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Supporting the urban poor to quit tobacco 
Adding years to lives

Tobacco use is in decline in most high-income countries (HICs); however, the number of tobacco users are rising in many low- and middle-income countries (LMICs).[1] Consequently, by 2030 tobacco-attributable deaths are projected to rise to 8.3 million per year with more than 80% occurring in LMICs.[1] Furthermore, the tobacco-attributable burden is not evenly distributed within these nations; being highest in socio-economically disadvantaged and marginalised sections of society.[2] The urban poor – the participants of the trial published by Sarkar and colleagues in this issue of Thorax[3] - are particularly vulnerable. For example, 55% of the poorest 20th centile of urban male residents in South Asia use tobacco in contrast to 40% of the richest.[4] Quitting tobacco leads to immediate benefits and if stopped before the age of 40, the associated risk of death is reduced by 90%.[5] However, tobacco being an addictive substance, most users struggle to quit and many only do so with behavioural and/or pharmacological support.[6] According to Global Adult Tobacco Survey, more than 30% of smokers in LMICs attempted to quit in the previous year (15% in China).[7] However, in most countries in particular LMICs, cessation advice or services are not available.[8] Even where they are, the urban poor are least likely to receive cessation advice through traditional routes because of limited access to affordable health care.[9]

Sarkar and colleagues present the findings of the Babex trial - a randomised controlled trial designed to assess the effectiveness of a brief community outreach intervention on tobacco cessation in the urban poor.[3] The investigators randomised 32 residential localities within some of the most impoverished areas of Delhi, India and allocated these to two arms. Adult tobacco users received outreach interventions in the community. Those in the intervention arm received quit advice and training in yogic breathing exercises delivered in a single session of approximately 15 minutes duration; those in the control arm received very brief quit advice lasting for less than one minute. Researchers independent of the interventions, conducted follow-up assessments of smoking status at four weeks and seven months. Self-reported quits were biochemically verified through salivary cotinine testing. 80% of the 1,213 participants were male. More than 95% completed follow-up and at six-months, 2.6% (16/611) of participants were found to be continuously abstinent in the intervention arm compared to 0.5% (3/602) in the control arm. The effect, though modest, was statistically significant. The study did not suggest any difference in the quit rates between those that used smoking and smokeless forms of tobacco. 

This is a well-designed study that recruited a large sample of participants, targeted marginalised sections of the society, included all forms of tobacco users, tested a culturally adapted but theory-driven intervention and verified all self-reported abstinence reports biochemically. The investigators also achieved impressive trial recruitment and retention rates despite recruiting within socio-economically disadvantages communities. However, there are some study limitations. A behavioural intervention is dependent on a number of contextual factors. These include target behaviour, participants’ attributes, contents of the intervention, providers’ attributes and approach to intervention delivery.[10] Therefore, trials of behavioural interventions need to recruit a range of providers to enhance external validity of their findings. The Babex trial involved only two providers - a physician and a community health worker. The authors’ claim that this was a non-physician dependent intervention is also questionable. The authors stated that the intervention is potentially cost-effective. A comprehensive economic evaluation will be needed to establish this. Suggesting that the intervention is potentially scalable is sensible. However, further implementation research is needed to explore how to optimise this and ensure sustainability. Finally, the authors are correct in comparing this brief community outreach intervention with many other low-intensity smoking cessation interventions such as brief advice delivered by a physician or single-session individual behavioural support. Predictably, the intervention effect observed in the Babex trial, though modest, is also comparable to that observed in other trials of brief physician-based advice[11] and individual behavioural counselling.[12] However, it is debatable whether it can be presented as a substitute to more effective cessation interventions. An alternative position would be to always advocate for the most cost-effective treatments as first line and only resort to less effective but low-cost options when these are not available.

What is remarkable about the Babex trial is that the intervention was found to be effective in the urban poor. Previously, most trials have struggled to show an effect of smoking cessation interventions in disadvantaged populations unless they have used tailor-made interventions.[13] This could explain the findings of the Babex trial where the intervention was culturally adapted to cater for tobacco users living in the urban slums of Delhi. The other population-based approaches which achieve comparable effect size include telephone-based counselling (e.g. quit-lines)[14], mobile phone-based interventions (e.g. text messages)[15] and internet-based counselling.[16] Access to such interventions is likely to improve in LMIC due to wider availability of the Internet, mobile and smart phones. Future research should compare the effect of such digital interventions with more traditional face-to-face approaches to cessation in socially disadvantaged populations. 

Article 14 of the World Health Organization (WHO) Framework Convention on Tobacco Control, makes it obligatory for its signatory countries to offer cessation support.[17] However, according to a survey of tobacco cessation services conducted in 121 countries, most LMICs have not made this a priority.[8] Only a handful of countries offer telephone-based counselling or any specialist behavioural support.[8] Cost considerations are often a barrier and therefore potentially low-cost interventions such as the one used in the Babex trial can have a big population impact in countries dealing with large number of tobacco users. As part of implementing WHO’s MPOWER strategy for controlling tobacco use, countries should prioritise tobacco cessation and consider using low-cost, and population-based approaches. Using implementation science approaches, the research community should demonstrate the cost-effectiveness, scalability and sustainability of such interventions. 

[bookmark: _GoBack]There is now growing evidence that even low-intensity tobacco cessation interventions can be effective in achieving continuous abstinence. This is particularly useful for tobacco control in LMICs where such interventions can be delivered relatively cheaply with the likelihood of a big population level impact. Governments should focus their efforts on the impoverished tobacco users and prioritise scaling up such low-cost interventions. 
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