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Tere are well-established relationships between socioeconomic status (SES) and all aspects of health. Brief interventions ofer
a cost-efective method to target health behaviours, helping to reduce these health inequalities. Furthermore, the third and social
economy (TSE) sector, which encompasses all not-for-proft groups and organisations that operate outside of the family,
household, and government, ofers access to those of lower SES and a motivated workforce with established relationships with
service users. Te aim of this systematic review was to investigate the efectiveness of brief interventions targeting health be-
haviours and their social determinants, when delivered within TSE settings or by TSE service providers (PROSPERO registration
number: CRD42022301969). Eight databases were searched for brief health behaviour change interventions lasting under
30minutes per session, delivered by volunteers within the TSE sector or delivered within the TSE sector provided by or within
a TSE, from all possible publication dates to February 2022. Behaviours relating to smoking, diet, alcohol, physical activity,
housing, or fnance were included. Narrative synthesis and Cochrane risk of bias tools were applied. Eight eligible studies were
identifed, most measuring smoking behaviour and with a considerable risk of bias. Only one study was set both within a TSE
setting and delivered by TSE providers. Te most common behaviour change techniques applied were the provision of in-
formation on both the consequences of the behaviour and further support. Brief interventions showed aminimal, if any, reduction
in smoking behaviour and cholesterol levels, with more intensive interventions resulting in a far greater improvement in smoking,
diet, and physical activity behaviours than brief intervention. Tis study highlighted a lack of research on brief interventions
within the TSE sector, particularly for alcohol consumption. More qualitative research is needed to explore the feasibility and
acceptability of brief interventions within the TSE settings. Limitations are discussed, including the high risk of bias of included
studies and the exclusion of mental health.

1. Introduction

It is becoming increasingly apparent that low socioeconomic
status (SES) negatively and dramatically afects health status
[1]. Tis is evident in increased morbidity from a range of
chronic diseases [2–5] and a stark reduction in life expec-
tancy, as the gap in life expectancy due to diferences in
education ranged between two and eight years for men and
a half to four and a half years for women across Europe [6].
Furthermore, occupation accounted for a two-year gap

overall in life expectancy between difering occupations across
developed countries [7]. Concerning the drivers for this
diference in mortality and morbidity, health behaviours are
afected by low SES such as lower dietary quality [8], lower
levels of physical activity [9], and higher smoking rates [6, 8].
However, even though alcohol consumption is lower in the
manual labour class as compared to the professional and
managerial classes [10], the risk of disease [11] and death [12]
related to alcohol is higher among individuals from manual
labour class or low SES. Furthermore, there is evidence that
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even within the UK in which healthcare is universally pro-
vided by the National Health Service (NHS), quality of
treatment is unequal among the spectrum of SES. For ex-
ample, patients of lower SES have been found to wait longer
for hip replacements [13] and coronary revascularization
procedures [14]. Furthermore, the majority of this diference
in waiting times is not due to personal choice of hospital or
procedure [14] or from severity of the illness [13]. Indeed,
physicians are more likely to view patients of low SES more
negatively on a number of dimensions such as intelligence
[15]. While this inequality has been found to be driven more
by education than income, both infuence waiting times
independently [13].

Certainly, the aforementioned inequalities justify in-
ternational action, one approach being health intervention.
While altering the environment to facilitate and encourage
behaviour change, such as the case with nudging, which can be
a powerful tool [16, 17], brief advice lasting between seconds
and 30minutes can be an opportunistic and cost-efective
approach to change health behaviour [18–20]. Tere is some
evidence that brief interventions are efective in improving
health behaviours. For example, a review of 52 trials found that
brief interventions delivered by healthcare professionals
(HCPs) within a range of healthcare and public sector settings
signifcantly reduced the quantity and frequency of alcohol
consumption [21]. Another review of 42 controlled trials
comparing smoking cessation advice interventions delivered by
HCPs within healthcare settings found that while there was no
signifcant diference in smoking cessation interventions lasting
under or over 20minutes, both increased the quit rate by 3%
[19]. Overall, brief interventions have been shown to be ef-
fective in reducing alcohol consumption and smoking, with
some evidence to indicate that they can improve activity levels
and dietary quality.

However, there is a growing consensus that targeting so-
cioeconomic determinants of health is far more efective in
improving health behaviours than health promotion alone [22].
Indeed, while the available evidence to support the efectiveness
of brief interventions for smoking, alcohol, diet, and physical
activity rarely explores the impact of SES, there is some evi-
dence that brief interventions to increase physical activity are
less efective for those of lower SES [23] and that a decline in
dietary quality after brief intervention was most strongly
predicted by low educational attainment [24]. By targeting the
root cause of health inequalities including education, income,
and housing, health [25] and health behaviours including
reduced smoking [26] and alcohol [27] are improved in turn.
Tus, any evaluation of brief interventions with a focus on
those of low SES should recognise the importance and rele-
vance of the social determinants in improving health behav-
iour. Although it is acknowledged that social determinants such
as education and income are less amenable to change through
intervention at an individual level, discussion of topics in-
cluding fnance and housing can facilitate improved man-
agement and ofer opportunity for further support [25].

However, healthcare may not be the most appropriate
nor efective setting to deliver brief interventions to those of
low SES. Considering the inequalities with access and quality
of treatment within healthcare, it is not surprising that

a random sample of 1,187 participants in England andWales
found how the system was run including waiting times to be
the main sources of distrust of patients [28]. Additional
barriers that have been cited during qualitative work on brief
interventions include limited time and competing priorities
of healthcare professionals [29–31], and it is being viewed as
an inappropriate time to talk about lifestyle behaviours that
may be unrelated to a patient’s presentation to healthcare
[29]. Building a trusting long-term relationship and rapport
with service users is consistently identifed as a facilitator
[32, 33], which may not always be possible given that the
average general practice (GP) appointment in the UK is just
over 9minutes, the shortest across the whole of Europe [34].
An alternate setting is the third and social economy (TSE)
sector, informally described as the voluntary and commu-
nity sector and defned as any action where community
wellbeing is the main goal, independent of the government,
and participants can freely join [35]. Tis includes nonproft
institutions (NPIs), volunteers working outside of their
family and household, and cooperatives and mutual and
social enterprises where the main goal is social impact to join
and are outside of the family or household (29). TSE may act
as a more suitable environment to deliver health behaviour
change interventions given that it is better able to access
those of low SES [36], trusting relationships are built be-
tween service providers and users [37], and the potential for
delivery by volunteers provides further cost-efectiveness
[38]. Indeed, reviews of a range of intervention types and
intensities within food banks and pantries found them to be
efective in changing health behaviour [38, 39], with low
cost, reliance on volunteers to implement, and convenience
for participants found to be the main facilitators of efec-
tiveness [38]. However, as far as we are aware, there are no
systematic reviews examining the efectiveness of brief in-
terventions in the whole of the TSE sector.

Terefore, the aim of this systematic review was to ex-
plore the efectiveness of brief interventions on preventative
health behaviours and social determinants of health within
the TSE settings. Ultimately, this will allow us to explore if
brief interventions targeting those of lower SES and outside
of healthcare settings remain efective in changing health
behaviour.

2. Methods

Te protocol for this systematic review was preregistered via
PROSPERO [40], registration number: CRD42022301969
(accessible here https://www.crd.york.ac.uk/prospero/display_
record.php?ID=CRD42022301969). Te search terms of the
registration were updated to include faith-based settings, as
these were realised during searching to be relevant and within
scope. Te PRISMA 2020 statement was used to guide
reporting throughout [41] (Supplementary Material S1).

2.1. Inclusion/Exclusion Criteria. Any quantitative studies
which measured the efectiveness of brief interventions on
health or its social determinants were included, providing
participants were over 18 years. Interventions were brief,

2 Health & Social Care in the Community

https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42022301969
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42022301969


individual, one-to-one conversations lasting up to 30minutes
each time, and with or without follow-up sessions. Conver-
sations were required to discuss at least one of the following:
diet, physical activity, smoking, alcohol intake, housing,
employment, or fnance. Studies with any or no comparator
groups were included. Given the paucity of available literature
related to brief interventions within TSE, interventions were
included if they were either delivered by volunteers within the
TSE sector or delivered within the TSE sector, both as defned
by Salamon and Sokolowski [35].

Settings were included as TSE if social impact or beneft
was the primary goal, operation was independent of the
government and they were free to dissolve at any time
without governmental orders, and members were not within
a family or household or legally obliged to join. However, as
a focus of this review is health inequalities, educational
settings were excluded due to a historical association be-
tween attaining and performance within higher education
and social inequalities [42]. Furthermore, although educa-
tional settings are technically included within the TSE
defnition [43], institutional sectoring of educational settings
as governmental organisations as opposed to the third sector
is so engrained that there is little justifcation to include both
educational settings and the remaining TSE groups and
organisations within one review [44]. Included studies based
on the TSE setting were required to complete the frst session
in-person at the TSE setting.

Volunteers were included as TSE following the defnition
by Salamon and Sakolowski [35]; individuals freely choose to
carry out unpaid work for a TSE organisation or group that
benefts others, which was carried out for a consistent period
of time. For the same reason as highlighted above, volunteers
from educational settings were excluded, although studies
that included both volunteers from TSE and educational
settings were included. Included interventions based on
volunteers from TSE settings could be delivered via any
medium, such as telephone or video call.

Te main outcome inclusion criteria were a change in
behaviour related to at least one of the following: alcohol
consumption, smoking, diet, physical activity, housing, or
fnance. Tere were three broad types of behavioural out-
come that were included to measure the efect: self-report
(e.g., food diaries), objective measures of behaviours (e.g.,
accelerometer or exhaled carbon monoxide), and biological
indicators (e.g., BMI, blood pressure, glycaemic index, or
cholesterol), where studies measured multiple of these; the
most objective measure was taken as the primary outcome
and any remaining measures as additional. Interventions
only measuring knowledge, intentions, or self-efcacy were
excluded.

2.2. Search Strategy. Te search was applied to the Health
Research Premium collection (Consumer Health Database,
Health and Medical Collection, Healthcare Administration
Database, MEDLINE®, Nursing and Allied Health Database,
Psychology Database, and Public Health Database), Psy-
chArticles, and ASSIA, all via ProQuest. Te search was
limited to human, peer-reviewed studies written in English

language and searched all possible publication dates up to
February 2022. Forward and backward citation searching as
well as communication with colleagues and academics was
used to identify additional studies.

Search terms were grouped into four domains: study
type, intervention type, setting or provider, and target be-
haviour, as shown in Table 1. Search terms were entered
using truncations, wildcards, and proximity operators and
combined with Boolean operators “OR” within groups and
“AND” between grouping. An example of the search specifc
search string is provided in Supplementary Material S2.
Scoping was applied before fnalising search terms to ensure
all key words were captured.

2.3. Study Selection. Search results were downloaded as an
RIS formatted fle and uploaded to Rayyan (https://www.
rayyan.ai/) for the recording of screening decisions, before the
removal of duplicates. All studies were then screened by the
title and abstract by one reviewer (BN), followed by full-text
screening, before data extraction which was uploaded publicly
via SRDR plus [45]. A second reviewer (CH) independently
screened and extracted the frst 10% of papers at each stage,
with any disagreements resolved through discussion. Both
reviewers referred to the inclusion-exclusion criteria table
throughout screening (Supplementary Material S3).

2.4. Risk of Bias Assessment. Risk of bias was assessed in
accordance with the Cochrane recommendations [46, 47].
Randomised controlled trials (RCTs) were assessed using the
Cochrane risk of bias tool version 2 (ROB-2) [48], and
cluster randomised trials were assessed with an adaptation of
this. Nonrandomised trials were assessed using the ROBINS-
I tool [49], and for studies without a control group, an
adaptation of ROBINS-I was applied.

2.5. Data Extraction and Synthesis. Data extraction was
adapted from the suggested form by the Cochrane EPOC
group [50] and completed via SRDR plus, publicly available
here, https://srdrplus.ahrq.gov/public_data?id=2764&type=
project. Although multiple studies measured the point
prevalence of abstinence (PPA) in the same way, hetero-
geneity across comparison groups meant that meta-analysis
was not possible. Terefore, following guidance from Popay
et al. [51], narrative synthesis was applied to the included
studies, providing more weight to studies with a low risk of
bias, and reported values for each outcome are displayed in
Table 2.

In addition, the content of included interventions was
coded for behaviour change techniques (BCTs) by one re-
viewer (BN) using the two versions of the Behaviour Change
Technique Taxonomy: a classifcation agreed among 14
behaviour change experts [60]. However, for studies that
measured smoking behaviour, the taxonomy designed
specifcally for individual level smoking cessation in-
terventions was used as the primary source for intervention
coding [61], with any remaining techniques coded using the
general taxonomy [60]. Reviewer BN and a third reviewer
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(AR) met to discuss coding before independently coding
10% of the included studies, with any discrepancies resolved
through discussion. Te remaining coding was checked by
and discussed with reviewer AR until a consensus was
reached.

3. Results

Te PRIMSA diagram for screening of studies is displayed in
Figure 1. Forty-three articles were excluded based on full text
for the following reasons: not conducted within a TSE
setting [62–71], not delivered by a TSE service provider
[72–81], not brief [82–91], not one-to-one [92–105], and no
efectiveness measure [106–114], and the brief intervention
was part of a combined intervention [115–128]. Further-
more, two studies were excluded after contacting the authors
to request more information with no response within the
allocated time [129, 130].

3.1. StudyCharacteristics. Characteristics and fndings of the
eight included studies [52–59] are displayed in Table 3.
Seventy-fve percent of the included studies measured
smoking behaviour [52–57], and the remaining two studies
measured factors related to diet [58, 59] and exercise [58].
Te included studies were a mixture of TSE settings
[54, 57–59] and TSE service providers [52, 53, 55, 56, 58].
TSE settings ranged from churches [58, 59], homeless
shelters [54], and a food bank [57], and TSE service pro-
viders were often peers such as fellow veterans [52] or
church attenders [58], although some were volunteers from
voluntary organisations [55, 56] such as girl guides [53].

Only one study utilised a brief intervention delivered both
within and by someone from TSE [58]. For service providers
from TSEs, training in brief intervention ranged from one
[52] to 16 hours [58]. For the remaining studies, providers
ranged from trained counsellors [54] to clinical psychology
PhD students [57] and to study authors [59]. Concerning
study samples, sample size at the beginning of the study
ranged from 64 [57] to 1,226 [55] and were mostly male.
Both studies conducted at nonreligious TSE sites reported
samples that were of lower SES [54, 57] and thus showed
greater comorbidities such as substance misuse [54], higher
weight status [54], and greater fnancial strain [57] than
samples that were not recruited via TSE [53, 55, 56]. Of the
studies measuring smoking behaviour, samples ranged from
most participants smoking between 1 and 10 per day [55, 56]
to an average of 19 per day [54].

Te approach and techniques used for the content of the
brief interventions varied. Most utilised brief advice [54, 56,
58, 59], such as the AWARD framework [53, 55],which follows
the following structure: ask about smoking status, warn of the
consequences of smoking, advise on quitting, refer smokers to
cessation services, and do it again at a later date where necessary
[112]. Two studies utilised a condensed or low-intensity form of
motivational interviewing (MI) [54, 57], which is a counselling
style that aims to increase an individual’s motivation for be-
haviour change [131]. Another study applied behavioural
counselling, which included positive reinforcement and han-
dling thoughts and cravings around smoking [52]. For one
study, both arms were eligible for inclusion [54]: a six-session
programme of MI and a one-of session of brief advice. Brief
interventions ranged from a one-of session [54, 56, 57, 59] to
multiple sessions [52–55, 58] of up to six [54].

Table 1: Search terms applied (with phrase searching, truncation, wildcard, and proximity operators) which were categorised by the TSE
setting or provider, intervention type, behaviour, and study type.

Setting/service provider Intervention Behaviour Study type
“Food assistance,” “socioeconomic
disadvantage,” “girl guide∗,” “boys
brigade,” scout∗, “university of the
third age,” U3A, “lay health
educator∗,” “lay health volunteer∗,”
“lay health advisor∗,” “lay
counsellor∗,” ambassador∗, “food
bank∗,” “food plants∗,” “age UK,”
“red cross,” “soup kitchen∗,”
“homeless shelter∗,” “community
bank∗,” “nongovernmental
organisation,” “nongovernmental
institution,” “social enterprise∗,”
“leisure trust”, “third sector,”
voluntary, cooperative, charity∗,
“food support,” “free meals,” “food
insecurity∗,” “food security∗,”
“nonproft,” “not for proft,”
“faith-based,” “faith-placed,”
“church-based,” “church-placed,”
church∗, diocese∗, faith, mosque∗,
parish, protestant, religion∗,
synagogue, temple, congregation,
clergy, “place of worship”

(Brief near/3 (intervention∗,
therapy∗, interview∗, advice,
teach∗)) (minimal near/3
(intervention∗, therapy∗,

interview∗, advice, teach∗))
(early near/3 (intervention∗,
therapy∗, interview∗, advice,
teach∗)) (motivate∗ near/3
(intervention∗, therapy∗,

interview∗, advice, teach∗))
(behaviour near/3

(intervention∗, therapy∗,
interview∗, advice, teach∗))

(education∗ NEAR/3
(intervention∗, therapy∗,

interview∗, advice, teach∗))
counselling, advice, “low

intensity,” screening, cessation,
promotion∗, prevention,
abstinence, quit, control

smoking∗, tobacco, nicotine,
alcohol∗, drinking, exercise,
“physical activity,” sedentary,
nutrition, diet, food, obesity,
weight, housing, employment,

fnance∗

efect∗ “before after” clinical
control∗ blind∗ “multicent∗
studies” random∗ placebo∗
trial∗ group∗ allocate∗ mask∗

quantitative evaluation∗
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Studies varied in design. While most were of an RCT
[54, 57] or cluster RCT design [55, 56, 58], others lacked
randomisation of groups [59], and two involved no com-
parison group at all [52, 53]. For those that did contain
a comparison group, there were a variety of other in-
tervention arms and combinations of these [54–59]. Mostly,
studies compared a brief intervention to another in-
tervention such as nicotine replacement therapy [57], a form
of active referral [55], or tailored messaging [58], alongside
a control condition of minimal treatment or usual care, with
one study also testing a combination of the interventions
[58]. Studies difered as to whether brief intervention was
considered as an intervention [54, 55, 57, 58] or control arm
[54, 56, 59]. As most studies targeted smoking behaviour, the
most common outcome measures for smoking were a 7-day
self-reported point prevalence of abstinence (PPA) [52–56]
and biochemically verifed PPA [53–56]. Smoking reduction
by 50% was another commonly used measure [53, 55, 56], as
well as utilisation of smoking cessation services [53, 55–57].
Other outcomes measured are related to diet [58, 59] and
physical activity [58].

3.2. Risk of Bias. Risk of bias results for the two individual
RCTs [54, 57] are shown in Figure 2(a), and risk of bias for
the three cluster RCTs [55, 56, 58] is shown in Figure 2(b).
Two RCTs showed the low risk of bias [54, 55], while the
remaining three showed the high risk of bias (refs). Studies
varied on the domains that were most at risk of bias, al-
though all studies showed low risk of bias from the ran-
domisation process, and none were judged as high risk for
measurement of the outcome.

For the three nonrandomised studies (refs) (Figure 3),
risk of bias was often uncertain, usually resulting in a serious
overall risk of bias.

3.3. Findings

3.3.1. Smoking. Six studies focused on smoking behaviour
[52–57], of which specifc values are displayed in Table 2.Te
most objective measure of smoking utilised was bio-
chemically verifed by 7 days PPA, which was reported by
several studies [53–56]. Biochemically verifed abstinence
was as little as a third of the abstinence rates indicated by
a self-report [56], supporting the validity of the objective
measure. One study with a low risk of bias showed the
smallest diference in abstinence rates, which were reduced
by around a third [54]. Abstinence rates at 6months for brief
intervention groups ranged from 3.9% [56] to 5.7% [53].
Brief interventions generally had a minimal efect on bio-
chemically verifed abstinence [53], which did not difer
signifcantly fromminimal intervention groups [54, 55] such
as provision of a self-help booklet [55]. More intensive
referral interventions showed signifcantly greater bio-
chemically verifed abstinence rates when compared to brief
interventions [55, 56], which remained when adjusting for
baseline covariates such as age, nicotine dependency, and
intention to quit [56].

Self-reported 7-day PPA rates at 6months varied be-
tween 9.4% and 12.2% [53, 55, 56]. While there was evidence
of a dose-response efect [52], more intensive interventions
showed a signifcantly higher abstinence rate [55, 56], and
brief advice did not signifcantly difer in the efect from the
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Figure 1: PRIMSA diagram [41] depicting how studies were screened and distinguishing between where they were sourced.
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delivery of a self-help booklet [55]. Adjusting for socio-
demographic characteristics showed the same pattern
[55, 56]. As abstinence rates for brief advice intervention
increased between 3 and 6months [55, 56], this suggests an
infuence of time rather than intervention. Predictably, 24-
hour PPA was higher than 7-day PPA [52].

Smoking reduction by at least 50% at 6months ranged
between 15.1% [53] and 23.3% [55] for brief intervention
groups. Although brief intervention did reduce smoking
[53–56], all studies with multiple intervention groups found
no signifcant diferences in smoking reduction between
baseline and follow-up between groups [54–56], including
the two highest quality studies in this review [54, 55]. Te
same was found irrespective of whether a continuous
measure of number of cigarettes [54] or dichotomous cutof
of reduction of more than 50% [55, 56] was used. Smoking
reduction was considerably lower at 18months compared to
all-time points up to 6months [56]. Te only study to
measure cigarettes per day was a pilot RCT but found brief

MI to signifcantly reduce consumption between baseline
and follow-up compared to nicotine replacement therapy
(NRT) [57]. Tere were no signifcant diferences in quit
attempts made between NRT and MI groups [57], although
the only study investigating quit attempts was a pilot study,
and so adequate power to detect an efect may not have been
reached. To support this, NRTwas found to exert a moderate
efect on quit attempts compared to both brief MI and
referral only [57].

Several secondary measures were also recorded in re-
lation to smoking. Only interventions that involved active,
guided referral improved use of smoking cessation services
[55, 56], and all other interventions including brief in-
terventions showed no signifcant diferences to each other
[55–57], or minimal change from baseline [53]. While there
were no signifcant diferences in motivation to adhere
between baseline and 6weeks for brief MI, scores showed
a nonsignifcant trend favouring MI compared to standard
care [54]. Furthermore, there were no signifcant diferences
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Figure 2: (a) A robvis table [132] to demonstrate conclusions for each domain of the ROB-2 risk of bias assessment and the overall
conclusion. (b) A robvis table [132] to display the conclusions for each domain of the ROB-2 tool for cluster randomised trials and the
overall judgement.
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found in self-efcacy [54], confdence in one’s ability to quit
[57], perception of importance of smoking [57], and read-
iness to quit [57] between intervention groups at follow-up.
Only an intervention actively targeting increased use of
nicotine patches signifcantly increased use [57], brief in-
tervention did not [54, 57].

Other positive predictors of abstinence at follow-up were
having lung disease, although this efect was only observed
for 24-hour PPA [52], and having not been admitted for
psychiatric or substance abuse [52]. Financial strain did not
have a diferential efect on reduction of cigarettes in the
brief MI group compared to NRT and referral only groups
[57]. No other independent or interacting predictors were
explored.

Comparing studies set within TSE settings to studies
utilising TSE providers, although the brief MI intervention
based within a TSE settings showed higher biochemically
verifed abstinence rates [54], this may only be due to the
shorter follow-up time or higher frequency and contact time
of the intervention. Indeed, the shorter intervention showed
abstinence rates similar to when delivered by a TSE provider.
No diferences were observed for self-reported cigarette
consumption, although the diferent measures utilised by
Steinberg et al. [57] mean that comparison was difcult.
Similar use of smoking cessation services was also observed
between studies utilising TSE providers [53, 55, 56] or
setting [57].

3.3.2. Diet and Exercise. Te only two studies which mea-
sured diet and exercise (specifc values displayed in Table 3),
or their biological consequences, were both based within the
same TSE setting, namely, churches [58, 59]. Te only study
to objectively measure dietary and physical activity changes
by using cholesterol and blood pressure found brief

counselling alone to decrease cholesterol and blood pressure
more than when provided with health education, contrary to
the study hypotheses [59]. However, the retention rate for
the brief intervention group was only 36% compared to 75%
for the comparison intervention, indicating possible attri-
tion bias [133]. Te only study to measure dietary behaviour
found no signifcant efect of a brief lay health advisor (LHA)
intervention on fruit and vegetable intake compared to
group health education as both showed little change [58].
Furthermore, the LHA intervention did not signifcantly
reduce fat intake and had no additional efect on dietary
measures when combined with a tailored newsletter and
video intervention. Te same pattern was found for recre-
ational exercise, and the LHA did not signifcantly improve
total physical activity compared to the health education
group [58].

Baseline blood pressure, BMI, and age did not predict
changes in cholesterol [59], and the intervention group did
not interact with education level or sex. Although those in
the brief counselling only group were almost 5 years older on
average, no diferences were found between groups in
medical history, use of tobacco, or socioeconomic factors,
meaning it is unlikely that this accounted for the im-
provement in blood pressure and cholesterol.

3.4. Intervention Components. Te characteristics of each
included intervention are displayed in Table 4 in accordance
with the TIDieR checklist [134], as well as the coded BCTs as
an exploratory analysis. Tree interventions required the
retrieval of protocol or methodology papers [110, 112,
135, 136]. Te most common BCTs applied by the brief
interventions included in this review were providing both
information on the consequences of adverse lifestyle be-
haviours, [53–56, 58], and on further support [53, 55–57],
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whether this was services [53, 55, 57] or written information
[55, 56]. Providing social support [53, 54, 58], assessing
current and past behaviour [53, 54, 56], providing in-
structions on how to perform the behaviour [53, 56, 58, 59],
and identifying barriers for change and solutions to over-
come these [52, 54] were also commonly applied as two
interventions [54, 57] applied brief motivational inter-
viewing based on Miller and Rollnick’s original MI prin-
ciples [131], and 16 general BCTs were coded, in keeping
with expert coding [137].

Both interventions that applied motivational inter-
viewing [54, 57] showed the most promising results con-
cerning smoking reduction behaviour. Te BCTs were
associated with a motivational interviewing center around
goals and planning but also included social support, building
rapport, and applying active listening.

4. Discussion

In summary (see also Table 5), evidence across TSE settings
and providers indicates a small positive efect of brief in-
tervention on abstinence rates from baseline, an efect
slightly increased for smoking reduction rates and driven by
motivational interviewing. However, when compared to
more intensive interventions, this efect is minimal and
nonsignifcant and is further reduced when considering
biologically verifed cessation rates. Te minimal evidence
available relating to diet and exercise within church settings
indicates no efect on behavioural, self-reported outcomes.
Te one study assessing physiological outcomes related to
diet and exercise was subject to considerable selection bias;
thus, there is insufcient evidence to draw conclusions.

Tis systematic review revealed a paucity of evidence
on brief opportunistic and motivational interventions
within TSEs. Most of the included studies measured
smoking, of which brief motivational interviewing
showed the largest efect on smoking behaviour [54, 57],
although this may be due to its longer duration rather than
its specifc combination of BCTs. When changes from
baseline were compared between groups, brief in-
terventions showed a minimal efect on abstinence,
smoking reduction, and precursors of these such as self-
efcacy, motivation to quit, and use of smoking cessation
services. Tere was a large diference between self-
reported and biologically verifed abstinence rates,
highlighting the importance of objectively measuring
smoking behaviour. More intensive smoking in-
terventions were consistently more efective than brief
interventions, and the brief intervention with the most
follow-up sessions showed the highest biochemically
verifed abstinence rates [54]. Indeed, qualitative data
from one included study found more follow-up phone
calls to be the main suggestion for improvement of the
intervention by participants [52]. However, it is important
to also consider cost-efectiveness, as studies reporting the
efects of brief interventions as comparable to more in-
tensive interventions indicate an increased cost-
efectiveness of brief intervention [18], a priority for
health interventions within the NHS [138].

A similar pattern was observed for the minority of
studies investigating diet and exercise, in that brief in-
tervention showed a minimal efect, if at all, when ac-
knowledging the possible infuence of attrition bias for one
of the included studies [59]. One important potential rea-
soning is that neither of the interventions utilised self-
monitoring nor those which have been found to be up to
twice as efective in increasing weight loss [139, 140]. In
contrast to the fndings around smoking, however, more
intensive interventions were not necessarily more efective,
as health education did not exert any additional efect on diet
and physical activity-related behaviour or their biological
outcomes. One possible explanation is that the importance
of brief intervention is tailoring, which group health edu-
cation lacks. To support this argument, tailored education
signifcantly improved fruit and vegetable intake and
physical activity [58]. Another explanation suggested by one
of the included study’s authors [59] is that as both studies
utilised a cluster RCT design between church sites [58, 59],
there may have been rivalry between churches, and so
participants may have engaged in activities outside of the
study to encourage behaviour change. Further research has
found that interventions within TSE settings that target the
environment have been shown to lower BMI [141], improve
glycaemic control [142], self-reported dietary outcomes
[143], and a skills-based intervention signifcantly reduced
waist circumference [144]. When combined with brief
motivational interventions, interventions targeting the en-
vironment increased fruit and vegetable consumption
[88, 90], and providing skills-based learning decreased blood
pressure [122], indicating that brief interventions to improve
dietary outcomes are more efective when combined with
other intervention types. Tis demonstrates that the systems
of behaviour change are more complex for diet than other
lifestyle behaviours [145] and thus beneft most from
multicomponent interventions.

Although most studies of LHAs did not collect data on
adoption and implementation [53, 55, 56], qualitative data
from one included study indicated that volunteers enjoyed
the experience [52]. However, one of the only two included
studies to have measured implementation of LHAs in this
review found that only 10% of participants had spoken to
them, indicating a huge discrepancy in planned and actual
reach [58]. Te other study found that the LHA programme
had been discontinued twice, with LHAs reporting disap-
pointment [52]. Tis suggests that for the included studies
utilising TSE service providers, it is difcult to distinguish
between a lack of efect or an issue with implementation.
Terefore, future research would beneft from a qualitative
exploration of the barriers and facilitators to implementing
brief interventions within TSEs specifcally.

Only two included studies discussed multiple health
behaviours [58, 59]. A person-centered approach, allowing
the topic of the brief intervention to be guided by the needs
of the individual, is one adopted by the Making Every
Contact Count (MECC) initiative, which began in the UK
and was designed to optimise everyday interactions
healthcare professionals have with patients [146]. Instead of
one target behaviour, the topic of smoking, diet, physical
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activity, or alcohol intake is dependent on the individual
[146]. Furthermore, this holistic approach can be broadened
to include brief advice of some of the social determinants of
health, including housing and fnance, under the umbrella
term MECC plus [146]. Subsequently, this person-centered
approach may be better suited for tackling the social de-
terminants of health for those who it is most relevant to and
only focusing on health behaviours when individuals have
the ability to do so. However, there is limited evidence to
support the efectiveness of MECC [24, 147], and no
available literature is exploring its efectiveness within the
TSE or as MECC plus. Future research within the TSE would
therefore beneft from exploring the efectiveness of MECC
plus specifcally, particularly given that its delivery is a key
recommended local solution to tackling health inequalities
by the Association of Directors of Public Health [148].

No studies targeted behaviours relating to alcohol, de-
spite the efectiveness of brief interventions for alcohol

within healthcare settings being well-established [149–152].
Furthermore, TSE, particularly faith-based settings, may be
best placed to address alcohol use within seldom-heard
communities due to increased access. For example, faith-
based settings are often the frst point of contact for African-
Americans seeking help with their alcohol intake, suggested
to be attributable to a trust in the institution compared to
healthcare services [153]. Tus, research is needed to in-
vestigate the translation of the efectiveness of brief in-
terventions to target alcohol consumption within the TSE
sector.

Furthermore, no eligible studies targeted housing or
fnance, despite the importance of social determinants of
health within TSE settings. Tere is support for the efec-
tiveness of brief interventions addressing the social de-
terminants of health within TSEs, as a credit counselling
intervention provided by a credit counselling organisation
lasting from 30minutes signifcantly decreased frequency of

Table 5: Overall summary of review fndings.

Outcome

Smoking

Measure

Biochemically verified 7-day
PPA

Self-reported 7-day PPA

Smoking reduction by >50%

Strength of evidence

4 studies, all indicate a small effect comparable to other minimal interventions, although
a gradual increase indicates this may be attributable to the passage of time

5 studies, measure over inflates cessation estimation but shows similar patter to
biochemically verified PPA

3 studies, indicate an effect of brief interventions comparable to other interventions
tested, which is stable over time

Number of cigarettes

Use of smoking cessation
services

1 study, indicates an effect compared to nicotine replacement therapy

4 studies, inconsistent findings across studies, with some evidence that the small effect is
comparable to that of other interventions tested

Motivation to adhere to
smoking guidelines

1 study, minimal if any effect of brief interventions

Self-efficacy
Use of nicotine patches

1 study, small effect of brief intervention
2 studies, inconsistent findings across studies, effect depends on the focus of the brief

intervention being on improving nicotine patch use

Diet Fruit and vegetable intake 1 study, no effect of brief intervention

Fat intake

Physical activityExercise

Diet and
exercise

Cholesterol

Blood pressure

Same as above

Same as above

1 study, positive effect of brief intervention alone but evidence is weak (stark differences
in retention rates between groups and only explored within church settings)

Same as above

Judgement of evidence (colour coded) is based on the number of studies, consistency of fndings, and amenability to confounding factors, rather than
magnitude of efect or an improvement compared to other possibly more intensive interventions. PPA� point prevalence of abstinence. strong positive.
weak positive. suggestive positive. nonsignifcant. content-dependent.
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stressful fnancial events, which in turn improved perception
of fnancial situation and self-reported health status [25].
Tis study, although relevant, was not eligible to be included
in the review as it was neither delivered within a TSE setting
nor by a volunteer. In addition, qualitative data suggest that
raising the service user’s awareness of their behaviours and
motivating them to change are the most benefcial elements
of credit counselling [154], which resembles the principles of
MECC. Terefore, this review has highlighted a need for
research on the efectiveness of MECC that specifcally in-
cludes the social determinants of health, particularly as the
mixed fndings within this review may suggest a moderating
efect of SES.

Included studies that measured smoking behaviour
were heavily biased towards male participants, aside
from one which purposively sampled females [53]. Tis
likely refects the fact that the prevalence of smoking is
much higher among men than women globally [155].
Tere is evidence of gender diferences in smoking be-
haviour change, as within low to middle income coun-
tries, males generally show a higher intention to quit,
although women are more likely to have recently made
a quit attempt [155]. However, there is evidence that
these sex diferences do not exist within higher income
countries [156, 157] and thus are not likely to afect the
fndings of this review. However, across low to high
income countries, women are found to show more dif-
fculty in sustaining smoking abstinence [158–160]. For
example, a meta-analysis found that for half of the in-
cluded countries, females were signifcantly more likely
to relapse 1-day after smoking cessation, even when
controlling for variables such as age at smoking initia-
tion, education, and exposure to health warnings [158].
Terefore, future research would beneft from including
more females to ensure generalisable results.

Te results of this review also established faith-based
organisations and groups as a potential setting and
workforce to deliver brief interventions. Tese settings
may appear to lend themselves well to ofering health
interventions due to an evident commitment to social
justice [161] and regular interactions between religious
members [162]; however, conficting values and a lack of
public trust are among multiple barriers to imple-
mentation [161]. Both included church-based studies
with African-American participants found contrasting
results. While one study found no efect of LHAs on
variables related to diet and exercise [58], the other
found brief counselling alone to be more efective than
when combined with a health education programme
[59]. An explanation is that support from church
members only encourages a healthy lifestyle in African-
American church members when sense of belongingness
is high [162], and so sense of belongingness in partici-
pants may have difered between included studies.
Terefore, future research within faith-based organisa-
tions would beneft from considering the complex in-
teractions between the efect of brief interventions and
factors such as faith-based values, sense of belonging-
ness, and public trust.

Tere are several strengths and limitations of this
review. Forward and backward citation searching
allowed for a comprehensive collation of studies of TSE
providers from a range of organisations and in-
terventions from within a variety of TSE settings.
However, only two of the included studies were judged to
be low risk of bias [54, 55]. Furthermore, as meta-
analysis was not possible due to the variation of com-
parison groups within studies, it was difcult to give
weight to these studies accordingly when reporting the
results. Despite a comprehensive search strategy com-
prising terms related to the duration of the intervention
and various TSE settings and providers, like all sys-
tematic reviews, there is the possibility that relevant
studies may not have been identifed. Due to the focus of
this review on health behaviours and their social de-
terminants, mental health was excluded from the scope
of the review. However, this could be viewed as a limi-
tation due to its intertwined relationship with health
behaviours [163–165] and subsequent physical health
[163, 166]. Furthermore, SES is a well-established pre-
dictor of mental health difculties [167–172], and the
MECC consensus statement recommends the inclusion
of mental health for individuals with more complex
needs [146]. Terefore, future research of MECC within
TSEs should acknowledge the infuence of mental health.

5. Conclusion

Te current review highlights the gap in research for brief
interventions within the TSE sector. Among the few
available studies, the efect of brief interventions appears
minimal in comparison with more intensive and sus-
tained interventions. However, particularly when uti-
lising volunteers from TSEs, this lack of efect may at
least in part be due to difculties in implementation.
Tus, further qualitative research is required to explore
the barriers and facilitators to the uptake and imple-
mentation of brief interventions such as MECC
within TSEs.
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[68] T. A. Radclif, M. J. Côté, M. D. Whittington et al., “Cost-
efectiveness of three doses of a behavioral intervention to
prevent or delay type 2 diabetes in rural areas,” Journal of the
Academy of Nutrition and Dietetics, vol. 120, no. 7,
pp. 1163–1171, 2020.

[69] K. Resnicow, A. Jackson, T. Wang et al., “A motivational
interviewing intervention to increase fruit and vegetable
intake through Black churches: results of the Eat for Life
trial,” American Journal of Public Health, vol. 91, no. 10,
pp. 1686–1693, 2001.

[70] M. I. Rosen, K. M. Carroll, E. Stefanovics, R. A. Rosenheck,
and R. A. Rosenheck, “A randomized controlled trial of
a money management-based substance use intervention,”
Psychiatric Services, vol. 60, no. 4, pp. 498–504, 2009.

[71] S. E. Weerts and A. Amoran, “Pass the fruits and vegetables!
A community-university-industry partnership promotes
weight loss in african American women,” Health Promotion
Practice, vol. 12, no. 2, pp. 252–260, 2011.

[72] C. Bullen, C. Howe, M. Laugesen et al., “Electronic cigarettes
for smoking cessation: a randomised controlled trial,” Te
Lancet, vol. 382, no. 9905, pp. 1629–1637, 2013.

[73] R. L. Ferrer, L.-M. Neira, G. L. De Leon Garcia, K. Cuellar,
and J. Rodriguez, “Primary care and food bank collaboration
to address food insecurity: a pilot randomized trial,” Nu-
trition and Metabolic Insights, vol. 12, Article ID
117863881986643, 2019.

[74] B. S. Lupton, V. Fønnebø, A. J. Søgaard, and E. Langfeldt,
“Te fnnmark intervention study: better health for the
fshery population village in an arctic in north Norway,”
Scandinavian Journal of Primary Health Care, vol. 20, no. 4,
pp. 213–218, 2002.

[75] B. S. Lupton, V. Fønnebø, and A. J. Sogaard, “Te Finnmark
Intervention Study: is it possible to change CVD risk factors
by community-based intervention in an Arctic village in
crisis?” Scandinavian Journal of Public Health, vol. 31, no. 3,
pp. 178–186, 2003.

[76] D. M. Kazemi, M. J. Levine, J. Dmochowski, Q. Shou, and
I. Angbing, “Brief motivational intervention for high-risk
drinking and illicit drug use in mandated and voluntary
freshmen,” Journal of Substance Use, vol. 18, no. 5,
pp. 392–404, 2013.

[77] G. M. C. Louwagie, K. S. Okuyemi, and O. A. Ayo-Yusuf,
“Efcacy of brief motivational interviewing on smoking
cessation at tuberculosis clinics in Tshwane, South Africa:
a randomized controlled trial: smoking cessation in tuber-
culosis services,” Addiction, vol. 109, no. 11, pp. 1942–1952,
2014.

[78] A. Nadkarni, H. A. Weiss, R. Velleman et al., “Feasibility,
acceptability and cost-efectiveness of a brief, lay counsellor-
delivered psychological treatment for men with alcohol
dependence in primary care: an exploratory randomized
controlled trial,” Addiction, vol. 114, no. 7, pp. 1192–1203,
2019.

[79] A. Nadkarni, H. A. Weiss, B. Weobong et al., “Sustained
efectiveness and cost-efectiveness of Counselling for Al-
cohol Problems, a brief psychological treatment for harmful
drinking in men, delivered by lay counsellors in primary
care: 12-month follow-up of a randomised controlled trial,”
PLoS Medicine, vol. 14, no. 9, 2017.

[80] A. Nadkarni, B. Weobong, H. A. Weiss et al., “Counselling
for Alcohol Problems (CAP), a lay counsellor-delivered brief
psychological treatment for harmful drinking in men, in
primary care in India: a randomised controlled trial,” Te
Lancet, vol. 389, no. 10065, pp. 186–195, 2017.

[81] S. I. Woodruf, G. A. Talavera, and J. P. Elder, “Evaluation of
a culturally appropriate smoking cessation intervention for
Latinos,” Tobacco Control, vol. 11, no. 4, pp. 361–367, 2002.

[82] A. S. Anderson, H. Y. Chong, A. M. Craigie et al., “A novel
approach to increasing community capacity for weight
management a volunteer-delivered programme (ActWELL)
initiated within breast screening clinics: a randomised
controlled trial,” International Journal of Behavioral Nutri-
tion and Physical Activity, vol. 18, pp. 34–21, 2021.

[83] K. J. Anderson, C. H. Pullen, C. H. Pullen, and R. N. EdD,
“Physical activity with spiritual strategies intervention:
a cluster randomized trial with older african American
women,” Research in Gerontological Nursing, vol. 6, no. 1,
pp. 11–21, 2013.

[84] L. E. Balis, T. E. Strayer, N. Ramalingam, and S. M. Harden,
“Beginning with the end in mind: contextual considerations
for scaling-out a community-based intervention,” Frontiers
in Public Health, vol. 6, p. 357, 2018.

[85] C. Beck, J. K. Fausett, R. A. Krukowski et al., “A randomized
trial of a community-based cognitive intervention for obese
senior adults,” Journal of Aging and Health, vol. 25, no. 1,
pp. 97–118, 2013.

[86] L. DeBruyn, L. Fullerton, D. Satterfeld, and M. Frank,
“Integrating culture and history to promote health and help
prevent type 2 diabetes in American Indian/Alaska native
communities: traditional foods have become a way to talk
about health,” Preventing Chronic Disease, vol. 17, 2020.

[87] A. R. Fertig, X. Tang, and H. M. Dahlen, “Te efect of a fresh
produce incentive paired with cooking and nutrition edu-
cation on healthy eating in low-income households: a pilot
study,” Public Health Nutrition, vol. 24, no. 9, pp. 2704–2714,
2021.

[88] K. S. Martin, R. Wu, M. Wolf, A. G. Colantonio, and
J. Grady, “A novel food pantry program: food security, self-
sufciency, and diet-quality outcomes,” American Journal of
Preventive Medicine, vol. 45, no. 5, pp. 569–575, 2013.

Health & Social Care in the Community 21



[89] J. V. Pescheny, L. H. Gunn, G. Randhawa, and Y. Pappas,
“Te impact of the Luton social prescribing programme on
energy expenditure: a quantitative before-and-after study,”
BMJ Open, vol. 9, no. 6, 2019.

[90] K. Resnicow, M. Kramish Campbell, C. Carr et al., “Body and
soul,”American Journal of Preventive Medicine, vol. 27, no. 2,
pp. 97–105, 2004.

[91] M. A. Terlecki, M. E. Larimer, and A. L. Copeland, “Clinical
outcomes of a brief motivational intervention for heavy
drinkingmandated college students: a pilot study,” Journal of
Studies on Alcohol and Drugs, vol. 71, no. 1, pp. 54–60, 2010.

[92] L. S. Abbott, E. H. Slate, and L. J. Graven, “Cardiovascular
disease risk among rural residents living with diabetes and
prediabetes: a cluster randomized trial,” Public Health
Nursing, vol. 37, no. 1, pp. 16–24, 2020.

[93] J. Adinkrah and D. Bhakta, “Utilising the Black Churches in
the UK for health promotion: a nutrition intervention for
frst generation Ghanaian migrants in London,” Proceedings
of the Nutrition Society, vol. 72, 2013.

[94] S. Aoun, S. Shahid, L. Le, and K. Holloway, “Champions in
a lifestyle risk-modifcation program: refections on their
training and experiences,” Health Promotion Journal of
Australia, vol. 24, no. 1, pp. 7–12, 2013.

[95] M. Bopp, S. Wilcox, M. Laken et al., “8 Steps to Fitness:
a faith-based, behavior change physical activity intervention
for African Americans,” Journal of Physical Activity and
Health, vol. 6, no. 5, pp. 568–577, 2009.

[96] E. W. Cotter, V. Bera, J. Elsemore, and A. Snelling, “Ex-
amining the feasibility and efectiveness of a community-
based obesity prevention program,” American Journal of
Health Education, vol. 49, no. 2, pp. 94–104, 2018.

[97] J. Di Noia, D. Monica, H. L. Gray, K. W. Cullen,
K. W. Cullen, and R. D. DrPH, “Te special supplemental
nutrition program for women, infants, and children fresh
start randomized controlled trial: baseline participant
characteristics and reliability of measures,” Journal of the
Academy of Nutrition and Dietetics, vol. 116, no. 12,
pp. 1899–1913, 2016.

[98] R. A. Krukowski, R. A. Pope, S. Love et al., “Examination of
costs for a lay health educator-delivered translation of the
Diabetes Prevention Program in senior centers,” Preventive
Medicine, vol. 57, no. 4, pp. 400–402, 2013.

[99] J. L. Lemacks, R. E. James, L. Abbott et al., “Te church
bridge project: an academic-community perspective of
a church-based weight management pilot intervention
among young adult african Americans,” Progress in com-
munity health partnerships: Research, Education, and Action,
vol. 12, no. 1S, pp. 23–34, 2018.

[100] R. S. Miller and D. Mars, “Efectiveness of a diabetes edu-
cation intervention in a faith-based organization utilizing the
AADE7,” ADCES in Practice, vol. 8, no. 1, pp. 10–14, 2020.

[101] S. Pengpid, K. Peltzer, and L. Skaal, “Efcacy of a church-
based lifestyle intervention programme to control high
normal blood pressure and/or high normal blood glucose in
church members: a randomized controlled trial in Pretoria,
South Africa,” BMC Public Health, vol. 14, no. 1, p. 568, 2014.

[102] J. A. Peterson, B. C. Yates, J. R. Atwood, and M. Hertzog,
“Efects of a physical activity intervention for women,”
Western Journal of Nursing Research, vol. 27, no. 1, pp. 93–
110, 2005.

[103] A. Rosenblum, S. Magura, D. J. Kayman, and C. Fong,
“Motivationally enhanced group counseling for substance
users in a soup kitchen: a randomized clinical trial,” Drug
and Alcohol Dependence, vol. 80, no. 1, pp. 91–103, 2005.

[104] N. Slagel, T. Newman, L. Sanville, J. J. Tompson, and
J. Dallas, “A Pilot Fruit and Vegetable Prescription (FVRx)
Program Improves Local Fruit and Vegetable Consumption,
Nutrition Knowledge, and Food Purchasing Practices,”
Health Promotion Practice, vol. 24, Article ID
15248399211018169, 2021.

[105] D. Whisenant, C. Cortes, and J. Hill, “Is faith-based health
promotion efective? Results from two programs,” Journal of
Christian Nursing, vol. 31, no. 3, pp. 188–193, 2014.

[106] N. T. Artinian, S. M. Schim, J. S. VanderWal, andM. A. Nies,
“Eating patterns and cardiovascular disease risk in a Detroit
Mexican American population,” Public Health Nursing,
vol. 21, no. 5, pp. 425–434, 2004.

[107] C. Darker, E. Burke, S. Castello et al., “Process evaluation of
We Can Quit- stop-smoking programme for women in
socio-disadvantage in Ireland,” Te European Journal of
Public Health, vol. 31, no. Supplement_3, 2021.

[108] J. M. Dave, D. I. Tompson, A. Svendsen-Sanchez,
L. H. McNeill, and M. Jibaja-Weiss, “Development of
a nutrition education intervention for food bank clients,”
Health Promotion Practice, vol. 18, no. 2, pp. 221–228, 2017.

[109] R. Gandy, A. Bell, B. McClelland, and B. Roe, “Evaluating the
delivery, impact, costs and benefts of an active lives pro-
gramme for older people living in the community,” Primary
Health Care Research & Development, vol. 18, no. 02,
pp. 122–134, 2017.

[110] K. Goldade, G.-L. Whembolua, J. Tomas et al., “Designing
a smoking cessation intervention for the unique needs of
homeless persons: a community-based randomized clinical
trial,” Clinical Trials, vol. 8, no. 6, pp. 744–754, 2011.

[111] M. Perkett, S. M. Robson, V. Kripalu et al., “Characterizing
cardiovascular health and evaluating a low-intensity in-
tervention to promote smoking cessation in a food-
assistance population,” Journal of Community Health,
vol. 42, no. 3, pp. 605–611, 2017.

[112] Y. N. Suen, M. P. Wang, W. H. C. Li et al., “Brief advice and
active referral for smoking cessation services among com-
munity smokers: a study protocol for randomized controlled
trial,” BMC Public Health, vol. 16, p. 387, 2016.

[113] S. Techo and A. Chawengchinnawong, “Terapeutic based
on community in organization program; TCO,” Tobacco
Induced Diseases, vol. 19, 2021.

[114] D. K. Tracy, D. W. Joyce, and S. S. Shergill, “Kaleidoscope,”
British Journal of Psychiatry, vol. 210, no. 3, pp. 237-238,
2017.

[115] M. Allicock, M. K. Campbell, C. G. Valle, C. Carr,
K. Resnicow, and Z. Gizlice, “Evaluating the dissemination of
body & soul, an evidence-based fruit and vegetable intake
intervention: challenges for dissemination and imple-
mentation research,” Journal of Nutrition Education and
Behavior, vol. 44, no. 6, p. 530, 2012.

[116] E. M. Arredondo, J. P. Elder, J. Haughton et al., “Fe en
Acción: promoting Physical Activity Among Churchgoing
Latinas,” American Journal of Public Health, vol. 107, no. 7,
pp. 1109–1115, 2017.

[117] A. C. Bell, B. A. Swinburn, H. Amosa, and R. K. Scragg, “A
nutrition and exercise intervention program for controlling
weight in Samoan communities in New Zealand,” In-
ternational Journal of Obesity, vol. 25, no. 6, pp. 920–927,
2001.

[118] K. P. Derose, M. V. Williams, K. R. Flórez et al., “Eat, pray,
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