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INTRODUCTION 
People who want to quit smoking can benefit from 
professional help and a group setting in which 
people quit smoking together1. Vulnerable smokers, 
such as smokers with a low socioeconomic position 
or smokers with mental health problems, often find 
it more difficult quit smoking2-7. This could be for 

several reasons: vulnerable smokers have a stronger 
nicotine addiction, have more people in their social 
environment who smoke, receive less social support 
to quit, are less likely to complete behavioral support 
or pharmacotherapy, have a lower level of self-efficacy 
for quitting, have more life stressors, or have more 
financial barriers for paid professional help4,8-10.  
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ABSTRACT
INTRODUCTION Smokers from vulnerable groups, such as smokers with a low 
socioeconomic position, often have more difficulty quitting smoking and often 
are more difficult to recruit for smoking cessation programs. It is important to 
know how vulnerable groups can be recruited and motivated to participate in a 
smoking cessation program and what participants and professionals perceive as 
effective elements. 
METHODS Qualitative interviews were performed with participants of a community-
based smoking cessation program in the Netherlands (n=18) and professionals 
involved in the recruitment of participants or as trainers in the community-based 
smoking cessation program (n=8). They were interviewed twice: once before 
the program had started and once after the program had ended. Interviews were 
semi-structured and conducted between September 2018 and February 2019.
RESULTS We found that organizing the program in the neighborhood lowered 
the threshold to participate, that registration should be quick and easy, that an 
active approach is needed, and that personal contact is important. This study also 
showed that information sharing, social support, commitment of the trainer, and 
personal contact are perceived as effective elements of such a program.
CONCLUSIONS This study shows that vulnerable smokers can be successfully recruited 
for a smoking cessation program. We recommend that such interventions include 
a group setting, extensive personal contact between participants and a committed 
trainer, and implementation of the program at a location in the neighborhood of 
the target group. Practical recommendations for professionals are to personally 
approach people multiple times if needed, to make sure that registration is quick 
and easy, and to fill in the registration form immediately during recruitment.
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Intensive community-based smoking cessation 
programs, specifically targeted at vulnerable smokers 
and including behavioral and pharmacological support, 
may help vulnerable smokers to quit smoking8,11.

 Programs that are not specifically targeted 
at vulnerable smokers are often mostly effective 
in reaching more advantaged groups12. Programs 
targeted at vulnerable smokers often find it 
difficult to effectively recruit the target group11,13. 
Special attention is therefore needed to recruit 
vulnerable smokers. Some previous studies  have 
examined which groups participate in smoking 
cessation programs more than others14,15, what 
are the barriers for participation16,17, and which 
recruitment strategies are effective for self-help 
or clinical smoking cessation interventions18,19. 
However, studies about effective recruitment 
strategies for community-based programs geared 
towards vulnerable groups are lacking. In addition, 
many studies examined completion or continued 
participation in programs among people who already 
signed up for the program, rather than how to recruit 
and motivate vulnerable smokers to sign up in the 
first place.

Besides an effective recruitment strategy to reach 
vulnerable smokers for community-based smoking 
cessation programs, it is important to know which 
elements of these programs are especially effective 
for vulnerable smokers. There are indications 
that such programs should be located in the local 
community setting, provide intensive professional 
support and coaching (also in-between sessions), 
pay much attention to social support, include 
pharmacotherapy, remove financial barriers and 
be tailored to cultural values and beliefs4,10,20. Few 
programs have combined these elements10 and it is 
therefore unknown which elements are especially 
important for vulnerable smokers.

The current qualitative study aims to evaluate 
the recruitment for a community-based smoking 
cessation program for vulnerable smokers in two 
cities in the Netherlands, The Hague and Utrecht,  
by interviewing participants and professionals 
that were involved in the program. Our research 
questions were: 1) how can vulnerable smokers 
be recruited and motivated to participate in a 
community-based smoking cessation program, and 
2) what do participants and professionals perceive 

as the effective elements of this smoking cessation 
program?

METHODS
Design
Participants and professionals involved in the 
recruitment of participants or as trainers in the 
community-based smoking cessation program 
were interviewed twice: once before the program 
had started and once after the program had ended. 
Interviews were semi-structured and conducted 
between September 2018 and February 2019.

Sample
The smoking cessation program was developed and 
implemented by the mental healthcare institute 
Indigo in The Hague and the addiction care institute 
Jellinek in Utrecht, in the Netherlands. The program 
aimed at recruiting vulnerable smokers from two 
neighborhoods with relatively high numbers of 
vulnerable inhabitants: Escamp in The Hague, and 
Hoograven in Utrecht. Specifically, the recruitment 
was aimed at smokers aged ≥18 years, who were 
vulnerable due to having minimal education, being 
unemployed, having a long-term illness and/or having 
social or mental health problems. A high motivation to 
quit smoking was not a precondition for participation 
in the smoking cessation program.

After people were recruited to take part in the 
smoking cessation program, 10 participants from 
each neighborhood were selected to be interviewed. 
Participants were selected in such a way that the 
sample represented the various cultural backgrounds 
and the gender composition of the group that 
attended the smoking cessation program. After the 
interviews, 2 participants were excluded from the 
analyses because they appeared not to have a low 
socioeconomic position or mental health problems. 
The interviews of 18 participants were used for 
analyses. At follow-up, 17 (94%) of these participants 
could be reached for a second interview. Additionally, 
professionals who did the recruitment, and/or led the 
smoking cessation program, were interviewed before 
(n=7) and after (n=5) the program had finished. In 
total, 8 professionals were interviewed.

Smoking cessation program
The community-based smoking cessation program 
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that was offered to the participants in Utrecht was 
based on the group training ‘Rookvrij! Ook jij?’ 
(Smoke-free! You too?) developed by SineFuma, a 
commercial company specialized in organizing and 
facilitating smoking cessation interventions21. The 
community-based smoking cessation program that was 
offered to the participants in The Hague was based on 
the group training ‘Voel je vrij!’ (Feel free!) developed 
by Momentum Training & Coaching26. These smoking 
cessation programs are typically administered to 
groups of around 10 people by qualified professional 
stop-smoking coaches and consists of seven weekly 
sessions of 90 minutes each. The first two sessions are 
meant to prepare participants for their quit attempt 
and give information about pharmacological support. 
At the start of the third session, the group quits 
smoking together. The remaining four sessions are 
meant to help participants through the first month of 
quitting smoking. Participants get information about 
withdrawal symptoms, tips on how to handle them, 
and social support from the group.

Three extra sessions were added to the smoking 
cessation programs to extend the support of the 
participants. In the first extra starting session 
participants received more detailed information 
about the program and could ask questions before 
starting with the program. The second extra session 
was implemented halfway through the program and 
did not focus on smoking cessation but on health in 
general. The third extra session, two months after 
the program had ended, was a festive follow-up 
session. The smoking cessation program evaluated 
in this paper therefore consisted of 9 weekly sessions 
of 90 minutes each, and one follow-up session 
after two months. Participants were also offered, 
when appropriate, (a referral for) help with other 
issues, such as mental health or financial problems. 
Complementarily, a WhatsApp group was set up 
to enable easy contact with the other participants 
for extra support and a ‘buddy element’ in which a 
participant was linked to one other participant who 
could be contacted in difficult times.

The smoking cessation program was entirely free 
for participants, including the use of pharmacological 
support. In Utrecht, the program was given by 
smoking cessation coaches from SineFuma and 
located in a community center. In The Hague, the 
program was given by smoking cessation coaches 

from Indigo Haaglanden, the local mental healthcare 
provider, and located in a mosque, a health center 
and a community center.

Data collection
All participants in the smoking cessation program 
received a questionnaire before the start of the 
program. Data from this baseline questionnaire 
were used to describe the sample (Table 1). This 
questionnaire was part of a quantitative study on 
this smoking cessation program25. Participants 
and professionals signed informed consent forms. 
The interviews were conducted by experienced 
interviewers.  Participants received €15 as 
reimbursement for the first and €20 for the second 
interview. 

Continued

Table 1. Characteristics of participants in the 
smoking cessation program who were interviewed 
(N=18)

Characteristics The Hague
n (%)

Utrecht
n (%)

Gender

Men 4 (44.4) 2 (22.2)

Women 5 (55.6) 7 (77.8)

Age (years)

37–49 2 (22.2) 2 (22.2)

50–59 2 (22.2) 5 (55.6)

≥60 5 (55.6) 2 (22.2)

Education level

Primary education 3 (33.3) 2 (22.2)

Lower pre-vocational secondary 1 (11.1) 0 (0.0)

Middle pre-vocational secondary 3 (33.3) 3 (33.3)

Secondary vocational 2 (22.2) 2 (22.2)

Senior general secondary and pre-
university

0 (0.0) 1 (11.1)

Higher professional and university 
Bachelor’s or Master’s

0 (0.0) 1 (11.1)

Employment situation

Employed 4 (44.4) 1 (11.1)

Receiving benefits 5 (55.6) 6 (66.7)

Retired 0 (0.0) 2 (22.2)

Living situation

Alone 5 (55.6) 5 (55.6)

With partner 2 (22.2) 1 (11.1)

With child(ren) 1 (11.1) 1 (11.1)

With partner and child(ren) 1 (11.1) 2 (22.2)
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The first interview with the participants focused 
on how they came to participate in the program: 
who had contacted them, in what way, what 
convinced them to participate, what were their 
reasons to participate and what did they expect 
from the program. Professionals were asked how 
recruitment took place, what their own role was, 
and what they believed worked in recruiting people. 
The first interview lasted on average 26 minutes for 
participants (range: 14–40 minutes) and 34 minutes 
for professionals (range: 19–59 minutes).

The second interview focused on the effective 
elements of the program as perceived by the 
interviewees. Participants were asked about their 
experiences with the program, what they thought 
about quitting in a group, what they liked and 
disliked about the program, what they thought 

about the information that they had received, and 
whether they could connect well with the trainer. 
Professionals were asked to describe the program 
and the sessions, what they thought participants 
liked and disliked about the program, and what they 
thought were success factors of the program. The 
second interview lasted on average 26 minutes for 
participants (range: 8–56 minutes) and 51 minutes 
for the professionals (range: 36–74 minutes).

Analysis
All interviews were audio-recorded and transcribed. 
Analyses were done thematically using NVivo version 
12. Three authors who performed the analyses 
read all transcripts of the interviews to familiarize 
themselves with the data. Two independently 
coded six transcripts in the first round of coding, 
using open inductive coding. They compared their 
codes and reached consensus concerning an initial 
coding framework. In the second round of coding, 
another six transcripts were independently coded 
using the coding framework and final adjustments 
to the coding framework were made. Codes with the 
lowest agreement between coders were discussed 
between the two coders until consensus was reached. 
Following this, one examined the coding framework 
and made suggestions for changes in consultation 
with another coder. This yielded a selection of seven 
main structuring codes, with several subcategories for 
each code. All transcripts were coded independently 
using this coding framework. Again, disagreements 
between codes were discussed until consensus was 
reached. No new main structuring codes emerged 
after coding a selection of 12 interviews, thus reaching 
saturation. We summarized the main codes and 
subcategories for the total group. Subsequently, we 
explored differences regarding gender and smoking 
status after the program. 

RESULTS
Recruitment strategies
Most participants from Utrecht were recruited via 
their general practice and most participants from The 
Hague were recruited via the mosque they regularly 
visited, where one of the prevention workers was 
working. Others were recruited by their dietician, 
physiotherapist, personal coach, family member, or 
neighbor, or via Facebook. Participants who were 

Characteristics The Hague
n (%)

Utrecht
n (%)

Country of birth

The Netherlands 3 (33.3) 8 (88.9)

Suriname 3 (33.3) 1 (11.1)

Morocco 1 (11.1) 0 (0.0)

Curacao 1 (11.1) 0 (0.0)

Somalia 1 (11.1) 0 (0.0)

Parents’ country of birth

Both parents born in the Netherlands 2 (22.2) 7 (77.8)

One parent born in the Netherlands 0 (0.0) 1 (11.1)

Both parents born outside the 
Netherlands

7 (77.8) 1 (11.1)

Receiving care or help

No care or help 5 (55.6) 1 (11.1)

Psychological help 1 (11.1) 2 (22.2)

Medical help 0 (0.0) 3 (33.3)

Other help or multiple sources of care 
or help

3 (33.3) 3 (33.3)

Cigarettes per day before group 
training*, mean ± SD

13.6 ± 6.5 24.1 ± 12.8

Quit smoking during group training

Quit smoking 2 (22.2) 6 (66.7)

Tried to quit, but smoking again 3 (33.3) 2 (22.2)

Did not try to quit 4 (44.4) 0 (0.0)

Lost to follow-up 0 (0.0) 1 (11.1)

*n=16; one participant from The Hague and one from Utrecht did not smoke daily 
before the group training.

Table 1. Continued
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recruited by the prevention worker at the mosque, 
often knew them well because of their visits to the 
mosque. They were recruited by the prevention 
worker in an informal and accessible way. 

‘... we have known each other for a long time. So 
in between ... you speak to someone and eh ... about 
this, he talked to me separately and just showed the 
advantages and disadvantages of it ... and then I 
thought, well, it's worth trying.’ (Participant, male, 
aged 65 years, The Hague) 

For some participants, the already existing 
relation between them and the prevention worker, 
seems to have promoted a feeling of trust and 
thereby participation in this intervention. Directly 
after a participant agreed to take part in the 
program, a registration form was filled in by the 
care professional or by the participant via a special 
website. After registration, a prevention worker from 
the program contacted the participant to provide 
further information about the program. Participants 
appreciated the first contact with the professionals 
and had positive expectations of the intervention, 
which contributed to their motivation to participate. 

The professionals who were interviewed about 
ways to effectively recruit vulnerable smokers that 
were applied in the community-based smoking 
cessation program, referred to the benefits of easy 
registering via a website: 

‘You enter your name and you press ok, and it's 
done.’ (Professional, Utrecht) 

Furthermore, they stressed the importance of the 
active, personal, and persuasive recruitment strategy, 
if necessary multiple times: 

‘Just call them even if they do not want to 
[participate, red.] or they are unsure. You really have to 
put energy into it.’ (Professional, The Hague) 

This strategy appeared more effective than posters 
and flyers. It also appeared important to recruit in 
places that the target group regularly visits and to 
complete the registration form immediately during 
the recruitment. Just handing over a registration 
form appeared not to yield good results: 

‘Such a form does not return and neither does the 
participant.’ (Professional, The Hague) 

A final aspect judged to be important by the 
professionals, was the organization of the cessation 
program in the neighborhood, lowering the 
threshold to participate: 

‘People prefer, especially the elderly, everything close 
by ... yes you notice that they also ask: is it here? Is it 
nearby? Then they come.’ (Professional, The Hague) 

According to the professionals this is especially 
important for vulnerable groups: 

‘The highly educated have less problems with that 
… they can take the car, or the train or the tram. But 
for the other groups it is really a trip here. And for some 
their world consists of their neighborhood, that is their 
world. So if you say come outside of that neighborhood, 
that is an extra threshold.’ (Professional, The Hague)

Effective elements of the intervention
Almost all participants (17/18) valued the specific 
advantages of quitting smoking in a group. It was the 
most commonly cited element that they perceived 
as effective. This was the case for those participants 
who stopped smoking during the intervention and 
for those who did not. Already in the first interview, 
participants expressed positive expectations about this 
element of the intervention:

‘I think you can achieve more in a group than on 
your own.’ (Participant, male, aged 57 years, Utrecht). 

They expected motivating effects of sharing 
experiences and getting advice from peers, and of 
learning from and supporting each other. These 
expectations were confirmed in the interviews after 
the intervention. The support offered by the group 
members (13/18), and the possibility to share and 
exchange experiences with other members of the 
group (14/18), were mentioned as elements that 
contributed to the effectiveness of the intervention:

 ‘I liked that it was in a group, that you have 
support from – fellow sufferers sounds a bit heavy, 
but ... just people in the same situation ... just makes 
it easier, I think. You get tips from each other and you 
are supported … That is different from following an 
online program on your own in front of your computer.’ 
(Participant, female, aged 55 years, Utrecht) 

With respect to gender differences, the element 
of sharing experiences was mentioned by men as 
well as women. However, the element of receiving 
support from the group was reported mostly by 
the women. Participants also thought that the 
composition of the group (7/18), consisting mainly 
of people from their own neighborhood, had helped 
them: 

‘Because they all come from here ... That you 
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suddenly have the feeling, I live in a kind of village 
with people who have also stopped and who know that 
I have stopped, so that helps ... So I really had the idea 
there are a lot of people who know now, I have quit, 
so I really can't be seen smoking outside.’ (Participant, 
female, aged 55 years, Utrecht) 

Also, some liked the fact that they got to know 
more people from their neighborhood. The 
benefits of a group consisting of people from their 
neighborhood was only mentioned by women. 

The professionals regarded the group setting of 
the program as one of the most effective elements of 
the intervention. They referred to both the possibility 
to share and exchange experiences, as well as the 
support participants were giving to each other: 

‘Yes, and they [people of vulnerable groups] are 
therefore sometimes less creative in coming up with 
solutions in the sense of: “what could I do?” And they 
benefit greatly from examples they hear from others, 
like “what did you do” and “oh I didn't think about 
that at all”. So they can write that down and they can 
start applying it and try it. And it is encouraging to 
hear that others are taking steps, while you may not be 
that far yet and you think “that other person can do it, 
then I can do it too!”.’ (Professional, The Hague)

Another commonly cited element (16/18) 
that participants perceived as effective was the 
information on the health risks of smoking provided 
by the trainer, even though most of this information 
was not new to them: 

‘If you hear how actually damaging... smoking and 
what is in tobacco, you know … you don't like that in 
the beginning of course because ... you smoke ... you are 
a smoker, ... you know that is it bad ... in the back of 
your mind. But you don't think about it.’ (Participant, 
male, aged 40 years, The Hague). 

This information enhanced the motivation to quit. 
Other information provided by the trainer dealt 
with the addictive properties of tobacco that make 
it difficult to quit smoking. The trainer provided 
the participants with tips and tricks on how to deal 
with the craving for a cigarette, such as searching 
for distraction when confronted with craving. 
These tools gave them the feeling that they could 
actually quit smoking. The factual information 
about smoking, was particularly mentioned by men 
from The Hague. One participant said that this 
information was the part of the intervention ‘that has 

stuck with the most’ (Participant, aged 65 years, The 
Hague).

The professionals who were interviewed also 
recognized the importance of providing information: 

‘… people liked all the themes we had … For 
example about addiction, how that works. That 
just gives a lot of insight. That they really come to 
understand “gee! it is really an addiction” and “hey, 
it really has to do with those substances that go to 
your brain and what happens to you and your body”.’ 
(Professional, The Hague)

In the eyes of many participants (14/18), the 
trainer was an important motivator of cessation 
success by encouraging them to not give up. This was 
especially true when the trainer was a smoker and 
had given up smoking. That gave the participants the 
idea that the trainer really knew what he or she was 
talking about. A man from The Hague mentioned 
that he liked the fact that one of the trainers was of 
Surinamese descent, just like himself. Other aspects 
that were appreciated were the easiness of contacting 
and talking to the trainer (‘I can talk to her like a 
friend’, Participant, aged 41 years, The Hague), and 
the decisiveness and firmness of the trainer that 
helped to continue their effort in difficult times: 

‘She [the trainer] is doing very well … And also 
like: “Come on!” Because I also had a certain point, 
where I thought: “Well, I give up”, and I had smoked 
a cigarette then too. She said “Well come on, hold on, 
you know what you are doing it for!”.’ (Participant, 
female, aged 75 years, Utrecht). 

These aspects were the basis for what some called 
‘the safe and open atmosphere’ during the training.

The professionals also stressed the importance 
of the commitment of the trainer and the personal 
contact between the trainer and the participants with 
an eye for individual aspects: 

‘I still think that personal contact, I mean that 
you really need to get on top of it. That everyone has 
individual needs, personal needs. And the more 
contact you have with a participant, the greater the 
chance that he will stop [smoking, red]. If you remain 
distant and just run your program, then I'm afraid 
that you will be less successful. People need to feel 
personally addressed ...’ (Professional, The Hague)

Other aspects that were mentioned as important 
by the participants were: the possibility to use (free) 
medication (Champix) (6/18), and the measurement 
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of exhaled carbon dioxide to prove that the 
participant did not smoke (5/18). They found the 
measurements motivating because it made the effects 
of quitting smoking visible. In addition, they enjoyed 
being able to prove to the group that they did not 
smoke, by participants who stopped smoking during 
the intervention and those who did not mentioned 
this. Finally, a few participants mentioned the 
WhatsApp group that enabled easy contact with the 
other participants for extra support, and the ‘buddy 
element’ of the program. 

DISCUSSION
In this interview study, we examined how vulnerable 
groups can be recruited and motivated to participate 
in a community-based smoking cessation program and 
what participants and professionals perceived as the 
effective elements of such a program. Our interviews 
with participants and professionals show that an active 
approach is needed with frequent, intense, personal 
and informal contact, and that registration should be 
quick and easy. People may need to be approached 
multiple times, and recruitment should be done at 
places that the target group already regularly visits to 
effectively recruit people from a low socioeconomic 
position for a smoking cessation intervention. 
Participation seems to be enhanced by the fact that 
participants already had a good relationship with the 
recruiter (e.g. a prevention worker they know from 
the mosque). The program should be organized in 
the neighborhood, and the registration form should 
be filled in directly during recruitment. The effective 
elements of the program that were mentioned by 
both participants and professionals were: sharing 
information on the negative health impact of smoking 
and ways to deal with craving, support from the group, 
sharing experiences with the group, the commitment 
of the trainer, and the personal contact between the 
trainer and the participants. Also, it is noteworthy that 
only a minority of the participants used medication in 
addition to the program. Those participants mentioned 
this was one of the important elements. 

When exploring gender differences and 
differences with respect to smoking status at the end 
of the program to get a better contextual picture, we 
found that on many of the elements the participants 
mentioned as effective there were no notable 
differences between those who quit smoking at the 

end of the program and those who did not. However, 
there were some gender differences: the benefits of a 
group consisting of people from your neighborhood 
and receiving support from the group were only or 
mostly mentioned by women. The factual information 
about smoking, was particularly mentioned by men as 
an effective element.

Our results are in line with previous research 
among vulnerable groups. Previous research has 
also reported on the importance of using a personal 
and proactive recruitment approach10 and providing 
smoking cessation programs in an accessible local 
community setting10,20. Lack of trust in healthcare 
professionals can be an issue especially with people 
from a lower socioeconomic position23. It was in line 
with these findings that participants were explicitly 
positive about a prevention worker they already 
knew and trusted.

Effective elements of smoking cessation programs 
that have also been found in previous research, 
are strategies to cope with cravings22, support 
from the group10,22, commitment of the trainer20, 
and the personal contact between the trainer and 
the participants20. Also, the effectiveness of the 
combination of behavioral support and medication, 
which was also offered in this program, was 
demonstrated in previous studies24. The program was 
entirely free for the participants. It was striking that 
this aspect was hardly mentioned by the participants. 
It might have been self-evident for the participants, 
and therefore not experienced as an important aspect. 
Other studies have shown that removing financial 
barriers is important to reach vulnerable groups10. 
It was also notable that the participants were overall 
very positive about this intervention, including the 
participants who did not quit smoking after the 
intervention. It can be seen as a positive aspect of 
this intervention that even if the ‘result’ was not 
what the participants hoped for (quitting smoking), 
they were still positive about the experience. We 
found some gender differences with regard to how 
the participants appreciated the elements of the 
program. It would be interesting to investigate this 
more in depth and quantitatively in future studies on 
smoking cessation interventions in order to develop 
and evaluate gender-sensitive interventions. We 
summarize the key points of our study:
• This study showed that vulnerable smokers can 
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be successfully recruited for a smoking cessation 
program;

• Our study adds to previous literature by detailing 
how vulnerable groups can be reached and 
motivated to participate in a smoking cessation 
program;

• For effective recruitment an active approach 
with personal and informal contact is needed, 
registration should be quick and easy and the 
program should be organized in the neighborhood 
of the participants; and

• Social support, information sharing, commitment 
of the trainer, and personal contact are perceived 
by participants and professionals as effective 
elements of such a program. 

Limitations
A limitation of this study was that we did not take 
into account differences in the implementation of 
the intervention between the two cities and between 
trainers. However, by focusing on the main elements 
that were the same for both locations, we have 
revealed the most relevant aspects of the intervention. 
Another limitation was that there may have been a 
self-selection bias among participants who were 
willing to participate in the interviews. Also, we 
did not ask non-participants about the barriers to 
recruitment and participation in the program.

CONCLUSIONS 
Our study adds to previous literature by detailing 
how vulnerable groups can be reached and motivated 
to sign up for a smoking cessation program, while 
previous studies have mainly examined completion 
or continued participation among people who already 
signed up for such a program. Our qualitative study 
of what works in the recruitment of vulnerable 
smokers, may serve as a starting point for the 
development of recruitment strategies for vulnerable 
smokers for future targeted smoking cessation 
interventions. We recommend that such interventions 
include a group setting, extensive personal contact 
between participants and a committed trainer, and 
implementation of the program at a location in the 
neighborhood of the target group.
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