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Abstract

Aim: The aim of this work was to systematically scope the evidence on opportunistic

tobacco smoking cessation interventions for people accessing financial support settings.

Methods: We searched MEDLINE, Embase, PsycINFO and the Cochrane Tobacco Addic-

tion Group specialized register to 21 March 2023. We duplicate screened 20% of titles/

abstracts and all full texts. We included primary studies investigating smoking cessation

interventions delivered opportunistically to people who smoked tobacco, within settings

offering support for problems caused by financial hardship, for example homeless sup-

port services, social housing and food banks. Data were charted by one reviewer,

checked by another and narratively synthesized.

Results: We included 25 studies conducted in a range of financial support settings using

qualitative (e.g. interviews and focus groups) and quantitative (e.g. randomized controlled

trials, surveys and single arm intervention studies) methodologies. Evidence on the

acceptability and feasibility of opportunistic smoking cessation advice was investigated

among both clients and providers. Approximately 90% of service providers supported

such interventions; however, lack of resources, staff training and a belief that tobacco

smoking reduced illicit substance use were perceived barriers. Clients welcomed being

asked about smoking and offered assistance to quit and expressed interest in interven-

tions including the provision of nicotine replacement therapy, e-cigarettes and incentives

to quit smoking. Six studies investigated the comparative effectiveness of opportunistic

smoking cessation interventions on quitting success, with five comparing more to less

intensive interventions, with mixed results.

Conclusions: Most studies investigating opportunistic smoking cessation interventions in

financial support settings have not measured their effectiveness. Where they

have, settings, populations, interventions and findings have varied. There is more evi-

dence investigating acceptability, with promising results.
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Tobacco use remains a leading risk factor for premature morbidity and

mortality worldwide [1–3]. People experiencing socio-economic dis-

advantage have a higher prevalence of tobacco use, and consequently

a greater burden of tobacco-attributed morbidity compared to their

non-disadvantaged peers [3]. Systematic reviews and meta-analyses

have shown that opportunistic smoking cessation interventions in

healthcare settings are effective [4], and that behavioral support, both

in-person [5, 6], and technology-based [7], may increase the success

of quit attempts among disadvantaged adults. However, it is unclear

whether providing opportunistic interventions to promote smoking

cessation in services aimed at alleviating financial disadvantage

(e.g. food banks, social housing and financial advice services), is

acceptable, feasible, effective and cost-effective.

Given the nature of these settings and the frequency of their use,

they may represent promising new venues for opportunistic smoking

cessation interventions. Moreover, cigarettes and tobacco have

become increasingly expensive, and there is evidence that the finan-

cial burden of smoking can motivate people’s decision to quit [8]. Pro-

viding smoking cessation support within services targeted at

alleviating financial stress may provide an opportunity to use this

potential lever for behavior change.

To our knowledge no scoping or systematic review has investi-

gated opportunistic smoking cessation interventions in financial

support settings. Therefore, we set out to scope the existing

evidence on research carried out to date and its resulting findings,

identify gaps and provide future directions for research in

this area.

METHODS

Our aim was to systematically scope the evidence on opportunistic

tobacco smoking cessation interventions for people accessing finan-

cial support settings; particularly regarding acceptability, feasibility,

effectiveness, cost effectiveness and components focusing on the

financial implications of tobacco smoking and cessation. We designed,

conducted and reported this review in accordance with methodologi-

cal guidance on the conduct of scoping reviews [9], and the preferred

reporting items for systematic reviews and meta-analysis extension

for scoping reviews (PRISMA-ScR) checklist [10]. We registered the

review protocol prior to commencement [11].

Data sources and searches

We conducted searches using Ovid (incorporating the databases of

Medline [Ovid MEDLINE Epub Ahead of Print, In-Process and Other

Non-Indexed Citations, Ovid MEDLINE Daily and Ovid MEDLINE],

EMBASE and PyscINFO), and the Cochrane Tobacco Addiction Group

specialist study register, encompassing literature published prior to

21/03/2023 (Data S1). We supplemented this with manual reference

searches of all included articles.

Study selection and charting

Our inclusion criteria required studies to have investigated a smoking

cessation intervention delivered opportunistically to people who

smoked tobacco within settings that offered financial support or

assistance regarding problems caused by financial hardship, for

example, services for people experiencing homelessness, social hous-

ing, food banks and financial advice services. Within the context of

this review an intervention was regarded as opportunistic if it

occurred in the natural course of people accessing financial support,

without specific forewarning, and regardless of intervention inten-

sity, that is, the intervention could include intensive behavioral sup-

port, or very brief advice and/or simply referral to external services.

Tobacco smoking cessation included any form of tobacco smoking,

including, but not limited to, conventional cigarettes, cigars, shisha

and water pipes. Vaping cessation was not within the remit of our

review, although vaping as a risk reduction method for tobacco

smoking was. Studies were eligible regardless of study design

(e.g. experimental, observational or qualitative), outcomes investi-

gated, whether participants were clients or service providers,

whether the intervention was implemented or hypothetical

(i.e. people being asked about a service that could exist in the

future), whether the provision of financial support was a primary or

secondary function of the service, or the opportunistic tobacco

smoking intervention part of a broader multi-component health

intervention with other components delivered in, and/or referred

out to, other financial or non-financial support settings. We excluded

studies whose full text was not available in English as this was the

sole shared language between reviewers.

We uploaded search results to Covidence systematic review

software (Veritas Health Innovation, Melbourne, Australia; available

at www.covidence.org), which removed duplicates. We screened

search results against eligibility criteria in two stages: (1) title and

abstract; and (2) full text. The first 20% of all titles and abstracts

were independently screened by two reviewers (P.D., N.L. or T.P.).

After each 50 citations that were dual screened, reviewers met to

discuss any disagreements, contacting a third reviewer (P.D.,

N.L. or T.P.) where necessary. This was to ensure all reviewers

agreed on the interpretation of the eligibility criteria. The remaining

80% of citations were single screened, with reviewers discussing

uncertainties with other reviewers and erring on the side of

inclusion if in doubt. Full-text screening was performed in

duplicate by two reviewers (P.D., N.L. or T.P.) independently.

During full-text screening the reasons for exclusion were recorded,

and any disagreements resolved with the assistance of a third

reviewer.

One reviewer (P.D., N.L., T.P., M.G. or SH) charted data on study

characteristics, study methods and outcomes (Data S2). Charted data

were checked by a second reviewer (P.D., N.L., T.P., M.G. or S.H.), and

any disagreement resolved with the assistance of a third reviewer.

The charted data were reviewed and synthesized narratively by two

reviewers (P.D. and N.L.).
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RESULTS

Included studies

Our searches yielded 8629 results, of which 2591 were removed as

duplicates. We identified five additional non-peer reviewed reports

through searching reference lists of included articles. We screened

the titles and abstracts of the remaining 6043 articles, resulting in

376 articles for full-text screening. Full-text screening resulted

in 30 included articles, reporting on 25 studies (Figure 1). Eleven of

these studies were conducted in homelessness support services

[12–22]; five in organizations offering mixed social services, for

example, the Salvation Army [23–27]; four in women, infants and

children (WIC) programs (which provide nutritional and health

support to low-income mothers) [28–31]; two in social housing

[32, 33]; two in food banks [34, 35]; and one in a cheque cashing

setting [36].

Eleven studies examined attitudes toward potential smoking ces-

sation interventions, or whether smoking cessation services were cur-

rently being offered in a relevant setting [12, 13, 15, 17, 18, 21, 22,

24, 25, 28, 32]. Five of these were qualitative investigations that col-

lected data through interviews or focus groups [15, 17, 18, 25, 28];

four combined surveys with interviews or focus groups [12, 21, 22,

32]; and two were surveys only [13, 24]. The remaining 14 studies

examined the effectiveness and/or acceptability of new programs

offering opportunistic cessation support [14, 16, 19, 20, 23, 26, 27,

29–31, 33–36]. Of these, six were RCTs [23, 26, 27, 30, 31, 35]; three

evaluated an intervention using surveys [19, 20, 34]; two evaluated

an intervention using interviews [14, 16]; one using retrospective

observational data [29]; one using interviews, focus groups and

F I GU R E 1 PRISMA-ScR flow diagram.
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surveys [33]; and one a randomized field experiment [36]. Twelve of

the 25 included studies were conducted among clients [14, 22–25,

27, 29–31, 34–36]; eight among providers [13, 15, 17–19, 21, 28,

32]; and five among a combination of clients and providers [12, 16,

20, 26, 33]. Sixteen studies were conducted in the United States [17–

22, 26–32, 34–36]; five in Australia [12, 15, 23–25]; and four in the

United Kingdom (UK) [13, 14, 16, 33]. Of the 21 studies that reported

their funder, none received funding from the tobacco, e-cigarette or

pharmaceutical industries (Table 1).

Acceptability and feasibility

Service providers

Five studies reported on what staff working in financial support set-

tings would think and feel about introducing opportunistic smoking

cessation support. All of these studies reported majority support from

directors and staff in offering such support, with �90% of providers

across all studies consistently stating smoking cessation support

would be appropriate and desired in their services [16–18, 21, 32].

Some providers also recognized the role of tobacco in adding to finan-

cial strain and that discussing tobacco use in the context of financial

stability would be feasible [32]. However, some providers did express

concerns; in two studies providers noted a perceived lack of organiza-

tional support and resources to action smoking cessation assistance

[17, 32], and another two studies reported that most directors and

staff felt they did not presently have the appropriate skills or expertise

to offer smoking cessation services [21, 32]. Staff in one of the afore-

mentioned studies, as well as in two additional qualitative studies,

reported that they would welcome training to provide this form of

intervention [16, 21, 28]. Some providers also reported that their cur-

rent lack of confidence meant they did not offer opportunistic advice

on smoking cessation, which was most evident among staff who were

never or current smokers [15]. Moreover, some staff regarded smok-

ing as a lower priority issue, suggesting that smoking diverted clients

from more harmful behaviors (e.g. other addictions) or concerns

(familial, financial or employment related) [15, 26, 28, 32, 33]. Staff in

several studies reported that a strong relationship was an important

base on which to deliver opportunistic intervention, and that they

would not feel confident in intervening without this unless the

client raised the issue themselves, which staff reported rarely

occurred [17, 21, 32].

Two studies asked staff about what cessation support was cur-

rently offered, or might be offered, in services for people experiencing

financial difficulties [12, 13]. One study specifically asked providers

about the smoking cessation interventions they thought would be fea-

sible in services offering support for people experiencing homeless-

ness [12]. Providers reported individual counselling; hypnosis;

acupuncture; non-financial incentives to quit, for example, football

tickets; and free of client cost or subsidized nicotine replacement

therapy (NRT) as the five least desirable and feasible of 17 possible

options. Strategies perceived to be the most desirable and feasibleT
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were not reported. Another study asked staff in homelessness support

services about their current actions on promoting tobacco smoking

cessation, where staff reported encouraging clients to switch to

vaping [13].

Three studies reported the experiences of service providers who

had intervened on smoking as part of an intervention taking place in

the setting [26, 28, 33]. Two studies reported that staff had positive

reactions to providing opportunistic support for cessation. They

reported that clients were keen to discuss smoking, reacted positively

to offers of support and that staff felt positive afterwards about the

support that they had offered [26, 33]. Providers in the third study,

which took place in the WIC program (who provide supplemental

foods, nutritional education and health care referrals to low-income

pregnant and postpartum women and their children), reported

experiencing a range of reactions from clients in response to asking

about their smoking status and advising them to quit. These ranged

from receptiveness to defensiveness and embarrassment [28].

Clients

Eight studies investigated the acceptability of offering smoking cessa-

tion support to clients [12, 14, 16, 22, 24–26, 33]. There were high

levels of support for the provision of assistance in homelessness and

social services settings [22, 24–26]. One study reported that smoking

cessation was not currently discussed enough by providers [22], and

in another, clients in a Salvation Army setting reported that they were

pleased to be asked about their smoking, because it made them feel

the service cared about them [26].

Some studies also reported on the types of support that clients of

financial support settings would like to see. One study reported that

clients believed multiple approaches to helping people quit should be

implemented, and that there would be interest in services that

addressed other addiction issues in parallel [22]. The provision of free

of client cost or reduced cost NRT (some clients were otherwise dis-

couraged by the cost) and incentives to quit were deemed the most

popular quitting aids among clients [12, 22, 24]. However, there was

also a potential concern that cash incentives might be used to buy cig-

arettes (it was unclear whether participants were concerned about

others, themselves or both, using cash incentives in this manner) [12].

One study also investigated the least popular approaches to quitting

support, which were referral to a telephone Quitline and text message

support [24].

In three of the eight studies examining the acceptability of oppor-

tunistic smoking cessation interventions to clients, the intervention

was already being provided [14, 16, 33]. Two were providing clients

with e-cigarettes in homelessness support settings [14, 16], with one

study reporting that the offer of e-cigarettes was deemed a ‘great’
idea [14] and the other that four of the five (80%) clients interviewed

accepted an offer of an e-cigarette [16]. A study conducted in UK

social housing provided a health-related behavioral intervention

focused on exercise, alcohol consumption, eating behavior and smok-

ing. Only 226 (22.2%) of 1016 invited social housing tenants took part

in the study. Those who smoked and were interviewed reported they

did not use the smoking cessation services offered by their social

housing provider, although quantitative analysis found a significant

reduction in smoking at 12-month follow up [33].

Effectiveness

Comparative evidence from RCTs

Of the six included RCTs all but one [26] examined more versus less

intensive opportunistic smoking cessation interventions [23, 27, 30,

31, 35] (Table 1). The comparator for all five of these studies was

minimal support to quit smoking (i.e. self-help materials, signposting

and/or referral to local smoking cessation services and/or brief

advice on why and how to quit). Four studies investigated added

behavioral support, NRT or both in their intervention arms [23, 27,

30, 35]. Bonevski et al. [23] (n = 431) offered their 187 intervention

participants an intensive five-session counselling regime and free of

client cost NRT. There were no clear differences in quit rates

between study arms at 6-month follow-up (validated continuous

rates: intervention: 1% vs comparator: 1.4%; OR = 0.77 (95% CI =

0.1–8.5). However, intervention participants did report lower

adjusted mean cigarettes smoked per day (cpd) than those in the

comparator group at follow-up (7.8 vs 12.8), as well as more mean

quit attempts (3.6 vs 1.6) [23]. Collins et al. [30] asked WIC clients in

their intervention arm whether they smoked, advised about quitting

and referred to smoking cessation treatment, including telephone

counselling and NRT. The intervention resulted in a twofold increase

in 12-month biochemically validated quit rates compared to the com-

parator group (15/199, 7.5% and 7/197, 3.6%, respectively) [30].

Fernandez et al. (n = 111) provided its 61 intervention participants,

callers to a mixed social support service (the 2-1-1 helpline), with

referral to stop smoking services and enhanced navigation through

the referral (logistical support to overcome potential barriers to treat-

ment seeking such as scheduling appointments and arranging trans-

portation). The intervention resulted in an increase in participants

completing smoking cessation counselling compared to referral-only

comparator participants (31% vs 16%). Smoking cessation rates were

not reported [27]. Steinberg et al. [35] (n = 57) investigated two

interventions. In the first, food bank clients received a single motiva-

tional interviewing session before being referred to stop smoking ser-

vices, and in the second, clients were provided with a 2-week supply

of NRT. Across all three study arms only one person, in the referral-

only comparator group, was biochemically confirmed abstinent at

1-month follow-up. The motivational interviewing arm self-reported

reducing their cpd by four, the NRT group by two and the referral

comparator by <1 cpd [35]. Donatelle et al. [31] (n = 240 pregnant

women) provided 112 intervention participants, attending WIC

clinics, with financial incentives for quitting, in addition to the mini-

mal intervention provided to comparator participants. The interven-

tion group had higher quit rates than the comparator group at both

the 8-month gestation (intervention: 34/105, 32% vs comparator:
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9/102, 9%) and 2-months postpartum follow-up points (intervention:

22/103, 21%; comparator: 6/102, 6%) [31].

In the only RCT that compared a smoking cessation intervention

to no intervention (n = 295), 148 intervention participants in the Sal-

vation Army social support service were provided with very brief

(30-second) smoking cessation advice. Clients were asked if they

smoked, smoking was linked to the Salvation Army’s mission, and

tobacco use health information, self-help materials and information

on associated services were shared. The intervention increased the

likelihood that participants would ‘probably’ or ‘definitely’ seek help

when they decided to quit compared to no intervention (61% vs 44%),

but there was no clear difference in the proportions of participants

who reported that they ‘probably’ or ‘definitely’ intended to quit in

the next 6-months (49% vs 45%). Smoking cessation rates were not

reported [26].

Additional evidence from single-armed studies

Five single-arm studies collected additional effectiveness data. Two

studies investigated the impact of training service providers in home-

lessness support services on knowledge and delivery of smoking ces-

sation support [19, 22]. Both found an increase in knowledge on the

provision of smoking cessation support. The training also led to sub-

stantial increases in the number of clients being provided with smok-

ing cessation support. In one study, there were increases in the

provision of treatment and referrals in comparison to the previous

month (46% vs 74%), arranging follow up with clients to assess pro-

gress (39% vs 74%), providing non-nicotine smoking cessation medi-

cations (9% vs 30%), providing NRT (17% vs 41%) and advising

smokers to quit (54% vs 64%). There was only a small increase in the

provision of behavioral counselling (43% vs 48%) [19]. The second

study found the proportion of clients being asked about tobacco

increased from 21% to 65% [22].

In one study where n = 144 food bank clients received a 10- to

12-minute smoking cessation education intervention, including infor-

mation on smoking harms, nicotine addiction mechanisms, ways to

quit and the local Quitline, knowledge and intention to quit increased

slightly (+0.86; on a 0–7 scale, and +0.9; on a 0–10 scale, respec-

tively). At 6-week follow-up 7.4% of smokers reported calling the

Quitline in the previous month [34].

Two single-arm intervention studies investigated the impact of

smoking cessation support on actual smoking behavior. The first was

a retrospective observational evaluation of the WIC program in the

United States, who were providing referrals to stop smoking services.

Clients entering the program during the first trimester of pregnancy

were less likely to have increased their smoking (OR = 0.64; 95% CI =

0.52–0.79) and more likely to have decreased or quit smoking (OR =

1.51; 95% CI = 1.17–1.96) compared to those who entered during the

second or third trimester [29]. Finally, one study evaluated a health-

related behavioral intervention focused on exercise, alcohol consump-

tion, eating behavior and smoking. If residents wanted to change their

smoking behavior, they were provided with support through goal

setting, motivational interviewing, signposting to relevant services and

e-cigarette vouchers. A significant reduction in self-reported smoking

in the smoking component of the ‘How Are You’ (HAY) quiz was

observed at 12-month follow up [33].

Cost-effectiveness

None of the included studies investigated cost-effectiveness as an

outcome.

Components focusing on the financial implications of
smoking and cessation

Few studies reported intervention components focused on the finan-

cial gains associated with quitting smoking. However, one survey of

99 UK homelessness services, found that two services self-reported

discussing smoking in the context of barriers to monetary manage-

ment with their clients [13]. Additionally, the counselling manual used

in one interventional study stated: ‘If applicable talk with the client

about how much money is spent on cigarettes per week’ [23]. A third

study provided some participants with financial incentives to quit, so

it is possible that the financial aspects of smoking were discussed;

however, this was not explicitly stated [31].

Most notably, a randomized field experiment conducted in che-

que cashing, grocery and healthcare settings in the United States,

investigated the potential effect of the financial cost-saving element

of quitting smoking as an intervention strategy. Smoking cessation

brochures with financial messaging (e.g. financial gains achievable

over a day, week and year from quitting smoking) were displayed and

rotated, in randomized order weekly, with smoking cessation bro-

chures displaying health messages (e.g. health gains achievable over a

day, week and year). More of the financial messaging brochures were

taken by clients in all settings, with the largest difference in the che-

que cashing setting (124 financial vs 74 health brochures). Subsequent

smoking cessation was not assessed [36].

DISCUSSION

We found 25 studies that investigated an opportunistic smoking ces-

sation service within financial support settings. Approximately half

investigated the opinions of service providers and/or clients on the

provision of these services. A large majority of both service providers

and clients supported provision of opportunistic smoking cessation

interventions in financial support settings. A small minority of service

providers believed that smoking cessation was not a feasible goal for

clients, with barriers including a lack of resources and skills to provide

the support needed, perceived negative client response to being

asked about their smoking, clients having more urgent priorities and

tobacco use as a harm reduction strategy to prevent more illicit sub-

stance use and as a stress reliever. Clients welcomed being asked
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about their smoking and being offered assistance to quit. Some clients

had concerns about the costs of treatments, for example NRT, but

were interested in being offered free of client cost or cheap nicotine-

based quitting aids and cash or non-financial incentives for quitting.

Few studies investigated current smoking cessation support practices

in financial support settings; however, current provision of

e-cigarettes was reported in a small number of settings and viewed

positively.

Evidence on effectiveness was sparse. Only six of the 25 included

studies were RCTs and the majority compared more to less intensive

interventions, with mixed results. The follow-up length was generally

short (i.e. less than 6 months) and smoking cessation was only

assessed in four RCTs. However, the one study that investigated the

use of financial incentives for pregnant women using the WIC pro-

gram had promising cessation results, in-line with the wider evidence

on financial incentives for quitting smoking in pregnant women [37].

None of the included studies assessed the cost effectiveness of

opportunistic smoking cessation interventions.

All included studies took place in the United States, Australia or

the United Kingdom, and many in services offering support for home-

lessness. Most studies did not report on discussion of the potential

financial benefits of quitting smoking. Therefore, no studies have

drawn clear conclusions on the acceptability and effectiveness of this

as an intervention component. However, one study did look at the

uptake of smoking cessation materials that highlighted the financial

benefits versus the health benefits of quitting smoking and found

more uptake of the former [36]. Both service providers and clients

also acknowledged the financial impact of smoking and the potential

cost savings of quitting as a motivator for change. Prior evidence sug-

gests that focusing on the financial benefits of quitting smoking can

be more salient than health-focused campaigns when targeted at peo-

ple experiencing homelessness [38], and broader research from a

health perspective suggests focusing on financial gain rather than loss

is more persuasive [39].

Strengths and limitations of this study

We carried out this scoping review using systematic methods and

reporting, guided by the Joanna Briggs Institute updated methodologi-

cal guidance for the conduct of scoping reviews and the PRISMA-ScR

extension checklist [9, 10]. A potential limitation may be the ability of

our search strategy to identify all appropriate financial support set-

tings. We worked with a search strategy specialist (J.L.B.) and kept

our search terms broad to minimize the chances of missing relevant

literature, but it is possible that we failed to identify some terms used

to identify relevant settings. For reasons of pragmatism, we did not

carry out dual screening of all records at title/abstract stage; however,

we did spend time ensuring that all reviewers were interpreting the

eligibility criteria in the same way, and where in doubt put records

through to full-text screening where we dual screened all records. We

did not screen and include studies where the full text was not avail-

able in the English language, which may have caused bias. However,

we have no reason to believe that the relevant studies would be more

prevalent in countries that do not publish or translate as commonly in

the English language and based on the overall lack of evidence in this

area it is unlikely that much was missed for this reason.

Implications for Research and Practice

Very brief interventions to support behavior change are delivered

within 30 seconds to 2 minutes, and often adopt a variation of the

3A’s approach (ask, advise and act) [4, 40]. This involves tactfully initi-

ating a short discussion regarding an individual’s health behavior, for

example, smoking, weight management, physical activity (ask), advis-

ing on the best form of support available for the issue (advise) and

making an offer to arrange access to this support (act). Such interven-

tions are well suited to opportunistic delivery and have traditionally

occurred in primary care settings, capitalizing on a trusted environ-

ment and pre-existing relationship [4]. However, this approach could

be implemented opportunistically in any setting, which sufficiently

links the behaviors to a related outcome. This includes, for example,

intervening opportunistically on smoking in financial support settings

where, rather than health, the focus is more implicitly on the financial

benefits of quitting. Based on the lack of resources and skills allocated

to smoking cessation in financial support settings, the provision of

very brief advice with referral to existing evidence-based services

(i.e. combined behavioral support and medications or e-cigarettes)

appears a promising approach that should be thoroughly evaluated.

The financial benefits of stopping smoking are often highlighted

as potential motivators for quitting across the general population. For

example, Scotland’s national health information service, NHS Inform,

is one of several organizations whose website hosts a tool that can be

used to calculate the money that could be saved through quitting

smoking [41]. However, providing information on the financial bene-

fits of quitting and/or the use of financial incentives for quitting

smoking as core components of smoking cessation support for those

experiencing financial difficulty requires further examination; in partic-

ular because of the intuitive nature of the approaches in this setting

and promising preliminary findings.

Additional relevance to intervention content were findings from

one study that the most desired support options among clients, that

is, free of client cost or subsided NRT and incentives to quit, were

those perceived as the least desirable and feasible by service pro-

viders [12]. This warrants further investigation to establish whether

this discrepancy is consistently observed across different financial

support settings, why it exists (e.g. providers perceive that funding for

this support would need to come from their own overstretched bud-

gets) and whether it may be possible to mediate on any persisting dif-

ferences between clients and providers to reach a consensus on

desirable and feasible intervention components.

Future evaluations of opportunistic smoking cessation support

should take place in a wider range of financial support settings; in

countries outside of the United States, and financial support settings

outside of homelessness support services, where the majority of
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primary research has been conducted to date. More research is

needed to assess what opportunistic smoking cessation support is

currently being offered and how the financial aspects of smoking are

dealt with in financial support services in different countries and set-

tings. Studies investigating the feasibility and effectiveness of smoking

cessation support should compare interventions to the current stan-

dard of care. They should also ensure they measure smoking cessa-

tion, and that they do this in the long term, because populations who

find it harder to quit may take longer to achieve abstinence. As well as

clinical effectiveness, studies should investigate cost-effectiveness

and consider the financial stability and wellbeing of clients.
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