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Background: Smoking remains an important and socially unequal public health problem in the United Kingdom. Although evidence-based behavioural and pharmacological treatments can support cessation, their population benefit depends partly on whether smokers successfully connect with services and remain engaged. This review examined what published evidence shows about the relationship between engagement with smoking cessation support and quit success among UK adults.
Methodology: A systematic literature review was conducted using a PECO-informed search strategy. Ten primary studies were included: seven quantitative, two qualitative and one mixed-methods study. Methodological quality was assessed using the Critical Appraisal Skills Programme qualitative checklist, the Coughlan, Cronin and Ryan quantitative appraisal framework and the Mixed Methods Appraisal Tool, as appropriate. Owing to heterogeneity in study designs, engagement measures and cessation outcomes, findings were integrated using narrative and thematic synthesis rather than statistical pooling.
Results: Five themes were identified: initial connection to support; accessibility, flexibility and continuity; relational and treatment support; social and personal context; and engagement and quit success. Awareness and referral alone did not constitute meaningful engagement. Practical accessibility, continuity of contact, trusted adviser relationships and access to behavioural and pharmacological treatment influenced whether support was used and sustained. Stronger and more sustained engagement was generally associated with improved quit outcomes, particularly where behavioural support and pharmacotherapy were combined. However, the relationship was conditional, as motivation, nicotine dependence, socioeconomic circumstances and social support could influence both engagement and cessation. Short-term abstinence also did not consistently translate into sustained long-term quitting.
Conclusion: Engagement with smoking cessation support is an important pathway to quit success, but it should not be interpreted as an independent causal determinant. UK cessation services should distinguish referral and reach from active participation, strengthen continuity and flexible access, and facilitate re-engagement, particularly for populations experiencing greater social and economic disadvantage.
Keywords: Smoking cessation; smoking cessation support; service engagement; quit success; Stop Smoking Services; United Kingdom; systematic literature review; COM-B model.
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[bookmark: _Toc238559631][bookmark: _Toc238262468][bookmark: _Toc238725365][bookmark: _Toc238725483]Introduction
Smoking remains an important public health concern in the United Kingdom despite a sustained decline in prevalence. The remaining burden is concentrated among groups experiencing social and economic disadvantage. Effective cessation support is therefore important for reducing preventable illness and health inequalities. However, the availability of support does not guarantee that adults will use it, remain involved or achieve lasting abstinence. Engagement can include referral uptake, service contact, attendance, treatment use, continued adviser contacts and programme completion. This thesis examines what published evidence shows about the relationship between engagement with smoking cessation support and quit success among UK adults.
A systematic literature review was used to examine the published evidence and establish the study background, problem, gap, question, objectives, scope and key concepts.
[bookmark: _Toc238559632][bookmark: _Toc238262469][bookmark: _Toc238725366][bookmark: _Toc238725484]Background to the Study
Smoking tobacco is a significant public health issue in the world. According to the World Health Organization, there are approximately 1.2 billion tobacco users in the world and tobacco kills over 7 million people a year. The burden of tobacco use is disproportionately concentrated in LMICs, accounting for approximately 80% of tobacco use, and is socially distributed (World Health Organization, 2026). Long-term cohort studies are also consistent, and there is global evidence, of how much lives can be saved by quitting smoking and how much tobacco-attributable disease (Doll et al., 2004; Pirie et al., 2013; Jha and Peto, 2014) can become preventable. GBD studies also reveal the widespread loss of life, disability and economic losses due to tobacco use (GBD 2019 Risk Factors Collaborators, 2020; GBD 2019 Tobacco Collaborators, 2021; Goodchild, Nargis and Tursand’Espaignet, 2018). These concerns are the basis of the WHO Framework Convention on Tobacco Control and subsequent policies on smoking cessation and tobacco control on a global level (World Health Organization, 2003; World Health Organization, 2019; World Health Organization, 2021; World Health Organization, 2024a).
Cigarette smoking in the United Kingdom has significantly decreased, but is still a significant issue. An estimated 5.3 million adults (10.6% of all adults) were current smokers in 2024, and the prevalence of adult smoking was highest in the age group 25–34 years, with 12.6% of all adults in this age group being current smokers (Office for National Statistics, 2025). Smoking is also a major contributor to health inequalities because prevalence and harm are concentrated in disadvantaged communities, where dependence and wider social pressures can make quitting more difficult (Department of Health and Social Care, 2025).
UK cessation support is delivered through local stop smoking services, primary and secondary care, pharmacies, specialist advisers, community provision, telephone and digital channels. Support may combine behavioural counselling with nicotine replacement therapy or other licensed medicines. NICE recommends evidence-based behavioural and pharmacological options, while routine statistics continue to monitor referrals, quit attempts and four-week outcomes (National Institute for Health and Care Excellence, 2025; NHS England Digital, 2025). Historical evaluations of the English treatment services documented substantial reach, short-term cessation benefit and variation between local services (Bauld et al., 2003; Judge et al., 2005; Ferguson et al., 2005; Raw, McNeill and Coleman, 2005; West et al., 2013).
Evidence shows that treatment can be effective when it is received. Individual behavioural counselling improves long-term cessation compared with minimal support, while effective pharmacotherapies also increase the likelihood of sustained quitting (Lancaster and Stead, 2017; Theodoulou et al., 2023; Livingstone-Banks et al., 2023). However, UK research also identifies gaps between awareness, willingness, service contact and continued participation, particularly where practical or socioeconomic barriers are present (Kwah, Fulton and Brown, 2019; Latif et al., 2021). Equity analyses also show that services can reach disadvantaged smokers while socioeconomic gradients in sustained cessation persist (Chesterman et al., 2005; Bauld, Judge and Platt, 2007; Hiscock, Judge and Bauld, 2011; Hiscock, Dobbie and Bauld, 2015). Implementation and policy studies additionally indicate that commissioning arrangements, changes in cessation methods and fidelity of service-delivery interventions can influence how support is accessed and delivered (McLeod et al., 2015; Beard et al., 2016; Sweeney-Magee et al., 2016).
[bookmark: _Toc238559633][bookmark: _Toc238262470][bookmark: _Toc238725367][bookmark: _Toc238725485]Problem Statement
The main issue is the disconnect between availability of cessation support and engagement. Referral/signposting can provide an opportunity but not necessarily contact, attendance, treatment use or continued participation. In the UK, informational, practical and belief-based barriers have been identified, such as lack of service knowledge, doubts about the effectiveness of services and struggles to fit services into daily life (Kwah, Fulton and Brown, 2019; Latif et al., 2021).
There is no consistent definition of engagement, with attendance, repeated contact, medication use, adherence, retention/completion all being used. There are also different measures of quit success, ranging from quit attempts to short-term self-report of abstinence to biochemically verified abstinence or longer-term abstinence. These differences make it difficult to compare, as referral does not necessarily equal sustained participation and early abstinence does not equal durable abstinence.
Factors that could affect engagement and quitting include motivation, nicotine dependence, prior quit attempts, social support, deprivation, and accessibility and treatment choice. This makes it difficult to draw simple causal conclusions and to be sure about which aspects of engagement are most important, in what contexts and for which UK adults.
[bookmark: _Toc238559634][bookmark: _Toc238262471][bookmark: _Toc238725368][bookmark: _Toc238725486]Research Gap
Access for disadvantaged groups and equity in UK cessation services and willingness to use NHS Stop Smoking Services have been explored in previous reviews (Murray et al., 2009; Smith, Hill and Amos, 2020; Latif et al., 2021). Combined, they demonstrate that reach, acceptability, convenience and socioeconomic context are important, but they target various components of the engagement pathway.
There is still no integrated account of engagement from awareness and referral to contact, attendance, treatment use and retention and how these are related to quit success. The gap is conceptual, methodological and practice related as the measurement of the engagement and cessation outcomes is inconsistent and they are often studied separately.
This review will therefore focus on how engagement is defined, what influences it, and how varying levels of engagement are associated with quit attempts, abstinence and relapse, specifically examining the use and maintenance of engagement with support.
[bookmark: _Toc238559635][bookmark: _Toc238262472][bookmark: _Toc238725369][bookmark: _Toc238725487]Research Question
1. What does the published evidence show about the relationship between engagement with smoking cessation support and quit success among adults in the United Kingdom?
[bookmark: _Toc238559636][bookmark: _Toc238262473][bookmark: _Toc238725370][bookmark: _Toc238725488]Research Aim
· To systematically review and synthesise published evidence on the relationship between engagement with smoking cessation support and quit success among adults in the United Kingdom.
[bookmark: _Toc238559637][bookmark: _Toc238262474][bookmark: _Toc238725371][bookmark: _Toc238725489]Research Objectives
1. To identify smoking cessation support used by adults in the United Kingdom and the quit-related outcomes reported in the selected evidence.
2. To examine how engagement with smoking cessation support is defined and measured across the selected studies.
3. To synthesise evidence on whether stronger or more sustained engagement with support is associated with improved quit success.
4. To identify barriers, facilitators and implications for public health practice, service design and future research.
[bookmark: _Toc238559638][bookmark: _Toc238262475][bookmark: _Toc238725372][bookmark: _Toc238725490]Significance of the Study
The study is significant because the public health impact of effective cessation treatment will not be realised if smokers are not reached, if they are not using support, and if they do not stay in touch with support. It is important to differentiate between issues of reach, uptake, treatment continuity and retention (Kwah, Fulton and Brown, 2019; Latif et al., 2021) when understanding engagement.
The study also has implications for issues of health inequalities. As fewer disadvantaged smokers quit, accessible support may reach smokers whilst individual quit rates are lower, and service evaluation should take into account engagement as well as quit rates as they are not interchangeable (National Institute for Health and Care Excellence, 2025; Smith, Hill and Amos, 2020).
From an academic perspective, distinct separation of referral, attendance, adherence, retention and completion allows for a more straightforward comparison of heterogeneous studies and understanding of how various types of engagement are related to cessation outcomes.
[bookmark: _Toc238559639][bookmark: _Toc238262476][bookmark: _Toc238725373][bookmark: _Toc238725491]Scope and Delimitations of the Study
The review focuses on UK adults aged 18 years or above and formal or structured cessation support delivered through specialist services, healthcare settings, community programmes, behavioural support, medication or related channels. It excludes children, non-UK evidence without separable UK findings, and publications without a relevant engagement or cessation-support focus.
The final evidence base comprises ten primary studies. Much of the evidence comes from England, while some studies provide wider UK evidence. Where a multinational study is relevant, only separately reported UK findings are used. The review excludes children and adolescents, non-UK evidence without a separable UK component, and publications without a cessation-support or engagement focus. No new participant data or statistical meta-analysis is undertaken.
[bookmark: _Toc238559640][bookmark: _Toc238262477][bookmark: _Toc238725374][bookmark: _Toc238725492]Key Terms and Operational Definitions
· Smoking cessation support. Formal or structured assistance intended to help a person stop smoking, including behavioural counselling, specialist or primary care support, pharmacotherapy, nicotine replacement therapy, community provision, telephone support or digital services.
· Engagement. The process of becoming and remaining involved with cessation support, including referral uptake, contact, attendance, treatment use, adherence, retention, completion and continued contact.
· Quit success. A positive quit-related outcome, including a quit attempt, self-reported or biochemically verified abstinence, short-term quitting or sustained abstinence.
· Systematic literature review. A structured form of secondary research using explicit methods to identify, select, appraise and synthesise published studies to answer a defined question.
· Thematic analysis. A systematic process for identifying, organising and interpreting recurring patterns across extracted findings (Braun and Clarke, 2006).
[bookmark: _Toc238559641][bookmark: _Toc238262478][bookmark: _Toc238725375][bookmark: _Toc238725493]Organisation of the Thesis
The dissertation is organised into seven chapters covering the study rationale, wider literature and theory, methodology, data extraction and appraisal, analysis and synthesis, discussion, and recommendations and conclusion.
[bookmark: _Toc238559642][bookmark: _Toc238262479][bookmark: _Toc238725376][bookmark: _Toc238725494]Chapter Summary
Smoking remains a substantial and unequal public health problem, while treatment benefit depends partly on movement from awareness and referral to meaningful participation. The study addresses conceptual and methodological uncertainty about which dimensions of engagement are associated with quit success and under what conditions.


[bookmark: _Toc238559643][bookmark: _Toc238262480][bookmark: _Toc238725377][bookmark: _Toc238725495]Literature Review
[bookmark: _Toc238559644][bookmark: _Toc238262481][bookmark: _Toc238725378][bookmark: _Toc238725496]Introduction
This literature review establishes the wider empirical and theoretical context for engagement with smoking cessation support and quit success among UK adults. It clarifies key concepts, examines service reach, accessibility, treatment, social context and outcome measurement, and identifies the research gap.
[bookmark: _Toc238559645][bookmark: _Toc238262482][bookmark: _Toc238725379][bookmark: _Toc238725497]Smoking and Cessation Support in the United Kingdom
Evidence-based cessation treatment is effective, but treatment efficacy and service reach are different issues. Cochrane reviews show that individual behavioural counselling improves long-term cessation compared with minimal support and that effective pharmacotherapies, including nicotine replacement therapy and varenicline, improve sustained abstinence (Lancaster and Stead, 2017; Theodoulou et al., 2023; Livingstone-Banks et al., 2023). These findings establish that support can work when it is received. Evidence also supports group counselling, telephone counselling and combined behavioural-pharmacological treatment as effective components of cessation care (Stead, Carroll and Lancaster, 2017; Matkin, Ordóñez-Mena and Hartmann-Boyce, 2019; Stead et al., 2016). Digital formats can extend access, although effects vary by modality and intervention intensity (Tzelepis et al., 2019; Whittaker et al., 2019; Taylor et al., 2017; Bendotti et al., 2023).
Population impact depends on whether smokers enter and remain in treatment. NHS Stop Smoking Services provide behavioural and pharmacological support, yet wider UK evidence identifies barriers involving knowledge, beliefs, convenience and social opportunity (Kwah, Fulton and Brown, 2019; Latif et al., 2021). An intervention can therefore be effective for participants while having limited population impact if uptake or retention is low. Pharmacological evidence supports nicotine replacement therapy and antidepressant options, while additional behavioural support can improve outcomes when added to medication (Hartmann-Boyce et al., 2018; Hajizadeh et al., 2023; Hartmann-Boyce et al., 2019). System-level approaches such as brief advice, professional training, electronic health-record support and treatment financing can also shape access to evidence-based cessation care (Cheng et al., 2024; Carson et al., 2012; Boyle, Solberg and Fiore, 2014; van den Brand et al., 2017; Thomas et al., 2017). Economic evaluations support investment in cessation services and scalable digital support, although cost-effectiveness depends on context and delivery (Parrott et al., 1998; Guerriero et al., 2013; Kahende et al., 2009). Current international clinical guidance similarly recommends behavioural support, evidence-based pharmacotherapy and system-level measures as complementary components of cessation care (World Health Organization, 2024b).
Equity adds a further complication. Reviews show that disadvantaged groups can be reached by cessation services while still experiencing lower individual quit rates, so reach and effectiveness should be assessed separately (Murray et al., 2009; Smith, Hill and Amos, 2020).
[bookmark: _Toc238559646][bookmark: _Toc238262483][bookmark: _Toc238725380][bookmark: _Toc238725498]Conceptualising Engagement and Quit Success
Engagement is more of a process than a binary state. Different levels of involvement are access, uptake, attendance, adherence, retention and completion. Latif et al. (2021) also outlined access via the following stages: recognising need, seeking help, reaching services and engagement with care.
Success with quitting is also defined in various ways. Trials and reviews tend to report outcomes over longer follow-up periods and with more stringent abstinence definitions, biochemical validation adds to the measurement of outcomes, and longer follow-up can provide information on relapse and attrition (Lancaster and Stead, 2017; NHS England Digital, 2025).
These differences are important as they do not necessarily reflect contact, adherence, or more quit attempts resulting in sustained abstinence. The measures of engagement, therefore, need to be carefully matched with the outcomes being interpreted.
[bookmark: _Toc238559647][bookmark: _Toc238262484][bookmark: _Toc238725381][bookmark: _Toc238725499]Initial Connection: Awareness, Referral and Uptake
Initial engagement depends on whether smokers recognise that support is relevant, understand what is available and are willing to seek formal help. Kwah, Fulton and Brown (2019) identified barriers involving limited-service knowledge, low confidence in effectiveness and social opportunity. Latif et al. (2021), synthesising 17 qualitative studies, similarly found that willingness to access NHS services depended on perceived need, treatment acceptability and practical ability to reach and use support. The access literature also conceptualises engagement as a multi-stage interaction between people’s ability to seek care and services’ ability to be reached and engaged (Levesque, Harris and Russell, 2013).
Agreement across qualitative and survey evidence suggests that low uptake cannot be attributed to motivation alone. Knowledge, expectations, professional recommendation and convenience also shape whether intention becomes action, although barriers vary across populations and settings.
Referral can reduce the effort needed to seek help but remains only one stage. Delayed contact, poor explanation or mismatch with preferred approaches can interrupt the pathway, so exposure, recommendation, referral, successful contact and active uptake should be distinguished.
[bookmark: _Toc238559648][bookmark: _Toc238262485][bookmark: _Toc238725382][bookmark: _Toc238725500]Accessibility, Flexibility and Continuity
Practical accessibility is whether or not support can be accessed at the time and in the form needed. Poor service fit – factors such as convenience, cost, tailoring, employment, caring responsibilities and transport can impact engagement and non-attendance may be due to these factors rather than low intention to quit (Latif et al., 2021).
There are different options of delivery, which may be better for fit, but there is no one best delivery mode. Each of the following methods (face to face, telephone, digital and community) can both alleviate some of the barriers and introduce others. While remote provision can enhance convenience, in-person support might be better for those who prefer to have a face-to-face connection. The key question is: Are delivery options sensitive to varying needs and readiness levels? These are not the only approaches included in the wider cessation literature, with internet-based, exercise, mindfulness and electronic-cigarette interventions all demonstrating a range of effectiveness, depending on the type of intervention and the level of evidence (Taylor et al., 2017; Ussher et al., 2019; Jackson et al., 2022; Lindson et al., 2024).
Continuity is important, as people trying to quit smoking may try many times. The intensity of behaviour is not always better - continuity is better thought of as timely follow-up, adaptation and a way back into treatment when people relapse or disengage (Lancaster and Stead, 2017).
[bookmark: _Toc238725383][bookmark: _Toc238725501]Relational and Treatment Support
The relational quality may have an impact on the acceptability of formal support. Responsiveness, tailoring, trust and non-judgemental communication may be particularly crucial following unsuccessful attempts, while negative expectations can be discouraging for continued use (Latif et al., 2021).
Relational support is in addition to the effectiveness of treatment. Behavioural counselling and effective pharmacotherapy can improve long-term cessation and combination NRT is more effective than single-form NRT, but an effective package may not be equally acceptable or accessible to all users (Lancaster and Stead, 2017; Livingstone-Banks et al., 2023; Theodoulou et al., 2023).
Treatment engagement thus needs to be more meaningful than just getting a prescription, or going to one session. Medication needs to be acquired and administered, behavioural strategies need to be comprehended and support is acceptable over time. This may be one of the reasons why the efficacy of trials and the performance of services in the real world can differ and why delivery processes are important in addition to the treatment. Adherence to treatment is linked to treatment success, and interventions that focus on adherence may help to increase consistent use of cessation medication (Hays et al., 2010; Raupach et al., 2014; Hollands et al., 2019).
[bookmark: _Toc238725384][bookmark: _Toc238725502]Social and Personal Context
Dependence, past attempts, confidence, planning and social support are also factors in engagement and quitting. These factors may impact both treatment utilization and abstinence; therefore, individuals who are more engaged are likely to be different from those who are less engaged and may drop out before treatment.
Socio-economic disadvantage may impact opportunity to engage and/or ability to maintain cessation. Evidence on access for disadvantaged smokers was found to be heterogeneous (Murray et al., 2009), and UK services were found to access disadvantaged groups well, although there was a lower rate of quitting (Smith, Hill and Amos, 2020). Both reviews agree that access is not sufficient to eradicate the social gradient in outcomes. Systematic reviews of cessation barriers within disadvantaged groups across disadvantaged groups consistently find structural, social and treatment barriers (Bryant et al., 2011; Twyman et al., 2014; Kock et al., 2019). English evidence suggests the social gradient in quitting is due to differences in successful quitting, rather than differences in attempting to quit (Kotz and West, 2009).
This distinction between equity of reach and equity of outcome is important for service evaluation. Stress, financial insecurity, social smoking and higher dependence may continue after treatment begins. A service may therefore engage high-need smokers effectively without producing equal abstinence rates, and judging performance only by quit rates can understate the value of reaching groups with greater baseline risk. Equity-focused tobacco-control reviews further show that intervention effects may differ by socioeconomic position, making reach and outcome equity separate issues (Hill et al., 2014; Smith, Hill and Amos, 2021).
[bookmark: _Toc238559651][bookmark: _Toc238262488][bookmark: _Toc238725385][bookmark: _Toc238725503]Engagement and Quit Success
The wider evidence supports a relationship between meaningful treatment engagement and quit success, but the strength of that relationship depends on the level of engagement. Direct exposure to behavioural counselling or effective pharmacotherapy is supported by robust evidence for long-term cessation (Lancaster and Stead, 2017; Theodoulou et al., 2023; Livingstone-Banks et al., 2023). Awareness, referral or a single contact are weaker indicators because they do not show that treatment was received or sustained. Population evidence from England also shows that the real-world effectiveness of cessation methods can differ, reinforcing the need to distinguish treatment use from outcome (Kotz, Brown and West, 2014).
Outcomes also differ by depth and duration of participation. Increased quit attempts may show successful initiation without demonstrating sustained abstinence, while early quitting can be followed by relapse. Studies of reach or initiation can therefore report improvement when evidence on long-term success remains uncertain. Comparisons must distinguish process outcomes from abstinence outcomes and consider follow-up duration. Relapse-prevention evidence further reinforces the need to distinguish early quitting from durable abstinence (Livingstone-Banks et al., 2019).
Causality remains difficult because engagement is both exposure to support and a behaviour shaped by motivation, dependence, resources and social circumstances. The relationship should therefore be investigated without assuming a simple dose-response effect.
[bookmark: _Toc238559652][bookmark: _Toc238262489][bookmark: _Toc238725386][bookmark: _Toc238725504]Theoretical Framework: COM-B and the Behaviour Change Wheel
COM-B is a conceptual framework that views behaviour as a function of capability, opportunity and motivation, and associates these with intervention functions (Michie, van Stralen and West, 2011). It is appropriate for service engagement as participation is based on knowledge and skills, practical and social access and willingness to act.
There are other models that provide valuable but limited insights. The Health Belief Model highlights perceived threat, benefits and barriers and the Theory of Planned Behaviour highlights attitudes, social norms, perceived control and intention (Rosenstock, 1974; Godin and Kok, 1996). While these constructs are applicable to quitting, COM-B more explicitly includes service level opportunity, in addition to beliefs and motivation. The original Theory of Planned Behaviour also focuses on intention, perceived behavioural control and social norms, but does not explicitly mention service-level opportunity (Ajzen, 1991).
However, COM-B cannot account for the complex socioeconomic and organisational factors and is not fully able to explain structural disadvantage or repeated relapse and re-engagement. In keeping with the recommendations of using an explanatory lens rather than a rigid coding framework for complex interventions (Craig et al., 2008; Moore et al., 2015), it has been used as an explanatory lens.
[bookmark: _Toc238725387][bookmark: _Toc238725505]Critical Synthesis and Research Gap
The literature indicates that effective treatments enhance cessation rates, and that informational, practical and belief-based factors influence access, and that socioeconomic disadvantage impacts on access and outcomes (Lancaster and Stead, 2017; Latif et al., 2021; Smith, Hill and Amos, 2020). Previous reviews have looked at access and equity (Murray et al., 2009) and willingness (Smith, Hill and Amos, 2020; Latif et al., 2021) separately.
An integrated perspective of engagement as a sequence and the association with quit success is still missing. Existing reviews fail to differentiate between referral and contact, attendance and adherence and early quitting and sustained abstinence.
The review thus emphasizes stages of engagement, barriers and facilitators and how these are related to quit attempts, abstinence and relapse, and highlights potential points of failure along the path to cessation.
[bookmark: _Toc238559654][bookmark: _Toc238262491][bookmark: _Toc238725388][bookmark: _Toc238725506]Conceptual Framework
The conceptual framework treats engagement as a dynamic pathway. Capability, opportunity and motivation influence movement from awareness and referral to contact, attendance, treatment use, adherence and retention. Dependence, deprivation, social networks and service design may affect several stages and outcomes, while relapse can alter confidence, support needs and later re-engagement.

	Contextual factors
	→
	COM-B conditions
	→
	Engagement with support
	→
	Quit-related outcomes

	Dependence, social networks, deprivation and service context
	
	Capability, opportunity and motivation
	
	Awareness, referral, contact, attendance, treatment use, adherence, retention and completion
	
	Quit attempts, short-term abstinence, sustained abstinence and relapse

	Feedback pathways: relapse or an unsuccessful quit attempt can alter capability and motivation and lead to renewed engagement. Contextual factors can influence engagement and outcomes at multiple stages.


[bookmark: _Toc238725610]Figure 2.1. Conceptual framework for engagement with smoking cessation support and quit-related outcomes
[bookmark: _Toc238559655][bookmark: _Toc238262492][bookmark: _Toc238725389][bookmark: _Toc238725507]Chapter Summary
Evidence-based treatment can improve cessation, but population benefit depends on access and sustained engagement. Engagement is multidimensional, socioeconomic context shapes several stages, and COM-B provides a useful but broad explanatory framework. The remaining gap concerns how different stages of engagement relate to quit success.


[bookmark: _Toc238559656][bookmark: _Toc238262493][bookmark: _Toc238725390][bookmark: _Toc238725508]Methodology
[bookmark: _Toc238559657][bookmark: _Toc238262494][bookmark: _Toc238725391][bookmark: _Toc238725509]Introduction
This chapter explains the methodology used to examine the relationship between engagement with smoking cessation support and quit success among adults in the United Kingdom. It sets out the systematic literature review design, search strategy, search terms, information sources, eligibility criteria, study-selection process, data extraction, quality appraisal, thematic analysis, ethical considerations and procedures used to support rigour. The review used a transparent and reproducible process to identify, assess and interpret the evidence rather than relying on an informal selection of literature.
The study used a systematic literature review and did not involve interviews, questionnaires, focus groups, observation or direct contact with participants. The final evidence base comprised ten primary studies: two qualitative studies, seven quantitative studies and one mixed-methods study. This design was appropriate because evidence about engagement with smoking cessation support is distributed across different services, adult groups and UK settings and requires a structured process of identification, selection, appraisal and synthesis (Page et al., 2021).
[bookmark: _Toc238559658][bookmark: _Toc238262495][bookmark: _Toc238725392][bookmark: _Toc238725510]Systematic Literature Review (SLR)
[bookmark: _Toc238559659][bookmark: _Toc238262496][bookmark: _Toc238725393][bookmark: _Toc238725511]SLR Definitions and Purpose
Systematic literature review is secondary research which is planned and uses explicit and reproducible research methods to locate, select, appraise and synthesise existing studies. It differs from a traditional narrative review in that the search and selection decisions are made a priori, eligibility criteria are uniformly applied, and the rationale behind the search and selection of records to included studies is provided. This helps to minimize the chance of studies being chosen because they lead to an expected conclusion. Guidance for methodology notes the importance of making the review process clear and providing reasons for synthesis decisions when studies vary in design (Siddaway, Wood and Hedges, 2019; Whittemore and Knafl, 2005; Dixon-Woods et al., 2005; Pluye and Hong, 2014).
The review was designed to identify primary evidence explaining how adults engage with smoking cessation support, what encourages or obstructs continued engagement and how engagement relates to quitting. Statistical pooling was not undertaken because the included studies varied in design, service setting, participant group, meaning of engagement and definition of quit success. Narrative and thematic synthesis was therefore used to compare patterns, differences and gaps across qualitative, quantitative and mixed-methods evidence (Thomas and Harden, 2008).
[bookmark: _Toc238559660][bookmark: _Toc238262497][bookmark: _Toc238725394][bookmark: _Toc238725512]Procedures to Perform the Systematic Literature Review
The review followed linked stages: PECO question formulation; development of search concepts and source-specific strings; searching and deduplication; title/abstract and full-text screening; structured extraction; design-appropriate appraisal using the Critical Appraisal Skills Programme (CASP), Coughlan, Cronin and Ryan (2007) framework or Mixed Methods Appraisal Tool (MMAT); coding and theme development; and PRISMA 2020 reporting.
Data extraction procedure. Data extraction recorded the same categories of information from every included study. Descriptive information, such as study design and sample, was separated from findings that directly addressed engagement and quitting. Extracted evidence included participant experiences and quotations where available, reported themes, service-use patterns, barriers and facilitators, measures of engagement, quit-related outcomes and authors’ interpretations supported by the reported data. Background statements and general discussion that were not empirical findings were not treated as review data.
[bookmark: _Toc238725585]Table 3.1. Data extraction framework
	Data item
	Purpose

	Author and year
	To identify the study and support accurate citation.

	UK setting
	To record the country, region, service or community setting.

	Study aim and design
	To clarify the research purpose and record the design used to generate the relevant evidence.

	Sample characteristics
	To record the adult group, sample size and relevant social or service-user characteristics.

	Type of smoking cessation support
	To identify the support examined, such as behavioural, community, primary care, digital or combined support.

	Meaning of engagement
	To record attendance, uptake, adherence, retention, completion, follow-up or continued contact.

	Study findings
	To extract qualitative experiences, service-use patterns, engagement indicators and quit-related results relevant to the review question.

	Barriers and facilitators
	To identify factors that hinder or support engagement with cessation services.

	Quit-related findings
	To record how quitting, abstinence, relapse or changes in smoking behaviour are discussed.

	Quality appraisal notes
	To record methodological strengths, weaknesses and design-specific appraisal judgements using CASP, the Coughlan framework or MMAT as appropriate.


[bookmark: _Toc238559661][bookmark: _Toc238262498][bookmark: _Toc238725395][bookmark: _Toc238725513]Search Strategy
0. [bookmark: _Toc238559662][bookmark: _Toc238262499][bookmark: _Toc238725396][bookmark: _Toc238725514]Definition of Search Strategy
A search strategy is a written plan of the concepts, keywords, synonyms, operators, limits and information sources to be used to find relevant studies. The strategy was sufficiently wide to allow for the inclusion of qualitative, quantitative and mixed methods evidence, and sufficiently narrow to focus on smoking cessation engagement and outcomes.
[bookmark: _Toc238725397][bookmark: _Toc238725515]Comprehensive Search and Time Limit Process
The last eligibility period included studies published between 2007 and 2026 (the last year of the primary evidence included in the review). Only English-language studies of adults in the United Kingdom or larger studies that provided separate results for the United Kingdom were included in the studies. This range enabled the review to include key earlier evidence from the UK on service engagement and to include recent service-delivery research.
The three information sources, core Boolean concepts, eligibility limits and the number of study-flows in the retained documentation were recorded. The exact dates of searches and retrieval totals and final adapted syntax were not saved and were not reconstructed afterwards. Records were deduplicated, consistently screened and reported according to PRISMA 2020 (Page et al., 2021).
[bookmark: _Toc238559664][bookmark: _Toc238262501][bookmark: _Toc238725398][bookmark: _Toc238725516]Search Terms
0. [bookmark: _Toc238559665][bookmark: _Toc238262502][bookmark: _Toc238725399][bookmark: _Toc238725517]Definition and Importance of Search Terms
Search terms are words and phrases that represent the main concepts in the research question. For this review, the concepts concerned smoking cessation support, engagement with support, quit-related outcomes, adults and the United Kingdom. Each concept was represented by several terms because authors and information sources may describe the same idea differently.
[bookmark: _Toc238559666][bookmark: _Toc238262503][bookmark: _Toc238725400][bookmark: _Toc238725518]Searching with Synonyms
Synonyms and related terms were connected with the Boolean operator OR to increase retrieval within each concept, and separate concept groups were connected with AND. Examples included “smoking cessation” OR “stop smoking service” OR “tobacco dependence treatment”; engagement OR attendance OR adherence OR retention OR completion OR uptake; and “quit success” OR abstinence OR relapse OR quitting. Truncation and subject headings were used where supported by the information source.
[bookmark: _Toc238559667][bookmark: _Toc238262504][bookmark: _Toc238725401][bookmark: _Toc238725519]Development of Search Terms Using the PECO Framework
The PECO framework structures questions that examine an exposure and its relationship with an outcome. It is appropriate here because the central exposure is the level or form of engagement with smoking cessation support rather than a single controlled intervention. PECO also helps define the search concepts and eligibility criteria (Morgan et al., 2018).
[bookmark: _Toc238725586]Table 3.2. PECO framework for the review
	PECO element
	Application to this review

	Population
	Adults aged 18 years and above living in the United Kingdom who smoke or are trying to stop smoking.

	Exposure
	Engagement with smoking cessation support, including referral uptake, attendance, adherence, retention, completion, follow-up or continued contact.

	Comparison
	Lower engagement, no engagement, limited attendance, non-completion or different levels and forms of engagement where reported.

	Outcome
	Quit success, abstinence, relapse, quit attempts or reported changes in smoking behaviour.


[bookmark: _Toc238559668][bookmark: _Toc238262505][bookmark: _Toc238725402][bookmark: _Toc238725520]Keywords
0. [bookmark: _Toc238559669][bookmark: _Toc238262506][bookmark: _Toc238725403][bookmark: _Toc238725521]Importance of Keywords
Grouped keywords linked the research question to each information source and were adapted to platform functions while retaining the same conceptual meaning.
[bookmark: _Toc238725587]Table 3.3. Keyword groups
	Concept
	Illustrative keywords

	Smoking cessation support
	“smoking cessation”, “stop smoking service*”, “tobacco dependence treatment”, “cessation support”

	Engagement
	engagement, attendance, adherence, retention, completion, uptake, referral, follow-up, “continued contact”

	Quit-related outcomes
	“quit success”, abstinence, relapse, quitting, “quit attempt*”, “smoking behaviour”

	Population and location
	adult*, “United Kingdom”, UK, England, Scotland, Wales, “Northern Ireland”


[bookmark: _Toc238725404][bookmark: _Toc238725522]Information Sources
0. [bookmark: _Toc238559671][bookmark: _Toc238262508][bookmark: _Toc238725405][bookmark: _Toc238725523]Search Process
Searches were conducted in PubMed and ScienceDirect, with Google Scholar used as a supplementary academic search engine. The same PECO concepts were applied across the three information sources, with syntax and filters adapted to platform functions.
The retained core string combined smoking cessation terms with engagement, quit-outcome and UK terms. It was adapted across PubMed, ScienceDirect and Google Scholar, with English language, UK relevance, adult population and the 2007-2026 period applied during screening. Aggregate flow counts were retained; source-specific search dates, retrieval totals and exact adapted strings were not retained and are therefore not presented as known. Reference lists of included studies were used only as a supplementary check.
[bookmark: _Toc238559672][bookmark: _Toc238262509][bookmark: _Toc238725406][bookmark: _Toc238725524]Inclusion and Exclusion Criteria
Eligibility criteria were applied consistently during title and abstract screening and full-text assessment. The criteria retained primary empirical studies that provided qualitative, quantitative or mixed-methods evidence relevant to engagement with smoking cessation support and quit-related outcomes among UK adults. Reviews, policy documents, editorials, commentaries and protocols could inform background discussion but were not treated as primary review data.
[bookmark: _Toc238725588]Table 3.4. Inclusion and exclusion criteria
	Inclusion criteria
	Exclusion criteria

	Published in English.
	Published in a language other than English.

	Published between 2007 and 2026, inclusive.
	Published before 2007 or after 2026.

	Adults aged 18 years or above living in the United Kingdom.
	Studies focused only on children, adolescents or participants under 18.

	UK-only studies or wider studies reporting separate UK findings.
	Non-UK studies without separately reported UK evidence.

	Primary qualitative, quantitative or mixed-methods empirical studies relevant to the review question.
	Systematic reviews, narrative reviews, editorials, commentaries, protocols and other non-primary research as review data.

	Focus on smoking cessation support and engagement, uptake, attendance, treatment use, adherence, retention, completion or follow-up.
	No smoking cessation support component or no engagement-related findings.

	Reports findings relevant to quitting, abstinence, relapse, quit attempts or changes in smoking behaviour.
	No findings relevant to quitting or smoking-behaviour change.


[bookmark: _Toc238559673][bookmark: _Toc238262510][bookmark: _Toc238725407][bookmark: _Toc238725525]Search Results
The retained records documented 400 items across PubMed, ScienceDirect and Google Scholar. After 200 duplicates were removed, 200 titles and abstracts were screened and 150 excluded. Fifty reports were sought; ten were not retrieved, leaving 40 for full-text assessment. Thirty were excluded against eligibility criteria and ten primary studies were included. Source-specific retrieval totals were not retained.
0. [bookmark: _Toc238559674][bookmark: _Toc238725408][bookmark: _Toc238725526]PRISMA Flow Diagram
The identification and selection process is presented in Figure 3.1 in accordance with PRISMA 2020 (Page et al., 2021).
[image: ]
[bookmark: _Toc238725611]Figure 3.1. PRISMA 2020 flow diagram of study identification and selection
[bookmark: _Toc238559675][bookmark: _Toc238262512][bookmark: _Toc238725409][bookmark: _Toc238725527]Quality Appraisal
Methodological quality was assessed with tools appropriate to study design. The two qualitative studies were appraised using the Critical Appraisal Skills Programme (CASP) Qualitative Studies Checklist 2024, which examines aims, methodological fit, recruitment, data collection, reflexivity, ethics, analytical rigour, clarity of findings and research value (Critical Appraisal Skills Programme, 2024). CASP provides a transparent and accessible structure for qualitative appraisal, although several judgements remain interpretive and the checklist does not generate a validated numerical quality score. The seven quantitative studies were assessed using the structured domains described by Coughlan, Cronin and Ryan (2007), including design, sampling, measurement, ethical considerations, analysis, presentation and limitations. This framework supports consistent critical review across heterogeneous quantitative designs, but it is broader than design-specific risk-of-bias tools and therefore requires reviewer judgement when considering particular sources of bias. Pope et al. (2025), which combined quantitative and qualitative components, was appraised using the Mixed Methods Appraisal Tool (MMAT) (Hong et al., 2018). MMAT enables both components and their integration to be considered within one framework, although the quality of appraisal remains dependent on the completeness of study reporting. Appraisal findings informed the weight placed on each study rather than being converted into a single numerical score. Critical appraisal in heterogeneous reviews requires design-sensitive judgement rather than a single undifferentiated score (Olaghere, Wilson and Kimbrell, 2023; Guyatt et al., 2008; Alonso-Coello et al., 2016). Equity-focused reporting guidance also supports explicit consideration of social gradients during review interpretation (Welch et al., 2012).
[bookmark: _Toc238559676][bookmark: _Toc238262513][bookmark: _Toc238725410][bookmark: _Toc238725528]Data Synthesis and Analysis
The extracted findings were synthesised narratively and analysed thematically. The analysis was mainly inductive while remaining focused on the research question and PECO concepts. Qualitative findings were coded directly, while quantitative results were translated into conceptual patterns such as low uptake, referral loss, stronger outcomes with supported quitting, relapse over time and barriers to attendance; these patterns could then be compared with qualitative explanations without statistical pooling. Familiarisation, coding, category development, construction of candidate themes, review of theme coherence and final theme definition followed the general stages described by Braun and Clarke (2006) and the logic of thematic synthesis described by Thomas and Harden (2008). Mixed-evidence synthesis can transform quantitative descriptive findings into comparable concepts while preserving the distinct contribution of qualitative evidence (Sandelowski, Voils and Barroso, 2006; Sandelowski, Barroso and Voils, 2007).
The synthesis compared participant experiences, study-level findings, service-use patterns and quit-related results, preserving similarities, differences and contradictions. Quantitative findings were not reanalysed statistically, and associations were distinguished from causal claims. Guidance on mixed-evidence integration and synthesis without meta-analysis informed how evidence was grouped and interpreted (Stern et al., 2020; Ferguson, Kerrigan and Hovey, 2020; Campbell et al., 2020; Melendez-Torres et al., 2017).
[bookmark: _Toc238559677][bookmark: _Toc238262514][bookmark: _Toc238725411][bookmark: _Toc238725529]Ethical Considerations
The study was not associated with any direct ethical risk as it did not recruit participants or new personal data were not collected. No interviews, questionnaires, observations, recordings or direct contact with the service users was done. As such, informed consent, withdrawal and participant de-briefing were not mandated for this review.
Academic integrity and the appropriate use of evidence were the two main ethical issues. Sources were cited appropriately and published findings were reported fairly, and review search, screening and exclusion decisions were documented to the extent possible given the available review records. No selective reporting or conclusions were made in the review. Quotes by participants were only used if they were relevant to the analysis and they were attributed to the original study without any attempt at identifying the individuals.
Stigma and social disadvantage can be linked to smoking and nicotine dependence and quitting. The synthesis therefore employed respectful language and refrained from assigning blame to individuals for the lack of engagement and/or ineffective quit attempts. Results of deprivation and other sensitive situations were analysed in the context of the service and social situation that the original studies reported.
Search logs, screening records, extraction tables and appraisal records and draft chapters were kept in password protected folders and on university approved storage, where possible. There was no participant level data identified. Only the researcher, supervisor and authorised University personnel (where necessary for supervision, assessment and examination).
[bookmark: _Toc238725412][bookmark: _Toc238725530]Trustworthiness and Rigour
Rigour was ensured by the consistent eligibility criteria, PRISMA reporting, structured data extraction and design appropriate appraisal. Decisions on coding and development of themes were documented to establish an audit trail. Reflexivity was facilitated by comparing interpretations with the evidence that was extracted, by identifying strong patterns and tentative findings and by discussing key methodological choices in supervision. These procedures enhanced transparency and minimised selective interpretation, but it is recognised as a reporting limitation not to have a complete source specific search history.
[bookmark: _Toc238725413][bookmark: _Toc238725531]Chapter Summary
The review involved searching with PECO-informed searching in PubMed, ScienceDirect and Google Scholar, included ten primary studies, used design appropriate appraisal and integrated findings using narrative and thematic synthesis. Ethical responsibilities and procedures, which are conducive to transparency and rigour, were dealt with throughout.


[bookmark: _Toc238559680][bookmark: _Toc238262517][bookmark: _Toc238725414][bookmark: _Toc238725532]Data Extraction and Evaluation
[bookmark: _Toc238559681][bookmark: _Toc238262518][bookmark: _Toc238725415][bookmark: _Toc238725533]Introduction
Ten primary studies were identified and structured extraction and critical appraisal were carried out. Evidence ranged from qualitative interviews and surveys to prospective cohorts of services and an interrupted time-series analysis and one mixed-methods study. Study characteristics, bias, analytical rigour and relevance were assessed using a common framework of extraction and a design-appropriate set of appraisal tools.
[bookmark: _Toc238725416][bookmark: _Toc238725534]Data Extraction
A set form was used for the extraction of information for author/year, setting, sample, design, cessation support, engagement indicator, quit outcome, key findings and reported limitations. Selective emphasis was minimized and design and outcome differences were made evident by employing the same fields. The table for all 10 major studies has been completed and is included in Appendix 4A.
[bookmark: _Toc238559683][bookmark: _Toc238262520][bookmark: _Toc238725417][bookmark: _Toc238725535]Critical Appraisal and Paper Quality Assessment
Critical appraisal examined the trustworthiness, relevance and methodological quality of each study. Because designs differed in sampling, measurement and follow-up, appraisal considered design-specific risks such as selection bias, self-report, attrition, reflexivity and analytical detail. Judgements focused on how well methods addressed each study aim rather than reducing evidence to a simple numerical quality label (Coughlan, Cronin and Ryan, 2007; Critical Appraisal Skills Programme, 2024; Hong et al., 2018).
[bookmark: _Toc238559684][bookmark: _Toc238262521][bookmark: _Toc238725418][bookmark: _Toc238725536]Critical Appraisal Tools
Three appraisal approaches were selected because the evidence base contained different primary study designs. The Critical Appraisal Skills Programme (CASP) Qualitative Studies Checklist was used for Robinson et al. (2019) and Smith et al. (2026) because both studies used qualitative methods to explore experiences, beliefs, barriers and facilitators, and the CASP checklist is specifically structured to judge the appropriateness and rigour of qualitative research. The Critical Appraisal Skills Programme (CASP) examines aims, methodological fit, design, recruitment, data collection, researcher-participant relationships, ethics, analytical rigour, clarity of findings and research value (Critical Appraisal Skills Programme, 2024). A major strength of the Critical Appraisal Skills Programme (CASP) is its clear, systematic and accessible structure, which supports transparent consideration of the main methodological features of qualitative studies. Its main weaknesses are that it does not provide a validated numerical quality score and some criteria depend on reviewer judgement, which can introduce subjectivity into appraisal.
Seven quantitative primary studies were appraised using the domains described by Coughlan, Cronin and Ryan (2007): Bauld et al. (2012), Bauld et al. (2016), Edwards et al. (2007), Gibson et al. (2010), Jackson et al. (2021), Kale, Gilbert and Sutton (2019), and Kotz, Fidler and West (2009). The framework considers clarity of purpose, study design, sampling, measurement, ethical issues, analysis, presentation of results and limitations. Its main strength is a clear and consistent structure that can be applied across heterogeneous quantitative designs and makes methodological strengths and weaknesses transparent. Its main limitation is that it is a broad critical-appraisal guide rather than a design-specific risk-of-bias instrument, so some judgements depend on reviewer interpretation and may not capture every source of bias with equal precision.
Pope et al. (2025) was appraised using the Mixed Methods Appraisal Tool (MMAT) which examines the qualitative and quantitative parts and how they are combined (Hong et al., 2018). MMAT offers one unified framework, but judgements are based on completeness of reporting and the interpretation of the reviewers.
[bookmark: _Toc238725419][bookmark: _Toc238725537]Evaluation of Qualitative Studies
The two primary studies that were included were qualitative studies: Robinson et al. (2019) and Smith et al. (2026). Both had well-defined objectives and employed qualitative techniques in a suitable manner to investigate experiences, beliefs and barriers that could not be adequately addressed using outcome measures alone. Robinson et al. (2019) evaluated experiences of a Cut-Down-To-Stop intervention using interviews with 18 service users and a focus group with nine practitioners. The design was very much in line with the evaluation aim as it was based on the user and practitioner's view of a service for smokers who found it hard to quit smoking. The recruitment was related to the intervention, data collection was directly related to the research question, and ethical approval and written consent were reported. Thematic analysis was described and findings were presented clearly around practical and relational aspects of participation.
Robinson et al. (2019) was limited by a small single-service sample and possible participation bias because interviewees may have had more positive or sustained experiences. Reflexivity was also limited. The study is therefore most useful for explaining how trust, flexibility and continued contact may shape engagement rather than estimating how common those experiences are.
Smith et al. (2026) provided a larger and geographically broader qualitative contribution. Semi-structured telephone interviews were conducted with 114 adults from lower socioeconomic groups across England, Scotland, Wales and Northern Ireland. The sampling strategy was relevant to the aim of understanding barriers and facilitators among groups with high smoking burden, and recruitment through several routes increased the range of participants. The analysis was systematic and linked thematic findings with the Behaviour Change Wheel, while more than one researcher contributed to analytical development. Ethical approval and informed consent were clearly documented. The large qualitative sample and coverage of all four UK nations strengthened the study's relevance to service engagement across different contexts.
Important limitations remained. People younger than 35 and some minority ethnic groups were under-represented, which restricts confidence that all disadvantaged populations were adequately represented. The published report contained limited reflexive detail about how researcher positions may have influenced interviewing and interpretation. Use of the Behaviour Change Wheel added theoretical structure, but theory-led mapping can also shape how findings are organised. Overall, both qualitative studies were methodologically appropriate and valuable, with Smith et al. (2026) offering broader transferability and Robinson et al. (2019) offering detailed intervention-specific insight. The complete Critical Appraisal Skills Programme (CASP) judgements are provided in Appendix 4B.
[bookmark: _Toc238559686][bookmark: _Toc238262523][bookmark: _Toc238725420][bookmark: _Toc238725538]Evaluation of Quantitative Studies
Seven quantitative studies were appraised: Bauld et al. (2012), Bauld et al. (2016), Edwards et al. (2007), Gibson et al. (2010), Jackson et al. (2021), Kale, Gilbert and Sutton (2019), and Kotz, Fidler and West (2009). Their designs were appropriate to measuring service use, barriers and quit outcomes but differed in evidential strength. Detailed judgements are provided in Appendix 4C.
[bookmark: _Toc238559687][bookmark: _Toc238262524][bookmark: _Toc238725421][bookmark: _Toc238725539]Bauld et al. (2012)
Bauld et al. (2012) evaluated 2,585 clients using a drop-in rolling-group service in Liverpool and Knowsley. The prospective observational design was well suited to measuring real-world service outcomes in a highly disadvantaged population. Data included service characteristics, behavioural support, medication and carbon monoxide validation of abstinence, allowing short- and long-term outcomes to be compared. The study's main contribution was ecological validity because it reflected routine provision rather than an artificially controlled intervention. However, the single-service setting limited generalisability, and the observational design meant that differences in outcomes could reflect client characteristics as well as service effects. Follow-up was difficult and not every long-term quit outcome was biochemically validated, while loss to follow-up also complicated interpretation. The study therefore provides credible evidence about long-term performance and relapse within this service model, but causal conclusions about the rolling-group format should remain cautious.
[bookmark: _Toc238559688][bookmark: _Toc238262525][bookmark: _Toc238725422][bookmark: _Toc238725540]Bauld et al. (2016)
Bauld et al. (2016) strengthened the long-term service evidence through a prospective cohort of 3,057 clients from nine areas of England. The multi-area design improved generalisability compared with a single-service evaluation, and 52-week follow-up with carbon monoxide validation strengthened outcome measurement. The analysis used weighting and logistic regression to address differences in recruitment and examine factors associated with abstinence. Ethical approval and recruitment procedures were reported. Important limitations remained because recruitment was lower than expected, participating services recruited different proportions of their client base, and some treatment variables could not be modelled completely. Most importantly, the observational design leaves residual confounding: people attending specialist or group support may differ systematically from those using generalist settings. The reported associations between service type and long-term abstinence are therefore informative but should not be interpreted as randomised comparisons.
[bookmark: _Toc238559689][bookmark: _Toc238262526][bookmark: _Toc238725423][bookmark: _Toc238725541]Edwards et al. (2007)
The research conducted by Edwards et al. (2007) was a random stratified cross sectional postal survey which targeted deprived areas in South Derbyshire. The design was appropriate for the description of smoking, awareness and use of smoking cessation services, by socioeconomic groups. Sampling procedures and the population in the study were reported and ethical approval was received. An explicit comparison of disadvantaged/non-disadvantaged areas was a significant strength. But there was a significant variation in response rates, and the response rate was low among younger men, which may have resulted in non-response bias. The sample was also restricted to certain age groups and the socioeconomic indicator was not a standard individual-level indicator. There is also imprecision in the estimates based on self-reported service awareness and quitting within itself. As such the study offers valuable information on service availability and inequity, but less confidence on prevalence in the overall population and on causality.
[bookmark: _Toc238725424][bookmark: _Toc238725542]Gibson et al. (2010)
Gibson et al. (2010) applied prospective International Tobacco Control Four Country Survey data to make comparisons between smokers in the UK and other countries (Australia, Canada and the USA). The future direction and standardisation of measurements and repeated follow up observations enhanced the capability to explore cessation assistance across quit attempts over time. Repeated observations were accounted for and a statistical modelling approach was used which enabled a comparison of estimates across countries. An ethics review was reported. Especially, limitations to consider included using the telephone as the method of recruitment (which may have been excluding some groups); attrition (some participants were lost to follow-up); sample (replacement participants may have changed the sample composition); and the use of support (which was not always matched to a particular quit attempt). The majority of outcomes were self-reported. The patterns of differences between countries might also be the result of variation in population and policy factors in addition to the cessation strategies implemented. However, the study has only been able to suggest associations for comparisons between support use and abstinence, and cannot be entirely confident about the impact of the UK strategy alone.
[bookmark: _Toc238559691][bookmark: _Toc238262528][bookmark: _Toc238725425][bookmark: _Toc238725543]Jackson et al. (2021)
Jackson et al. (2021) evaluated the London Smoking Cessation Transformation Programme using repeated cross-sectional Smoking Toolkit Study data and an interrupted time-series comparison between London and the rest of England. The large sample, repeated monthly measurement and use of two modelling approaches were methodological strengths. The design was appropriate for assessing a population intervention that could not readily be randomised, and ethical approval and informed consent were reported for the underlying survey. The principal limitation was exposure classification: living in London did not confirm exposure to programme components or use of cessation support. Quit attempts and success were self-reported, and the study could not formally demonstrate whether any programme effect operated through greater service engagement. Secular trends or London-specific influences may also have contributed despite the comparator series. The study therefore provides relatively strong evidence of a temporal change in quit attempts but weaker evidence concerning the mechanism and effect on quit success.
[bookmark: _Toc238559692][bookmark: _Toc238262529][bookmark: _Toc238725426][bookmark: _Toc238725544]Kale, Gilbert and Sutton (2019)
Kale, Gilbert and Sutton (2019) focused specifically on non-attendance at English Stop Smoking Services. The adapted Treatment Barriers Questionnaire was distributed to smokers who had not attended after participation in the Start2quit programme, and principal component analysis followed by regression was used to identify clusters of barriers and associated characteristics. The study directly addressed an important engagement problem and used an analytical approach capable of identifying underlying dimensions within multiple questionnaire items. Ethical approval was reported. Nevertheless, the sample came from a previous intervention population rather than an unrestricted national group of smokers, limiting generalisability. Questionnaire participation introduced additional selection, and the reported barrier measures depended on self-report. Adaptation of a questionnaire developed in the United States also required careful interpretation in an English service context. The study is strongest for identifying plausible categories of non-attendance rather than estimating their prevalence across all smokers.
[bookmark: _Toc238559693][bookmark: _Toc238262530][bookmark: _Toc238725427][bookmark: _Toc238725545]Kotz, Fidler and West (2009)
Kotz, Fidler and West (2009) analysed 3,767 English smokers who reported a serious quit attempt within the previous year using data from the Smoking Toolkit Study. The large national household sample and clear categorisation of treatment use were important strengths. Multivariable analysis allowed the authors to examine associations with age, sex, dependence and quit planning rather than relying only on unadjusted comparisons. The cross-sectional design was appropriate for identifying correlates of cessation-aid use, but treatment use and quit attempts were self-reported and could be affected by recall over a 12-month period. Temporal direction is also uncertain because exposure and outcome information were collected retrospectively at the same survey point. The findings are therefore useful for identifying patterns of service and medication use but cannot establish why particular smokers chose support or whether support caused later success.
[bookmark: _Toc238559694][bookmark: _Toc238262531][bookmark: _Toc238725428][bookmark: _Toc238725546]Overall Quantitative Quality
Measurement varied across studies. Carbon monoxide validation strengthened the Bauld cohorts, while several surveys relied on participant recall. Engagement also ranged from awareness and treatment use to adviser type or population-programme exposure, so estimates should be interpreted as evidence from different stages of the engagement pathway rather than as equivalent measures.
Generalisability varied from national surveys to local service cohorts. Older studies remain useful for recurring relationships but absolute rates of awareness, service use or quitting may not reflect current provision because policy, service configuration and treatments have changed.
Across the seven quantitative studies, aims were clear and analytical methods were generally appropriate to the stated research questions. Large samples, prospective follow-up, repeated population surveys and biochemical validation strengthened several studies. Common weaknesses were self-reported exposure or outcomes, non-response or attrition, observational confounding and variation in how engagement was measured. These issues are particularly important because engagement may be influenced by motivation, nicotine dependence and socioeconomic circumstances before support begins. The quantitative evidence is therefore sufficiently robust to identify consistent patterns of service use and outcome association, but it does not provide a single causal estimate of the effect of engagement on quitting. Greater confidence can be placed in repeated patterns across independently conducted studies than in any isolated estimate.
Studies contributed unequally to the review question. Gibson et al. (2010), Bauld et al. (2012) and Bauld et al. (2016) provided the most direct engagement-outcome evidence. Edwards et al. (2007), Kotz, Fidler and West (2009) and Jackson et al. (2021) provided supportive evidence on awareness, treatment use, quit attempts or programme exposure, while Kale, Gilbert and Sutton (2019) contributed contextual evidence on non-attendance. This distinction informed evidential weighting.
[bookmark: _Toc238559695][bookmark: _Toc238262532][bookmark: _Toc238725429][bookmark: _Toc238725547]Evaluation of the Mixed-Methods Primary Study
Pope et al. (2025) examined engagement after emergency-department referral or signposting. Combining participant reports, service records and qualitative interviews appropriately captured both measurable referral pathways and explanations for why contact did or did not become service use.
MMAT appraisal identified incomplete and inconsistent service reporting, one service with no data and discrepancies between participant and service records. The purposive qualitative sample over-represented quitters, and the brief report limited methodological detail, reducing confidence in exact engagement estimates and site comparisons.
Integration nevertheless added value by linking low recorded engagement with accounts of failed contact, appointment difficulties and service fit. Pope et al. (2025) therefore provides directly relevant evidence, although confidence is greater in the conclusion that referral does not reliably become active participation than in the precise engagement rate. Full MMAT assessment is in Appendix 4D.
Methodological diversity increased breadth but limited direct comparison. Confidence was greatest where findings converged across designs and narrower where evidence depended on local samples, incomplete follow-up or self-report.
[bookmark: _Toc238559696][bookmark: _Toc238262533][bookmark: _Toc238725430][bookmark: _Toc238725548]Chapter Summary
The ten primary studies provided a methodologically varied but usable evidence base. The qualitative studies offered explanatory evidence about barriers, service relationships and engagement experiences, while the quantitative studies contributed direct, supportive and contextual evidence at different stages of the engagement pathway. Direct evidence on the engagement-quit-success relationship was strongest in studies linking active support use or service format with abstinence outcomes, whereas other studies primarily informed objectives concerning awareness, treatment use, non-attendance, referral or contextual barriers. Strengths included large samples, prospective follow-up, multi-area recruitment, repeated population surveys and biochemical validation in some cohorts. Common limitations were self-report, selection and non-response, attrition, observational confounding, variable definitions of engagement and incomplete service data. The Critical Appraisal Skills Programme (CASP), Coughlan, Cronin and Ryan framework and Mixed Methods Appraisal Tool (MMAT) therefore informed how much weight was placed on each contribution rather than implying that all ten studies answered the central relationship equally directly.


[bookmark: _Toc238559697][bookmark: _Toc238262534][bookmark: _Toc238725431][bookmark: _Toc238725549]Data Analysis and Synthesis
[bookmark: _Toc238559698][bookmark: _Toc238262535][bookmark: _Toc238725432][bookmark: _Toc238725550]Introduction
The ten primary studies were analysed through thematic and narrative synthesis. Qualitative findings were coded directly, while quantitative results were converted into conceptual patterns such as service uptake, referral attrition, attendance barriers, relapse and outcomes of supported quit attempts. Patterns were compared across studies rather than statistically pooled, preserving differences in design and measurement.
[bookmark: _Toc238559699][bookmark: _Toc238262536][bookmark: _Toc238725433][bookmark: _Toc238725551]Thematic Analysis
Thematic analysis identifies and reports recurring patterns within data (Braun and Clarke, 2006). It suited a heterogeneous evidence base because quantitative findings could be translated into concise conceptual statements and compared with qualitative explanations of why engagement was sustained or interrupted. This approach is consistent with thematic synthesis, which develops descriptive and analytical patterns while retaining individual-study contributions (Thomas and Harden, 2008). No new statistical analysis was undertaken.
[bookmark: _Toc238559700][bookmark: _Toc238262537][bookmark: _Toc238725434][bookmark: _Toc238725552]Data Analysis Tool
Braun and Clarke’s (2006) six phases guided familiarisation, coding, category development, candidate themes, review, and final definition and naming. Similar findings were combined, while contrasting or qualifying results were retained. The coding and theme-development matrix is provided in Appendix 5A.
[bookmark: _Toc238559701][bookmark: _Toc238262538][bookmark: _Toc238725435][bookmark: _Toc238725553]Characteristics of the Identified Studies
[bookmark: _Toc238725589]Table 5.1. Characteristics of the identified studies
	Study
	Setting
	Design
	Engagement/cessation focus

	Edwards et al. (2007)
	South Derbyshire, England
	Cross-sectional postal survey
	Awareness and use of NHS cessation services

	Kotz, Fidler and West (2009)
	England
	Cross-sectional household survey
	Use of cessation aids and NHS Stop Smoking Services

	Gibson et al. (2010)
	UK subgroup of four-country cohort
	Prospective survey
	Use of pharmacotherapy and behavioural/professional support during quit attempts

	Bauld et al. (2012)
	Liverpool and Knowsley
	Prospective service cohort
	Rolling-group behavioural support, medication and long-term abstinence

	Bauld et al. (2016)
	Nine areas of England
	Prospective service cohort
	Specialist/generalist support, treatment and 52-week outcomes

	Kale, Gilbert and Sutton (2019)
	England
	Questionnaire study of non-attenders
	Barriers to attendance at Stop Smoking Services

	Robinson et al. (2019)
	London
	Qualitative service evaluation
	Experiences of a Cut-Down-To-Stop intervention

	Jackson et al. (2021)
	London versus rest of England
	Interrupted time-series
	Population cessation programme, quit attempts and quit success

	Pope et al. (2025)
	Multiple UK emergency departments/services
	Mixed-methods primary study
	Referral, contact, service engagement and barriers

	Smith et al. (2026)
	England, Scotland, Wales and Northern Ireland
	Qualitative interview study
	Barriers and facilitators among lower socioeconomic groups


The ten studies contributed complementary evidence from surveys, service cohorts, qualitative evaluations, an interrupted time-series analysis and a mixed-methods study. Table 5.1 summarises their settings, designs and engagement or cessation focus.
[bookmark: _Toc238559702][bookmark: _Toc238262539][bookmark: _Toc238725436][bookmark: _Toc238725554]Emerging Themes from Included Studies
Five themes and fourteen subthemes described engagement as a pathway beginning before service attendance and shaped by practical, relational, personal and social conditions throughout quitting.
[bookmark: _Toc238725590]Table 5.2. Themes, subthemes and contributing studies
	Theme
	Subthemes
	Articles

	5.5.1 Theme 1: Initial Connection to Support
	5.5.1.1 Awareness and Understanding
	Edwards et al. (2007); Kotz, Fidler and West (2009); Kale, Gilbert and Sutton (2019); Smith et al. (2026)

	5.5.1 Theme 1: Initial Connection to Support
	5.5.1.2 Confidence and Beliefs about Services
	Kale, Gilbert and Sutton (2019); Smith et al. (2026)

	5.5.1 Theme 1: Initial Connection to Support
	5.5.1.3 Routes into Support: Referral, Active Contact and Promotion
	Gibson et al. (2010); Jackson et al. (2021); Pope et al. (2025)

	5.5.2 Theme 2: Accessibility, Flexibility and Continuity
	5.5.2.1 Time and Practical Barriers
	Kale, Gilbert and Sutton (2019); Pope et al. (2025); Smith et al. (2026)

	5.5.2 Theme 2: Accessibility, Flexibility and Continuity
	5.5.2.2 Flexibility and Mode of Delivery
	Robinson et al. (2019); Pope et al. (2025); Smith et al. (2026)

	5.5.2 Theme 2: Accessibility, Flexibility and Continuity
	5.5.2.3 Continuity, Follow-up and Re-engagement
	Bauld et al. (2012); Robinson et al. (2019); Smith et al. (2026)

	5.5.3 Theme 3: Relational and Treatment Support
	5.5.3.1 Trust and Adviser Relationships
	Robinson et al. (2019); Smith et al. (2026)

	5.5.3 Theme 3: Relational and Treatment Support
	5.5.3.2 Specialist and Group Behavioural Support
	Bauld et al. (2012); Bauld et al. (2016)

	5.5.3 Theme 3: Relational and Treatment Support
	5.5.3.3 Medication and Treatment Support
	Gibson et al. (2010); Bauld et al. (2016); Robinson et al. (2019); Smith et al. (2026)

	5.5.4 Theme 4: Social and Personal Context
	5.5.4.1 Socioeconomic Disadvantage
	Edwards et al. (2007); Bauld et al. (2012); Smith et al. (2026)

	5.5.4 Theme 4: Social and Personal Context
	5.5.4.2 Motivation, Dependence and Social/Individual Characteristics
	Kotz, Fidler and West (2009); Bauld et al. (2012); Bauld et al. (2016); Kale, Gilbert and Sutton (2019)

	5.5.5 Theme 5: Engagement and Quit Success
	5.5.5.1 Supported and Unsupported Quit Attempts
	Gibson et al. (2010); Bauld et al. (2016)

	5.5.5 Theme 5: Engagement and Quit Success
	5.5.5.2 Short-term and Long-term Abstinence
	Bauld et al. (2012); Bauld et al. (2016)

	5.5.5 Theme 5: Engagement and Quit Success
	5.5.5.3 Limits of the Engagement-Outcome Relationship
	Jackson et al. (2021); Pope et al. (2025)


[bookmark: _Toc238559703][bookmark: _Toc238262540][bookmark: _Toc238725437][bookmark: _Toc238725555]Theme 1: Initial Connection to Support
The first theme concerns the point at which adults become aware of cessation support and move towards using it. Three related subthemes were identified: awareness and understanding; confidence and beliefs about services; and routes into support through referral, active contact and promotion.
5.5.1.1 Awareness and Understanding
Awareness of available support did not consistently lead to use. Edwards et al. (2007) found that awareness of NHS cessation services was about 30% among smokers and recent quitters in South Derbyshire, while use was about 5%. Kotz et al. (2009) similarly found that 51.2% of English smokers making a serious quit attempt had used some form of treatment, but only 6.2% had used the NHS Stop Smoking Service. More recent evidence showed that information remained important: Kale et al. (2019) identified lack of information and perceived availability as a barrier factor, while Smith et al. (2026) reported limited awareness of the availability and content of services among lower socioeconomic groups. Across these studies, knowing that help existed was distinct from understanding what the service offered and deciding to use it.
The pattern across time is notable because older and newer studies identify a similar separation between knowing that services exist and understanding or using them. Edwards et al. (2007) and Kotz et al. (2009) quantified limited specialist-service use, whereas Kale et al. (2019) and Smith et al. (2026) showed how information deficits and perceived availability can continue to restrict entry. The evidence therefore converges on awareness as an initial condition rather than evidence of active engagement. The studies differed in design, setting and population, from local surveys to a questionnaire study and a recent UK-wide qualitative study, so the convergence is conceptual rather than a direct comparison of equivalent measures.
5.5.1.2 Confidence and Beliefs about Services
Beliefs about the usefulness of formal support also influenced initial engagement. Kale et al. (2019) identified barriers including the view that smokers should quit on their own and the belief that nothing could help. Smith et al. (2026) reported a similar pattern, with negative beliefs about the effectiveness of stop smoking service support reducing motivation to engage. The two studies therefore converged in showing that access problems were not only practical. Some adults remained outside services because they did not expect formal support to add value to their quit attempt.
The similarity between the non-attender questionnaire and later qualitative interviews strengthens this subtheme because the same issue was identified using different methods. Practical access can be present while psychological distance remains. Beliefs that quitting should be achieved independently, uncertainty about effectiveness and previous unsuccessful attempts can all reduce the likelihood that information is converted into service use. Confidence in formal support therefore operates as a separate step between awareness and participation.
5.5.1.3 Routes into Support: Referral, Active Contact and Promotion
Routes into support differed in form but showed the same distinction between exposure and active participation. Pope et al. (2025) found substantial loss between referral and engagement: among participants referred to the five services that supplied records, 316 referrals were received, 279 people were contacted, 43 engaged and 15 were recorded as quitting with service support. Jackson et al. (2021) found that the London Smoking Cessation Transformation Programme increased quit attempts, while Gibson et al. (2010) reported comparatively high use of pharmacotherapy and professional support among UK smokers. Together, these studies show that organised referral and promotion can create opportunities to engage, but the pathway still depends on successful contact and subsequent participation.
Together, referral, service-use and population evidence distinguish creating an opportunity to engage from achieving meaningful participation; none shows that referral or promotion alone produces sustained abstinence (Gibson et al., 2010; Jackson et al., 2021; Pope et al., 2025).
[bookmark: _Toc238559704][bookmark: _Toc238262541][bookmark: _Toc238725438][bookmark: _Toc238725556]Theme 2: Accessibility, Flexibility and Continuity
The second theme concerns whether support can be accessed in a form that fits everyday circumstances and whether contact continues for long enough to maintain engagement.
5.5.2.1 Time and Practical Barriers
Time and competing responsibilities were repeatedly identified as barriers. Kale et al. (2019) found a distinct work and time constraints factor among non-attenders. Smith et al. (2026) similarly reported that limited free time reduced the ability of lower socioeconomic participants to access services. Pope et al. (2025) added a service-level example, with some participants describing difficulty obtaining appointments or NRT after referral. The studies therefore indicate that formal availability does not ensure practical accessibility when support cannot be obtained at a convenient time or when expected.
The convergence of questionnaire, interview and referral evidence suggests that practical barriers are not confined to one service model. Work and time pressures can prevent attendance before treatment starts, while appointment and medication difficulties can interrupt engagement after referral. Accessibility is therefore better understood as the ability to obtain support at the point it is needed, not merely the existence of a service within a local area.
5.5.2.2 Flexibility and Mode of Delivery
Flexible delivery was viewed more positively than a single fixed model. Robinson et al. (2019) found that the Cut-Down-To-Stop approach allowed clients to progress at their own pace rather than disengaging after an unsuccessful abrupt quit. Smith et al. (2026) found support for flexible contact using different modes, with preferences varying between remote and face-to-face delivery. Pope et al. (2025) provided a contrasting example in which some participants felt that the support offered did not match how they wanted to quit. The combined evidence supports flexibility in timing, mode and quitting approach as a way of improving service fit.
These studies suggest that flexible delivery may improve service fit, but they mainly report experiences rather than experimental effects, so flexibility cannot be assumed to cause stronger engagement (Robinson et al., 2019; Pope et al., 2025; Smith et al., 2026).
5.5.2.3 Continuity, Follow-up and Re-engagement
Continued contact was another consistent facilitator. Robinson et al. (2019) reported that ongoing practitioner contact helped keep clients involved and was perceived to increase the possibility of quitting or re-engaging in a future attempt. Smith et al. (2026) also identified more frequent and continued support as a facilitator. Bauld et al. (2012) showed that a drop-in rolling-group model could reach a highly disadvantaged population, but the marked decline between four-week and 52-week abstinence demonstrated that initial participation did not remove the need for longer-term support. Continuity therefore appeared important both during the quit attempt and after early cessation.
The evidence distinguishes initial access from sustained participation and supports viewing re-engagement after difficulty or relapse as part of the cessation pathway rather than as evidence that earlier support had no value.
[bookmark: _Toc238559705][bookmark: _Toc238262542][bookmark: _Toc238725439][bookmark: _Toc238725557]Theme 3: Relational and Treatment Support
The third theme describes how the quality of professional relationships and the treatment package influenced continued engagement and cessation outcomes.
5.5.3.1 Trust and Adviser Relationships
Robinson et al. (2019) found that trust and empathy between service users and practitioners were central features of the Cut-Down-To-Stop intervention. Participants valued non-judgemental support and the ability to continue working towards cessation after difficulty. Smith et al. (2026) reported a similar finding, identifying rapport with the adviser as a facilitator of engagement. These qualitative studies agree that the interpersonal quality of support can influence whether service users remain involved, particularly when quitting is difficult or setbacks occur.
Across different populations and settings, trust and non-judgemental communication appeared to support continued participation by making setbacks discussable and reducing withdrawal from care (Robinson et al., 2019; Smith et al., 2026).
5.5.3.2 Specialist and Group Behavioural Support
Quantitative outcome evidence also suggested that the type of behavioural support mattered. Bauld et al. (2016) found that clients receiving specialist one-to-one support had more than twice the odds of long-term abstinence compared with general practice or pharmacy-based support, while group specialist support was associated with still higher odds. Bauld et al. (2012) showed that a rolling-group service reached a large disadvantaged population but achieved a CO-validated 52-week abstinence rate of 5.6%. The studies therefore support the value of structured behavioural contact, while also showing that service format alone does not guarantee lasting abstinence.
The service cohorts show that specialist or group settings may be associated with stronger outcomes while long-term relapse remains substantial; observational designs prevent these differences being interpreted as causal effects of treatment setting (Bauld et al., 2012; Bauld et al., 2016).
5.5.3.3 Medication and Treatment Support
Medication formed part of engagement in several studies. Gibson et al. (2010) reported higher odds of 28-day abstinence among quit attempts involving pharmacotherapy, behavioural help, or both, with the combined category showing the strongest overall association. Bauld et al. (2016) found higher 52-week quit rates among clients who started their attempt with varenicline than among those for whom varenicline was not recorded. Robinson et al. (2019) described medication experimentation as a useful part of a gradual quitting pathway, while Smith et al. (2026) identified access to free NRT as a facilitator. Across qualitative and quantitative evidence, treatment engagement therefore involved both behavioural support and access to appropriate medication.
Medication was embedded within broader supported quitting rather than functioning as a stand-alone form of engagement. Outcome and qualitative evidence together indicate that treatment use depends on access, acceptability, adviser contact and continued participation.
[bookmark: _Toc238559706][bookmark: _Toc238262543][bookmark: _Toc238725440][bookmark: _Toc238725558]Theme 4: Social and Personal Context
The fourth theme shows that engagement and quitting occurred within wider personal and social circumstances that could either support or restrict success.
5.5.4.1 Socioeconomic Disadvantage
Socioeconomic disadvantage affected outcomes even when motivation or service access was present. Edwards et al. (2007) found that motivation to quit varied little by socioeconomic status and that lower socioeconomic groups often accessed cessation services more, yet their quit rates were generally lower. Bauld et al. (2012) similarly studied a highly disadvantaged service population, with 68% living in the most deprived decile, and found that higher socioeconomic status within the sample predicted long-term quitting. Smith et al. (2026) added qualitative evidence that time pressure, limited awareness and practical constraints affected lower socioeconomic groups. The studies consistently demonstrate that engagement occurs in the context of unequal social conditions, that can influence the likelihood of sustaining cessation.
In studies, the motivation and ability to use support was not consistently lower among disadvantaged smokers, but sustained abstinence was more difficult. Socioeconomic context can thus impact engagement and outcomes following contact with services.
5.5.4.2 Motivation, Dependence and Social/Individual Characteristics
Service use and outcomes were impacted by motivation, dependence and social circumstances. Kotz, Fidler and West (2009) reported higher rates of use of cessation aids among women, older smokers, heavier smokers and smokers who planned to quit, and Kale, Gilbert and Sutton (2019) reported different barrier patterns were associated with age, motivation, and confidence. Less nicotine dependence and greater quit motivation were associated with long-term abstinence (Bauld et al., 2012); and having fewer smokers in social networks and having a spouse or partner were associated with abstinence (Bauld et al., 2016). These results indicate that individual motivation and dependence are in addition to the social environment.
These factors are interacting: planning can lead to more treatment use, more dependence can lead to greater need and less likelihood of quitting, and supportive social networks can help to reinforce quit attempts. This is a good example of why it is not possible to conclude that there is a purely causal relationship between engagement and success.

[bookmark: _Toc238559707][bookmark: _Toc238262544][bookmark: _Toc238725441][bookmark: _Toc238725559]Theme 5: Engagement and Quit Success
The final theme brings together evidence on how different forms of engagement related to quit outcomes and therefore addresses the central research question most directly. Gibson et al. (2010) and the Bauld service cohorts provided the most direct engagement-outcome evidence by linking active support use or service format with abstinence. Jackson et al. (2021) and Pope et al. (2025) provided more indirect or qualifying evidence by examining quit attempts, programme exposure and referral conversion. Three subthemes were identified: supported and unsupported quit attempts, short-term and long-term abstinence, and limits of the engagement-outcome relationship.
5.5.5.1 Supported and Unsupported Quit Attempts
Gibson et al. (2010) found that UK smokers making quit attempts were more likely to use cessation support and more likely to achieve 28-day abstinence than smokers in Australia, Canada and the United States. Within the pooled analysis, pharmacotherapy and behavioural support were each associated with higher odds of short-term abstinence, and the combination of pharmacotherapy with help from a clinic, helpline or health professional showed the strongest association. Bauld et al. (2016) similarly found better long-term outcomes among clients receiving specialist and group support. The direction of these findings indicates that active participation in evidence-based support is associated with stronger quit outcomes than minimal or unsupported contact.
The direction of evidence was consistent with meaningful participation being associated with better quitting prospects, especially where behavioural and pharmacological support were combined. However, the studies were not randomised comparisons of engagement levels, so the synthesis supports association rather than a causal dose-response effect.
5.5.5.2 Short-term and Long-term Abstinence
The relationship between engagement and success became less favourable over longer follow-up. Bauld et al. (2012) reported CO-validated abstinence of 30.7% at four weeks but 5.6% at 52 weeks, equivalent to substantial relapse after early success. Bauld et al. (2016) reported a weighted CO-validated 52-week quit rate of 7.7% across nine English areas. The two cohort studies therefore agree that stop smoking services can support long-term cessation for a proportion of clients, but early quit outcomes substantially overstate durable abstinence. Quit success should consequently be interpreted according to the length and method of follow-up.
Longer follow-up substantially reduced apparent success, showing that early abstinence does not establish durable cessation. This highlights a later stage of the pathway in which relapse, continued support and re-engagement become important (Bauld et al., 2012; Bauld et al., 2016).
5.5.5.3 Limits of the Engagement-Outcome Relationship
Not every increase in contact or quitting activity produced clear evidence of improved quit success. Jackson et al. (2021) found a significant increase in quit attempts after the London programme, but the observed increase in success among those who tried was not statistically significant. Pope et al. (2025) found very low engagement after referral or signposting, and most participants who reported six-month abstinence in the wider trial had quit without recorded stop smoking service support. These studies show a distinction between exposure, referral, engagement and successful cessation. Across the evidence, stronger engagement was generally associated with better outcomes, but referral or promotion alone could not be treated as proof of successful quitting.
Increased quit attempts and referral exposure did not always translate into improved success or active service use. Engagement is therefore positive but conditional: exposure, referral, contact, treatment use and sustained participation are related but distinct stages (Jackson et al., 2021; Pope et al., 2025).
Across themes, engagement narrowed progressively from awareness and referral to active contact and sustained participation. Service fit, relationships, treatment access and social context shaped whether opportunities became meaningful engagement, while longer follow-up revealed relapse and the limits of brief contact.
[bookmark: _Toc238559708][bookmark: _Toc238262545][bookmark: _Toc238725442][bookmark: _Toc238725560]Chapter Summary
F Four interrelated themes revealed that engagement is a process that includes awareness, contact, participation, and treatment use and continuity. Practical access, service fit, relationships and treatment influenced participation, and socioeconomic conditions, dependence and social networks continued to be influential. A higher level of sustained engagement was generally correlated with higher quit rates, although the rates of relapse and poor conversion of referrals made it difficult to draw a simple causal conclusion.


[bookmark: _Toc238559709][bookmark: _Toc238262546][bookmark: _Toc238725443][bookmark: _Toc238725561]Discussion
[bookmark: _Toc238559710][bookmark: _Toc238262547][bookmark: _Toc238725444][bookmark: _Toc238725562]Introduction
Evidence suggests that trying to quit smoking is not a one-time event: it is a progressive one. Five related problems need to be interpreted: the initial connection to support, accessibility and continuity, relational and treatment support, social and personal context and association between engagement and quit success. These findings are explored in the context of previous research, the COM-B framework, current UK practice in quitting and identified areas of commonalities, limitations and ambiguity.
[bookmark: _Toc238725445][bookmark: _Toc238725563]Discussion of Key Findings
Five key findings emerged from the review: a good first point of contact is key to initiate meaningful engagement; practical accessibility, flexibility, and continuity influence whether or not meaningful engagement can be sustained; the quality of the relationship and treatment experienced influences the level of engagement; and social and personal factors are likely to influence actual engagement rates and cessation; and the current evidence for a simple linear relationship between deeper and longer engagement and better quit outcomes is limited.
[bookmark: _Toc238725446][bookmark: _Toc238725564]Initial Connection to Support
A major finding is that availability of services does not lead to engagement. Evidence included in this study revealed that there was always a gap between awareness and confidence in formal supports and the use of formal services. This aligns with evidence across the UK which demonstrated that smokers' appropriateness to using the NHS Stop Smoking Services is influenced by the perceived need and knowledge, treatment acceptability and expectation of support (Latif et al., 2021). Kwah, Fulton and Brown (2019) also discussed the capability and motivational barriers in accessing services. The convergence indicates that mere availability of a service is not enough to explain low uptake and that the psychological capability and motivation of a person is important to make availability meaningful access.
Similarly, there were cases where referral was not followed-up and used as contact. Pope et al. (2025) reported loss between referral, contact and service participation and Jackson et al. (2021) reported no clear evidence of increased quit success following a population programme and increased quit attempts. It refines the whole idea of exposure and referral, it is an opportunity but really, we need to have contact and participation for it to be effective engagement. In COM-B, referral can lead to an increase in physical opportunity, but capability and motivation affect the likelihood of the person understanding and accepting and acting on a referral to support (Michie, van Stralen and West, 2011).
Equity is also impacted by this difference between population “reach” and effective engagement. Smith, Hill and Amos (2020) concluded that disadvantaged smokers might be targeted through smoking cessation support even if quit rates are not higher or that access is a multi-stage issue among disadvantaged groups (Murray et al., 2009). Successful engagement should not then be gauged by the number of viewers or referrals that the campaign brings. A better understanding of these is to refer to the extent of adult understanding of what support provides, whether adults think that it is relevant and whether an initial contact opportunity is being put into practice.
[bookmark: _Toc238725447][bookmark: _Toc238725565]Accessibility, Flexibility and Continuity
Another you can consider to be a significant finding is that even people among the grown-up populace who plan on quitting cannot be effortlessly reached for the sake of their plan. Certain themes emerged throughout the included evidence such as time pressure, work commitments and difficulty gaining appointments, which are also highlighted as factors influencing access to services in a larger qualitative synthesis of the UK evidence (Latif et al., 2021). These are mostly opportunity constraints, that is, while there may be motivation to participate, it will be difficult to do so because service delivery times do not fit in with day-to-day commitments (Michie, van Stralen and West, 2011). This interpretation contradicts the explanations that are mainly based on low motivation for not attending.
The perception of flexibility was found to enhance the service fit and, however, there is no evidence that any one of the delivery modes leads to greater engagement. Robinson et al. (2019) reported on the acceptability of a ‘gradual pathway’ and Smith et al. (2026) found a range of preferences for remote and face-to-face contact. There is also broader evidence that whether or not support can be integrated into users' lives is a key factor in accessibility (Kwah, Fulton and Brown, 2019; National Institute for Health and Care Excellence, 2025). Therefore, flexibility is best thought of as a means to expand opportunity/choice and not as a test proven intervention effect.
Continuation is especially significant as sometimes early abstinence is not long term. Behavioural counselling evidence indicates that ongoing structured contact is important for effective cessation care (Lancaster and Stead, 2017) and Bauld et al. (2012) demonstrated significant reductions between 4-52 weeks abstinence. The study didn't demonstrate that longer follow-up prevents relapse but it does show that for smokers who need multiple attempts, a brief time of contact may not be sufficient. Thus, continuity and the return to treatment can be seen as continuity of opportunity for treatment, not as continuous abstinence.
[bookmark: _Toc238725448][bookmark: _Toc238725566]Relational and Treatment Support
Another important finding is that the quality of the relationships can influence whether or not they continue. Further qualitative evidence suggests that the quality and acceptability of support are central to accessing services (Latif et al., 2021), whilst Robinson et al. (2019) and Smith et al. (2026) both explained that establishing a relationship of trust and empathy with the adviser and a lack of judgement towards the student also facilitated engagement. Supportive relationships in COM-B can help improve social opportunity and increase the social motivation to seek help because of easier access to disclosure of difficulties, increased confidence and persistence when setbacks happen (Michie, van Stralen and West, 2011). This is based primarily on experiential evidence and cannot be used as evidence of better rates of quitters in their adviser style approach.
The Relational findings are complemented by a second mechanism via treatments, which require evidence of effectiveness. Structured behavioural and pharmacological support has been linked to better quit outcomes (Gibson et al., 2010; Bauld et al., 2016) and broader reviews have revealed that structured behavioural support or effective pharmacotherapies offer better quit outcomes than minimal or no support (Lancaster and Stead, 2017; Livingstone-Banks et al., 2023; Theodoulou et al., 2023). While trust and rapport deal mostly with engagement in the treatment, the results address the effectiveness of the treatment, as well as exposure to evidence-based support. This distinction will prevent attributing the treatment effects to engagement effects.
Hence, the apparent benefit of specialist and group support must be taken with a pinch of salt. The service studies included in the report were observational studies and thus will have been subject to some self-selection and dependence, as well as case mix and motivation differences, that may explain some of the differences in outcomes between the different services. There is no evidence to suggest that there is a universal hierarchy of the effectiveness of different formats of behavioural input and continuity, with specialist advisers providing more structured input and continuity. A safer assumption to be made is that services should make evidence-based behaviour and pharmacological interventions available to users and support their continued access to a format that is somewhat tolerable for them.
[bookmark: _Toc238725449][bookmark: _Toc238725567]Social and Personal Context
A second important finding is that socioeconomic disadvantage can impact the association of engagement to quit success. However, the motivation was not necessarily lower in disadvantaged smokers nor was the use of support less likely, but there was a higher level of disadvantage in relation to long-term abstinence. This is in line with other evidence revealing that declaring more quit rates in disadvantaged populations are associated with higher participation in quitting services (Murray et al., 2009; Smith, Hill and Amos, 2020). What the implication here is, that is, is that inequalities in engagement and outcomes can be correlated, but they do not necessarily convey a foregone increase in dependence and stress or changes in resource levels or smoking environments.
There are also significant confounding factors due to personal and social factors. The level of dependence could lead to more treatment seeking and less likelihood of remaining abstinent, while planning and self-efficacy could be associated with greater levels of treatment-seeking and more successful abstinence, and partner and social network support could be an independent factor. COM-B links with the organisation of these influences as socioeconomic determinants are likely to impact on opportunity, dependence, confidence and previous experience can impact on capability and motivation (Michie, van Stralen and West, 2011). Thus, it is likely that the apparent link between engagement and quit could be an effect of treatment exposure, as well as a natural cocktails effect of preexisting factors between those who had high and low engagement.
This plays a part directly in interpretation of the performance of services. When individual smoking cessation rates are used to assess the quality of services working with highly disadvantaged smokers, low smoking cessation rates might be interpreted as a poor quality of service, when in fact they may be due to a more challenging case mix. Evidence from an equity perspective, however, suggests it is worth exploring reach to high burden populations in conjunction with engagement and sustained impact (Smith, Hill and Amos, 2020). Socioeconomics can, therefore, be a hindrance to engagement and can also change the positive effect that engagement may be able to offer.
[bookmark: _Toc238725450][bookmark: _Toc238725568]Engagement and Quit Success
The most consistent research findings with respect to the question are that the higher and longer the involvement with smoking cessation, the better the quit success, but the evidence is not as purly causal as it could be. Direct evidence was largely from the Bauld service cohorts and Gibson et al. (2010) with evidence of active use or form of support associated with abstinence. Other studies offered supportive and/or contextual evidence on awareness, treatment use, quit attempts, referrals conversion and barriers. This hierarchy is important since an increase in an early engagement indicator does not necessarily mean that it is equal to evidence of sustained engagement or long-term quitting.
COM-B offers an explanation for the conditional nature of the association, instead of automatic (Michie, van Stralen and West, 2011). Low awareness or level of understanding about treatment can limit capability, inflexible appointments or cost can limit opportunity, lack of follow up with referrals or social unsupportive can reduce motivation, lack of confidence or unsuccessful treatment or negative beliefs can reduce motivation. All of these components are integrated throughout the entire engagement pathway. This interpretation is supported by Smith et al. (2026) who directly applied the Behaviour Change Wheel and spread barriers and facilitators across the domains of capability, opportunity and motivation instead of focusing them on one domain.
The biggest drawback in understanding the engagement-outcome relationship is the causal uncertainty. Exposure to support and engagement can predict quitting and engagement is a behaviour which can be influenced by readiness, dependence, confidence and resources, which are all independent predictors of quitting. Observational associations can thus represent the effects of treatment, and self-selection and residual confounding. But there are elements of convergence between qualitative explanations, cohorts of services, and population evidence to suggest engagement is not irrelevant. Sustained engagement is likely to lead to greater exposure to EBS, and individual and structural conditions are likely to affect how much benefit can be achieved from this exposure.
Short term service performance measures also need to be differentiated from what is evidence of sustained cessation. Cohorts of longer duration of abstinence had high rates of relapse after 52 weeks, whereas four-week abstinence was clinically convenient for early monitoring. Programmes are thus able to enhance early quitting without necessarily showing sustained abstinence, and referral pathways can boost contact without necessarily resulting in sustained engagement. Assess not only other early service indicators, but also outcomes for behaviour cessation a longer time after the service ends to avoid confusing early success with permanent change in behaviours.
[bookmark: _Toc238725451][bookmark: _Toc238725569]Strengths and Limitations
There are a number of strengths to the review. A clear focus research question and PECO framework ensured that population, engagement and quit-related outcomes were well linked, and the search strategy and eligibility criteria were well documented as was the PRISMA reporting. The use of qualitative, quantitative and mixed-methods primary studies enabled the examination of the different stages of the engagement pathway from different perspectives, with quantitative-based primary studies providing data on service use, quit attempts and abstinence and qualitative-based studies providing data regarding barriers, facilitators, and user experiences at each stage. Evaluation of methodological quality of different types of design was enhanced using the Critical Appraisal Skills Programme (CASP), Cronin and Ryan framework and Mixed Methods Appraisal Tool (MMAT).
There are a number of caveats to the conclusions. Definitions of engagement varied from referral, attendance, to treatment use and continued contact and programme participation, and quit success at varying time points and validated to varying degrees. Many studies were self-report and the observational studies were susceptible to self-selection and confounding factors as motivation, dependence and socioeconomic factors can affect engagement and quitting. Even using a structured audit trail, there were areas of researcher judgement needed in the thematic coding. The methodological and outcome heterogeneity precluded the use of metaanalysis, but the findings suggest that the relationship proceeded in the direction of the manuscript results and depended on the characteristics of those results. Another reporting limitation is that the search dates, adapted search strings and retrieval totals were not retained in the available record of the search, and should be reported if the original search log can be recovered, to allow for full reproduction of the search.
[bookmark: _Toc238725452][bookmark: _Toc238725570]Chapter Summary
Referral/attendance is not enough to ensure meaningful engagement with smoking cessation support. Awareness and confidence are linked to capacity and motivation; access and continuity are linked to opportunity; the social opportunity and motivation can be supported by the person's relationships and socioeconomic conditions are linked to engagement and cessation. While more and better engagement usually correlates with improved quit rates, especially when evidence-based behavioural and pharmacological interventions are implemented, a causal relationship cannot simply be inferred due to the effects of relapse, dependence, self-selection and social disadvantage. Hence, engagement should assume a central role as an integral mechanism by which cessation support can function rather than a mechanism per se that ensures success in quitting.
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The evidence supports a set of practical and research implications for improving engagement with smoking cessation support and sustaining quit outcomes among UK adults. Recommendations focus on strengthening the transition from referral to active participation, improving flexibility and continuity, maintaining effective behavioural and pharmacological support, and reducing barriers faced by disadvantaged smokers. The final conclusion addresses the research question by drawing together the main patterns identified across the ten primary studies.
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[bookmark: _Toc238725591]Table 7.1. Alignment of research objectives with themes and evidence
	Research Objective
	Related Key Finding
	Sub-Key Findings
	Evidence Source

	Objective 1: Identify smoking cessation support used by UK adults and the quit-related outcomes reported in the selected evidence.
	Theme 3 (5.5.3): Relational and Treatment Support; Theme 5 (5.5.5): Engagement and Quit Success
	5.5.3.1 Trust and Adviser Relationships; 5.5.3.2 Specialist and Group Behavioural Support; 5.5.3.3 Medication and Treatment Support; 5.5.5.1 Supported and Unsupported Quit Attempts; 5.5.5.2 Short-term and Long-term Abstinence; 5.5.5.3 Limits of the Engagement-Outcome Relationship.
	Gibson et al. (2010); Bauld et al. (2012); Bauld et al. (2016); Robinson et al. (2019); Jackson et al. (2021); Pope et al. (2025); Smith et al. (2026).

	Objective 2: Examine how engagement with smoking cessation support is defined and measured.
	Themes 1 (5.5.1), 2 (5.5.2), 3 (5.5.3) and 5 (5.5.5)
	Engagement ranged from awareness, referral and active contact (5.5.1) to practical access and continuity (5.5.2), adviser/treatment participation (5.5.3), and supported attempts, abstinence and limits of engagement-outcome measures (5.5.5).
	Edwards et al. (2007); Kotz, Fidler and West (2009); Gibson et al. (2010); Bauld et al. (2012); Bauld et al. (2016); Kale, Gilbert and Sutton (2019); Robinson et al. (2019); Jackson et al. (2021); Pope et al. (2025); Smith et al. (2026).

	Objective 3: Synthesise whether stronger or more sustained engagement is associated with improved quit success.
	Theme 5 (5.5.5): Engagement and Quit Success
	5.5.5.1 Supported and Unsupported Quit Attempts; 5.5.5.2 Short-term and Long-term Abstinence; 5.5.5.3 Limits of the Engagement-Outcome Relationship.
	Gibson et al. (2010); Bauld et al. (2012); Bauld et al. (2016); Jackson et al. (2021); Pope et al. (2025).

	Objective 4: Identify barriers, facilitators and implications for public health practice, service design and future research.
	Theme 1 (5.5.1), Theme 2 (5.5.2), Theme 3 (5.5.3) and Theme 4 (5.5.4)
	5.5.1.1 Awareness and Understanding; 5.5.1.2 Confidence and Beliefs; 5.5.1.3 Routes into Support; 5.5.2.1 Time and Practical Barriers; 5.5.2.2 Flexibility and Mode; 5.5.2.3 Continuity and Re-engagement; 5.5.3.1-5.5.3.3 Relational/Treatment Support; 5.5.4.1 Socioeconomic Disadvantage; 5.5.4.2 Motivation, Dependence and Social/Individual Characteristics.
	Edwards et al. (2007); Kotz, Fidler and West (2009); Bauld et al. (2012); Bauld et al. (2016); Kale, Gilbert and Sutton (2019); Robinson et al. (2019); Pope et al. (2025); Smith et al. (2026).


[bookmark: _Toc238559722][bookmark: _Toc238262559][bookmark: _Toc238725456][bookmark: _Toc238725574]Recommendations for Practice
· Stop smoking services should consider active referral processes that confirm successful contact rather than relying on signposting alone, because substantial loss can occur between referral, contact and actual service participation (Pope et al., 2025).
· Services may benefit from offering appropriate choices in appointment timing and delivery mode, including face-to-face, telephone, digital and community options, because practical constraints and service fit were repeatedly identified as influences on engagement (Kale, Gilbert and Sutton, 2019; Pope et al., 2025; Smith et al., 2026).
· The findings support consideration of continued follow-up and clear routes for re-engagement after unsuccessful attempts or relapse, while recognising that the available evidence suggests potential value rather than proving that longer follow-up prevents relapse (Bauld et al., 2012; Robinson et al., 2019; Smith et al., 2026).
· Behavioural support should remain available alongside appropriate pharmacological treatment because structured or combined support was associated with stronger quit outcomes and wider evidence supports both behavioural counselling and effective pharmacotherapy (Gibson et al., 2010; Bauld et al., 2016; Lancaster and Stead, 2017; Theodoulou et al., 2023).
· Adviser development may benefit from emphasisingnon-judgemental and collaborative relationships, although this recommendation is informed primarily by qualitative evidence about service-user experience rather than trials of adviser training itself (Robinson et al., 2019; Smith et al., 2026).
· Service monitoring should consider referral conversion, attendance, treatment use, retention and longer-term outcomes together, particularly for populations experiencing socioeconomic disadvantage, because reach and individual quit success may not move in parallel (Edwards et al., 2007; Bauld et al., 2012; Smith, Hill and Amos, 2020; Pope et al., 2025).
· Services may consider tailoring the intensity and continuity of support to individual need, while recognising that the included studies do not establish an optimal duration or intensity of treatment (Bauld et al., 2012; Bauld et al., 2016).
· Clear communication about treatment options and routes back into support after setbacks may help normalise repeated quit attempts and preserve engagement among smokers who do not achieve immediate abstinence (Robinson et al., 2019; Smith et al., 2026).
[bookmark: _Toc238559723][bookmark: _Toc238262560][bookmark: _Toc238725457][bookmark: _Toc238725575]Recommendations for Future Research
Future studies should use clearer and more consistent definitions of engagement that distinguish referral, successful contact, attendance, treatment use, retention and completion, because the included studies operationalised these stages differently (Edwards et al., 2007; Kotz, Fidler and West, 2009; Pope et al., 2025). Greater primary evidence is needed from Scotland, Wales and Northern Ireland because much of the current evidence is based on English services, despite the more recent UK-wide qualitative contribution (Smith et al., 2026). Longer follow-up and validated abstinence measures should be prioritised because early cessation rates declined substantially at 52 weeks and outcome measurement varied across studies (Bauld et al., 2012; Bauld et al., 2016). Stronger longitudinal or experimental designs are also needed to separate the effect of engagement from pre-existing differences in motivation, nicotine dependence, socioeconomic circumstances and social support (Kotz, Fidler and West, 2009; Bauld et al., 2016).
Future evaluations should report engagement as a sequence rather than a binary variable because referral, contact and active participation can diverge substantially (Pope et al., 2025). Studies should also examine re-engagement after unsuccessful attempts and compare flexible delivery models because qualitative evidence indicates that preferences and barriers vary between users (Robinson et al., 2019; Smith et al., 2026). Where possible, process measures should be combined with longer-term abstinence and qualitative accounts so that service loss points can be related to both sustained outcomes and explanations of why engagement was maintained or interrupted (Bauld et al., 2012; Pope et al., 2025; Smith et al., 2026).
[bookmark: _Toc238559724][bookmark: _Toc238262561][bookmark: _Toc238725458][bookmark: _Toc238725576]Conclusion
This systematic literature review examined what published evidence shows about the relationship between engagement with smoking cessation support and quit success among adults in the United Kingdom. Ten primary studies provided evidence from population surveys, stop smoking services, qualitative interviews, prospective cohorts, referral pathways and a citywide cessation programme. Across these different designs, engagement was shown to be multidimensional. It included awareness of support, successful contact after referral, attendance, behavioural participation, medication use, continued adviser contact and retention over time.
The central conclusion is that stronger and more sustained engagement is generally associated with better quit prospects, particularly when behavioural support and appropriate pharmacological treatment are combined. However, referral or brief contact alone cannot be treated as meaningful engagement, and early abstinence does not guarantee long-term cessation. Substantial relapse at longer follow-up and low conversion from some referral pathways demonstrate that the depth and continuity of participation matter. The relationship is therefore positive but conditional rather than automatic or independently causal.
Quit outcomes also remain influenced by nicotine dependence, motivation, planning, socioeconomic circumstances and social networks. These factors help explain why disadvantaged smokers may access support yet experience lower sustained quit rates. Effective cessation provision consequently requires more than making services available. Adults need clear information, an effective route into support, practical access, trusted professional relationships, appropriate treatment and opportunities to remain engaged or return after setbacks. Services that respond to capability, opportunity and motivation are better positioned to support this pathway.
The findings are significant for UK public health because they show that engagement should be assessed through both reach and continuity. Improving referral conversion, service flexibility, adviser support and treatment access may increase the opportunity for evidence-based cessation support to work, particularly among populations carrying a higher smoking burden. At the same time, service evaluation should recognise that quitting occurs within wider personal and social conditions. Meaningful engagement is therefore an important component of successful cessation, but durable quit outcomes depend on the interaction between service quality, individual circumstances and sustained support over time.
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Structured extraction of the ten included primary studies.
	Study
	Location and sample
	Design
	Support/engagement focus
	Outcome or measure
	Key finding
	Main limitation

	Edwards et al. (2007)
	South Derbyshire; adults aged 25-44 and 65-74; disadvantaged areas oversampled
	Cross-sectional stratified postal survey
	Awareness and use of NHS cessation services; advice from health professionals
	Awareness, service use, recent quitting
	Awareness about 30% and use about 5%; lower SES groups often accessed services more but had lower quit rates
	Low response among younger men; some age groups excluded; SES measure not standardised

	Kotz et al. (2009)
	England; 3,767 smokers making a serious quit attempt in previous year
	Cross-sectional Smoking Toolkit Study household survey
	NRT, bupropion, varenicline, telephone support, NHS SSS
	Use of cessation aids during quit attempts
	51.2% used any treatment; 6.2% used NHS SSS; use higher with age, female sex, heavier smoking and planned attempts
	Cross-sectional self-report; 12-month recall bias possible

	Gibson et al. (2010)
	UK group within four-country adult smoker cohort
	Prospective International Tobacco Control survey
	Pharmacotherapy; clinic, helpline and health-professional support
	Support use and 28-day abstinence
	UK smokers used more support and had higher 28-day abstinence than comparison countries; combined support showed strongest association
	Fixed-line sampling; self-report; attrition; support could not always be linked to a specific quit attempt

	Bauld et al. (2012)
	Liverpool and Knowsley; 2,585 clients aged 16+ setting a quit date
	Prospective observational service cohort
	Fag Ends drop-in rolling-group behavioural support plus medication
	Attendance and CO-validated abstinence at 4 and 52 weeks
	CO-validated abstinence fell from 30.7% at 4 weeks to 5.6% at 52 weeks; socioeconomic and smoking factors predicted outcome
	Observational design; single service; only around two-thirds of long-term outcomes CO validated

	Bauld et al. (2016)
	Nine areas of England; 3,057 stop smoking service clients
	Prospective cohort with 52-week follow-up
	Specialist/generalist advisers; group/one-to-one support; medication
	CO-validated 52-week abstinence
	Weighted 52-week validated quit rate 7.7%; specialist and group support associated with higher odds of abstinence
	Observational confounding; lower-than-anticipated recruitment; NRT could not be fully modelled

	Kale et al. (2019)
	England; 672 smokers who had not attended SSS following Start2quit follow-up
	Questionnaire study; PCA and regression
	Perceived barriers to English SSS attendance
	Non-attendance and barrier factors
	Seven barrier factors included work/time, quitting alone, low confidence, privacy, social support and information/availability
	Selected trial population; 47.5% mailed-questionnaire response; self-reported barriers

	Robinson et al. (2019)
	London; 18 service users and 9 practitioners
	Qualitative interviews and practitioner focus group
	Cut-Down-To-Stop tailored support, medication and continued contact
	Experience of engagement and re-engagement
	Trust, empathy, flexibility, progressive goals, medication experimentation and ongoing contact supported engagement
	One service; small qualitative sample; possible positive selection

	Jackson et al. (2021)
	London versus rest of England; 55,528 past-year adult smokers
	Interrupted time-series analysis of repeated population surveys
	Citywide campaign, online portal, helpline and local support
	Quit attempts and quit success
	Quit attempts increased relative to rest of England; effect on quit success was inconclusive
	Self-report; London residence imperfect measure of exposure; unable to formally assess change in support use

	Pope et al. (2025)
	Multicentre UK emergency departments linked to six SSS; 1,007 trial participants; 33 interviews
	Primary study combining service records, participant reports and qualitative interviews
	Referral or signposting to local SSS
	Contact, engagement and quitting with SSS support
	Engagement was very low; barriers included failed contact, inflexibility and poor fit with preferred quitting methods
	Missing data; inconsistent service reporting; one service supplied no data; purposive interview sample

	Smith et al. (2026)
	England, Scotland, Wales and Northern Ireland; 114 adults from lower socioeconomic groups
	Semi-structured telephone interviews; thematic analysis
	SSS behavioural support, NRT, community and flexible delivery
	Barriers and facilitators to engagement
	Low awareness, time pressure and negative beliefs were barriers; flexible continued support, free NRT and adviser rapport were facilitators
	Under-representation of people under 35 and some ethnic groups; limited reflexivity reporting
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	Critical Appraisal Skills Programme (CASP) question
	Robinson et al. (2019)
	Smith et al. (2026)

	1. Clear statement of aims
	Yes - experiences of the Cut-Down-To-Stop pilot were clearly specified.
	Yes - barriers and facilitators to engagement among lower socioeconomic groups were explicit.

	2. Qualitative methodology appropriate
	Yes - experiences and perceptions required qualitative enquiry.
	Yes - interviews were appropriate for exploring beliefs and service experiences.

	3. Research design appropriate
	Yes - interviews and a practitioner focus group addressed the evaluation aim.
	Yes - semi-structured interviews across four nations supported the study aim.

	4. Recruitment strategy appropriate
	Yes, with limitations - relevant users and practitioners were recruited from the pilot, but one service and volunteer selection limit range.
	Yes, with limitations - purposive recruitment was relevant, but under-35s and some ethnic groups were difficult to recruit.

	5. Data collection addressed the issue
	Yes - telephone interviews and focus group produced detailed accounts of delivery and engagement.
	Yes - theory-informed telephone interviews examined barriers and facilitators directly.

	6. Researcher-participant relationship considered
	Can't tell fully - researcher influence and reflexivity were not explored in depth.
	Can't tell fully - team processes were reported, but reflexivity was limited in the published account.

	7. Ethical issues considered
	Yes - ethics approval and participant consent were reported.
	Yes - ethics approval and informed consent were reported.

	8. Data analysis sufficiently rigorous
	Yes, with limitations - thematic analysis and staged analysis were described.
	Yes - thematic analysis and Behaviour Change Wheel mapping were systematic and involved more than one researcher.

	9. Clear statement of findings
	Yes - findings were clearly organised around the intervention experience.
	Yes - barriers, facilitators and proposed intervention functions were clearly reported.

	10. Value of research
	Yes - provides practical evidence on keeping difficult-to-quit smokers engaged.
	Yes - provides UK-wide evidence relevant to improving engagement among lower socioeconomic groups.
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	Criterion
	Edwards et al. (2007)
	Kotz et al. (2009)
	Gibson et al. (2010)
	Bauld et al. (2012)
	Bauld et al. (2016)
	Kale et al. (2019)
	Jackson et al. (2021)

	Research purpose and aims
	Clear
	Clear
	Clear
	Clear
	Clear
	Clear
	Clear

	Design appropriate to aim
	Yes - cross-sectional descriptive comparison
	Yes - cross-sectional survey
	Yes - prospective cohort survey
	Yes - prospective observational cohort
	Yes - prospective service cohort
	Yes - questionnaire with PCA/regression
	Yes - interrupted time-series

	Sample/population described
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Sampling/recruitment adequately reported
	Partial - low response in younger men
	Yes - national household sampling described
	Partial - fixed-line sampling and attrition
	Yes - service clients setting quit date
	Partial - lower recruitment than planned
	Partial - selected from Start2quit non-attenders
	Yes - repeated nationally representative surveys

	Measures/data collection suitable
	Yes - survey measures, but SES measure not standard
	Yes - standard smoking and treatment-use questions
	Yes - standardised ITC measures
	Yes - service data, survey data and CO validation
	Yes - service data and CO validation
	Yes - adapted TBQ; structure assessed with PCA
	Yes - repeated survey measures

	Ethical considerations reported
	Yes
	Not prominent in report
	Yes
	Yes
	Yes
	Yes
	Yes

	Analysis appropriate
	Yes
	Yes - multivariable analysis
	Yes - GEE models
	Yes - multivariable analysis
	Yes - weighted rates and logistic regression
	Yes - PCA and regression
	Yes - ARIMA and GAM

	Results clearly presented
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Limitations acknowledged
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Main appraisal issue
	Age exclusions, low response in younger men and non-standard SES measure
	Cross-sectional self-report and recall bias
	Self-report, fixed-line sampling, attrition and imperfect linkage of support to attempts
	Observational design and incomplete CO validation
	Observational confounding and lower recruitment
	Selected trial population and 47.5% questionnaire response
	Self-report and imperfect exposure classification


[bookmark: _Toc238559730][bookmark: _Toc238262567][bookmark: _Toc238725464][bookmark: _Toc238725582]Appendix 4D: Mixed Methods Appraisal Tool (MMAT) Appraisal of Pope et al. (2025)
	Mixed Methods Appraisal Tool (MMAT) criterion
	Judgement
	Evidence from the paper

	Screening 1: Clear research question
	Yes
	The study clearly examined engagement with stop smoking services after referral or signposting.

	Screening 2: Collected data address the question
	Yes
	Participant reports, service records and interviews directly addressed contact, engagement and barriers.

	Rationale for combining components
	Yes
	Quantitative data measured engagement rates while interviews explained reasons for engagement or non-engagement.

	Components effectively integrated
	Yes
	Service records, participant reports and interview findings were compared in the results and discussion.

	Integrated outputs adequately interpreted
	Yes
	Low engagement was interpreted alongside failed contact, inflexibility and service fit.

	Divergences/inconsistencies considered
	Yes, with limitations
	Differences between participant-reported and service-recorded engagement were acknowledged, although service reporting was inconsistent.

	Each component meets relevant quality expectations
	Partly
	The quantitative component was limited by missing/inconsistent service data; the qualitative component used purposive sampling and brief reporting.

	Overall appraisal
	Appropriate contribution with limitations
	The integration was relevant and useful, but missing data, one non-reporting service and purposive interview sampling require cautious interpretation.
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	Initial code
	Meaning in the evidence
	Supporting studies
	Final theme

	Low awareness
	Limited knowledge of service availability or content
	Edwards et al. (2007); Kale et al. (2019); Smith et al. (2026)
	Initial connection to support

	Low confidence in formal support
	Belief that services will not help or quitting should be done alone
	Kale et al. (2019); Smith et al. (2026)
	Initial connection to support

	Referral without engagement
	People are lost between referral, contact and participation
	Pope et al. (2025)
	Initial connection to support

	Promotion initiates attempts
	Population promotion increases quit attempts or use of support
	Gibson et al. (2010); Jackson et al. (2021)
	Initial connection to support

	Time and work constraints
	Competing responsibilities make attendance difficult
	Kale et al. (2019); Smith et al. (2026)
	Accessibility, flexibility and continuity

	Flexible delivery
	Choice of timing, mode or quitting approach improves fit
	Robinson et al. (2019); Pope et al. (2025); Smith et al. (2026)
	Accessibility, flexibility and continuity

	Continued follow-up
	Ongoing contact supports retention and re-engagement
	Robinson et al. (2019); Smith et al. (2026)
	Accessibility, flexibility and continuity

	Trust and empathy
	Supportive adviser relationships encourage continued participation
	Robinson et al. (2019); Smith et al. (2026)
	Relational and treatment support

	Specialist/group behavioural input
	More structured specialist support is associated with stronger outcomes
	Bauld et al. (2012); Bauld et al. (2016)
	Relational and treatment support

	Medication access and use
	NRT, varenicline and combined treatment form part of supported quitting
	Gibson et al. (2010); Bauld et al. (2016); Robinson et al. (2019); Smith et al. (2026)
	Relational and treatment support

	Socioeconomic disadvantage
	Disadvantaged smokers may access support yet have lower sustained quit rates
	Edwards et al. (2007); Bauld et al. (2012); Smith et al. (2026)
	Social and personal context

	Planning, motivation and dependence
	Preparation and dependence influence treatment use and outcomes
	Kotz et al. (2009); Bauld et al. (2012); Kale et al. (2019)
	Social and personal context

	Social-network influence
	Partner support and fewer smokers in the network support abstinence
	Bauld et al. (2016)
	Social and personal context

	Supported attempts have stronger outcomes
	Behavioural and pharmacological support are associated with abstinence
	Gibson et al. (2010); Bauld et al. (2016)
	Engagement and quit success

	Long-term relapse
	Early abstinence falls substantially at longer follow-up
	Bauld et al. (2012); Bauld et al. (2016)
	Engagement and quit success

	Exposure is not equal to success
	Promotion or referral can increase attempts/exposure without clear service-supported success
	Jackson et al. (2021); Pope et al. (2025)
	Engagement and quit success
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