Supplemental Material 3: Cost Effectiveness Methods and Treatment of Missing Data
Micro-costing 
The usage of smoking cessation services for each participant, including consultations with advisers and the distribution of pharmacotherapy and e-cigarettes, was systematically recorded. For smoking cessation consultations, the mode of delivery, the number of sessions and the duration of each session were documented. The staff costs for all successfully attended consultation sessions were estimated by multiplying the time spent by the unit cost of staff time, which included the salary of the person conducting the session, their salary on-costs and corresponding overheads. The unit cost of healthcare assistants from GP practices and pharmacists was derived from the published unit costs of health and social care, while the unit cost of smoking cessation advisers was provided by the SSS (1). For unattended sessions, an average of 10 minutes was allocated for updating notes and rescheduling another session. Additionally, face-to-face sessions incurred extra costs for travel and venue hire, based on the local rates of each site.
 
The second cost component was smoking cessation products distributed to participants, including nicotine replacement therapies (NRT), Zyban (bupropion), Champix (varenicline) and e-cigarettes. A wide range of NRT products were provided to participants, including chewing gum, inhalators, lozenges, microtabs, mouth spray, nasal spray and nicotine patches. The quantity of each product received by each participant was multiplied by the corresponding unit cost derived from the prescription cost analysis for England (2). The usage and costs of e-cigarettes were extracted from the study records. The overall costs for consultations, medication and e-cigarettes were then summed to compute the total smoking cessation costs throughout the episode.

Missing data
A small proportion of episodes (596 out of 8,888) had missing values for consultation sessions and medication use. The majority – 558 (94%) – of these records with missing values were from outside the core SSS, namely GP practices or pharmacies. The cost analysis in this study was conducted based on an imputed dataset, where missing cost data were imputed using Rubin’s multiple imputation method (3). Multiple imputation by chained equations was performed to impute missing outcomes with 30 imputations. The imputation model incorporated a broad range of variables that were either related to the missing data or to the cost itself (4).
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