organizations) [25].
The Social Ecological Model acknowledges that an
individual’s behaviour (e.g. providing smoking cessa-
tion support) is not solely determined by internal fac-
tors, such as personal beliefs and attitudes, but also by

influences arising from social and ecological environ-
ments where an individual is situated.

Results

Study selection and characteristics

We found 5135 records in all databases. First, 1274
articles were detected as duplicates by Rayyan [20],
checked by the first author and removed. Then, after
screening 3861 records by title and abstract, 32 arti-
cles remained. Next, after studying the full text of
the remaining articles, nine studies met the inclusion
criteria. Reasons for exclusion of the articles were, e.g.
focusing only on primary care professionals in primary
care settings or focusing on clients’ barriers in smoking
cessation. Lastly, in the updated search, we found 301
records. After screening these records, we identified
two additional studies, bringing the total to eleven
studies that met the inclusion criteria. Figure 1 shows
the flowchart of the selection process.

The characteristics of each included paper are
presented in Table 1. These articles, published between
2003 and 2024, were conducted in various countries:
the United States (n = 2), Australia (n = 3), Belgium
(n = 1), The Netherlands (n = 1), the United Kingdom
(n = 2), Vietnam (n = 1), and a combined study in
Bangladesh, Nepal, and Pakistan (n = 1). Five were
mixed-methods studies and six were qualitative studies.
Eight studies were exclusively conducted in community
settings, such as community welfare organizations [18,
26–32], while three papers included both community
and primary care settings, such as community and
inpatient services [33–35].

Of the 11 papers included, seven specifically focused
on the facilitators and barriers to provide smoking
cessation support [18, 26, 28, 30, 31, 33, 35], while four
focused on the facilitators and barriers to implement
cessation programmes within SCS [27, 29, 32, 34].
As outcome measures, seven studies used the concept
of facilitators or positive factors and barriers or neg-
ative factors [18, 28, 31–35], the four other studies
examined the perspectives or attitudes of professionals,
from which we derived information on facilitators and
barriers [26, 27, 29, 30].

Quality of included studies

Table 2 presents the results of the quality assessment.
For both qualitative and mixed-methods studies, the
qualitative methodological approach was appropriate
to answer the research question. The majority of studies
made use of qualitative data collection methods that
were adequate to address the research question. How-
ever, in two studies, the content of the data collection
materials (e.g. interview guide) remained unclear, and
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Figure 1. PRISMA diagram of the selection of included studies.

the method of analysis was not well explained [29, 34].
In eight studies, the interpretation of results was well-
supported by the data. Nonetheless, in three studies
there seemed to be lack of in-depth comparison and
interpretation of the qualitative results with existing
literature [29, 32, 34]. Coherence throughout the article
was observed among most studies. However, in one
study, the overall conclusion did not seem to align with
the results presented earlier in the paper [32]. In total,
two studies had a score as low as 2, meaning that they
were only used to compare to and support the results
found in the other studies [29, 34].

Synthesis findings

Thematic synthesis identified eleven main themes,
which were divided into levels inspired by the Social
Ecological Model. These themes represent both
facilitators and barriers for smoking cessation support

in SCS settings (see Table 3), meaning that while some
factors are perceived as facilitators or have the potential
to facilitate the process, they may not always be present,
which then forms a barrier. In the findings, both
facilitators and barriers for each theme are grouped
and discussed together, with the facilitators described
first, followed by a paragraph outlining the barriers.

Intrapersonal level
‘Knowledge/skills’ was identified as one of the themes
on the intrapersonal level [18, 26, 28, 30–35]. Pro-
fessionals stated that the understanding of the target
population who use social services (often with a lower
SEP) facilitates them to engage clients in smoking ces-
sation [32, 35]. In addition, this also applies to their
knowledge and skills to discuss topics such as smoking
and their knowledge of the available services to which
they can refer clients to [18, 30, 31, 35]. For instance,
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Table 2. Results of the quality assessment using the MMAT version 2018.

Is the qualitative
approach
appropriate to
answer the
research
question?

Are the qualitative
data collection
methods adequate
to address the
research question?

Are the
findings
adequately
derived from
the data?

Is the
interpretation
of results
sufficiently
substantiated
by data?

Is there coherence
between
qualitative data
sources, collection,
analysis and
interpretation?

Total
scorea

Aquilino et al. [26] Yes Yes Yes Yes Yes 5
Begh et al. [27] Yes Yes Yes Yes Yes 5
Blumenthal et al. [33] Yes Yes Yes Yes Yes 5
Bryant et al. [28] Yes Yes Yes Yes Yes 5
Hull et al. [29] Yes Can’t tell Can’t tell No Yes 2
Leta et al. [30] Yes Yes Yes Yes Yes 5
Parker et al. [34] Yes Can’t tell Can’t tell No Yes 2
Parnell et al. [31] Yes Yes Yes Yes Yes 5
Shelley et al. [32] Yes Yes Yes No No 3
Visser et al. [18] Yes Yes Yes Yes Yes 5
Warsi et al. [35] Yes Yes Yes Yes Yes 5

aTotal score is an indicator of study quality, with higher scores reflecting higher quality. Studies with a score of 2 or lower were considered
low quality.

some professionals mentioned that they know how
to properly interact with clients, ensuring that clients
would not feel judged. This enables them to discuss
sensitive topics such as smoking. ‘I think it is important
to start the conversation that it is just not healthy and to
be able to give information somewhere in a good way.
But also not a whole explanation of this is bad’ [30].

However, while some professionals felt they already
had the necessary skills to address smoking cessation
and knew where to refer clients, this was not the case
for all professionals [18, 26, 28, 31–35]. For example,
various professionals reported a general lack of knowl-
edge about the topic of smoking [26, 32, 34, 35]. In
addition, some professionals mentioned that the topic
is not top of mind for them, resulting in it receiving no
attention [18, 28]. ‘If you had a visitor, or maybe you
have in the past, that wanted information or help to
quit smoking—where would you send them?’ [31].

Another theme identified was ‘self-efficacy’ of the
professional [18, 28, 31, 32, 35]. Professionals’ belief
in their capacity to perform well was indicated as an
important facilitating factor [18, 31, 32, 35]. In addi-
tion, they also emphasized the importance of personal
smoking experience, which would enhance the belief
in their capacity to empathize deeply and understand
the challenges faced by smoking clients [31]. Both
factors have lowered the threshold for professionals
when addressing smoking in the past. ‘A lot of the
conversations go, “You should quit smoking.” And
then they sort of go along the line of, “How do you
know anything about it?” “Well, actually I do . . . trust
me, you”ll be better off’ [31].

Nonetheless, while several professionals felt con-
fident in their ability to effectively address smoking,

others expressed concerns about their capacity to
provide adequate support for smoking cessation [28,
31]. Furthermore, lack of personal experience with
smoking contributed to these concerns, as they fear
they may misunderstand smoking clients [18, 28]. ‘I
don’t know how well skilled I am, confident I would
feel, giving advice about stopping smoking’ [28].

‘Professionals’ beliefs’ about smoking as an issue
within their field emerged as a key theme influencing
their efforts in smoking cessation [18, 26, 28–32, 34,
35]. Some believe that smoking cessation improves
the health and well-being of clients, therefore seeing
support in smoking cessation as their responsibility, as
it aligns closely with their overall job focus [18, 28,
32]. Furthermore, some professionals believe that it is
not only well-suited to their job focus but also to their
workplace [30]. ‘An additional role comes into play
when problems in other life domains cause financial
instability. If unhealthy behaviour leads to an inability
to manage debts, then you have an extra responsibility’
[18].

However, while some professionals viewed these
beliefs as facilitating factors, not all shared the same
perspective. In contrast, for others, their beliefs were
seen as barriers to providing effective support. For
example, various professionals believe that supporting
smoking cessation is not necessarily part of their job
description, leading them to feel no responsibility for
it [18, 28, 35]. Moreover, due to the many challenges
clients face, professionals often believe that other issues
are more urgent [18, 26, 28, 31]. Sometimes, they
even believe that smoking is their personal choice or
necessary to cope with these problems [28, 29, 31,
34]. ‘There would be time when we would actually
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Table 3. Facilitators and barriers.

Level Theme Facilitators Barriers
Subtheme Subtheme

Intrapersonal Knowledge/skills Knowledge/skills how to address
smoking (cessation)
Knowledge of the available smoking
cessation services
Knowledge about the background of a
smoking client

Lack of awareness of the topic of smoking
Lack of knowledge/skills to address smoking
Lack of knowledge of the available smoking
cessation services
Lack of knowledge of smoking in general

Self-efficacy Belief about capacity to provide
effective support
Professional is (past) smoker

No belief about capacity to provide effective
support
Professional is non-smoker

Belief (regarding topic
of smoking within their
field)

Belief that cessation support fits the
scope of work
Belief that their organization is a
well-suited place for clients

Belief that cessation support does not fit the
scope of work
Belief that other problems are more urgent
Belief that smoking is needed to deal with
other problems
Belief that smoking is clients’ own choice

Interpersonal Trustworthy
connection with client

Building a relationship with a client
Feeling of trust between client and
professionals
Cultural similarities

Afraid to damage the relationship with a
client
Client is guarded
Cultural differences

Readiness of clients Request for help from a client
Client is willing to quit

No request for help from a client
Client is not willing to quit
Client has other priority
Client has little confidence in quitting
smoking
Client has no need for support

Clients’ supportive
social environment

Social support in clients’ social
environment

Fear for negative reactions from clients’
social environment
Smoking behaviour in clients’ social
environment

Organizational Expertise improvement
in smoking cessation

Training on how to provide smoking
cessation support
Updates on general information about
smoking

Lack of training to provide smoking
cessation support

Availability of
resources

Recording instruments (to document
smoking)
Education material for clients
Smoking cessation programmes within
the organization
NRT available within the organization
Availability of trained professionals
Additional activities supporting
smoking cessation

Lack of recording instruments (to document
smoking)
Lack of education material for clients
Lack of available smoking cessation
programmes within the organization
Lack of available NRT within the
organization
Lack of trained professionals

Organization support Organizational attention to smoking
cessation
Time allocated to provide support
Financial incentives for professionals
Adequate workspace for professionals
Collaboration between organizations

Lack of organizational attention
Lack of time to provide support
Lack of financial incentives for professionals
Lack of adequate workspace
Lack of implementing guidelines

Societal Availability of cessation
programmes

Availability of appropriate smoking
cessation programmes

Lack of appropriate smoking cessation
programmes

Supportive healthcare
financing

Funding for smoking cessation
programmes

Lack of funding for smoking cessation
programmes
Treatment not covered by health insurance

Public awareness Media campaign on smoking
Smoking is a topic on the political
agenda

Lack of media attention on smoking
cessation
Lack of smoking as a topic on the political
agenda
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discourage families from giving up smoking at that
particular point in time, because of the high stress
they’re under’ [28].

Interpersonal level
‘Trustworthy connection with clients’ was identified
as one of the themes at the interpersonal level [18,
26–28, 30–35]. The established relationship between
professionals and clients, which is characterized by a
feeling of trust, was identified as reason for being more
willing to talk about a clients’ smoking behaviour [18,
27, 28, 30–32]. ‘It’s about building the relationship,
building the rapport and as soon as they see that okay
this person is here for my benefit then they will start
opening up’ [27].

While the established relationship could be beneficial
according to various professionals, some also viewed
it as a barrier. They fear that advising clients to quit
could damage the relationship or even result in losing a
client, as it might be perceived as judgmental [18, 28].
The experience of professionals with clients responding
defensively when bringing up the topic was hindering
the initiation of conversations about smoking [26–
28, 33–35]. ‘It’s one of those topics that’s hard to
talk about [smoking] . . . they think you’re lecturing
them on something bad and . . . [they] immediately get
defensive’ [26].

Another theme identified was ‘readiness of clients’
[18, 26–28, 31, 33–35]. Professionals highlighted that
if a client initiates a discussion about smoking, seeks
help to quit, or expresses willingness to include quitting
smoking in their goals, professionals are receptive to
continue the conversation about smoking and provide
support [18, 27, 28, 31, 33, 35]. ‘They’ve got to make
the first step to say, “I want to quit”’ [31].

However, although clients’ readiness can facilitate
initiating conversations about smoking, professionals
often noted that clients rarely ask for help or perceive
no need for support in quitting smoking [18, 27, 28,
31]. In addition, clients often have other issues they
want to address during counselling or may not believe
they can quit smoking while dealing with these issues
[18, 26, 28, 31, 33]. Professionals also indicated that it
is a challenge that some clients do not perceive smoking
as a problem or do not want to quit [18, 27, 31, 33, 34].
‘The biggest barrier I’ve gotten from patients is they
enjoy smoking. So they don’t want to quit. So we work
on that’ [33].

‘Clients’ supportive social environment’ was identi-
fied as an important theme [18, 26, 27, 32], with the
social environment mentioned as a valuable, additional
source of support during the quitting process [32]. ‘We
can only talk to smokers one or two times but their
family members can talk to them more than that’ [32].

On the other hand, other professionals mentioned
that a client’s social environment could be a barrier
to, for example, advising them to quit smoking.
Professionals highlighted that the smoking behaviours
of those around clients, along with their potential
negative reactions, could hinder the quitting process
and make professionals feel powerless [18, 26, 27].
‘People often find it challenging to admit to others that
they may want to quit. In certain groups, individuals
are sometimes ridiculed when they express a desire to
stop smoking’ [18].

Organizational level
‘Expertise improvement in smoking cessation’ emerged
as an important theme [26, 28, 31–35], with profes-
sionals mentioning that training on how to provide
smoking cessation support, including guidance, would
be an important facilitator [26, 31–35]. They also
emphasized the importance of receiving updates on
general information about smoking, such as periodic
updates on the latest research regarding the health
effects of smoking and intervention options [26]. ‘We
have a lot of things to do, but training is important
. . . I don’t think many people [staff] are prepared to
talk about smoking . . . I could use more information.
There’s new stuff every day that relates to smoking, so I
know there’s new and up-to-date stuff that we probably
don’t know about’ [26].

However, while professionals view training and gen-
eral information about smoking as important facilita-
tors, they stated that there is currently a lack of ade-
quate training, contributing to an environment where
smoking cessation support is not prioritized or dis-
cussed professionally [28, 32, 35]. ‘We have not been
trained on counselling . . . If we [health workers] had
special counselling training, only then would we know
[how to counsel properly]’ [35].

Another theme identified at the organizational level
was the ‘availability of resources’ [26, 29–31, 33–35].
Professionals mentioned that recording instruments
within their organization, such as tools to track the
number of smokers or to record clients’ smoking
behaviour, would encourage them to provide support
[31, 34, 35]. The availability of educational materials
and nicotine replacement therapy (NRT) within
organizations was also mentioned [26, 29, 33–35]. In
addition, alongside existing programmes that could
facilitate clients’ smoking cessation process (e.g. pro-
grammes focusing on social skills or emotional regula-
tion), having smoking cessation programmes available
within the organization, including trained staff, would
be beneficial [30, 31, 35]. ‘We need record reporting
registers [for tobacco use] or some cards. If we have
such cards, we can report accordingly. If there is record-
ing and reporting, work will be done properly . . . ’ [35].
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While professionals view the availability of resources,
such as educational materials and recording instru-
ments, as important facilitators, some of them indicated
a current lack of standard recording instruments
and educational materials for clients, as well as the
absence of smoking cessation programmes and trained
staff within the organization [26, 29, 31, 33, 35].
In addition, professionals mentioned that due to the
lack of NRT within their organization they must
refer clients to specialists to get it [33, 34]. ‘I don’t
have any handouts that I consistently give. So if
they’re young and I have some information from
the American Lung Association, I may give that out,
but nothing on a consistent basis, which is what we
need’ [33].

‘Organizational support’ was identified as one of
the themes at organizational level [18, 26, 28, 32–35].
Various professionals mentioned that if smoking would
be part of the conversation within the organization,
they would be more likely to be aware of the issue
[18]. Other important facilitating factors mentioned
regarding organizational support included organiza-
tions allocating time to address smoking behaviour,
possibly offering additional salary, and providing good
workspaces [18, 32, 35]. ‘ . . . for proper and smooth
work, financial assistance and certificates should be
awarded, that is moral and financial support . . .

because then work will be done with interest . . . in
the proper way . . . ’ [35].

Nonetheless, several professionals mentioned that
within the organization, smoking cessation currently
receives less attention and is not always seen as impor-
tant as other issues, which is a barrier to provid-
ing support for smoking cessation [32, 35]. Moreover,
there is an absence of clear guidelines or agreements
regarding the role of professionals in smoking ces-
sation efforts [18, 34]. In addition, there is a lack
of time, adequate workspace or financial incentives
allocated to these efforts [18, 26, 28, 32, 33, 35].
‘Those 3 or 4 extra conversations that are sometimes
needed to motivate someone to quit an addiction, well,
I don’t have the time for that because I don’t get paid
for it’ [18].

Societal level
The ‘availability of appropriate smoking cessation
programmes’ (outside the organization) was identified
as one of the themes at societal level [18, 27, 32].
Professionals emphasized that the availability of
appropriate smoking cessation programmes would
be reassuring, as it enables them to provide helpful
assistance when someone seeks help with cessation
[18, 32]. ‘It is helpful to be able to refer someone when
you notice someone is struggling and having difficulty
quitting’ [18].

Nevertheless, although appropriate smoking cessa-
tion programmes could be facilitating, there is often
a lack of appropriate smoking cessation programmes
provided by public health authorities. According to
professionals, there is a lack of appropriate smoking
cessation programmes to help smokers quit as they are
often too hurried, formal or impersonal [18, 27, 32].
‘It’s more difficult when you [speaking from a client’s
perspective] have to initiate contact [with the smoking
cessation service]; you might even think: Never mind,
it’s not necessary’ [18].

‘Supportive healthcare financing’ emerged as an
important theme [18, 29, 31, 33]. Professionals
emphasized the importance of the government allo-
cating funds to SCS organizations to set up smoking
cessation programmes [33]. This financial support
would encourage these organizations to expand their
efforts in providing smoking cessation support. ‘If the
state would allocate money to the community health
centres to set up smoking cessation programs, then it
would be beneficial to us. We could, if we had the funds
available, hire 1 or 2 people that would do nothing but
smoking cessation programs . . . ’ [33].

Nonetheless, professionals highlighted that there is
most often a lack of funding for organizations to set up
smoking cessation programmes within the organization
[18, 29, 31]. For example, limited funds restrict the
recruitment of highly skilled professionals, and many
smoking cessation programmes have had to end due to
budget cuts. If programmes within the organization are
not feasible due to a lack of funding, referring individ-
uals to external programmes can also be challenging.
Not only must such programmes exist, as previously
described, but they should also be affordable. In the
United States, professionals highlighted the issue of
clients who are ready and motivated to quit smoking,
only to discover that their insurance does not cover the
necessary expenses [33]. This problem is particularly
prevalent among low-income clients, who often cannot
afford support. ‘The quit smoking program that we
had before, it’s something I think that needs to be
consistent . . . When you only get funding for it to
run a couple of times, it’s not going to work, I don’t
think’ [31].

‘Public awareness’ was identified as one of the
themes at the societal level [18, 32, 35]. Professionals
mentioned that including smoking as a topic on the
political agenda may increase their awareness of the
issue [18, 35]. They also highlighted that the ongoing
media campaigns, including warning labels on cigarette
packages and smoke-free air policies, play an important
role in educating clients about the dangers of tobacco
use [32]. ‘If smoking is a priority above us [government]
or more often part of the conversation, it will definitely
reach the professionals’ [18].
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However, although including smoking on the
political agenda may raise awareness, professionals
noted its current absence as a prominent item on the
national government’s agenda [32, 35]. In addition,
while media campaigns emphasize the dangers of
tobacco use, there remains a significant lack of focus
on smoking cessation in the mass media messages [32].
‘The information broadcasted on mass media focuses
on the dangers of tobacco only, not the methods of
tobacco cessation’ [32].

Discussion

Key findings

The aim of the study was to explore facilitators and bar-
riers perceived by professionals working in SCS settings
to provide smoking cessation support. We found that
various factors together might encourage and facilitate
professionals in providing smoking cessation support.
These factors were related to the professional (i.e.
knowledge and skills, high self-efficacy, and positive
belief towards smoking cessation), client (i.e. trust-
worthy connection with clients, readiness of clients,
clients’ supportive social environment), organization
(i.e. expertise improvement in smoking cessation, avail-
ability of resources, and organizational support), and
society (i.e. availability of cessation programmes, sup-
portive healthcare financing, and public awareness).
However, this review also showed that, in practice,
these factors oftentimes do not act as facilitators, due
to their absence, thus hindering professionals from
providing such support.

Interpretation of the findings

We assigned the different facilitators and barriers to
different socio-ecological levels. While relevant factors
thus operate at different levels, these levels are intercon-
nected. For instance, we found that many clients do not
explicitly request help with quitting smoking and that
professionals assume that these clients are not willing
to quit (interpersonal level). However, various studies
have reported that two-thirds of current smokers have
a desire to quit [36], suggesting that professionals may
not be sufficiently aware of clients’ willingness to quit
smoking (intrapersonal level). Offering targeted train-
ing within SCS settings may address this awareness gap
and encourage professionals to proactively engage in
conversations about smoking with their clients (orga-
nizational level) [37].

The evidence from this review suggests that address-
ing barriers at the organizational level may be crucial,
and that the improvement of expertise in smoking
cessation may be particularly important to improve
smoking cessation support. Previous research has

demonstrated that integrating training within an
organization can enhance professionals’ knowledge
and skills, as well as positively influence their
beliefs regarding smoking cessation and their roles in
supporting it [10, 37]. Nevertheless, training alone may
be insufficient to achieve lasting change [37, 38]. For an
innovation to be successfully embedded, it is essential
to have a supportive organizational environment.
The Addressing Tobacco through Organizational
Change model provides a structured guidance to help
organizations change so that they can support clients
in smoking [38]. This includes changes that directly
impact the professionals who may provide support,
such as implementing training, guidelines, and the
provision of educational materials [38]. Furthermore,
it includes changes to the broader organizational
environment, such as policies on limited smoking
hours, prohibiting staff from smoking with patients,
and implementing smoke-free grounds [38]. Previous
research has demonstrated that multi-level changes in
SCS organizations improve organizational support for
smoking cessation training and resources, smoking-
free policies, and the provision of free NRT [29].
Nonetheless, integrating smoking cessation treatment
into an organization may be challenging [38, 39].

The assembled evidence implies that governments
could support smoking cessation efforts by providing
funding to SCSs dedicated to these initiatives. This
is important as this study revealed that professionals
often do not feel supported by their superiors, even
though they want to provide smoking cessation sup-
port. This lack of prioritization serves as a barrier
to their effective engagement in these efforts. Previ-
ous research has shown that the provision of grant
funding can enhance the acceptability and feasibility
of addressing smoking within SCS organizations, as
well as changes in tobacco policy and professionals
attitudes [29]. In addition, government could facili-
tate the availability of effective smoking cessation pro-
grammes, which may encourage SCS professionals to
refer their clients to these programmes. Importantly,
such smoking cessation programmes should be tai-
lored to the needs of people from lower SEP groups,
emphasizing elements such as cost-free access and the
provision of free NRT [8, 40]. While smoking cessation
treatments may be covered by public health systems,
there are large variations in which treatments are reim-
bursed, with which frequency this is possible, whether
all costs are covered and whether upfront payment
is required. For example, in 2022, 66% of WHO
European Region countries covered NRT or cessation
services [41]. Access to specific services, medications,
or timely interventions tailored to the needs of low
SEP individuals may still be limited or not covered,
even in health systems that do facilitate free smoking
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cessation services. Importantly, the short-term costs for
the services may be compensated in the long term
thanks to increased quit success rates and ultimately
reduced burden of smoking-related disease and health
care demand [40, 42].

One might question whether smoking cessation sup-
port should be integrated into SCSs or whether it
should be the exclusive responsibility of primary health
care. A recent systematic review on barriers and facil-
itators among health professionals in primary care for
the prevention of cardiometabolic diseases, including
supporting smoking cessation, has revealed barriers
and facilitators that are highly comparable to those
identified in this review [43]. Interestingly, one differ-
ence is that our review findings highlighted that SCS
professionals could align smoking cessation services
with existing SCS services that focus on managing
emotions or developing social skills. This might signifi-
cantly increase clients’ smoking cessation success rates,
given that people with a lower SEP often smoke as a
coping mechanism to stressful living conditions, such
as unemployment, financial stress and poverty, and
these programmes can specifically address the under-
lying reasons for clients’ smoking behaviours [9, 44].
Further research is needed to compare the effectiveness
of smoking cessation support provided in SCS settings
with that offered in primary care settings.

Strengths and limitations

This is the first review that offers a comprehensive
overview of challenges to provide smoking cessation
support in SCS settings to people with a low SEP. How-
ever, various limitations should be considered when
interpreting our results. First, two out of eleven stud-
ies did not distinguish between SCS professionals and
primary care professionals. These studies may not accu-
rately reflect the perspectives of only SCS professionals.
Second, our results are heterogenous: studies from dif-
ferent countries do not consistently identify the same
facilitators and barriers, as the operation of SCS orga-
nizations varies across countries. The implementation
of smoking cessation as a topic in these organizations is
highly dependent on both local and national healthcare
systems, including the organization of funding and
specific goals. Therefore, although we have been able
to give a general overview of relevant factors, the way
to operate in practice may vary across countries. Third,
two studies were assessed as being of low quality, rais-
ing questions about the validity of their results. There-
fore, we have chosen to use these findings solely to
support the overall results, resulting in a limited overall
impact. Finally, a limitation is that the search string may
be limited, as ‘social and community services’ is a broad
term that includes different types of organizations and

roles, across various countries, which may have resulted
in some relevant studies not being captured.

Conclusion

Professionals working in SCS settings may be in a
position in which they can effectively reach many
people with a lower SEP who smoke. However,
oftentimes many barriers prevent them from offering
smoking cessation support. To fully harness their
potential, organizational changes are necessary, such
as implementing training programmes to enhance
professionals’ skills in addressing smoking, establishing
guidelines for professionals’ role in providing smoking
cessation support, providing educational materials on
tobacco dependence and treatment, and instituting
policies for restricted smoking hours or a complete
ban on smoking among professionals.
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