
Effectiveness of a mobile, drop-in stop smoking
service in reaching and supporting disadvantaged
UK smokers to quit
Andrea Venn,1 Anne Dickinson,2 Rachael Murray,1 Laura Jones,3 Jinshuo Li,4

Steve Parrott,4 Ann McNeill5

For numbered affiliations see
end of article.

Correspondence to
Dr Andrea Venn, Division of
Epidemiology and Public
Health and UK Centre for
Tobacco and Alcohol Studies
(UKCTAS), University of
Nottingham, Clinical Sciences
Building, City Hospital,
Nottingham, NG5 1PB, UK;
andrea.j.venn@btinternet.com,
andrea.venn@nottingham.ac.
uk

Received 30 April 2014
Accepted 23 August 2014
Published Online First
26 September 2014

To cite: Venn A,
Dickinson A, Murray R, et al.
Tob Control 2016;25:
33–38.

ABSTRACT
Background In countries where there are large
disparities in smoking with persistent high rates among
disadvantaged groups, there is a need to ensure that
stop smoking services (SSS) reach such smokers. The
primary aim of this study was to evaluate the
effectiveness of a mobile, drop-in, community-based SSS
in reaching more disadvantaged smokers, particularly
those from routine and manual (RM) occupation groups,
than standard services; secondary aims were to evaluate
effectiveness in reaching those who had not previously
accessed SSS, triggering unplanned quit behaviour,
helping people quit and cost-effectiveness.
Methods Following a 4-week pilot period, a mobile
drop-in SSS was delivered across various public locations
in Nottingham City, UK for 6 months, offering
behavioural and pharmacological support via one-to-one
consultations with trained cessation advisors. Detailed
demographic and smoking behaviour data were collected
from all clients accessing the mobile SSS, and
Nottingham’s standard SSS for comparison.
Results Compared with smokers accessing the
standard SSS (n=1856), mobile SSS smokers (n=811)
were significantly more likely to be from the RM group
(33.3% vs 27.2%, p=0.002), and to be first-time SSS
users (67.8% vs 59.3%, p<0.001). Nearly 1 in 10
smokers setting a quit date through the mobile SSS had
no prior quit intentions. The cost per smoker setting a
quit date for the mobile SSS was only slightly higher
than the standard SSS (£224 vs £202).
Conclusions A mobile drop-in SSS is an effective way
of reaching more disadvantaged smokers from RM
occupations, as well as those who have not previously
accessed standard SSS and those without prior quit
intentions.

INTRODUCTION
Smoking is estimated to cause over five million
deaths worldwide each year,1 with a further
600 000 attributable to secondhand smoke expos-
ure.2 In the UK, 21% of adults smoke3 and tobacco
use is the leading risk factor for premature mortal-
ity and disability,4 costing the National Health
Service (NHS) an estimated £2.7–5.2 billion per
year.5 6 The health benefits of quitting are well
established with gains in life expectancy seen even
for those quitting in later life.7

Local NHS stop smoking services (SSS) were
introduced in England in 1999 and use trained
smoking cessation advisors to provide a combin-
ation of behavioural support and pharmacotherapy

to help smokers quit,8 most commonly via a
one-to-one model where the client attends appoint-
ments at a clinic of their choice, typically in
health-related settings such as medical centres or
pharmacies.9 Such services are highly effective10;
however, uptake is low with only 8% of smokers
using them each year.11 Improving uptake among
disadvantaged smokers, in particular those in
routine and manual (RM) occupation groups, is a
government priority.12

Qualitative studies highlight that fear of being
judged and a lack of knowledge about existing ser-
vices may be barriers to access,13 14 and that
smokers value flexibility and accessibility in SSS.15

With the aim of increasing access, SSS have intro-
duced alternatives to the one-to-one appointment
model, including drop-in sessions, telephone
support and sessions in non-health-related settings.8

Evaluation of the ‘Fag-Ends’ SSS in the UK city of
Liverpool, which uses lay advisors and has a flex-
ible, community-based approach,16 reported that
smokers found these features attractive, in particu-
lar, venues that fitted into their daily routines, and
that appointments were not necessary17; further
evaluation of this service (specifically the drop-in
rolling group model) showed that it was successful
in reaching disadvantaged smokers.18 There is also
good evidence that not all quit attempts are
planned,19–23 but service models that are compat-
ible with spontaneous action, namely high visibility
and accessibility to trigger and immediately support
such attempts, are lacking. Therefore, despite some
increased variation in available models, there
remains a need to provide SSS in alternative and
more accessible ways to try and reach those not cur-
rently accessing an SSS.
We therefore worked with Nottingham City’s

SSS, New Leaf, to develop and run a drop-in SSS
from a mobile trailer unit located in visible public
places in Nottingham City. Nottingham has a
smoking prevalence higher than the national
average (32% in 2010 and 28% in 2011)24 and is
ranked the 20th most deprived district in England
(of 326).25 The primary aim of the study was to
evaluate the effectiveness of such a service in
increasing uptake in disadvantaged smokers, in par-
ticular smokers in RM occupation groups, com-
pared with New Leaf ’s standard service of
one-to-one sessions run from fixed location clinics.
Secondary aims were to determine the effectiveness
of the service in increasing uptake in those who
had not previously accessed services on offer,
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triggering unplanned quit behaviour, and helping people quit,
as well as to determine cost-effectiveness from an NHS SSS
perspective.

METHODS
The mobile SSS
The mobile SSS was developed to deliver smoking cessation
support in the same way as New Leaf ’s existing standard
service, but using a mobile unit placed in visible public places
instead of fixed location clinics, with no appointment needed
and a support worker positioned outside the unit as a first point
of contact. The mobile SSS was delivered from an exhibition
trailer which used New Leaf branding and had disabled access
(figure 1). The service was piloted for 4 weeks in September/
October 2010 to qualitatively explore smokers’ views of the
service, details of which are published elsewhere,26 and to
explore feasible locations. A variety of locations including super-
market and community centre car parks and industrial estates
were piloted, and as per New Leaf ’s fixed location clinics, these
were chosen to be in the more disadvantaged areas of
Nottingham City.

The pilot was followed by a main study period of 6 months
between April and October 2011. Eight locations were used for
the main study (four supermarket car parks, two industrial
estates and two car parks of community/leisure centres), based
on throughput during the pilot in combination with ensuring
sufficient variation in geographical area and type of location.
Locations were visited on the same day each week for either the
full 6-month duration or half the duration, with the exception
of one location which was used on a single day only. Opening
times varied according to the location, starting between 8:30
and 11:00, and staying open for 7.25 h daily. To increase public
awareness of the service, posters/flyers were distributed to local
shops, businesses and schools just prior to the service starting,
and an advertising A-board was positioned near the trailer and a
flag was attached to the trailer while the service was running.
The service was run by three trained cessation advisors compris-
ing a support worker who stood outside the trailer and provided
the first point of contact for members of the public, and two
advisors who carried out the consultations inside the trailer.
The service ran on a drop-in basis, although appointments were
offered for follow-up visits should the client prefer. Smokers
interested in accessing the service were checked for eligibility
(lived, worked or had general practitioner (GP) in Nottingham
city) by the support worker; if not eligible, details of their local
SSS were provided.

Consultations
One-to-one consultations with a trained smoking cessation
advisor took place inside the trailer and followed New Leaf ’s
standard smoking cessation protocols that fit within the UK gov-
ernment guidelines for delivering local SSS.8 In brief, this
involves the advisor registering the client and recording demo-
graphic data, and then carrying out an assessment of their
smoking behaviour including a carbon monoxide (CO) reading;
the client being encouraged to make a quit attempt either that
day (‘immediate’) or by setting a quit date (‘delayed’), with a
combination of behavioural and pharmacological support
(pharmacotherapy chosen according to patient choice and
advisor guidance); the client then being encouraged to return
for weekly or fortnightly follow-up sessions to obtain further
support and pharmacotherapy and have their CO measured, for
a period of up to approximately 12 weeks (defined as an

‘episode’ of treatment), with quit status assessed at 4 weeks (self-
reported and CO validated) and where possible at 52 weeks.

As part of the New Leaf service (mobile and standard), nico-
tine replacement therapy (NRT) was provided at the time of the
consultation (if chosen type was not stocked, a voucher was sup-
plied for exchange at a pharmacy), at no cost for those who did
not pay for prescriptions. For clients opting for varenicline or
bupropion, supply was arranged by sending a prescription
request to the client’s GP. Mobile SSS clients were also asked by
the advisor about their prior quit intentions by choosing one of
the following three statements (shown on a card and read out):
“When I woke up this morning, I was planning on quitting or
setting a quit date TODAY, or I was planning on quitting or
setting a quit date in the near future but not today, or I was
NOT planning on quitting or setting a quit date today or in the
near future.” If clients found it inconvenient to return to the
mobile SSS for follow-up support, they were offered a transfer
to an alternative New Leaf clinic or to telephone support. At
least three attempts were made by telephone to follow-up non-
attenders. All data collected during the episode were entered
onto a secure database (Quit manager) as per the standard New
Leaf service.

Data analysis
All analyses were carried out in Stata V.12 (Stata Corp LP, USA).
Anonymised data on episodes registered through the mobile SSS
were extracted from the Quit manager database, along with all
episodes registered with New Leaf ’s standard service defined as
one-to-one fixed location clinics (the majority of which ran on
an appointment-only basis, but a small number (<14%) saw
clients with no appointment; pharmacy, telephone and specialist
services such as pregnancy and prison services were excluded as
they followed different procedures) over the same time period.
The rate of uptake of episodes per advisor hour was computed
by dividing the number of episodes by the total advisor hours
over the study period, and the statistical significance of observed
differences between mobile and standard SSS was assessed using
Poisson regression.

For comparisons of mobile and standard SSS clients, informa-
tion recorded during the first episode was used if a client had
more than one episode recorded during the study period. The
primary outcome variable was RM group, derived from the
advisor coding the client’s current job, or the most recent job if
unemployed but worked in the past year, using standard
Department of Health definitions.8 The distribution of this vari-
able was then compared between the two groups of clients using
a χ2 test. This comparison was then repeated for each of the fol-
lowing secondary outcome variables: gender, age group, ethnic
group, pregnancy status, previous New Leaf registration, free
prescription status, MOSAIC group (Mosaic public sector 2009,
Experian Ltd, UK) and Index of Multiple Deprivation (IMD
2010) group.25 Both MOSAIC and IMD scores are measures of
social deprivation and were obtained by linking to the client’s
home location (postcode and super output area, respectively). If
clients had missing data for the outcome variable under consid-
eration, they were excluded from that particular analysis.
Similar analyses were carried out on a number of variables relat-
ing to the quit attempt: whether set quit date, medication used,
number of visits and contacts, 4-week abstinence (self-reported
and CO validated) and 52-week self-reported quit status. In
mobile SSS clients only, responses to the planning question were
described by computing the percentage responding to each cat-
egory. To determine whether any differences in the 4-week
abstinence outcomes were explained by client characteristic
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differences between the two services, multiple logistic regression
was performed and adjusted ORs for mobile versus standard
SSS compared with unadjusted ORs. Abstinence percentages
were also computed for the target group of smokers from the
RM occupation group.

Cost-effectiveness analysis
The total cost of running the mobile SSS over 6 months was
computed by totalling the costs for the trailer rental, staff salar-
ies, all pharmacotherapy given or requested, equipment (depre-
ciation factor), consumables and overheads. The total cost was
then divided by the number of clients who set a quit date and
by the number of 4-week quitters to obtain two measures of
cost-effectiveness: the cost per person setting a quit date and the
cost per quitter. For comparison, the same measures were also
computed for the standard SSS. The incremental cost per
quitter was calculated by dividing the difference in the cost of
the two services by the difference in the number of quitters.

Ethical approval
A favourable opinion was given by Leicestershire,
Northamptonshire & Rutland Research Ethics Committee 2
(ref: 10/H0402/35) and NHS organisational approval was
obtained from NHS Nottinghamshire County.

RESULTS
Service uptake
Over the 6-month study period, 856 episodes of treatment were
recorded through the mobile SSS, and 2019 through standard
SSS. The rate of uptake for the mobile SSS did not differ from
that for the standard SSS (0.50 episode registrations/advisor
hour vs 0.54, respectively; rate ratio 0.93, 95% CI 0.86 to 1.01;
p=0.10). Rates did, however, vary between the mobile unit
locations with the busiest location (supermarket car park)
experiencing a rate of uptake of 0.89 episode registrations/
advisor hour, and the quietest (industrial estate) a rate of 0.14.
There was no evidence that the rate of uptake in the standard
service dropped during the time the mobile service was running,
as it was similar and not statistically significantly different to

that seen during the same period 1 year previously (0.52) and
during the 6-week period prior to mobile SSS starting (0.57).

Characteristics of clients
The 856 episodes registered on the mobile SSS were on 811
individual clients, and the 2019 episodes through the standard
SSS on 1856. A comparison of the demographics and character-
istics of the two groups of clients is shown in table 1. Mobile
SSS clients were more likely to be from RM occupations
(33.3%) than standard SSS clients (27.2%), and this difference
was highly statistically significant (p<0.002). Mobile clients
were also on average slightly younger, and more likely to be
White British and a first-time user of New Leaf. Statistically sig-
nificant differences were also seen across the different MOSAIC
groups, with mobile clients more likely to fall into groups O, K
and I, which are characterised by social housing or low incomes,
and less likely to fall into the young, well-educated city dwellers
group G. The mean IMD score did not differ between the two
groups.

Plans to quit among mobile SSS clients
Seventy-nine per cent (644/811) of the mobile SSS clients set a
quit date (immediate or delayed), which was similar to the
standard service (80%, 1497/1856, p=0.46). Of these 644
mobile clients who set a quit date, 512 (80%) responded to the
question on planning and their responses are shown in table 2.
Nearly 1 in 10 had no prior quit intentions when they woke on
the morning of registration, and nearly half had some prior quit
intentions but were not planning on taking action that day. In
all planning groups, the majority chose to delay their quit date
rather than making an immediate quit attempt that day, and this
was most common in the ‘planning action in the near future but
not today’ group (90.7%) and least common in the ‘planning
action today’ group (71.1%; p<0.001). Those with no prior
quit intentions were more likely to be men, aged 40 or older,
and be first-time users of New Leaf than those with some prior
intentions. The planning variable was not significantly associated
with RM (table 2), nor with the other socio-economic status
(SES) variables IMD and MOSAIC (data not shown).

Figure 1 The mobile stop smoking
service.
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Characteristics and outcomes of quit attempts
Among clients who set a quit date, differences in quit attempt
experience and outcomes were seen between the services (table 3).
Compared with standard clients, mobile clients were significantly
less likely to make an immediate quit attempt and use varenicline,
and more likely to use NRT (bupropion was only used by one
mobile client and nine standard SSS clients). Mobile clients had on
average only two contacts (telephone or in person) with an
advisor during the episode, compared with five for standard
clients; this was similar when only ‘sessions attended’ were

considered (median 2 vs 4). At the 4-week follow-up, a similar
proportion of mobile and standard clients reported that they were
still smoking (29.7% and 32.6%, respectively), but a much higher
proportion of mobile clients status was unknown due to loss to
follow-up (35.6% vs 16.5%). Treating those lost to follow-up as
still smoking, the proportion self-reported to be abstinent at
4 weeks was therefore significantly lower for mobile than standard
clients (34.8% vs 50.9%). A further 15.8% of mobile clients and

Table 1 Characteristics of clients who registered with the mobile
stop smoking service (SSS) compared with the standard SSS over
the 6-month study period

Number (%) unless otherwise
stated

Mobile SSS
(N=811)

Standard SSS
(N=1856)

p
Value

Routine/manual*
No 540 (66.7) 1324 (72.8) 0.002
Yes 269 (33.3) 494 (27.2)
Missing 2 38

Gender
Male 361 (44.5) 856 (46.1) 0.44
Female 450 (55.5) 1000 (53.9)

Age, years
Mean (SD) 38.0 (14.3) 42.0 (15.0) <0.001

White British
No 101 (12.6) 332 (18.4) <0.001
Yes 702 (87.4) 1475 (81.6)
Missing 8 49

Pregnant
No 798 (98.4) 1807 (97.4) 0.10
Yes 13 (1.6) 49 (2.6)

Pays for prescriptions
No 623 (77.0) 1412 (77.7) 0.71
Yes 186 (23.0) 406 (22.3)
Missing 2 38

Previous New Leaf use
First-time user 550 (67.8) 1101 (59.3) <0.001
Used before 261 (32.2) 755 (40.7)

MOSAIC group
Families in low-rise social
housing with high levels of
benefit need (O)

218 (27.3) 473 (25.9) <0.001

Residents with sufficient
incomes in right-to-buy social
housing (K)

180 (22.5) 314 (17.2)

Lower income workers in urban
terraces often in diverse areas (I)

137 (17.2) 227 (12.4)

Young people renting flats in
high density social housing (N)

66 (8.3) 232 (12.7)

Owner occupiers in older-style
housing in ex-industrial areas ( J)

48 (6.0) 80 (4.4)

Young, well-educated city
dwellers (G)

44 (5.5) 206 (11.3)

Elderly people reliant on state
support (M)

38 (4.8) 118 (6.5)

Other 68 (8.5) 179 (9.8)
Missing 12 27

Index of multiple deprivation
Mean (SD) 39.5 (13.7) 39.7 (14.7) 0.77

*Current or most recent job in past year classed as routine/manual occupation.
Routine/manual is a primary outcome variable and all other variables are secondary
outcome variables.

Table 2 Prior quit intentions of mobile SSS clients

When I woke up this morning….

Number (%)

I was
planning on
quitting or
setting a
quit date
TODAY

I was planning
on quitting or
setting a quit
date in the
near future
but not today

I was NOT
planning on
quitting or
setting a quit
date today or
in the near
future p Value

Total 218 (42.6) 247 (48.2) 47 (9.2)

Delayed quit 155 (71.1) 224 (90.7) 36 (76.6) <0.001
Male 65 (29.8) 116 (47.0) 28 (59.6) <0.001
Aged 40+
years

83 (38.1) 119 (48.2) 23 (48.9) 0.07

RM group 70 (32.1) 90 (36.6) 13 (27.7) 0.38
First-time
user*

138 (63.3) 170 (68.8) 38 (80.9) 0.056

Self-reported
abstinent

72 (33.0) 84 (34.0) 18 (38.3) 0.79

CO-validated
abstinent

39 (17.9) 47 (19.0) 7 (14.9) 0.79

*First time used New Leaf SSS.
CO, carbon monoxide; RM, routine/manual; SSS; stop smoking service.

Table 3 Quit attempt characteristics and outcomes for mobile SSS
clients compared to standard SSS clients

Number (%) unless
otherwise stated

Mobile
(N=644)

Standard
(N=1497) p Value

Delayed/immediate quit
Delayed 523 (81.2) 1148 (76.7) 0.02
Immediate 121 (18.8) 349 (23.3)

NRT used
No 64 (9.9) 287 (19.2) <0.001
Yes 580 (90.1) 1210 (80.8)

Varenicline used
No 567 (88.0) 1209 (80.8)
Yes 77 (12.0) 288 (19.2) <0.001

Number of contacts with advisor
Median (IQR) 2 (1–4) 5 (3–7) <0.001

Number of sessions attended
Median (IQR) 2 (1–4) 4 (2–6) <0.001

4-week self-reported abstinence*
Lost to FU 229 (35.6) 247 (16.5) <0.001
Not abstinent 191 (29.7) 488 (32.6)
Abstinent 224 (34.8) 762 (50.9)

4-week CO-validated abstinence*
Lost to FU 331 (51.4) 497 (33.2) <0.001
Not abstinent 195 (30.3) 499 (33.3)
Abstinent 118 (18.3) 501 (33.5)

*If assume those lost to follow-up or missing are not abstinent, comparison of
abstinent versus not abstinent p values same.
CO, carbon monoxide; FU, follow-up; NRT, nicotine replacement therapy; SSS, stop
smoking service.
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16.7% of standard clients were lost to follow-up for CO valid-
ation, and the proportion of CO-validated abstinent was also sig-
nificantly lower for mobile clients (18.3% vs 33.5%). These
differences were still statistically significant but reduced in magni-
tude when only the target group of smokers from RM occupations
was considered (self-reported abstinent 40.3% for mobile vs
52.2% for standard, p=0.005; CO-validated abstinence 24.5% vs
33.2%, p=0.03).

When control was made for those demographic variables in
table 1 associated with service type, the size of the differences
in abstinence between the services only marginally reduced (self-
reported 4-week abstinence unadjusted OR=0.51 (95% CI 0.42
to 0.62) and fully adjusted OR=0.53 (0.44 to 0.65);
CO-validated 4-week abstinence unadjusted OR=0.45 (0.36 to
0.56) and fully adjusted OR=0.48 (0.38 to 0.61)). ORs con-
trolled for prior planning intentions could not be computed
because responses were only collected from mobile clients;
however, within the mobile client group, prior planning inten-
tion was seen to be unrelated to abstinence (table 2) and hence
unlikely to be a confounder.

Of the clients who were self-reported abstinent at 4 weeks,
only 42% (94/224) of mobile clients and 44% (336/762) of
standard clients were successfully contacted at 52 weeks post-
quit date, and of these, a similar proportion reported still being
abstinent (33% and 33.9%, respectively, p=0.86).

Cost-effectiveness
The estimated cost per smoker setting a quit date was £224 for
the mobile SSS, only slightly greater than that for the standard
SSS (£202). The cost per 4-week quitter was £642 for the
mobile SSS compared with £396 for the standard SSS, and the
incremental cost per quitter £342.

DISCUSSION
This study shows that taking a drop-in, mobile SSS out into the
community can be effective in reaching more disadvantaged
smokers and smokers from RM occupations, as well as smokers
who have not previously accessed local smoking cessation services,
than the standard SSS in the area. The service also reached
smokers without prior quit intentions, suggesting for some that
the visible and accessible nature of the service triggered unplanned
action to receive quit support. We found no evidence that the
mobile SSS attracted clients who otherwise would have accessed
the existing standard SSS. As the mobile service was reaching more
‘hard to reach’ smokers who had not previously accessed local
SSS, the lower quit rates compared with the standard SSS were not
unexpected. The cost per smoker reached (ie, setting a quit date)
was comparable to that for the existing service, and the cost per
quitter higher, but at under £650 per quitter, the mobile SSS was
still a cost-effective intervention.

While we only ran the service in one city, the areas in which the
service was located are likely to be similar to disadvantaged neigh-
bourhoods in other large UK cities. The mobile SSS would be rela-
tively easy to replicate and implement by others. The consultations
were carried out in the same way as the comparator group of New
Leaf ’s existing standard one-to-one service, thereby meaning the
services only differed with respect to use of the mobile unit instead
of fixed location clinics, the support worker as the first point of
contact and the drop-in nature of consultations. The inclusion of a
small number of clinics in our comparator group that were not
appointment-only is unlikely to materially affect the results, and if
anything, would have made our findings more conservative. The
strengths of this study were the large number of clients studied and
hence the high statistical power to detect differences between the

mobile and standard services, and the small percentage of missing
data for the RM and other demographic variables analysed.

With the exception of the Fag-Ends service in Liverpool,16–18

formal evaluations of alternative SSS delivery models in the litera-
ture are lacking. Both Fag-Ends and our mobile service were suc-
cessful in attracting disadvantaged smokers and both shared the
key features of flexibility and accessibility, attributes that we found
from our pilot phase qualitative work to be attractive to
smokers.26 In addition to our primary marker of SES, RM, we
also saw significant differences in MOSAIC groups between the
services. As MOSAIC is a widely used SES tool based on the home
postcode, it has the advantage of being less susceptible to reporting
error than RM. IMD was also measured, but at a less precise level
(local area rather than postcode),25 which may explain why no dif-
ference in IMD was seen between the services. We were unable to
reach more smokers from ethnic minorities with our mobile
service, the reasons for which are not clear, but as ethnicity was
not a primary outcome of this study, neighbourhoods with high
proportions of ethnic minorities were not specifically targeted.

A further main theme of our pilot qualitative interviews was
that seeing the mobile unit, for some smokers, triggered an
unplanned quit attempt (or setting of a quit date),26 something
confirmed during our main study. We were not able to ask the
question to clients registering through standard clinics, but as
most standard clinics involve making an appointment, it can be
assumed that some degree of planning had taken place. Our
observation, that over half of the clients setting quit dates on
the mobile SSS reported that they had not planned such action
when waking that morning, is in general alignment with previ-
ous estimates of unplanned quit attempts19 20 22; direct compar-
isons are, however, limited as the previous studies looked at the
general smoking population, at any quit attempts not just
assisted quit attempts, and asked about planning intentions
retrospectively rather than prior to the quit outcome as here.
Also, our estimates may be subject to some bias due to 20% of
eligible clients not answering the planning question. Our find-
ings relating to planning additionally support previous observa-
tions that unplanned attempts are at least equally likely to
succeed as planned ones.19 22 23 It is therefore important that
services that are compatible with spontaneous quitting, like
mobile SSS, are further developed and made widely available.

While successful in reaching more ‘hard-to-reach’ smokers,
the mobile SSS had less success when it came to getting clients
to return for follow-up support and successful quitting. This is
consistent with other studies,27 28 although 4-week quit rates of
35% for self-report and 18% CO-validated were still deemed
acceptable for SSS.8 While smokers in both services were
encouraged to return for regular support and further medica-
tion, and attempts were made to telephone clients who did not
return in person, the mobile SSS advisors only managed on
average two contacts per client, compared to five for the stand-
ard service. A consequence of this was that mobile SSS advisors
failed to obtain a 4-week self-reported quit status on just over
one-third of the clients and therefore quit status could not be
established, resulting in a likely underestimation of true abstin-
ence (non-contacts assumed to be treatment failures). Of those
who did provide self-reported quit status, however, the majority
could be validated with CO measurements (mobile 75% and
standard 80%). It is unlikely that accessibility played a large part
in the low follow-up since the mobile unit returned to the same
location on the same day each week. Clients were made aware
of this at registration, and the average sessions attended was no
higher when the 12-week period prior to the mobile SSS finish-
ing was excluded. It may instead be that unmeasured factors
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relating to the type of clients the service attracted play a role in
explaining the lower follow-up and quit success. As the data at
52-week follow-up were limited, conclusions about long-term
abstinence in mobile clients are hard to draw; however, we
found no evidence to suggest that the gap in abstinence between
the services widened between 4 and 52 weeks.

In conclusion, a mobile, drop-in, community-based SSS is an
effective way of reaching and supporting disadvantaged smokers
to quit, particularly those from the priority RM group, as well
as those who have not previously accessed local SSS services and
those without prior quit intentions.

What this paper adds

What is already known on this subject?
Local National Health Service (NHS) stop smoking services are
highly effective but uptake is low, and improving uptake among
disadvantaged smokers in particular is a government priority. To
try and reach those not currently accessing services, alternative
and more accessible stop smoking services are needed.

What this study adds?
This study shows that a mobile, drop-in, community-based stop
smoking service positioned in visible public places is an effective
way of reaching disadvantaged smokers and those who have
not previously accessed local stop smoking services. Such a
service also appears to be an effective way to trigger quit action
in smokers without prior quit intentions.
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