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ARTICLE INFO ABSTRACT

One explanation for the increasing smoking-related health inequalities is the limited access of lower socio-
economic status (SES) smokers to smoking cessation support. In order to understand this limited access — and to
eventually improve accessibility — we provide a structured overview of the barriers that lower SES smokers face
in the successive phases of access to cessation support. Our literature review included 43 papers on barriers of
access to cessation support for lower SES smokers, published before June 2016. We used the access to health care
framework to categorize the extracted barriers into (a) either the abilities of smokers or dimensions of cessation
support and (b) one of the successive phases of access to support. We found that lower SES smokers encounter
many barriers. They are present in all phases of access to cessation support, and different barriers may be
important in each of these phases. We also found that each phase transition is hampered by barriers related to
both the abilities of smokers and the dimensions of cessation support, and that these barriers tend to interact,
both with each other and with the disadvantaged living conditions of lower SES smokers. In conclusion, reducing
smoking-related health inequalities by improving lower SES smokers' access to smoking cessation support re-
quires a comprehensive approach. Our structured overview of barriers may serve as a starting point for tailoring
such an approach to the multitude of barriers that prevent lower SES smokers from accessing cessation support,
while simultaneously taking into account their disadvantaged living conditions.
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1. Introduction

Smoking explains about one third of the differences in life ex-
pectancy between lower and higher socioeconomic status (SES) groups
(Gregoraci et al., 2017). These smoking-related health inequalities are
expected to increase even further in the coming years (Cavelaars et al.,
2000), given the growing socioeconomic differences regarding both
smoking prevalence and smoking cessation rates during the last decades
(Federico et al., 2007; Giskes et al., 2005; Nagelhout et al., 2012;
Bosdriesz et al., 2015). One explanation for the socioeconomic differ-
ence in quitting smoking is that individual-level smoking cessation in-
terventions tend to have a negative equity impact, meaning that they
are, on average, more effective for higher SES smokers than for lower
SES smokers (Brown et al., 2014; Hill et al., 2014). A major reason for
this negative equity impact is that lower SES smokers appear to have
limited access to the smoking cessation interventions that are generally
the most effective, i.e., those that combine behavioral support and
pharmacotherapy (Twyman et al., 2014; Hiscock et al., 2012).
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Therefore, to have a positive equity impact, the access to such inter-
ventions should be improved by tailoring them to the specific needs of
lower SES smokers (Brown et al., 2014; Hill et al., 2014). However, the
evidence base for developing such tailored smoking cessation inter-
ventions is still limited (Brown et al., 2014; Hiscock et al., 2012).

The socioeconomic differences in access include the fact that
smoking cessation interventions are usually less successful in reaching
lower SES smokers, in keeping these smokers involved, and in effec-
tively supporting them to quit (Twyman et al., 2014; Hiscock et al.,
2012). These findings illustrate that differential access may occur all
along the process of obtaining care and benefiting from care (Levesque
et al., 2013). Therefore, we adopted a broad conceptualization of ac-
cess, from which access to health care can be defined as “the oppor-
tunity to reach and obtain appropriate health care services in situations
of perceived need for care” (Levesque et al., 2013). Building on this
broad definition, the access to health care framework (Levesque et al.,
2013) envisions access as a sequence of phases that ranges from having
health care needs (e.g. running health risks because of smoking) up to
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and including these needs being met (e.g. becoming a non-smoker) (for
an overview, see Table 1). This cumulative perspective originated from
integrating multiple definitions of access to health care (Levesque et al.,
2013).

According to the framework, successfully passing through the suc-
cessive phases of access depends on the abilities of smokers to perceive
the need for health care, and to seek, reach, pay for and engage in
effective smoking cessation support. Parallel to and in interaction with
these abilities, the framework specifies dimensions of cessation support
that concurrently influence the passage of smokers through the suc-
cessive phases of access. This means that the support itself should be
approachable, acceptable, available, affordable and appropriate in
order to help smokers to quit smoking. Having full access to cessation
support implies that smokers should be able to successfully move from
one phase of access to the next, and from that phase to the next, and so
on. Hence, the successive phases in the access to health care framework
represent crucial transitions where barriers to access can be revealed
(Levesque et al., 2013). Therefore, the framework provides an excellent
structure for identifying and categorizing the barriers that hamper ac-
cess to effective smoking cessation support.

We expect that a structured overview of barriers for lower SES
smokers in particular may improve our understanding of the socio-
economic inequalities in smoking cessation, and that this may serve as a
solid basis for the further tailoring of cessation support, as different
barriers usually require different strategies of change to overcome them
(Michie et al., 2011; Bartholomew Eldredge et al., 2016). As such an
overview is currently lacking, we aimed to deliver a structured over-
view of the barriers that lower SES smokers come across in the suc-
cessive phases of access to smoking cessation support. In doing so, we
addressed the following research questions: Which barriers to access
have been identified so far? Are these barriers related to the abilities of
smokers or to the dimensions of smoking cessation support? In which of
the phases of access do these barriers play an important role?

2. Methods
2.1. Search strategy

For our literature review (Grant and Booth, 2009), we searched
PubMed, the Cochrane Database of Systematic Reviews, Google Scholar
and Web of Science until June 2016. To identify studies on barriers
hampering access to smoking cessation support for lower SES smokers,
we searched for determinants of smoking cessation, recruitment stra-
tegies, smoking cessation support and the access of this target group to
such support. Key search terms included “smokers”, “socioeconomic
status” or “disadvantaged” or “deprived”, “smoking cessation” or
“quitting smoking”, “recruitment” or “chain-referral”, “programs” or
“interventions”, “reach” or “use”, and “factors” or “barriers”. We
screened the references of the papers retrieved for other relevant stu-
dies (“backward snowball method”) (Polit and Beck, 2004). Since we
did not find any information on the approachability of cessation sup-
port specifically for lower SES smokers, we extended our search for this
dimension to the general population of smokers. We continued the
search until no new barriers to access were found. Studies published in
English were selected if they reported barriers related to smoking ces-
sation. No exclusion criteria were applied.

2.2. Data extraction and analysis

First, we retrieved all information about barriers from the included
studies, irrespective of the level of evidence. Second, using the speci-
fications provided by the access to health care framework (summarized
in Table 1) (Levesque et al., 2013), the first author [EvW] system-
atically classified the barriers retrieved as either an ability of smokers
or a dimension of smoking cessation support. Third, she assigned the
barriers to the most appropriate phase of access. In order to maximize
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the distinction between phases, barriers were only assigned to more
than one phase if deemed relevant according to the specifications
provided by the framework. Finally, based on two complementary
sources (Levesque et al., 2013; Bartholomew Eldredge et al., 2016),
conceptually related barriers were merged and named after the psy-
chosocial or environmental concept they shared. For example, the high
smoking prevalence and the high acceptance of smoking in the smokers'
social environment were first classified as abilities of smokers. Subse-
quently, in view of their probable relevance, they were both assigned to
three phases of the framework: the ability to perceive needs, the ability
to seek support and the ability to engage in support. Finally, based on
their conceptual relatedness, we merged these two barriers into the
concept of “pro-smoking social norm”, which they shared. Decisions
about the final placement and nomenclature of barriers were discussed
among all authors [EvW, LL & JH] until consensus was reached.

3. Results
3.1. Types of studies collected

We included 43 papers, published between 1997 and April 2016,
reporting observational and experimental studies. Appendix A presents
the characteristics of these studies and the position of the barriers they
identified in the access to health care framework (Levesque et al., 2013).
Most studies (N = 28) primarily included lower SES smokers (based on
education, occupation, income or residential area) and/or smokers
from ethnic minority populations (Twyman et al., 2014; Hiscock et al.,
2012; Ford et al., 2013; Murray et al., 2009; King et al., 1997;
Christiansen et al., 2015; Carlini et al., 2012; Woodruff et al., 2002;
Benson et al., 2015; Nierkens et al., 2005; Thompson et al., 2015; Venn
et al., 2016; Benson et al.,, 2016; Bauld et al., 2012; Owens and
Springett, 2006; Christiansen et al., 2012; Henderson et al., 2011;
Benson et al., 2014; Stead et al., 2001; Stewart et al., 2011; Pateman
et al., 2015; Roddy et al., 2006; Benson, 2016; Courtney et al., 2014;
Stewart et al., 2010; Matthews et al., 2009; Bains et al., 2011; Wiltshire
et al., 2003), while nine studies also included smokers from higher
socioeconomic strata (Marcano Belisario et al., 2012; Bauld et al., 2010;
Browning et al., 2008; Hiscock et al., 2013; Kotz and West, 2009;
Siahpush et al., 2006a; Siahpush et al., 2006b; Pisinger et al., 2011;
Schnoz et al., 2010), and two studies also included professionals
(Bryant et al., 2010; Bauld et al., 2009). Three studies only included
smokers from the general population (McDonald, 1999; Bains et al.,
1998; Vidrine et al., 2013) and one study only included professionals
(Vogt et al., 2005). The studies were performed in the United Kingdom
(n = 17) (Hiscock et al., 2012; Murray et al., 2009; Thompson et al.,
2015; Venn et al., 2016; Bauld et al., 2012; Owens and Springett, 2006;
Henderson et al., 2011; Stead et al., 2001; Roddy et al., 2006; Bains
et al., 2011; Wiltshire et al., 2003; Marcano Belisario et al., 2012; Bauld
et al., 2010; Hiscock et al., 2013; Kotz and West, 2009; Bauld et al.,
2009; Vogt et al., 2005), United States (n = 8) (King et al., 1997;
Christiansen et al., 2015; Carlini et al., 2012; Woodruff et al., 2002;
Christiansen et al., 2012; Matthews et al., 2009; Browning et al., 2008;
Vidrine et al., 2013), Australia (n = 7) (Twyman et al., 2014; Ford
et al., 2013; Pateman et al., 2015; Courtney et al., 2014; Siahpush et al.,
2006a; Siahpush et al., 2006b; Bryant et al., 2010), the Netherlands
(n = 5) (Benson et al., 2015; Nierkens et al., 2005; Benson et al., 2016;
Benson et al., 2014; Benson, 2016), Canada (n = 4) (Stewart et al.,
2011; Stewart et al., 2010; McDonald, 1999; Bains et al., 1998), Den-
mark (n = 1) (Pisinger et al., 2011), and Switzerland (n = 1) (Schnoz
et al., 2010). The study designs were reviews (n = 10) (Twyman et al.,
2014; Hiscock et al., 2012; Ford et al., 2013; Murray et al., 2009; King
et al.,, 1997; Marcano Belisario et al., 2012; Bauld et al., 2010;
McDonald, 1999; Bains et al., 1998; Vogt et al., 2005), randomized
controlled trials (n = 4) (Christiansen et al., 2015; Carlini et al., 2012;
Woodruff et al., 2002; Vidrine et al., 2013), surveys (n = 14) (Benson
et al., 2015; Nierkens et al., 2005; Thompson et al., 2015; Venn et al.,
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2016; Benson et al., 2016; Bauld et al., 2012; Owens and Springett,
2006; Christiansen et al., 2012; Browning et al., 2008; Hiscock et al.,
2013; Kotz and West, 2009; Siahpush et al., 2006a; Siahpush et al.,
2006b; Pisinger et al., 2011), qualitative studies (n = 10) (Henderson
et al., 2011; Benson et al., 2014; Stead et al., 2001; Stewart et al., 2011;
Pateman et al., 2015; Roddy et al., 2006; Bains et al., 2011; Wiltshire
et al., 2003; Bryant et al., 2010; Bauld et al., 2009), and other (n = 5)
(Benson, 2016; Courtney et al., 2014; Stewart et al., 2010; Matthews
et al., 2009; Schnoz et al., 2010). Twenty-one studies reported on the
abilities of smokers (Twyman et al., 2014; Hiscock et al., 2012; King
et al., 1997; Christiansen et al., 2015; Carlini et al., 2012; Nierkens
et al.,, 2005; Thompson et al.,, 2015; Christiansen et al., 2012;
Henderson et al., 2011; Benson et al., 2014; Stead et al., 2001; Stewart
et al., 2011; Pateman et al., 2015; Roddy et al., 2006; Bains et al., 2011;
Wiltshire et al., 2003; Bauld et al., 2010; Kotz and West, 2009; Siahpush
et al., 2006a; Siahpush et al., 2006b; Pisinger et al., 2011), 37 studies
reported on the dimensions of support (Twyman et al., 2014; Ford et al.,
2013; Murray et al., 2009; King et al., 1997; Christiansen et al., 2015;
Carlini et al., 2012; Woodruff et al., 2002; Benson et al., 2015;
Thompson et al., 2015; Venn et al., 2016; Benson et al., 2016; Bauld
et al., 2012; Owens and Springett, 2006; Henderson et al., 2011; Benson
et al., 2014; Stead et al., 2001; Stewart et al., 2011; Roddy et al., 2006;
Benson, 2016; Courtney et al., 2014; Stewart et al., 2010; Matthews
et al., 2009; Bains et al., 2011; Wiltshire et al., 2003; Marcano Belisario
et al.,, 2012; Bauld et al., 2010; Browning et al., 2008; Hiscock et al.,
2013; Siahpush et al., 2006a; Pisinger et al., 2011; Schnoz et al., 2010;
Bryant et al., 2010; Bauld et al., 2009; McDonald, 1999; Bains et al.,
1998; Vidrine et al., 2013; Vogt et al., 2005), and 15 studies reported on
both abilities and dimensions (Twyman et al., 2014; King et al., 1997;
Christiansen et al., 2015; Carlini et al., 2012; Thompson et al., 2015;
Henderson et al., 2011; Benson et al., 2014; Stead et al., 2001; Stewart
et al., 2011; Roddy et al., 2006; Bains et al., 2011; Wiltshire et al., 2003;
Bauld et al., 2010; Siahpush et al., 2006a; Pisinger et al., 2011).

3.2. Barriers identified

The barriers that lower SES smokers come across are reported first
with respect to the abilities of smokers and next with respect to the
dimensions of support (for a summary, see Fig. 1).

3.2.1. Abilities of lower SES smokers

3.2.1.1. Ability to perceive. A core barrier to the ability to perceive
needs for smoking cessation support is a low motivation to quit (Hiscock
et al., 2012; Siahpush et al., 2006a). Many lower SES smokers have a
low risk perception. They are insufficiently aware of the health
consequences of smoking and the toxic constituents of smoke
(Siahpush et al., 2006b). Therefore, quitting smoking is often seen as
a long-term goal instead of a short-term goal (Stewart et al., 2011). In
addition, many positive attitudes towards smoking exist. Smoking is seen
as a reward, which brings relaxation and a sense of control, and as a
personal freedom contributing to autonomy (Twyman et al., 2014;
Hiscock et al., 2012; Pateman et al., 2015; Wiltshire et al., 2003).
Smoking often serves as an automatic coping mechanism to stressful
living conditions, loneliness and boredom (Twyman et al., 2014;
Pateman et al., 2015). The important role of smoking in dealing with
lower SES related daily hassles results in strong smoking habits (Twyman
et al.,, 2014). The pro-smoking social norm among lower SES smokers
(Christiansen et al., 2012; Bauld et al., 2010), resulting from the high
prevalence and acceptance of smoking (Twyman et al., 2014; Hiscock
et al., 2012; Wiltshire et al., 2003), and from the embedment of
smoking in social structures and places (Pateman et al., 2015), also
limits the ability to perceive the need for support.

3.2.1.2. Ability to seek. On top of the pro-smoking social norm (Twyman
et al., 2014; Hiscock et al., 2012; Christiansen et al., 2012; Pateman
et al., 2015; Wiltshire et al., 2003; Bauld et al., 2010), waiting for the
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right time to quit smoking impedes the ability to seek support (Pateman
et al., 2015). Lower SES smokers tend to have a low self-efficacy. They
frequently regard quitting as difficult (Twyman et al., 2014) and quit
attempts as hopeless (Wiltshire et al., 2003) because of the strong
addiction that smoking represents (Hiscock et al., 2012; Pateman et al.,
2015; Siahpush et al., 2006a). Nevertheless, they often regard cessation
support as unnecessary. Quitting is seen as one's own responsibility
(Pateman et al., 2015), for which willpower is believed to be sufficient
(Christiansen et al., 2012; Roddy et al., 2006). This may make lower
SES smokers afraid of failure and of being judged for using cessation
support (Roddy et al., 2006). Moreover, many of them are not aware of
the existence of such support (King et al., 1997; Roddy et al., 2006).
Apart from such a lack of knowledge, lower SES smokers tend to have
negative attitudes towards cessation support: counseling is seen as
ineffective (Christiansen et al., 2012), and nicotine replacement
therapy as ineffective, dangerous, addictive, too expensive, or more
expensive than smoking (Christiansen et al., 2012; Pateman et al.,
2015; Roddy et al., 2006; Wiltshire et al., 2003). A common resistance to
outsiders among lower SES smokers may additionally complicate
recruitment and outreach activities for cessation support (Thompson
et al., 2015). Furthermore, most of these smokers have competing
priorities. Due to their disadvantaged living conditions, they are facing
other, often more immediate, threats to health than smoking, such as
poor housing, environmental hazards and mental health issues
(Twyman et al., 2014; Pateman et al., 2015). Finally, cultural barriers
may impede the ability to seek support, such as the cultural pressure to
accept cigarettes that are offered (Nierkens et al., 2005), and the
importance of smoking in the conservation of cultural identity
(Twyman et al., 2014).

3.2.1.3. Ability to reach. The ability to reach smoking cessation support
is hampered by an area effect (Stead et al., 2001). Lower SES smokers
tend to live in places with limited resources and in isolation from the
wider community (Hiscock et al., 2012; Stead et al., 2001), and to have
low mobility, as they may lack the transportation and childcare facilities
necessary to reach support (King et al., 1997). Usually, they also
experience a lack of social support, for both smoking cessation and
participation in cessation support, from both their social environment
(Hiscock et al., 2012; Henderson et al., 2011; Benson et al., 2014) and
their health care providers (Twyman et al., 2014). Although lower SES
smokers in general do not know what to expect from cessation support
(Bains et al., 2011), they tend to perceive it as inappropriate, as it would
disallow them to control their own destiny (Pateman et al., 2015), and
inaccessible, for instance because of distance and long waiting lists. They
would prefer flexible support, which is available at various times and
locations (Roddy et al., 2006).

3.2.1.4. Ability to pay. Lower SES smokers barely use smoking
cessation support in countries where free support is unavailable
(Hiscock et al., 2012), as they are often unable to pay for it, due to
their own financial difficulties and the limited reimbursement they receive
from the health insurance (Christiansen et al., 2015; Pateman et al.,
2015).

3.2.1.5. Ability to engage. The ability to engage in smoking cessation
support is impeded again by low self-efficacy (Hiscock et al., 2012;
Pateman et al., 2015; Siahpush et al., 2006a). This is also related to the
high prevalence of unsuccessful quit attempts among lower SES smokers
(Kotz and West, 2009; Siahpush et al., 2006a), resulting in high drop-
out rates from support and high rates of relapse to smoking (Hiscock
et al., 2012). The lack of success is caused by strong smoking habits
(Pateman et al., 2015), strong nicotine addiction (Hiscock et al., 2012;
Pateman et al., 2015; Wiltshire et al., 2003; Siahpush et al., 2006a), and
stressful living conditions (Twyman et al., 2014; Hiscock et al., 2012;
Pateman et al., 2015; Wiltshire et al., 2003; Pisinger et al., 2011).
Negative experiences with former quit attempts result in low self-esteem
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Fig. 1. Barriers for lower SES smokers to access smoking cessation support.

(Pisinger et al., 2011), and further reduce lower SES smokers' self-
efficacy (Pisinger et al., 2011), their interest in quitting again, and thus
their re-engagement in cessation support (Carlini et al., 2012). Other
factors contributing to low participation in support and high relapse to
smoking are the low social support (Henderson et al., 2011) and the
strong pro-smoking social norm (Twyman et al., 2014; Hiscock et al.,
2012; Christiansen et al., 2012; Pateman et al., 2015; Wiltshire et al.,
2003; Bauld et al., 2010; Pisinger et al., 2011) that lower SES smokers
usually encounter during quit attempts. These social factors also imply
that limited alternative non-smoking contexts are available (Wiltshire
et al., 2003). Weight gain after cessation (Pisinger et al., 2011) may
additionally contribute to relapse to smoking, as may the limited
options for alternative activities to replace smoking among lower SES
smokers (Pateman et al., 2015).

3.2.2. Dimensions of smoking cessation support

3.2.2.1. Approachability. For lower SES smokers, the approachability of
smoking cessation support is poor (Murray et al., 2009; Thompson
et al., 2015; Venn et al., 2016; McDonald, 1999; Vidrine et al., 2013),
because professionals usually provide limited quit advice (Browning et al.,
2008). Despite the lack of systematic recruitment in general practices
(Benson et al., 2015), lower SES smokers who do reach cessation
support tend to be referred to it by their general practitioner (Benson
et al., 2015; Henderson et al., 2011). In general, professionals who do
recruit smokers for cessation support often use ineffective recruitment
strategies (Marcano Belisario et al., 2012), such as impersonal and
reactive approaches (Thompson et al., 2015; McDonald, 1999) that

require smokers to sign up for support themselves. More effective
recruitment strategies for lower SES smokers are personal and proactive
approaches (Benson et al., 2015; McDonald, 1999), such as the Ask-
Advice-Connect strategy (Vidrine et al., 2013), in which professionals
invite smokers and connect them to support (Vidrine et al., 2013).
Combining reactive and proactive strategies may even be the most
effective way to recruit lower SES smokers (McDonald, 1999). Other
potentially effective strategies, such as recruitment by professionals of
community organizations (Christiansen et al., 2015; Bryant et al., 2010)
and word of mouth referral by the target group itself (Benson et al.,
2015), are barely employed. The same holds for the use of incentives,
which can also increase recruitment rates (Murray et al., 2009; Marcano
Belisario et al., 2012; Bains et al., 1998). Although their magnitude
seems to matter, it is not yet clear which types of incentives are most
effective (Murray et al., 2009; Bains et al., 1998).

3.2.2.2. Acceptability. The acceptability of smoking cessation support is
low. One reason is that many health care professionals hardly support
lower SES smokers in this respect (Twyman et al., 2014). For instance,
they often do not follow guidelines with respect to recruitment and giving
quit advice (Benson et al., 2015). Since lower SES smokers regularly
have competing problems, professionals also tend to give smoking
cessation low priority (Bryant et al., 2010). Some professionals regard
themselves as having insufficient knowledge, self-efficacy, and skills to
motivate smokers to quit, to provide them with adequate quit advice
(Twyman et al., 2014; Bryant et al., 2010; Vogt et al., 2005), and to
refer them to local cessation support (Benson et al., 2015). Professionals
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also hold negative attitudes towards quit advice (Vogt et al., 2005). They
believe that providing this advice is not their task, ineffective and
inappropriate (Vogt et al., 2005), and that it violates the privacy of
clients and their relationship with clients (Bryant et al., 2010; Vogt
et al., 2005). Finally, recruiting smokers for cessation support is mostly
regarded as time-intensive, labor-intensive and expensive (Twyman et al.,
2014; Carlini et al., 2012; Thompson et al., 2015; Vogt et al., 2005).

3.2.2.3. Availability and accommodation. The availability and
accommodation of smoking cessation support for lower SES smokers
is generally poor. The area effect (Stead et al., 2001) introduced above
implies that support is often not locally available (Murray et al., 2009).
Most of the support is inflexible regarding time and place (Roddy et al.,
2006; Bains et al.,, 2011), for instance because it requires an
appointment, involves long waiting lists (Owens and Springett, 2006;
Bains et al., 2011), has fixed starting and ending dates, and provides a
limited number of sessions (Benson et al., 2016). The rare examples of
flexible cessation support adopted a drop-in system, which seems more
effective in attracting and reaching lower SES smokers (Benson et al.,
2016; Bauld et al., 2012; Bains et al., 2011; Hiscock et al., 2013).
Smokers who enter fixed group support may become demotivated by
the decreasing group size due to other participants dropping out
(Benson et al., 2014). Finally, fragmentation, meaning that different
components, such as pharmacotherapy and behavioral support, are
offered in different places, is likely to prevent lower SES smokers from
reaching cessation support (Benson et al., 2015; Owens and Springett,
2006; Bauld et al., 2009).

3.2.2.4. Affordability. The affordability of smoking cessation support is
problematic. Such support is generally neither free of charge nor entirely
reimbursed, making its use expensive for lower SES smokers (Roddy
et al., 2006; Benson, 2016; Bryant et al., 2010). Even if reimbursement
is available, some of these smokers are not able to pay the prepayments
that are often required (Benson, 2016). Until the recent policy changes,
the United Kingdom was one of the few exceptions where behavioral
support and nicotine replacement therapy were free (Bauld et al., 2010;
Bauld et al., 2009). Even so, other costs may hamper the use of support,
for instance if a different type of pharmacotherapy than is offered for
free would be more suitable to quit smoking (Roddy et al., 2006; Bauld
et al., 2009).

3.2.2.5. Appropriateness. The appropriateness of smoking cessation
support for lower SES smokers is poor, due to its incongruence with
their specific needs. Regular support is often insufficiently intensive and
too inflexible for them to actually quit smoking (Siahpush et al., 2006a).
There is no extra support in between sessions (Henderson et al., 2011),
no sufficiently long follow-up support for smokers who quit smoking
and no procedure for smokers who relapse (Carlini et al., 2012), while
both drop-out (Benson et al., 2014) and relapse rates (Pisinger et al.,
2011) are high. Cessation support also insufficiently addresses social
support (Ford et al., 2013), despite the known lack of social support that
lower SES smokers receive from their direct environment and its
importance for a successful quit attempt (Ford et al., 2013). For
instance, they may be in need of a buddy (Stewart et al., 2011) or of
peers as role models to increase their self-efficacy (Ford et al., 2013).
Also, cessation support is mostly not very well targeted at ethnic
minorities (King et al., 1997; Woodruff et al., 2002; Matthews et al.,
2009; Schnoz et al., 2010), meaning that it is neither tailored to their
cultural beliefs nor available in other languages (King et al., 1997;
Matthews et al., 2009; Schnoz et al., 2010). Finally, cessation support
mainly focuses on nicotine addiction, while material and social
circumstances play a key role in smoking behavior and relapse
(Stewart et al., 2011; Stewart et al., 2010; Wiltshire et al., 2003).
This means that a holistic approach, including for example financial
education, would be more appropriate for lower SES smokers (Courtney
et al., 2014).

148

Preventive Medicine 123 (2019) 143-151

4. Discussion

This literature review categorized the barriers that lower SES smo-
kers come across when accessing smoking cessation support in ac-
cordance with the access to health care framework (Levesque et al.,
2013). First, our study revealed that lower SES smokers encounter
many barriers, that barriers are present in all phases of access to ces-
sation support, and that different barriers may be important in each of
these phases. Second, we found that each phase transition is hampered
by barriers related to both the abilities of smokers and the dimensions
of cessation support, and that these barriers tend to interact both with
each other and with the disadvantaged living conditions of lower SES
smokers. Finally, we established that studies in this field have usually
examined barriers concerning either the abilities of lower SES smokers
or the dimensions of cessation support, but not both, and typically
addressed only one or a few phases of access.

4.1. Interpretation and implications

Previous studies that applied the access to health care framework
(Levesque et al., 2013) to analyze the barriers to access for dis-
advantaged populations also identified a variety of barriers in multiple
phases of access to care (Corscadden et al., 2018; Suurmond et al.,
2016). However, these studies typically considered either only the
abilities of populations (Suurmond et al., 2016) or mainly the dimen-
sions of care (Corscadden et al., 2018). By preparing one overview of
both the abilities of smokers and the dimensions of smoking cessation
support, we are the first to substantiate, for lower SES smokers, the
interactions between these two types of barriers that are predicted by
the access to health care framework (Levesque et al., 2013). Since we
deliberately assigned each of the identified barriers to the most ap-
propriate phases of access, our study also makes clear how the dis-
advantaged living conditions of lower SES smokers play an impeding
role throughout the entire process of access to cessation support.
Therefore, our structured overview of barriers may offer a preliminary
answer to the recently posed question “why particular approaches are
more or less likely to have an equity-positive effect on smoking out-
comes” (Smith et al., 2018). Our findings indicate that improving access
to effective smoking cessation support for lower SES smokers requires
an approach that simultaneously: (1) addresses both the abilities of
smokers and the dimensions of cessation support; (2) is tailored to the
specific barriers that hamper each of the successive phase transitions;
(3) takes into account the disadvantaged living conditions of lower SES
smokers.

In our review we did not come across any single smoking cessation
intervention that met all three of these requirements. However, we did
find some interventions that addressed combinations of barriers, albeit
mostly in a limited number of the phases of access to support. Our
findings correspond with a recent review of smoking cessation support
in the United Kingdom, which found that primary care services typi-
cally intervene in the early phases of — what the review calls — “the
cessation pathway”, while innovative cessation services focused more
on the later phases (Smith et al., 2018). We infer that one possible
strategy to improve the access of lower SES smokers to cessation sup-
port could be to combine one or more of the available interventions that
target different phases of access to support. Interventions that address
barriers in the earlier phases of access may, for instance, make use of
personal and proactive recruitment strategies (Benson et al., 2015;
Vidrine et al., 2013), word-of-mouth referral by the target group itself
(Patten et al., 2011; Sadasivam et al., 2013), or a mobile drop-in service
for which no referral is required (Venn et al., 2016). Such interventions
may, for instance, be able to overcome barriers related to the ap-
proachability of support (e.g., by replacing ineffective provider recruit-
ment strategies) and the ability to seek support (e.g., by increasing
smokers' awareness of cessation support).

Although interventions like these may indeed have an equity-
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positive effect in the first phases of access, they are less likely to pro-
mote the progression of lower SES smokers through the later phases
(Smith et al., 2018). Our findings imply that this would require addi-
tional interventions that are specifically tailored to the barriers that are
important in these later phases. One such intervention is a tobacco
quitline (Fildes et al., 2012), offering free telephone counseling in
several languages, thereby addressing barriers related to the afford-
ability and appropriateness of support. Another example is a neighbor-
hood drop-in rolling group (Bauld et al., 2012), offering cessation
support free of charge and in a flexible manner. Such support may ef-
fectively tackle barriers related to, for instance, the availability and ac-
commodation of support (e.g., by offering weekly, locally available
support without referral being required), and the appropriateness of
support (e.g., by offering support that remains accessible in case of
relapse). Such a rolling group intervention may also improve the abil-
ities of lower SES smokers, such as their ability to reach (e.g., by pro-
viding a supportive environment) and their ability to engage (e.g., by
increasing perceptions of social support). However, evaluations of such
a rolling group intervention have indicated that other barriers may still
hamper lower SES smokers to remain engaged in the support long en-
ough to successfully quit smoking (Bauld et al., 2012; Bauld et al.,
2009). To enable lower SES smokers to also achieve this ultimate health
care consequence, it may be necessary to offer more intensive support,
and to pay more attention to their disadvantaged living conditions
(Bauld et al., 2009), as these, rather than the barriers as such, may be
decisive in distinguishing lower SES from higher SES smokers.

Therefore, a second possible strategy to improve the access of lower
SES smokers to cessation support is to add intervention components
that address their disadvantaged living conditions (Brown et al., 2014;
Hill et al., 2014). Our finding that both the abilities of smokers and the
dimensions of support are highly likely to interact with the dis-
advantaged living conditions of lower SES smokers endorses the im-
portance of such a strategy. For example, our study revealed how an
area effect (Stead et al., 2001), i.e., living in rather isolated area, may
interact with the low mobility of lower SES smokers and the absence of
locally available support (Murray et al., 2009; King et al., 1997). Al-
though addressing disadvantaged living conditions has received little
attention so far, such an approach would for instance respond to the
needs that low-income female smokers identify themselves (Stewart
etal., 2011). One option would be to improve the abilities of smokers to
cope with the stresses they experience because of their lower socio-
economic status, such as the stress due to unemployment and income
insecurity (Twyman et al., 2014; Pateman et al., 2015). Additional at-
tention for coping with stress has been found to be a promising ap-
proach in a cessation program for Canadian low-income women
(Stewart et al., 2011). A second option is to support lower SES smokers
to better deal with the disadvantaged conditions that are causing the
stress. One example is to offer cessation support that includes a module
on dealing with a small income (Stewart et al., 2011), including sug-
gestions for cheap alternative activities to replace smoking. Although
promising, these first two options should be regarded as short-term
solutions that still do not address the disadvantaged conditions them-
selves. The latter would require “upstream” policy measures (Twyman
et al., 2014; Pateman et al., 2015; Adler and Newman, 2002), which,
for instance, help lower SES smokers restructure their debts, find paid
or voluntary work, or acquire a minimum income, or that promote good
and smoke-free working conditions, that may also help to improve so-
cial norms towards smoking cessation. However, permanent measures
like these may only have an impact on smoking cessation in the longer
term, while such an effect may also be difficult to assess (Adler and
Newman, 2002).

Finally, most studies included in our review examined either the
abilities of smokers or the dimensions of cessation support, and ad-
dressed only one or a limited number of phases of access. In our opi-
nion, our use of the access to health framework (Levesque et al., 2013)
makes clear that such a limited scope may be insufficient to fully

149

Preventive Medicine 123 (2019) 143-151

understand the socioeconomic differences in smoking cessation and to
properly evaluate the tailored interventions to reduce these differences.
Therefore, we think that future research could benefit from adopting a
broader definition of access to health care (Levesque et al., 2013). This
broader scope would also allow future needs assessments and program
evaluations to take into account the disadvantaged living conditions of
lower SES smokers throughout all phases of access to smoking cessation
support. Future research could also explore the added value of si-
multaneously addressing other health-related behaviors that tend to
cluster in lower SES populations (Evans and Buck, 2018; Meader et al.,
2017).

4.2. Limitations

Three limitations should be discussed. First, we did not perform a
systematic review or include grey literature, and new relevant studies
have been published after our review in June 2016 (Smith et al., 2018;
Evans and Buck, 2018). This means that our overview of barriers may
not be complete. However, we believe that the resulting overview is
representative for the evidence available, as we searched until no new
barriers were found. Regarding the qualitative part of our review, i.e.,
the merger of conceptually related barriers and their arrangement in
accordance with the access to health care framework (Levesque et al.,
2013), the resulting structured overview may also be regarded as ap-
proaching theoretical saturation (Polit and Beck, 2004).

Second, we may not have reached such theoretical saturation for the
approachability dimension of smoking cessation support. For this di-
mension, we could not find any information on barriers important to
lower SES smokers in particular, only barriers that played a role for the
“average” smoker in the general population (McDonald, 1999; Bains
et al., 1998; Vidrine et al., 2013). Although we assume that these
barriers, e.g., the use of ineffective recruitment strategies by profes-
sionals (Thompson et al., 2015; Marcano Belisario et al., 2012;
McDonald, 1999), may as a rule be of similar or even greater im-
portance to lower SES smokers, the opposite may be the case in the
United Kingdom (Smith et al., 2018). Therefore, before further tailoring
the available cessation support to lower SES smokers, an additional
local needs assessment would be appropriate, preferably applying
qualitative research methods (Smith et al., 2018).

Third, a local needs assessment may also be needed to determine the
relative importance of each of the barriers identified. As we did not take
into account the strength of the available evidence, our structured
overview cannot be used to decide on the relative importance of each of
the barriers identified. Moreover, our results indicate that the relative
importance of barriers may be influenced by the local or the national
policy context, which also implies that their exact placement in the
framework may be debatable. Hence, whereas the barriers concerning
the abilities of lower SES smokers in our overview may be generalizable
to smokers in other lower SES populations than those covered by the
studies in our review, the dimensions of support may be less or not
generalizable to other health care contexts, such as to low-income and
middle-income countries for which we were not able to include any
studies in our review.

5. Conclusions

An important explanation for the socioeconomic differences in
smoking and health is the limited access of lower SES smokers to ef-
fective smoking cessation support. Lower SES smokers face multiple
barriers in all phases of access to the support. Reducing socioeconomic
differences in smoking requires a comprehensive approach that is tai-
lored to the specific barriers in each of the successive phases of access to
cessation support. Such an approach should simultaneously address
both the abilities of smokers and the dimensions of support, as well as
take into account the disadvantaged living conditions of lower SES
smokers. Future research could benefit from adopting a broad
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definition of access to health care, as it may help to further improve our
understanding of socioeconomic differences in smoking and health, and
to identify and evaluate strategies with the potential to decrease these
differences.
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