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Foreword 

We (in Salford) are delighted with the result of the free vote to ban smoking in workplaces and public places. This gives a huge boost to the efforts of the partnership work that is already happening between the City Council and PCT to ensure our citizens can enjoy pleasant and healthy surroundings when visiting our pubs and restaurants. We are sure this will encourage greater numbers of people to visit public places where hitherto a "smoke filled" atmosphere has acted as a deterrent. As lead member for the Salford Tobacco Control Partnership, I have been delighted at the tremendous support we are already receiving from business owners in Salford.

We know that giving up smoking is hard. Many people find themselves addicted to smoking and bitterly regret starting. In Salford, the Primary Care Trust offers a range of friendly, non judgmental strategies to individuals wishing to give up, through our Stop Smoking Service. We also need to do everything we can to help young people choose not to smoke in the first place. 

 

We want to continue to work in partnership in Salford to build on the successes of our stop smoking and secondhand smoke work. This strategy represents a major step forward in allowing us to progress this work.

Councillor Maureen Lea



As a GP, I see the tragic consequences of smoking every day of my working life. Smoking related diseases are increasingly concentrated in the poorer sections of our community.  I am a clinical leader in an organisation whose main purpose is to reduce health inequalities.  It is therefore clear one of our main functions is to work with partners to reduce the incidence of chronic bronchitis and emphysema, lung cancer, heart disease and stroke.

 

We have to create a culture that makes being a non-smoker the best choice for all our citizens especially our young people. We also need to provide help and support to our existing smokers to stop and, most importantly, remain stopped.  This strategy guides us all to reduce the blight of smoking related disease.  If we succeed, our prize is not just a healthier Salford but a fairer Salford as well.

Dr Brian Hope, Chair of Professional Executive Committee, Salford PCT

Smoking is a significant threat to the health and well-being of Salford people and the City itself. It also leads to huge use of NHS resources that could be better utilised elsewhere. This strategy represents a very real opportunity to tackle smoking in Salford, to address a key cause of the city’s health inequalities, and to help ensure a healthy future for Salford people

Dr Julie Higgins, Director of Public Health, for Salford & Deputy Chief Executive, Salford PCT
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Executive Summary

Smoking is the largest preventable cause of premature death in this country, killing 500 people in Salford each year. Half of those who smoke will die from a smoking related disease. The negative health impacts of regular exposure to secondhand smoke (passive smoking) have now also been established. Smoking and secondhand smoke have serious health, social and financial costs to individuals and society as a whole. Yet smoking remains commonplace, particular amongst the most disadvantaged sections of our society. One in three of the adult population in Salford smoke.

The Salford Tobacco Control Partnership has been set up to provide a means of working in partnership with others to effectively address the range of factors which influence the availability and attractiveness of smoking. This is not an easy task. Smoking has become part of a culture that is very hard to shift. Simply communicating health messages is not enough. 

The Strategy has four strategic priorities:

Strategic Priority 1. Reducing uptake of smoking 

We will aim to reduce uptake of smoking in young people by 

· Working with young people to develop innovative ways to make smoking less attractive   

· Training a range of staff working with young people most at risk of starting smoking 

· Reducing access to cigarettes 

We will establish a baseline of smoking prevalence by young people in 2006 and measure changes in this at two year periods.

Strategic Priority 2. Smoking Cessation 

We will increase the numbers accessing the Stop Smoking Service and the numbers successfully quitting by 

· working with the Publicity Action Group of the Tobacco Control Partnership to raise awareness of and market the service

· continuing to improve access to effective treatments such as NRT by investing in the NRT voucher scheme

· training staff to offer brief interventions, using an improved pathway into the service for front line health professionals, city council staff and others

· increasing the number of pharmacists offering Stop Smoking advice 

· targeting priority groups – we will pilot community stop smoking groups, promote Stop Smoking services in workplaces (particularly those with large numbers of manual employees), continue to promote training for midwives, develop our work in hospital settings and work with black and minority ethnic communities to develop culturally appropriate services. 

Strategic Priority 3. Reducing exposure to secondhand smoke 

We will reduce exposure to secondhand smoke in homes and workplaces by:

· Introducing a citywide Smokefree Homes project in 2006, using paid, local people to roll out the Smokefree Home awards scheme 

· Working to encourage more workplaces to become smokefree in advance of government legislation, with the focus on larger workplaces and those with high numbers of manual workers. 

· Working with the City Council and NHS Trusts to develop their roles as ‘exemplars’ in terms of smoking policies 

Strategic Priority 4. Publicity and Marketing

· We will develop marketing activity around existing and proposed local interventions and activities regarding young people, adults and secondhand smoke

· We will coordinate marketing messages with marketing campaigns produced at a national and regional level i.e. around No Smoking Day and the new year

· We will utilize the key messages from the literature around how to use social marketing effectively in all the work we develop

Chapter 1 Introduction
Smoking is a gamble which many people in Salford are losing. One in three adults in Salford smoke. Half of those who smoke will die a premature death from a smoking related disease. Tackling smoking is the single most important public health measure that we can take to improve health in Salford. It is also one of the most important things we can do to reduce inequalities in health, whereby those who live in the most affluent parts of our society live ten years longer than those who live in the poorer areas. 

The consumption of tobacco has been actively promoted by a vigilant tobacco industry for many decades. The industry has effectively managed to associate smoking with glamour and success and ensured that smoking has become part of a culture, and particularly one that is associated with alcohol, pubs and clubs. This culture has proved hard to break. But it is breaking. Declining sales in the West are now leading the tobacco industries to focus their energies in the developing, rather than the developed world. The smoking legislation represents a major step forward for this country and will impact upon smoking prevalence in a positive way. However, smoking is not going to disappear. It is a legal and commonplace activity, and nicotine is an addictive substance. We need to be doing everything we can – now and for the foreseeable future – to keep the issue of smoking on the agenda, reinforce it’s key role to the health and social lives of people in Salford, and make a real impact on its prevalence in our society.

1.1 Vision

Our vision is that by 2010

· there will be far fewer smokers in Salford and it will not be concentrated in the less well off;

· fewer young people in Salford will be tempted to start or try smoking; 

· all smokers who wish to quit will know exactly where to access appropriate support; 

· the support offered to smokers will be appropriate and accessible to all who wish to quit in Salford, including black and ethnic minority communities, young and old, the housebound, those with learning disabilities, physical disabilities, or mental health problems;

· legislation regarding smokefree workplaces will have been smoothly implemented and accepted in Salford;

· residents across Salford will understand the importance of keeping their own homes smokefree and that this will be seen as the norm; 

· the NHS and City Council will fulfil their role as ‘exemplars’ with regards to smoking policies;

· a range of partners across Salford will have a full understanding of the extent of the impact of smoking on health and health inequalities in Salford, and be committed and active in making their own contribution to reducing its impact.

1.2 Aims and objectives

The aim of this strategy is to significantly improve health and reduce health inequalities in Salford in the longer term by reducing the incidence of smoking related diseases in Salford. It will do this by bringing together a range of stakeholders to strengthen collaboration and improve tobacco control in a co-ordinated way.

Its objectives are:

· to reduce the numbers of young people smoking

· to reduce the prevalence of smoking in Salford by adults

· to reduce exposure to environmental tobacco smoke (second hand smoke) in workplaces, homes and public places

· to lead a publicity and marketing campaign to raise awareness both of the dangers of secondhand smoke and of our services to reduce smoking and support smokers 

These form the four strategic priorities of the Tobacco Control Strategy, and are summarised in Chapters 4 to 7.

1.3 Underlying principles

There are several principles underpinning this strategy, relating to the ‘rights’ of smokers and non-smokers, and how we do business.

The ‘rights’ of smokers and non-smokers: 

· We are anti-smoking, not anti-smoker. All work under the umbrella of tobacco control should therefore avoid a ‘victim-blaming’ approach and work to support smokers who wish to quit.

· Smokers who wish to quit have a right to high quality smoking cessation services and products (see Chapters 4, Reducing uptake of smoking by young people and Chapter 5, Smoking Cessation - adults). 

· Non-smokers have a right to breathe air free from the harmful effects of tobacco smoke. Therefore we will work to remove smoking from locations where this does harm to others (see Chapter 6, Reducing Exposure to Secondhand Smoke).

How we do business:

· Public health is everybody’s business. We will work to develop and train key staff to integrate smoking into everyday work taking place across Salford (see Chapter 3, Operationalising the Strategy, section on Workforce).

· Our work is based on evidence of ‘what works’. Where evidence is lacking, we will work innovatively to address this (see Chapter 4, Reducing uptake of smoking by young people).

· Our citywide health actions are delivered on a neighbourhood basis, taking into account the local circumstances and needs of individual communities (see Chapter 3, Operationalising the Strategy, section on Neighbourhood actions).

· We will prioritise disadvantaged groups and communities where the prevalence of smoking is highest.

· Where appropriate, we will work to develop the capacity of communities themselves to deliver services.

· The NHS and City Council have a responsibility to act as ‘exemplars’ in terms of health in the city.

1.4 Development of the strategy

1.4.1 Salford Tobacco Control Partnership

The Tobacco Control Strategy is the result of work carried out within the Salford Tobacco Control Partnership. The establishment of the Partnership was a key recommendation of ‘Health Inequalities in Salford – a local strategy for action’ (2004), following some extensive work on tobacco control by the Health and Social Care Overview and Scrutiny Committee. The Tobacco Control Partnership was established in 2005 (see Appendices Three and Four for Membership and Structure) and sits under the Healthy City Forum Executive, to which it reports.  It is chaired by the City Council Regulatory Services Manager, and co-ordinated by the Health and Well-being Manager, a joint City Council and Primary Care Trust post, who is currently jointly managed by the Director of Public Health in the Primary Care Trust and the Regulatory Services Manager of the Environmental Services Directorate in the City Council. Member leadership has been provided by Councillor Lea but is passing to Councillor Humphries.

1.4.2 Consultation process

An initial draft of the Strategy was prepared by the Health and Wellbeing Manager, and in early 2006, was distributed to a range of partners for consultation. Responses were received from

	City Council
	PCT

	Housing and Planning
	Smoking Cessation

	Children’s Services
	Commissioning

	Environmental Health
	Public Health

	Trading Standards
	PEC

	Community health and Social Care
	Patient Panel

	City Councillors
	Healthy City Forum Executive

	Greater Manchester Fire Service
	BASIS

	Salford Chamber of Commerce
	


The key themes to emerge from the consultation can be summarised as follows:

Young people:

· Young people themselves need to be involved in designing interventions around smoking which relate to them

· The issue of role models who smoke is a big one that needs to be addressed, including with our own staff

Adults

· We must support those who want to quit

· We must work with employers and with communities themselves

Secondhand smoke

· People do not necessarily understand the dangers of secondhand smoke 

· There is a need for campaigns (i.e. in the community, school or workplace) to raise awareness of this 

· We need to get our own houses in order, address our own policies and ensure our schools and grounds are smokefree
· A range of key staff can contribute to promoting schemes such as the Smokefree Homes scheme 

The full results of the consultation and the ways in which each specific comment is being incorporated into the plans are shown in Appendix 1.
Salford residents and City Council staff are also being consulted on the specific ways in which the City Council can contribute to improving health, including actions relating to smoking, via the local Community Committees. When complete, this will inform the direction of local programmes of work on tobacco control.

1.5 Management of the Strategy

Salford Primary Care Trust is charged with improving health and reducing health inequalities in Salford.  Salford City Council is charged with improving the well-being of the people of Salford.  These two objectives are inextricably linked under the leadership of the Director of Public Health, a joint appointment between the Primary Care Trust and City Council.  The Director of Public Health works closely with the Strategic Director of Community Health and Social Care to co-ordinate activity to ensure delivery of the health inequalities targets for both organisations and on behalf of the Local Strategic Partnership. 

The Healthy City Forum Executive is the Local Strategic Partnership for health. It is comprised of executive directors of the City Council and PCT.  It is the service delivery group at which the Director of Public Health reports progress on delivering the Inequalities Strategy and targets to both the Local Strategic Partnership and the PCT Trust Board.   This executive group reports through the Director of Public Health to Cabinet. 

The Tobacco Control Partnership has a multi-agency steering group which manages several action groups, which will effectively operationalise the relevant strategic aims. The action groups bring together key staff from the range of agencies working in relevant fields to address prevention and cessation work with young people (Young Person’s action group) and adults (Adult action group), reduce exposure to secondhand smoke (Secondhand Smoke action group) and address the need to raise awareness of the above (Publicity and Marketing action group). Local implementation of the action plans will be developed with the Health Improvement and Neighbourhood Management team structures of the Primary Care Trust and City Council. 

The Tobacco Control Partnership links to work being carried out in the region as a whole via the Greater Manchester Tobacco Control Alliance, which links to the North West Regional Tobacco Task Force. This strategy will tie in with the timeframes and activities of the Greater Manchester Public Health Framework and its projects (ie ‘Smokefree Homes month’ 2007) relating to reducing smoking prevalence in Greater Manchester.

The Health and Social Care Scrutiny Committee will continue to scrutinise the work of the Tobacco Control Partnership. 

This strategy provides a framework for improving tobacco control in Salford and reaching our vision by 2010. It should be endorsed by all partners who will incorporate the recommendations into their planning mechanisms.

Chapter 2  BACKGROUND

The health impacts of smoking have been firmly established for decades and as such require little introduction. The contribution to poor health and early mortality of exposure to secondhand smoke is now also becoming more widely accepted. Alongside the devastating health impacts it produces, smoking also has social and financial implications on our communities. By way of a background to the importance of these issues, these shall now briefly be considered in turn.

2.1 Health impacts 

The devastating impact of smoking on the health and life expectancy of smokers has been known for decades. Smoking is the largest preventable cause of premature death in this country, killing more than 100,000 people each year in the UK. This is because tobacco smoke contains more than 4,000 chemicals, including arsenic, formaldehyde and ammonia, of which more than 50 are known to be carcinogenic (cancer causing) and more than 100 to be toxic. Half of those who smoke will die prematurely from a smoking related disease (Doll et al. 1994). 

No other legal product produces mortality on this scale. If introduced tomorrow, smoking ‘…would not stand the remotest chance of being legal’ (Smoking Kills, 1998). However, smoking is both legal and widespread in our society. Whilst the prevalence of smoking has virtually halved in the last thirty years, smoking prevalence remains high in the poorest sectors of society, i.e. those occupying manual jobs and living in our most deprived areas, where in many cases, smoking is the norm. Smoking prevalence is highest in urban areas of inner London, parts of the North East, the North West, and the East and West Midlands (Twigg et al, 2004). Disadvantaged groups are both more likely to take up smoking in the first place, and least likely to stop (Jarvis and Wardle, 1999).

The negative health impacts of regular exposure to secondhand smoke are now also well known. Non-smokers regularly exposed to secondhand smoke – for example, in their workplace or home – are now known to have an increased risk of those diseases strongly associated with cigarette smoke. 

2.1.1 Smoking and health inequalities

This predominance of smoking amongst the most disadvantaged groups in society is a major contributing factor to the persistence of health inequalities in the UK. It is a major cause of the gap witnessed between the life expectancy of those living in more affluent areas and those from poorer areas, whereby the most deprived groups experience the highest rates of premature mortality.  (Smoking Kills, 1998; Acheson, 1998). Lung cancer, a crippling and horrific disease which is almost entirely caused by smoking, kills five times as many men in unskilled manual work than in professional groups. 

2.1.2 Health in Salford 

Salford is one of the most deprived areas in England. The Index of Multiple Deprivation 2004 ranks Salford as being the 12th most deprived local authority in the country and the 4th most deprived local authority in the North West.

Salford also has some of the worst health. It has a higher than national prevalence of smoking related diseases such as coronary heart disease, chronic obstructive pulmonary disease (COPD) and asthma. Salford experiences death rates from lung cancer which are 62% higher, and from coronary heart disease which are 22% higher than national averages. Each year, more than one in five deaths in Salford are due to smoking – representing more than 500 people each year in Salford who are dying prematurely from the effects of smoking. 

High quality research has shown that smoking cessation at age 60, 50, 40, or 30 years of age gains, respectively, about 3, 6, 9, or 10 years of life expectancy (Doll and Peto 2004) Some remarkable progress has been made in circulatory disease and cancer, with deaths reduced substantially in the last ten years. These improvements are reflected in improved life expectancy for both males and females. However, data between 1999 and 2003 show that the gap between Salford and England & Wales is starting to widen in terms of life expectancy. There has been better improvement in other areas of the country – outstripping Salford (particularly for females). The causes of the gap are complex - it is likely that smoking is a major factor in the reduction in female life expectancy in Salford.

2.2 Social costs 

Alongside the serious health implications for those that smoke or are regularly exposed to secondhand smoke, there is a huge social cost to pay for smoking. Smokers lose an average ten years from their life expectancy. A quarter of those that die will do so in middle age. As such, many children will grow up without knowing their grandparents, and sometimes one or both of their parents, due to smoking. Many adults will not live to see their grandchildren, and sometimes children, grow up. Bereavement is a major contributing factor to depression and other mental health problems, and many social problems are also caused by lack of family support. The bulk of this wider, social cost of smoking related death and disease is borne by our most disadvantaged populations.

2.3 Financial costs 

In addition to health and social costs to smokers and their families, smoking has a huge financial cost both to society and to those individuals who smoke. Smoking is estimated to cost the NHS up to £1.7 billion each year (Smoking Kills, 1998). For the health service, the financial cost in 2003-4 of treating more than 30,000 smokers in Greater Manchester requiring hospital treatment for smoking related diseases was in excess of £37 million. (Department of Health North West Public Health Group, 2005). Using these figures, it has been estimated that in Salford, around 2,600 smokers require hospital treatment each year, translating to spending of £3,163,500 a year for hospital admissions due to smoking.

Businesses also bear much of the financial effects of smoking, in terms of smokers’ increased sickness absence and reduced productivity through cigarette breaks. In Salford, the cost to business of cigarette breaks alone has been estimated at £31,122,000. 

Smoking therefore has a huge cost to the economy. The overall cost of smoking to the local economy of Salford has been estimated at £53,865,000.

The financial costs of smoking to the individual smoker are also substantial: at today’s prices, a 20-a-day smoker will spend £31,025 over the next 20 years. Again, the costs of the habit are being borne by those who are least able to pay.
(See Appendix Two for a full breakdown of the costs of smoking in Greater Manchester and Salford).  

2.4 The challenge for Salford 

In Salford, our best available estimate of current smoking prevalence is that 35% of adults smoke (Health Development Agency, 2004). This is much higher than national adult smoking prevalence of between 25 and 27%, and is amongst the highest in the country. This suggests that there are over 58,000 adult smokers in Salford, and presents a significant public health challenge. 

To meet this challenge requires a wide network of people working together to address this key public health issue. We need to approach this issue in a strategic way which takes account of what we know works – and what we know doesn’t. 

The UK Government has now voted by an overwhelming majority to implement legislation introducing smoking bans in the majority of workplaces, with effect from the summer of 2007. This represents a huge step forward and a major opportunity to improve control of tobacco in Salford in a strategic way. 

2.5 Key messages: The need for a local tobacco control strategy

There is a clear need to take a strategic approach to tobacco control in Salford. 

· Effectively tackling smoking and secondhand smoke is the single most effective action we can take to improve the health of the people of Salford and reduce health inequalities. 

· There are huge financial benefits to be made by reducing smoking and secondhand smoke – to the NHS, to businesses, to the economy as a whole, and to individuals who smoke and their families. Helping a family where two people smoke to quit will save them more than £60,000 over the next twenty years. 

· There are huge social benefits to smokers and their families in terms of the thousands of lives this would save in Salford. 

· To make the maximum impact possible on this issue requires radical action from a range of partners in Salford. 

Chapter 3: Operationalising the Strategy 

3.1 Underlying principles

Two of our key underlying principles of how we do business are:

· to deliver our health actions at a neighbourhood level, taking account of local circumstances, and 

· to develop and train staff across Salford to integrate public health into their way of working.

(see 1.3 Underlying principles.)

These principles are key to how we operationalise the strategy. The following section will introduce how we will deliver the strategy locally, and go on to describe how we will develop the local workforce. Both will be developed in more details in the chapters relating to the four strategic priorities, Chapters 4 – 7). 

3.2 Neighbourhood/locality actions

Much of the work that we will carry out will operate at a citywide level. For example, we offer the Stop Smoking Service to all residents of Salford, and will be developing the Smoke free Homes Scheme across the city. However, communities and local circumstances (e.g. the nature and number of active community groups and facilities) differ. As a result of this, the specific activities and the partners involved in delivering them will differ at a neighbourhood level. 

The PCT has an active Health Improvement Team based across the city. This team is currently utilising its local knowledge to develop neighbourhood based action plans to deliver the strategy within their locality, in ways which are appropriate to the local population and its resources. 

There are three areas of action established at the neighbourhood level to deliver public health strategy.  These are:

1) Neighbourhood programmes and strategy delivery (top down approach) – this involves changing the way services are delivered, evidence based activity development, capacity building and development within organisations in Salford and influencing commissioning.

2) Capacity building and local priorities (bottom up approach) – this involves supporting communities to identify and take forward actions that improve health and creating networks across communities.

3) Project delivery (Combination of both top down and bottom up) – this involves delivering projects in the communities described in the programmes of work.

Health improvement requires both top down and bottom up approach; one will not have an impact without the other. 

Health Improvement Officers put neighbourhood health improvement programmes in place in the neighbourhoods.  Programmes are complex they include action across the whole health economy.  This includes not only developing new initiatives and services but also changing the way services are being delivered both within and outside of the PCT. Across each of the eight neighbourhoods of Salford neighbourhood programmes are developed.  Because the process used to develop the health programmes is participatory and takes into consideration the needs of the specific communities, they are unique.  Projects within the programmes have individual and clearly defined outputs; collectively these projects and other initiatives form the health programmes, which have shared outputs across the neighbourhoods.  In this way the health programmes deliver the citywide priorities.   

Logical framework planning is used to ensure the health programmes deliver the necessary and sufficient action required to improve health. Community Development Workers work within the new model to create active and engaged communities and to ensure that the community priorities are reflected in the neighbourhood programmes and that the delivery is appropriate for the specific communities.  This is essential to ensure that communities are fully engaged and are key partners in improving health.

Health Trainee posts (soon to be Health Improvement Worker posts) deliver health projects in the communities, which are described in the neighbourhood programmes and project managed.  Examples of these activities in relation to smoking are participating in the planning and delivery of Stop Smoking groups. By developing health programmes, activities move away from being individual projects, which have limited impact and move towards a strategic planning process and consist of actions that are required across the many levels to achieve health improvement.  The levels required to work across are: 

· individuals, 

· families, 

· communities, 

· organisations and 

· environments

The actions required across these levels to deliver a programmed approach to health improvement are: 

· awareness raising, 

· education, 

· capacity building, 

· social support, 

· clinical intervention, 

· policy and environmental change.

The actions necessary within programmes are delivered by a wide range of partners, both within the PCT and through other organisations.  Health Improvement Officers are responsible for establishing these programmes across all the areas identified above, working across all the levels.  This is achieved by working across wider partnerships, which includes Health Action Partnerships, Workforce development, neighbourhood teams, locality management and partnership networks.  These processes are in place across the city.

The City Council are in the process of undertaking a consultation on Choosing Health recommendations on how we can develop our work locally on smoking related issues with people across Salford, via the Community Committees. Once this work is completed, this will contribute to informing the direction of the neighbourhood work.

The Health Improvement Team takes a programmed approach to health improvement.  An example of how this planning process is used, and the activities that could be included at each level, using the programme matrix, is given below.

	Level

Activity
	Awareness raising
	Education
	Capacity building
	Social Support 
	Behavioural/Clinical

Intervention
	Environment / Policy change

	Individual
	Information stalls in public places to raise awareness of stopping smoking services.
	One to one support provided by trained people for stopping smoking.


	Training for local people to become stop smoking advisors.


	Sign -posting people to stop smoking support groups.
	Primary care stop smoking support.


	Smoke free homes scheme.



	Family
	Information provided in family settings i.e. groups and clubs.


	Activities with families in community settings in groups i.e. Scouts and recreational groups activities.
	Work with families 
	Community Stop Smoking groups.


	School support for smoking prevention and cessation.
	Smoking free homes scheme.



	Community 
	Local information events and activities.
	Training trainer schemes.


	Training local people to deliver stopping smoking activity.


	Supporting local people to develop community support groups.


	Establish NRT prescribing in community support groups.
	Pressure groups and lobbying from local residents to establish smoke free environments

	Organisation
	Campaigns and information available through internal systems and activities.
	Education programmes in work settings.
	Establish stop smoking groups in work places.


	Support to access funding for organisations
	Establish NRT in work places.
	Smoke free policies.

	Environment
	Local campaigns in stores and community settings.
	Education programmes in community settings.
	Establish stop smoking groups in work places.


	Support groups to develop activities & programmes to stop smoking.
	Establish NRT in work places and other community settings.
	Action to address access to untaxed tobacco sales.


3.3 Workforce issues

3.3.1 Background

The scale of the problem of smoking and secondhand smoke requires a multi-agency approach. We are all affected by smoking, through our own or our family members’ struggles to quit, or smoking related ill-health, or death, and the social consequences of this, or through witnessing through our work the range of health, social and financial impacts of smoking on families who can often ill afford to smoke. No one organization has a responsibility for this issue.  Smoking is everybody’s business.

Each of us can make a contribution to reducing the effects of smoking on the communities in which we live and work. The extent of this contribution will vary, ranging from simple awareness ranging to policy change. Examples are given below.

	Type of intervention
	Example

	Awareness raising
	Making staff and residents of Salford (smokers and non-smokers) aware of the smokefree cafes and restaurants in Salford; 

Signposting smokers to appropriate services;

Raising awareness of the dangers of secondhand smoke in the home and the workplace.

	Education
	Highlighting the financial costs of smoking;

Demonstrating the effects of smoking on appearance

	Social Support
	Actively promoting the range of support services available for smokers in Salford

	Capacity Building
	Training staff to deliver brief interventions to encourage smokers to quit

	Environmental/policy change
	Policy change to stop adults smoking in front of young people or whilst at work 


The nature and range of staff who are in a position to make an effective contribution to improving tobacco control in Salford are varied. The key staff working around each strategic priority area are summarised in 3.3.2 to 3.3.5 below, along with the nature of the contribution that can be made. These are further developed in Chapters 4 to 7.

3.3.2 Young people

Key staff

At the time young people are experimenting with smoking in their mid teens, schools and colleges are the main service reaching the vast majority of young people. Many will also use local youth and leisure services and engage with agencies such as Connexions. A minority of young people – but those most likely to smoke - will be in contact with youth offending, child welfare services and child and adolescent mental health services. Other potential partners include the fire service, who already target work to young people around fitness

Nature of contribution

Staff working with young people have the potential to raise awareness amongst young people who smoke of those services and products available to them in Salford if they wish to quit. They also have the potential to work with young people to educate them in ways which are most likely to have an impact on them and prevent them from wanting to smoke in the first place (Chapter 4, Reducing uptake amongst young people, looks at some of the evidence relating to this. Appendix 1, Results of Consultation Process, reinforces the need to make sure information is relevant to young people and how they live). Key agencies also need to work at the policy level to prevent staff from smoking around young people or glamorising smoking to young people in any way.

The above is described more fully in the next chapter, Reducing uptake amongst young people.

3.3.3 Adults

Key staff

Since smoking is a direct cause of illness, the health service is and will remain a key partner in terms of identifying and supporting smokers in quitting. This includes not only primary care professionals (i.e. doctors, nurses and dentists) but a range of allied health professionals, such as physiotherapists, who will work with patients for whom smoking is affecting their health, and hospital staff in general. The higher prevalence of smoking amongst those with mental health problems also means that mental health services are key partners here.

Not all smokers visit their doctor, and some smokers may prefer advice and support from those other than health professionals. A range of partners come into contact with smokers on a daily basis. Those with the most potential to engage with smokers include those in a position to highlight the impact of smoking on physical activity (i.e. Salford Community Leisure), or on income, such as Citizens’ Advice Bureaux, welfare rights and local credit unions (the vast majority of those attending do so for advice with debt or welfare rights issues) or address the common concern that quitting smoking leads to weight gain (i.e. dieticians, nutritionists and others working in the field of food), or link with fire safety advice (the fire service).

Other key partners are employers. The higher prevalence of smoking amongst manual workers and the fact that working class men are least likely to visit their doctors, means that  developing appropriate interventions in workplaces with high numbers of manual employers has potential to impact on smoking rates.

Contribution

Partners can contribute in a range of ways. They can raise awareness of the range of Stop Smoking services that exist (i.e. through general practice) and will be developed (in the community and the workplace), provide social support to smokers to quit, and  actively contribute to appropriate education relating for example to the impact of smoking on weight, fitness, income, or home safety.

The above is described more fully in Chapter 6, Smoking Cessation – adults.

3.3.4 Reducing exposure to secondhand smoke

Key staff

Secondhand smoke occurs in the home and the workplace (see Chapter 7, Reducing exposure to Secondhand smoke. In terms of the workplace, key staff are Environmental Health Officers (who inspect businesses on a regular basis) plus employers and trade unions. In terms of the home, the most direct link is those staff whose work requires them to visit people’s homes such as housing staff and health professionals such as health visitors. The fire service also work in the home to encourage fire safety via fire alarm installation. Other key partners are those who work in the community, such as the Health Improvement Teams. Finally, one of the underlying principles of this strategy (see 1.3) was that where possible and appropriate, we would work to develop the capacity of communities themselves to deliver services. Communities themselves are key partners in terms of reducing exposure in the home.
Contribution

Partners have much to contribute in terms of raising awareness and education regarding the dangers of secondhand smoke in the home to others with whom smokers live, particularly to children and the elderly. Our consultation (see Appendix 1), suggested that awareness of this may be low. Partners have the potential to encourage smokers to address and reduce the impact of exposure, i.e. via always going outside to smoke, or by restricting smoking to rooms which others do not use.

In terms of the workplace, Environmental Health Officers are already working closely with businesses to promote smokefree workplaces in advance of the Government legislation on smokefree workplaces, due to be implemented in summer 2007.

The above is described more fully in Chapter 7, Reducing exposure to secondhand smoke.

Chapter 4 Strategic Priority 1: Reducing uptake of smoking by young people


4.1 Background

The vast majority of smokers - 82% - take up smoking when they are in their teenage years (Smoking Kills, 1998). Of those who go on to become regular smokers, half will die of the habit (Doll et al, 1994). Therefore the full benefit of wider tobacco control measures will not be felt unless effective means of preventing young people from taking up smoking and of helping young smokers to stop before they become lifetime smokers are developed. 

4.1.1 Why do young people start smoking?

There are a range of reasons why children and young people smoke. They do not see the health risks of smoking as applying to them. They smoke to assert their independence and because smoking is something that the adults around them do, and that they are told not to do (Smoking Kills, 1998). Young people receive confusing messages regarding smoking, when those in a position of responsibility – in some cases the very people who are teaching them about the dangers of smoking – are seen smoking in front of them. Experimentation with drugs such as cannabis is common in young age groups – 30-50% of 16 and 17 year olds report they have tried cannabis at least once (Bonomo 2005). The perceived association of smoking with weight control may also be an issue amongst young people (as well as adults) and perhaps particularly young girls.

4.1.2 How many young people smoke?

Whilst adult prevalence of smoking has declined, the prevalence of smoking amongst young people has remained largely constant. National NHS surveys of 11-15 year old school children have shown that the proportion of this age group that smoke has fluctuated between 6% and 15% since 1982, and is currently 9% (Fuller, 2004) (See Figure 1 below).

The fact that there have been no significant changes in smoking rates amongst young people and that similar numbers are starting smoking each year suggest that what we 

Figure 1: Prevalence of smoking by young people in England; 1982-2003
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are doing is not working. As ‘Choosing Health’, the Government White Paper on health points out, for young people, messages about smoking (and other areas)

‘…tend to be presented from an adult perspective and do not fit the context of their lives or experiences. Well-intentioned messages are either mistrusted or seen as irrelevant and about someone else. Young people do not consider the risks and benefits of different choices in the same way as adults.’ (Department of Health, 2004b, pg67).

In Salford, we do not currently have good evidence of the proportions of young people who smoke. However, given that the adult prevalence is 10% higher than the national average, we would expect rates amongst young people to be higher than nationally.

4.1.3 Which young people smoke?

According to national surveys, the biggest ‘predictor’ of smoking behaviour amongst young people is whether they regularly attend school: 38% of regular truants and 32% of excluded pupils are regular smokers (Fuller, 2004).

Young people are also far more likely to smoke if they live in smoking households -  35% of those living in households where three or more adults smoke are smokers, compared to 8% of those who live in non-smoking households (Fuller, 2004).

Those in receipt of free school meals (13%) are also more likely to be regular smokers than those not in receipt of free school meals (8%) (Fuller, 2004).

Girls are more likely to smoke than boys. The latest available figures show that 10% of girls and 7% of boys smoke (Fuller, 2004).

The prevalence of smoking increases with age. Only 1% of 11 year olds smoke regularly, but 21% of 15 year olds do (Fuller, 2004). Most children start smoking in their teenage years, however, smoking interventions are often delivered much earlier than this, at a stage when most children tend to be against smoking:

‘Most little kids are really anti smoking; it isn’t until they get to their teenage years and young adulthood that it becomes a live option. So if the kids are already really anti smoking, getting them to be more anti smoking doesn’t really do anything.’ (Extract from lecture by, Prof Stanton Glanz, University of California).

Or, as one of the respondents to our consultation put it:

‘We…need to build on the fact that smoking in very young children is very low. Something happens between the ages of 11-14. We need to highlight this and address the problem areas.’

Belonging to an ethnic minority is not a key variable here. The prevalence of smoking is lower amongst black and Asian pupils than amongst white pupils, and the prevalence amongst mixed race pupils is similar to white pupils (Fuller, 2004)

There is also evidence that giving up smoking is more difficult for those from disadvantaged groups. This may be because they are more likely to be in smokier environments, have partners who smoke, and have stressful lives, which will make it more difficult to deal with the inevitable cravings that accompany quitting. Smokers need to 

“…be prepared to tolerate the discomfort of nicotine withdrawal and cravings for several weeks at least before things start to get easier. If this is difficult for everybody, it may be especially difficult for those whose lives are stressful and full of hassles to forego the certainty of short-term craving relief and elimination of withdrawal for longer-term gains in disposal income, health, and well-being. The logic of addiction, if not of economics, may win out and dictate buying the next pack of cigarettes.” (Jarvis and Wardle, 1999).


4.1.4 ‘What works’ in preventing young people from smoking?

Any strategic approach needs to take account of available evidence of ‘what works’. However, there is very little evidence of effective interventions with young people around smoking. Despite the fact that the evidence suggests smoking rates are highest amongst those who truant or are excluded from school, most interventions have taken place in a school setting. A Cochrane review of 76 randomised controlled trials found, at best, only short term effects on children’s smoking behaviour of interventions based in a school setting. Information giving alone was found not to have any effect on smoking behaviour with young people. Interventions aimed at combining information with behavioural and skills training achieved limited success (Thomas; 2005).

Studies based in a community setting produced similar results. A small number of studies looking at multi-component interventions found these to be more effective than single interventions (Sowden, Arblaster, Stead; 2005b).

Studies looking at interventions with retailers were found to lead to large decreases in numbers selling tobacco to youths. However, there was no evidence that this stopped young people obtaining tobacco elsewhere (Stead and Lancaster, 2004). 

There is some emerging evidence, largely from America, regarding the impact of educating young people regarding the techniques used by the tobacco industry to manipulate the evidence regarding health and promote smoking as  ‘cool’ within the media. In addition, a large controlled study in New Zealand used a text messaging approach. Over 1700 young smokers who wanted to quit enrolled. Half received free texts/messages of support and advice and the quit rates were double in this group than the group that received no intervention. 

There is little good quality evidence of effective interventions to prevent young people from smoking. What is evident is that the health messages have been delivered loud and clear to young people: evidence shows that young people are almost universally aware that smoking causes lung cancer and the vast majority are also aware that smoking causes heart disease (Foulds, 1999). However, this has had very little impact. The threat of a possible smoking related disease, many years in the future, means little to many young people, particularly those for whom smoking is the norm in their families and communities. 

4.2 Policy context

4.2.1 National policy

‘Smoking Kills – a White Paper on Tobacco’ committed the government to reducing rates of smoking in young people. Whilst acknowledging that ‘some children will always experiment with smoking, whatever parents, teachers, doctors or Governments say’ it promotes the need to ‘counter the idea that there is any link between smoking and glamour, maturity and independence.’ Restrictions on advertising and national publicity campaigns attempting to deride smokers represent important steps forward here, however, the pervasiveness of smoking within much of our media makes this a difficult link to break.  A recent article in the American journal ‘Pediatrics’ found that nearly four out of five films rated certificate 13 show somebody smoking cigarettes or cigars or chewing tobacco.

The 1998 White Paper laid out Government policy for tackling smoking in young people as follows:

· Minimal tobacco advertising

· Tough enforcement of underage sales

· Proof of age cards

· Rules on citing of cigarette vending machines

Roles and responsibilities

Local authorities have a duty to consider taking enforcement action under the Children and Young Persons (Protection from Tobacco Act 1991) at least once a year. However, prosecutions for the sale of tobacco to under 16s is relatively rare. The Choosing Health White Paper (Department of Health, 2004b) has announced Government intentions to strengthen powers of enforcement for selling tobacco products to those who are underage, with repeat vendors risking temporary or permanent bans on selling tobacco products. 

A private members bill has recently been introduced to raise the legal age of cigarette smoking to 18, with further debate beginning on the possibility of raising this even higher to 21.

4.2.2 Local context – what are we doing in Salford?

Existing prevention work with young people in Salford

Nationally, education regarding smoking forms part of the Science and the PSHE curriculum in both primary and high schools. The curriculum focuses on educating children on the health effects of smoking. At Key Stage 2 (age 7–11) pupils are taught that tobacco has harmful effects. At Key Stage 3 (11-14) pupils are taught that tobacco will affect health including lung structure. At Key Stage 4 (14-16) pupils are taught the effects of smoking on the body functions. Education regarding skills development, e.g. in resisting the pressure to smoke, can also form part of the Personal, Social and Health Education (PSHE) programme, however this is not currently a statutory requirement of schools. 

Alongside the national curriculum requirements, a great deal of additional health promotion work around smoking takes place in schools in Salford. The majority of schools in Salford are working towards Healthy Schools Status. To receive a Healthy School award, schools are required to promote a smoke-free environment and provide smoking education. Schools must be working towards being smoke-free by September 2007. 

Additional awareness raising sessions are offered in primary schools as part of the ‘Life Education’ project and the Crucial Crew interventions, both of which take place once a year. In the latter, all year six pupils in Salford receive this intervention, as part of a wider health education session. Raising awareness of the health risks of cigarettes forms part of a wider drug intervention session. No evaluation has taken place. 

Smoking is one of the five health promotion targets for school nurses, who also run awareness raising sessions for years five to six in the majority of primary schools and years seven to eight in the majority of high schools. Limited evaluation from a minority of schools suggested they perceive this as effective in raising awareness, particularly in terms of the visual aids used, although no evaluation has taken place with the young people. 

Trading Standards also deliver a consumer education programme to a number of primary schools. Part of the programme includes a session on the sale of age restricted products such as cigarettes.

An additional resource in Salford has been the drama intervention delivered by one older member of the community, Joe Hanlon, who has been involved in inter-generational work for some time. Joe has delivered a drama intervention regarding the effects of smoking and passive smoking to approximately half of the primary schools in Salford.

Prosecutions for under age sales

Salford City Council’s policy in relation to underage sales is to provide information and guidance to businesses to help them understand and comply with the law. This is supplemented by test purchasing exercises using young people to detect traders who are prepared to sell tobacco products to their children. Test purchasing exercises (which are undertaken for alcohol, fireworks, solvents, videos and knives along with tobacco) can be extremely resource intensive where significant illegal sales are detected, in terms of interviews under caution and preparation of court files. The Government has placed particular emphasis on reducing the level of anti social behaviour brought about by the underage sale and consumption of alcohol. This has also been identified by the local community in Salford as a priority issues and test purchasing of alcohol has been a strong focus of attention for Trading Standards as part of the Home Office Alcohol Misuse Enforcement Campaign. Test purchasing of cigarettes (along with fireworks and other products) has therefore been carried out at lower levels due to limited resources. 

Existing cessation work with young people in Salford

To become a Healthy School, schools are also required to provide cessation to staff, pupils and parents. School nurses have offered Stop Smoking sessions in all but two of the high schools, and these have been attempted in Pupil Referral Units. 

One of the barriers to attendance at these services by young people is perceived to be restrictions on prescribing NRT below the age of 18. In spring 2005 the Medicines Management Committee of the PCT approved a Patient Group Directive (PGD) to allow NRT prescribing to under 18 year olds by named registered health professionals. This approach has been piloted by a Health Visitor in one secondary school in Little Hulton. More recently, in December 2005, NRT has been fully licensed for young people over the age of 12, for a recommended duration of 12 weeks. This presents an opportunity to develop work with young people using evidence based methods to encourage quitting. 

4.3 Needs Assessment

4.3.1 Current position

The above has given an overview of the current position in Salford in terms of prevention and cessation with young people. It is clear that a great deal of activity is already taking place in Salford, particularly in school settings, to educate young people regarding the health effects of smoking. However, we do not currently have good evidence of smoking rates amongst young people in Salford, whether these are fluctuating at all and what if anything is making an impact. We would suspect that smoking rates are high and not reducing substantially, in line with national trends. We would also suspect smoking to be particularly prevalent in groups which our services do not reach effectively.

4.3.2 Where do we want to be?

Our vision is to reduce the number of young people in Salford who start smoking and ensure our services are accessible to young people. We want to reach a situation where we have a much better idea of the sorts of interventions that will stop young people viewing smoking as ‘cool’ and start to view it in a more negative way. We want to help those currently working with young people to access this information and deliver the sort of interventions that have meaning to the lives of young people in Salford. 

We want to be in a position where reducing smoking rates is seen as ‘everyone’s business’, and engage a range of partners in delivering effective interventions. We need to be targeting those young people most likely to smoke, at the age at which the majority are most likely to be thinking about and starting smoking. 

4.3.3 What are our major gaps?

Our largest ‘gap’ relates to information about smoking. We need to ensure we are in a position to measure and monitor smoking prevalence among young people in Salford now and in the future. 

Our second key concern is that we do not know which interventions work with those young people most likely to smoke, because of the lack of a national evidence base. We need to develop our knowledge of what are the interventions most likely to work with our target groups in Salford. This may involve innovative approaches which use more appropriate techniques and language, utilise modern technologies (such as visual imaging techniques) and start to address more effectively the extremely difficult association between cigarettes and ‘adulthood’. We also need to ensure our services address some of the reasons why young people smoke (i.e. stress management, weight control, image). As our consultation firmly pointed out, we need to involve young people themselves in developing an approach which will work in Salford. As one of the respondent to the consultation put it:

‘We need to engage people in the same way that we have engaged people over racism. …(W)e need to slowly but surely move away from the position where smoking is tolerated.’

Our third major gap is that we have not realised the full potential for our work by fully engaging with our range of partners. Chapter 3 demonstrated a range of partners, including schools, the youth service, youth offending, child welfare, mental health services and the fire service. It also illustrated the potential for staff to become involved in awareness raising, education and policy level change. We need to work to support our full range of partners to deliver the above. 

Finally, to reach our vision, we need to ensure our own ‘houses’ are in order and work on the fact that many of our local role models, and some of those that will be responsible for delivering anti-smoking messages, are seen smoking by young people.

4.4 Action plans  2006 – 2010

We will take action around the following key areas:

· Monitoring

· Consultation

· Workforce development

· Enforcement

Monitoring 

· We will undertake a questionnaire in a range of settings in Salford including secondary schools and youth clubs, establish baseline figures for 2006 and aim to repeat the questionnaire every two years 

· We will use results to monitor progress with reducing smoking prevalence

· We will set a target to reduce smoking prevalence amongst young people by 1% by 2008 and a further 1% by 2010

Consultation 

· Between 2006 and 2007, we will use a range of consultation methods with young people (including the questionnaire and further work with young people, focusing on those from excluded groups) to establish the types of interventions most likely to have an impact on smoking rates amongst young people living in Salford

· We will use the above to develop better methods of working with young people in Salford which take account of issues of importance to young people, which may include weight control, drug use and stress management

· We will work with our Publicity and Marketing teams to develop appropriate resources to aid the above 

Workforce Development

· In the longer term (2007-8) we will use this work to review and improve current approaches to prevention and cessation

· We will ensure staff working with young people are aware of relevant services for young people and how to signpost to these, by offering training and development

· In schools, we will offer training to, and work with, Governors to drive forward improvements to the school curricula in line with the above

· We will work with school councils to evaluate the success of the above

· We will ensure key staff working with young people most at risk of smoking (i.e. youth offending team, child and adolescent mental health services) are able to offer brief interventions to young people who smoke and want to quit

· We will work with Salford Community Leisure and the fire service to maximise the potential of their staff to deliver appropriate smoking cessation interventions with young people

· We will develop Stop Smoking services in a range of settings that are more appropriate to the particular needs of young people, modelled on the results of the consultation

· We will address the link between smoking and weight to promote understanding of the misuse of smoking for weight control, and provide evidence based information on the link between smoking and body mass, with appropriate advice on achieving and maintaining a healthy weight. 

· We will work to encourage key organizations (i.e. schools, youth services) to address their smoking policies, aiming to prevent staff smoking around young people 

· We will raise awareness amongst the above of the need for staff not to glamorise smoking in any way

Enforcement

· We will work to promote smokefree policies in schools and school grounds as part of the Healthy Schools award 

· We will expand current work to reduce access to cigarettes by young people



Chapter 5: Strategic Priority 2: Smoking Cessation - adults


5.1 Background

5.1.1 Changes in smoking prevalence 

There has been a dramatic decline in smoking in this country in recent decades. The major changes to smoking prevalence occurred during the 1970s and early 1980s, where smoking amongst adults fell substantially from 45 per cent in 1974 to 35 per cent in 1982. Since this date it has declined more gradually, levelling out during the 1990s to its current level of 25 per cent in 2004/05. Thus in the last thirty years we have moved from a situation where nearly half the adult population smoked, to one where only one in four smoke. 

This decline has not been experienced equally across all sectors of the population. Smoking remains high in deprived areas and amongst those in manual employment. Services to help those who wish to quit do so must ensure they are accessible and attractive to these groups in particular.

Smoking is one of the main causes of foetal death and adverse foetal development, yet many women continue to smoke throughout pregnancy (Department of Health, 1998).  Although the overall number of pregnant smokers has declined, it is still 18% nationally.

Smoking rates are also high amongst prisoners. A national survey of prisons in England and Wales revealed smoking rates of approximately 80% compared with the national average of 27% (Department of Health, 2002).  A pilot study in several prisons, (Acquitted, 2003) found that there was demand from inmates for help to quit smoking. 

Smoking rates are also much higher among people with mental health problems than among the general population, and there is good evidence that they can be helped to stop (Health Development Agency, 2004).

5.1.2 Why don’t people stop smoking?

The majority of smokers – around 70% - say they want to give up. However, dependence on smoking can be both physical and psychological. Nicotine – the chemical derived from the tobacco plant – is the addictive element of tobacco. It does not in itself cause cancer, but it is a powerful and fast acting addictive drug which hits the brain within ten seconds of inhaling on a cigarette. This is thought to increase levels of adrenaline, endorphins and catecholamines in the body and induce feelings of pleasure. However, as nicotine levels start to fall, withdrawals can cause craving and irritability. Cravings can start as soon as 15 minutes after smoking a cigarette. The ‘pleasure’ of smoking a cigarette for smokers is the satisfaction of the addictive craving for nicotine.

Nicotine replacement therapies (NRT) can effectively deal with nicotine dependence by gradually reducing the dose. However, the psychological and behavioural dependence on cigarettes is sometimes harder for smokers to deal with. For smokers, smoking can become a ritual. A smoker smoking 20 cigarettes a day will make 200-250 hand to mouth movements each day, which strongly reinforces this habitual action.

Nicotine causes a slight increase in metabolism. When someone stops smoking, there may be a slight increase in weight, compounded by the increased tendency to replace the act of smoking with ‘grazing’ on food. Concern with weight gain may also act as a barrier to quit attempts. 

It is essential to remember that smoking is an addiction, that the majority of smokers wish to quit, and that, for many, quitting is hard. Smokers need support and not blame.

5.1.3 What works with smokers?

Advice to quit

Brief interventions (opportunistic advice by GPs or other front line health professionals to stop smoking) results in 2% quit rate at six months, although there is reduced effect with repeated exposure and minimal effect on heavy smokers without pharmacotherapy or behavioural support (West et al 2000).  A Cochrane review (Rice et al 2002) found that nurses can be effective in helping smokers to quit where trained and employed for the purpose.

Medical treatments

In April 2002 the National Institute for Clinical Excellence (NICE) recommended that both Buproprion (Zyban) and NRT should be prescribed to smokers who were motivated to quit. Clinical trials have shown that NRT doubles the quit rate (Thorax 1998). ‘Numbers Needed to Treat’ (NNT) refers to the numbers of a particular intervention that needs to be made to achieve one success. The Numbers Needed to Treat for NRT without behavioural support is 20 (meaning that 20 smokers must be treated with NRT for one to stop.) In October 2005 ASH (Action on Smoking and Health) produced guidance on a new indication for NRT, called Nicotine Assisted Reduction to Stop (NARS), recommending that NRT be used to help smokers who were not ready to make a quit attempt, to help them cut down and stop, provided a strict protocol was followed and there was evidence of reduced consumption. NNT for NARS is 25, and therefore comparable with NRT. This guidance needs to be considered in the context of clear guidelines for health professionals in treating and referring smokers appropriately.

1:1 or groups

A Cochrane review, (Stead and Lancaster 2005) which looked at group behavioural therapy for smoking cessation did not find enough evidence to evaluate whether groups were more effective or cost effective than individual counselling.  McEwan (2005) found a group ‘effect’ in that quit rates were higher in the short term (4 weeks) than longer term, but they needed to be run by a specialist and were more suitable for the ‘more dependent’ smoker.

Pregnant women

For pregnant women, specialist counselling with NRT has been shown to be most effective (West et al 2000). Nicotine replacement therapy has been recommended with only a caution for pregnant and lactating women, after a risk-benefit assessment, since March 2003.  This was re-emphasised in new NRT guidance in December 2005.

NICE Guidance

In March 2006, NICE published new guidance, based on much of the above: “Brief interventions and referral for smoking cessation in primary care and other settings”. This document provides both practitioners and policy makers with a comprehensive, evidence-based approach to delivering smoking cessation services in England. NICE guidance is a benchmark in the UK for evidence review and the recommendations set out in this guidance are based on rigorous review of the evidence base. The recommendations cover the role of primary care professionals such as GPs and nurses, secondary care professionals, and community workers in asking and advising about smoking. The recommendations are shown in full in Appendix 5, along with examples of the ways in which we are meeting the recommendations, which is also considered in 5.3 below.

5.2 Policy context

5.2.1 The emergence of cessation services 

Providing services to those who want to quit has been a cornerstone of Government policy since 1999. Smoking Cessation services were set up in Health Authorities within Health Action Zones with ring-fenced funding from the Department of Health in 1999. The funding was initially for one year and the Department of Health provided guidance for structuring the service (see below), together with instructions for monitoring and data collection.  

The services are structured in three tiers:

· Brief interventions – opportunistic advice to stop, usually by a health professional

· Intermediate interventions – support to stop, either in 1:1 or in groups, by a trained health professional

· Specialist interventions – more intensive behavioural support with a specialist advisor

Ring-fenced funding finished in March 2002, and the new Primary Care Trusts were required to mainstream funding for the service.

Quality and Outcomes Framework

The Quality and Outcomes Framework (QOF) is a component of the new General Medical Services contract for general practices, introduced in 2004. The QOF rewards practices for the provision of quality of care and measures achievement against a range of evidence-based clinical indicators and against a range of indicators covering practice organisation and management. Many of the clinical indicators relate to smoking cessation, for example, to attract quality payments for smoking related issues practices must record the percentage of patients with a range of diseases (hypertension, coronary heart disease, chronic obstructive pulmonary disease (COPD), diabetes, or stroke) who smoke and who have been given smoking cessation advice. The above provides additional incentives for general practice to advice and refer smokers for support.

The Community Pharmacy Contract

The important contribution of community pharmacists to public health was emphasised in the Wanless report in 2004. This report also stated that the role of community pharmacists needed to be developed to expand overall capacity in the management of chronic conditions and to take the pressure off traditionally skilled people. The new Community Pharmacy Contractual Framework, announced by the Health Secretary in April 2005, will see pharmacists offer advice to improve public health such as healthy eating, stopping smoking and regular exercise. It will ensure pharmacies of all sizes can use their expertise to expand their range of services and are rewarded for offering more public health services, not just for dispensing prescriptions.

Choosing Health Through Pharmacy (2005), the programme for pharmaceutical public health, sets out how pharmacy staff can work closely with public health teams to concentrate on people or communities with particular health needs. Under the new contract, PCTs can commission “enhanced services” from local pharmacists, including stop smoking services. Enhanced services provided by community pharmacies will be commissioned locally by PCTs to meet local needs and will be funded locally by PCTs from their existing unified allocations. PCTs need to plan strategically to take advantage of the opportunities presented by community pharmacy enhanced services.

5.2.2 Local context

Overview of Stop Smoking services

In Salford, there is a well established Stop Smoking Service (known as the Smoking Cessation service until the Department of Health requested that all services change their name to respond to confusion over the term ‘cessation’.)  The Government requests information on quit rates at 4 weeks. The service achieves 4-week quit rates of between 36% and 42%.

Since its inception, the service has followed a general practice model, on the basis that around 80% of people consult their GP at least once a year (Thorax 1998).  Training was provided to practice nurses, many of whom were already offering opportunistic smoking cessation to their patients, to develop their understanding of behavioural approaches and ensure familiarity with NRT, monitoring and data collection. Practices are paid to carry out intermediate interventions and 4-week follow up (approximately 20 minutes of nurse time).  

Since 2002/3, Salford PCT has continued to meet and exceed its targets for 4-week quitters (See Table 1).

Table 1: Salford Stop Smoking Service: Progress against 4 week quit targets

	Year
	Target
	Actual number

	2002-03
	933
	1,152

	2003/04
	1,299
	1,649

	2004/05
	1,456
	1,750

	2005/06
	1,615
	1,897


Target plans (see sample plan Table 2) were calculated for each practice, so that they could see how many smokers might require the intervention per year.

Gradually, during 2000/2001, all GP practices in Salford became involved in the Stop Smoking Service and their targets have been monitored quarterly for the past six years.  

Table 2: Sample plan for general practice

	Size of practice population over age 18
	3,259

	34% in the practice are smokers (estimate)
	1,108

	Assume 80% visit the practice in the year
	886

	Assume 50% have brief intervention from the GP
	443

	20% of those express interest in stopping and want intermediate intervention 
	88

	Assume 75% of those set a quit date and have NRT prescribed
	66

	Assume 40% of those quit for 4 weeks
	26

	Assume 15% of those quit for 12 months
	4


Voucher scheme

A voucher scheme for NRT was developed in conjunction with community pharmacists, many of whom attended training to provide an intermediate service. At present, 60% of community pharmacists are involved in the scheme. The NRT voucher scheme has been modified to enable clients to be supplied with up to ten weeks of NRT.  

5.2.3 Stop Smoking services in Salford - settings

Community

Key staff in the Health Improvement team have been trained in both Brief and Intermediate Interventions around smoking and have led awareness raising sessions and events in the community. They also signpost smokers to existing services as part of their routine work
Hope Hospital 

Salford has had a full-time Stop Smoking Adviser in Hope hospital since 2002. Patients are referred by clinicians and nurses.  The majority are from the cardio respiratory departments and require quite intensive support as well as pharmacotherapies, as recommended by West et al (2000).  

Mental Health Trust
The specialist advisers in Salford have always responded to specific requests for help from the Mental Health Trust, but this is an area currently being developed. More recently mental health staff have been attending training so that they can provide in-house support to patients. 

Forest Bank Prison

A service was launched in Forest Bank prison in November 2002. Training was offered to prison health care staff and a member of the specialist team ran weekly support groups with a prison officer. All prisoners in the groups were offered nicotine patches.  In October 2003 a new Respiratory Care Nurse was recruited to the prison and she took over this support, seeing prisoners in groups and 1:1.  Nicotine patches were mainly funded by the prison itself, but the Department of Health provided £5,000 per year for 3 years to March 2006.  Forest Bank was one of 16 prisons in the North West taking part in a one year study to look at smoking cessation outcomes. The study found that substantial quit rates could be achieved in prison settings with considerable prisoner interest in participation (MacAskill and Hayton, March 2006).   In one year in Forest Bank, 300 prisoners made a quit attempt and 43% had quit for at least 4 weeks.

Dental Practices

A pilot project, where a dental nurse has been trained to provide intermediate advice to patients wanting help to quit smoking, has been running in one Dental Practice in Salford since June 2005.  If the results of this are favourable, they will be used to encourage other dental practices to be involved.

Community Pharmacies

Salford has a good record of offering smoking cessation through community pharmacists, with roughly 60% now offering these services. Current arrangements continue although a service specification for an enhanced service under the new pharmacy contract has yet to be developed. 

Workplaces

A part-time workplace adviser was recruited in April 2005 to provide smoking cessation support to local workplaces, including the City Council and NHS. In the seven months since the workplace interventions have been up and running, the worker has seen more than 80 staff, achieving a quit rate of more than 50%. Figures shown will be an underestimate of the true figures for four week quitters given that a proportion of those for whom follow up was not successful will also have given up. 

Table 3: Results from part-time Workplace Stop Smoking Adviser 
	Venue
	Number smokers seen
	Number (%) quit at 4 weeks
	Number (%) not quit at 4 weeks
	Follow up unsuccessful (%)

	Hope hospital
	22
	10

(45%)
	6

(27%)
	5

(23%)

	Other workplaces (principally City Council)
	59
	32

(54%)
	17

(29%)
	10

(17%)

	All workplaces
	81
	42 

(52%)
	23 

(28%)
	15 

(18%)


City Council

City Council staff are also involved in smoking cessation with some staff undertaking training in offering brief interventions and signposting towards other services. The City Council has soon agreed to fund extra hours from the Stop Smoking Service to increase the support it can offer to its staff.

Community

Funding has been secured to develop a number of local Stop Smoking groups in the community (see 7.1.2).

5.2.4 Stop Smoking Services – priority groups

Pregnant smokers

In October 2002, extra government funding to reduce smoking in pregnancy enabled the secondment of a specialist midwife in Salford for three days a week to work with pregnant smokers, their partners or other smoking relatives.  The specialist midwife can prescribe NRT to all pregnant smokers that want it.   In 2004-05 127 pregnant smokers set a quit date and 54 (43%) had quit smoking when followed up at 4 weeks.

Manual workers

We are currently starting to target manual workers via the development of our workplace cessation work. We are in the process of completing an equity audit which will advise us of whether the most deprived groups are accessing services in each area. 
Ethnic minorities 

Developmental work has been carried out in parts of Salford in the past three years to encourage the Moslem population to quit smoking during Ramadan, when Moslems are not permitted to smoke between sunrise and sunset for a period of a month. This work has been developed by a multilingual Ethnic Minority adviser, who currently works one day a week. As the ethnic minority population of Salford grows and becomes more diverse, there is a need to look at the potential to address smoking issues with different minority groups in Salford. 

5.2.5 National Targets

The government has set a range of targets for the reduction of smoking prevalence amongst adults. The National Service Framework for Coronary Heart Disease (Department of Health, 2000a) called for a general reduction in the prevalence of smoking in the local population by the NHS and partner agencies. Since then, national targets have been more prescriptive: 
· Deliver 50,000 smokers successfully quitting 4 weeks after setting a quit date, by March 2002, with particular emphasis on manual socio-economic   groups (Department of Health, 2000b)

· Deliver a decrease in the proportion of pregnant women who continue to smoke throughout pregnancy by at least 1% (Department of Health, 2000b)

· Reduce smoking rates among manual groups from 32% in 1998 to 26% in 2010 in order to narrow the health gap (Department of Health, 2000c)

· Reduce the rate of smoking, contributing to the national target of reducing the rate in manual groups from 32% in 1998 to 26% by 2010: 800,000 smokers from all groups to have successfully quit at the 4 week stage (Priorities and Planning Framework 2003-06: Improvement, expansion and Reform

· Reduce adult smoking rates from 26% in 2002 to 21% or less by 2010, with a reduction among routine and manual groups from 31% in 2002 to 26% or less by 2010 (Department of Health, 2004b) 

The above will are linked to the wider national targets to

· Substantially reduce mortality rates by 2010 from heart disease, stroke and related diseases by at least 40% for people under 75

· Substantially reduce mortality rates by 2010 from cancer by at least 20% for people under 75

· Reduce health inequalities by 10% by 2010 as measured by infant mortality and life expectancy at birth

5.2.6 Local targets

Local targets have been set for 

a) numbers accessing the service and 

b) numbers who successfully quit at four weeks.

a) Numbers accessing the service

From a baseline of 5,000 in 2005/6, targets for numbers of adults accessing the service have been set as follows

2006/7
6,000 and

2007/8
7,000

b) Number of 4 week quitters

The current yearly target is to achieve 1,600 4 week quitters per year. 

5.3 Gaps

The fact that Salford continues to meet and exceed its smoking cessation targets is an achievement and this should be recognised. However, the reality is that the prevalence of smoking in Salford remains much higher than nationally. Cessation is one part of a bigger picture – if we do not effectively prevent people starting smoking, quit rates will have no impact. We must both work towards the wider picture in terms of improving control of tobacco generally, and not depend on cessation.

As cited in 4.1.3 above, the National Institute for Health and Clinical Excellence (NICE) has recently published recommendations for cessation. We have reviewed the PCT’s performance against these recommendations (see Appendix 5) and highlighted two key actions which should be taken in response to these.

In relation to Recommendation 5, which highlights the role of hospital clinicians (and others) in referring people who smoke to intensive support services, discussions are currently underway to supplement our existing work here by developing the role of the link nurse at Hope Hospital. This is in response to local issues with inappropriate referrals and the need to ensure that those who do want to stop smoking are identified.

In relation to Recommendation 9, which recommends that monitoring systems should be set up to ensure health professionals have access to information on the current smoking status of their patients (i.e. the most recent occasion on which advice to stop was given, the nature of advice offered, and the response to that advice) we will work with managers of all relevant services to support this information being collected.

In addition to the guidance itself, NICE has published audit criteria, implementation and a costing tool, all of which will be considered as part of the process of implementation of this guidance. Audit criteria include the percentage of referrals to the Stop Smoking Service by profession of referral. Given the range of staff with whom we are working to encourage referrals to the Stop Smoking Service, it is essential that we develop means of collecting this information within the Stop Smoking Service itself.

We need to ensure we are giving people what they want. One of the common anecdotal barriers to quitting smoking is concern with weight gain. 

We need to fully utilise the capacity of staff working in the community to deliver appropriate interventions around signposting and brief interventions.

The service is still very NHS focused and we need to be doing more to develop the capacity of others to deliver appropriate interventions
Finally, we need to be doing more to ensure our services are appropriate and accessible to all, i.e. to the growing Black and Minority Ethnic population of Salford, and those who are least likely to attend general practice and therefore access the services which we provide based on a general practice model (principally working class men).

5.4 Action plans  2006-2010

We will aim to increase the numbers of smokers having quit at four weeks by achieving at least 1,800 quitters per year, by the following:

· Promoting the Stop Smoking Service

· Promoting access to effective treatment

· Workforce Development

· Developing work in the community

· Developing interventions in the workplace

· Targeting priority groups

· Data collection

Promoting the Stop Smoking Service

· We will continue to improve access to the Stop Smoking service in Salford by working with the Publicity Action Group of the Tobacco Control Partnership to raise awareness of the service

· We will pilot specific interventions, such as an Exercise Referral scheme for smokers, to address common reasons for not quitting

Promoting access to effective treatments

We will continue to improve access to effective treatments such as NRT by investing in the NRT voucher scheme

Workforce development

We will target our training and development at the following key groups of staff:

· Midwives

· Pharmacists

· Allied Health professionals (prioritising Physiotherapists, Podiatrists and Speech and Language staff)

· Mental health workers

· Salford Community Leisure

· Fire Service

· Food workers

· CAB/Welfare Rights/local credit unions

Developing work in the community

· We will work with partners to pilot community Stop Smoking Support Groups in different locations in Salford.

· We will invite groups and organisations in the community and voluntary sector to apply for funding to a Health and Wellbeing community budget. One of the criteria on which these will be judged is whether the group includes reduction of smoking as one of its aims.

Developing work in the workplace

· We will promote cessation among manual groups by offering to provide Stop Smoking services on site, in workplaces, particularly those with high numbers of manual employees  

Targeting priority groups

· We will increase awareness about the harmful effects of smoking and second hand smoke to Black and Minority Ethnic communities and develop culturally appropriate services 

· We will continue to promote training for midwives and develop our work in hospital settings  

Data Collection

· We will continue to improve monitoring and data collection from GP practices by reducing losses to follow up by 10% by 2008 and by a further 5% by 2010

· We will ensure we have means of collecting referrals by profession of referrer, in line with NICE guidance, to assess the impact of our partnership working

Chapter 6: Strategic Priority 3: Reducing exposure to second-hand smoke


6.1 Background

Secondhand smoke is a killer. Tobacco smoke has the potential to damage virtually all organs in the body. Just thirty minutes exposure can make blood platelets more sticky and increase the risk of a blood clot. Although awareness of this is started to grow, it is perhaps not surprising that there is confusion over the real impact of secondhand smoke. The tobacco industry  has made repeated efforts to deny the link between secondhand smoke and health. Litigation against the tobacco industry however is now bringing important documents relating to the workings of the tobacco industry into the public domain. In 2001, tobacco industry documents revealed that the tobacco firm Philip Morris – who had funded a major piece of research on smoking and cot death – had exerted a ‘subtle but very important influence over the research…designed to get the whole medical literature off in the wrong direction.’
 The first draft of the report stated that exposure to smoke pre- and post-natally was a risk factor for cot death. After consultation with Philip Morris, the findings were downplayed. 

This section will describe the real health impact of secondhand smoke on those exposed to smoking, both in the home and in the workplace, before describing what we are already doing in Salford to address this issue, and what more needs to be done. 

6.1.1 What is secondhand smoke?

Secondhand smoke refers to the tobacco smoke which others breathe when a cigarette is being smoked. It has become the common term for what used to be called passive smoking, and is now sometimes also referred to as environmental tobacco smoke. 

There are two parts to secondhand smoke:

· the ‘sidestream’ smoke from a burning cigarette 

· the ‘mainstream’ smoke that smokers exhale.

It is the sidestream smoke from the tips of burning cigarettes that constitutes the biggest public health problem. This contains a high concentration of toxins such as ammonia, carbon monoxide and hydrogen cyanide. This makes up 85% of the smoke in a smoky environment. 
6.1.2 The health risks of secondhand smoke

Regular exposure (i.e. in the workplace, or at home) is known to increase the risk of heart disease by up to 30%, and lung cancer by up to 24% (Vineis, 2005; Department of Health, 2004a; IARC, 2004; Repace, 1999; Hackshaw et al, 1997; Law et al, 1997). Recent research the figures for heart disease may be an under-estimate, and the excess risk may be closer 50 or 60% (Whincup et al, 2004)
Secondhand smoke causes nearly 11,000 deaths per year in the UK, predominately amongst those aged over 65, from heart disease and stroke (Jamrozik, 2005). Secondhand smoke also increases the incidence of a range of illnesses and diseases, including stroke, asthma and other respiratory diseases, and middle ear infection. 

The greater the exposure to secondhand smoke, the greater the risk, and thus the highest risks are posed to those who live or work in smoky environments. The vast majority of secondhand smoke comes from invisible and odourless gases, therefore people will not always be aware they are being exposed, or will underestimate the amount of exposure.  
6.1.3 Exposure in the workplace

Employers must protect their staff. Under the Health and Safety at Work Act, 1974, they must to provide a working environment for employees that is:

‘…safe, without risks to health, and adequate as regards facilities and arrangements for their welfare at work’. 

Despite this, more than two million people in England and Wales work in places where smoking is allowed throughout and another ten million in places where smoking is allowed somewhere on the premises. In the UK, exposure to secondhand smoke accounts for around 600 deaths a year in the workplace (two people every day) and a least one death a week of an employee in the hospitality industry (Jamrozik, 2005). This is three times the number of reported deaths from all industrial accidents. Ventilation systems remove the sight and smell of smoke but are not of sufficient strength to remove the harmful noxious gases. Even sections of the tobacco industry are now beginning to acknowledge this. 

The forthcoming legislation on smokefree workplaces will ensure that employers take their responsibility to protect the health of their employees from exposure to secondhand smoke seriously.

6.1.4 Exposure in the home

It has been estimated that 95% of deaths from secondhand smoke are due to exposure in the home (Jamrozik, 2005) The majority of these occur in those over 65, however, the damage done by secondhand smoke can begin in childhood. For example, regular exposure to secondhand smoke in children is associated with a near fourfold increase in risk of lung cancer in adulthood (Vineis et al, 2005). Children are particularly susceptible to secondhand smoke as their bodies are still developing, their bronchial tubes and lungs are smaller and their immune systems are less developed. They also take in more chemicals from tobacco smoke than adults as they breathe faster. Exposure to secondhand smoke is associated with the following: 

· Sudden Infant Death Syndrome (cot death)

· Inducing asthma

· Exacerbating asthma

· Middle ear infection

· Respiratory disease

Cot death is twice as likely for babies whose mothers smoke. In households where both parents smoke, children have a 72% increased risk of respiratory illness. There is a 50% increase in risk of contracting asthma. There is a 40% increase in risk of middle ear disease, which can cause deafness. There is also an increased risk of meningitis. 

Exposure to secondhand smoke in the home is an inequalities issue: children living in low income families are three times more likely to be exposed to secondhand smoke than children who live in households where the ‘head’ is a professional (Office for National Statistics, 2003).

6.1.5 Implications of the above

Having considered the health effects of secondhand smoke and described its impact in the workplace and home, the implications are clear. We need to be taking action to protect the people of Salford from harmful exposure to secondhand smoke. To do so effectively will have major health benefits for the future. As well as reducing the harmful effects of secondhand smoke such as cot death, premature death in adulthood and respiratory disease, smokefree policies have been shown to reduce tobacco consumption, support ex-smokers in staying stopped, encourage smokers to quit and encourage people not to start in the first place. If all workplaces in the UK became smokefree consumption per capital would drop by 7.6% (Fichtenberg, 2002). Smokefree policies have a major contribution to play in ‘normalising’ smokefree environments

Smokefree policies are popular. When asked, the majority of the population repeatedly give their support for smokefree workplaces and public places. In the North West, the Big Smoke Debate in 2004 showed that 80% of respondents supported a ban on smoking in public places and national polls show that support has continued to climb since then.

6.2 Policy context

6.2.1 National context 

The UK government has recently voted by an overwhelming majority of 200 to introduce a total ban on smoking in indoor workplaces, including private members clubs. The original intention of Government – to exempt private members clubs and licensed premises not serving food from the smoking bans – was rejected.  A blanket ban and a ‘level playing field’ will now be introduced. At the time of writing, the bill has passed its first stage in the House of Lords and is expected to pass without amendment. The vast majority of workplaces will now need to introduce smoking bans by the summer of 2007. Although the implementation date is unclear, a lobby is developing in favour of 31 May, 2007, which is World No Tobacco Day.

6.2.2 Local context

Much is being done in Salford to reduce exposure to secondhand smoke. The following describes the work that is in progress to encourage businesses to adopt smoking policies in advance of the legislation and summarises the results of a pilot project to encourage families to make their homes smokefree, before describing how we wish to develop this work in Salford and what needs to happen for this to take place

Smokefree workplaces

Ahead of Government legislation, Salford established a programme of work to reduce exposure to secondhand smoke in the workplace in 2004/5. With funding from the Primary Care Trust, a Tobacco Control Officer works with Environmental Health Officers (EHOs) to promote smokefree policies in workplaces that have not already implemented these. The project has been running since April 2005. At the time of writing, EHOs have visited more than 400 premises, the majority of which (around 65%) have smokefree policies already in place. This leaves a sizeable minority without 100% smokefree policies – many have smoking rooms or no smoking restrictions at all. 

Interventions are being made with non-smokefree workplaces identified by this process and by additional cold calling work, and at the time of writing, 20 new businesses have introduced 100% smokefree policies as a result.  A major focus of the current work has been on cafes and restaurants. More than 100 of the cafes and restaurants in Salford are now smokefree, representing more than half of the total – and the number is growing all the time. Recently, North West Ash asked Local Authorities to indicate the number of smokefree cafes and restaurants in its region. Returns suggested that Salford has by far the highest number in the region (see Table 4 for results in Greater Manchester). The current number of smokefree cafes and restaurants in Salford is 105 (correct as of July 2006).

Table 4: Number of smokefree venues in Greater Manchester




 

	Local Authority
	Number of smokefree establishments

	Bolton
	23

	Bury
	12

	Manchester
	99

	Oldham
	12

	Rochdale
	15

	Salford
	100

	Stockport
	48

	Tameside
	6

	Trafford
	18

	Wigan
	25


Major success has also been had with Greater Manchester Fire Service, whose headquarters are in Salford. Work with the head office has meant the introduction of smokefree policies in the 41 fire stations across Greater Manchester, representing 2,500 workers. Salford has also now achieved its first smokefree taxi service, hairdressers and golf club. 

The ‘exemplar’ role

With the Council and PCT leading on work across Salford to encourage employers to implement model policies with regards to smoking, it is imperative that they adopt policies which are exemplary in this respect. 

Salford City Council is in the process of reviewing its smoking policy. In late 2005, the Cabinet of the City Council approved a local green paper (Choosing Health in Salford), which reinforced the need for the Council to 

· Ensure all council buildings are smokefree

· Remove all smoking from the public’s gaze

· Ensure all council events, including public events such as the Mayor’s Ball are smokefree.

· Stop staff from taking smoking breaks in works time

· Support staff who wish to access smoking cessation services

This is currently out to consultation with a view to implementation by January 2007. 

The Government has stated that the NHS is to be smokefree by December 2006. Although this applies to buildings, Trusts can achieve gold status by ensuring their grounds as well as their internal buildings are totally smoke- free. Salford Royal Hospitals NHS Trust revised and relaunched their No Smoking Policy in March 2004. They have made significant progress in moving smoking away from doorways by introducing smoking shelters away from entrances. There are separate shelters for staff which are out of view of the general public. They face problems with enforcement, which can be difficult with patients who are immobile and in hospital for long period of time. A smoking policy group monitors the situation and has advised that staff shelters should be phased out by the end of 2006.  Help is available for staff who want to quit via a part-time workplace adviser (from the Stop Smoking Service. 

Bolton, Salford and Trafford Mental Health Trust are also working to develop smokefree policies within the timescales required by Government. The latter have undertaken a formal consultation with staff and patients.

Work has been undertaken with the two Trusts to provide support and assistance in implementing smokefree policies.

Salford Primary Care Trust has a well established no smoking policy (updated in January 2004) with smoking not allowed in any Trust buildings, with the exception of long stay residential care homes. Staff are not allowed to smoke whilst on duty or on health service premises or whilst representing the Trust in any capacity and this is a disciplinary offence.  Staff who smoke are offered help to quit via their GP, the local pharmacy scheme or via an adviser from the Stop Smoking Service (the Health Time scheme can be used to access help during work time) and NRT is available on prescription via a voucher scheme. Staff are also able to request clients not to smoke whilst visiting in their homes.  The policy does not formally extend to General Practice or our other independent contractors.

Smokefree homes

It was shown above that 95% of the deaths from secondhand smoke occur due to domestic exposure. A pilot project between Sure Start and the Stop Smoking Service to reduce exposure to secondhand smoke in the home amongst families with young children, using an awards scheme, has been  carried out in Seedley, Langworthy and Precinct. The evaluation of the project clearly demonstrates its effectiveness. In ten months, more than 100 families were recruited and the vast majority indicated at follow up that they had kept their pledges to either not smoke around children (bronze award), only smoke in one room in the house (silver award) or only smoke outside (gold award). The project achieved an increase in awareness of the dangers of secondhand smoke, reduced exposure to secondhand smoke, and additional outcomes in terms of numbers quitting smoking. Although the intervention was not focused on smoking cessation, more than half of smokers involved in the project reported giving up as a result. Interviews and focus groups with participants indicated that they welcomed the information that was given by health professionals, but would prefer this was given by local people who themselves may have declared their home smokefree and who could assist with some of the difficulties in enforcing this i.e. to friends and visitors. 

6.2.3 Targets

Local targets

In 2005-6, a Best Value target of increasing the number of smokefree cafes/restaurants by ten before March 2006 was met by January 2006.


6.3 Needs Assessment

6.3.1 Current position

The above has shown that Salford is in an excellent position in terms of preparation for the onset of the smokefree legislation. It has a programme of work already established to promote smokefree businesses in conjunction with Environmental Health Officers in the City Council. This work has been successful in cases where employers have not anticipated any major impact on their business or decided to put their own health and the health or their employers before any expected impact on trade. This has been less successful where employers anticipate a decline in trade, principally pubs and clubs and venues seen as those where this will be hard to enforce i.e. bingo halls and arcades.

In terms of smokefree homes, the pilot project has shown that campaigns to promote smokefree homes can be successful. This pilot has not yet been developed outside of the pilot area.

6.3.2 Where do we want to be

Our vision is that we will substantially reduce exposure to secondhand smoke in Salford by 

· ensuring the legislation on smokefree workplaces is implemented smoothly, and by 

· ensuring residents across Salford understand the importance of keeping their homes smokefree, so that this becomes the norm in Salford

6.3.3 What are our major gaps

Workplaces

In terms of workplaces, we have achieved limited success in persuading those venues where the risk of secondhand smoke is the highest – i.e. pubs and clubs and traditionally smoky venues such as bingo halls – to adopt smokefree policies in advance of the legislation. Those venues which have been least likely to consider smokefree policies as an attractive option are likely to also be those with the most enforcement problems. Work that we can do now will minimise future problems with enforcement.

We need to continue our work with businesses in Salford to promote understanding of the smokefree legislation and its requirements and ensure that as many businesses as possible accept this voluntarily. We need to focus our attention on those venues that are most likely to have problems with enforcement. 

Homes

We need to make sure we are addressing the fact that the vast majority of deaths due to exposure to secondhand smoke occur in the home. We need to capitalise on the learning from the pilot Smokefree Homes Scheme and ensure all residents of Salford are made aware of and actively encouraged to join this scheme. 

Workforce Development

We need to develop the capacity of others to promote the Smokefree Homes scheme, specifically those identified as key partners: housing, the fire service, the health improvement teams, communities themselves.

Becoming exemplars
We need to get our own houses in order and ensure our own policies are exemplary. We need to address, for example, the unwelcome sight of uniformed health staff being seen smoking in public. 
6.4 Action plans 2006 – 2010

The priorities for action on this strategic priority are as follows:

· Establishing smokefree homes as the norm in Salford

· Implementing smokefree workplaces, including in our own organisations

· Raising awareness of the dangers of secondhand smoke

6.4.1. Smokefree homes 

· We will roll out a Smokefree Home scheme across neighbourhoods in Salford in 2007

· We will recruit local community champions to promote this scheme in their communities

6.4.2 Smokefree workplaces 

· We will protect thousands more workers in Salford by increasing the number of businesses with smokefree policies in advance of the legislation 

· Prior to the legislation being implemented, we will ensure enforcement officers have a thorough knowledge of the requirements and regulations We will ensure robust enforcement methods are introduced once the legislation is implemented. 

· We will work to promote excellence within the smoking policies of the City Council and NHS Trusts. 

6.4.3 Workforce Development

· Our Smokefree Homes work will be supported by the training of key staff (i.e. NHS staff, key staff within the Housing Directorate, and the fire service) 

· We will ensure that staff training includes information at an appropriate level relating to the evidence regarding exposure to secondhand smoke 

6.4.4 Becoming exemplars

· We will review our own policies and ensure we are the exemplars with regards to secondhand smoke in the workplace.
6.4.5 Raising awareness 
· We will work with our Publicity and Marketing team to increase public awareness of secondhand smoke and its risks in the home and the workplace

Chapter 7: Strategic Priority 4 Marketing and Communications

7.1 Background

Social marketing is increasing being recognized in terms of its potential to improve health. The Government White Paper on Choosing Health (Department of Health, 2004) promoted the use of social marketing techniques as tools for raising public awareness and changing behaviour. This has led to the formation of the National Social Marketing Centre for Excellence, a collaboration between the Department of Health and the National Consumer Council, which is developing a social marketing strategy for England. 

In Salford, we recognize the potential power of social marketing and have set up an active Publicity and Marketing team which is attached to the Tobacco Control Partnership (and other health partnerships). This strategy highlights publicity and marketing as a key strategic priority which cuts across all of our strategic aims and objectives. 

Before introducing the actions that will be undertaken by our Publicity and Marketing team, a brief introduction to the role of social marketing will be given.

7.2 What is social marketing?

Social marketing can be described as 

‘marketing tools applied to social good used to build public awareness and change behaviour’ (Department of Health, 2004) 

or 

‘the application of proven concepts and techniques, drawn from the commercial sector to promote changes in diverse socially important behaviours such as drug use (or) smoking…’ (Andreason, 1995). 

A recent article in the British Medical Journal cites evidence of how marketing has been used effectively in the hands of major industries such as the tobacco industry. Social marketing is about borrowing these ideas to promote health. ‘If marketing can encourage us to buy a Ferrari, it can persuade us to drive safely.’ (Hastings and McDermott, 2006).

What social marketing is not

Social marketing is much more than advertising. It is not just about a communication campaign or use of the media – although these may be elements of a wider approach. Neither is social marketing about relaying facts. This is particularly important to recognize when applied to smoking. ’Most people know…that smoking is dangerous…they continue with unhealthy behaviour because they see some other benefit in doing so – relaxation perhaps, or a treat. The secret for the social marketer is to devise a way of enabling them to get the same benefit more healthily.’ (Hastings and McDermott, 2006). Examples of social marketing approaches in the private sector are loyalty cards, air miles and branding (Hastings and McDermott, 2006).

Key elements of social marketing 

· Start from an understanding of the people whose behaviour we want to change – what are their values and motivations?

· Social marketing messages are much more effective if reinforced by health professionals and others

· Social marketing achieves better results when form part of a coordinated set of activities and interventions at different levels

Social marketing has several stages:

· Developing plans using behavioural theory

· Selecting communication channels based on knowledge of the target audience

· Developing and pretesting materials

· Implementing the campaign

· Assessing effectiveness

· Refining materials for future communications

7.3 Can social marketing change health behaviour?

Systematic reviews have shown that social marketing techniques have successfully been applied to tobacco, along with other health issues (Stead et al, 2006.) Evans et al (2006) argue that effect sizes may be small, but when applied to the population, can have a significant impact. 

Challenges to social marketing

Clearly, the use of marketing tools to promote health are in competition with the techniques employed by product advertisers, who have big budgets. Other challenges are the number of health issues competing for attention, the increasing number of communication channels such as the internet, and the ‘digital divide’ whereby those with lower income and education have least access to digital technology (Evans, 2006).

7.4 Elements of successful media campaigns

In 2000, the Health Education Authority published a review of campaigns to tackle smoking through the media, from which the follow messages can be gleaned regarding successful campaigns:

Adults

· Hard hitting messages are more effective

· Smokers should not be told what to do or portrayed negatively in the media (i.e. via reference to smell)

· Giving up is hard: smokers need to believe that giving up is possible 

· Provide encouragement and support 

· Messages should be emotional

· Humour is also a good means of getting a message across

· Parents of young children respond to information on the effects of smoking on children

· Using ‘real smokers’ is effective

Young people

· Targeting young people needs to be done by questioning their reasons for smoking, 

· Young people need strong reasons to quit

· Young people feel a sense of immortality 

· Smoking is seen as just one of the risks of life

· The addictive nature of nicotine is underestimated

(Health Education Authority, 2000)

7.5 Action plans 2006-10

· We will use social marketing as a model for all our work  and utilize the key messages from the literature around how to use social marketing effectively in all the work we develop

· We will develop marketing activity around existing and proposed local interventions and activities regarding young people, adults and secondhand smoke

· In particular, we will work to raise awareness in Salford of the dangers posed by secondhand smoke

· We will raise awareness of our smokefree venues in Salford

· We will lead a promotional campaign with those venues where smoking is most common and which pose the greatest risk to staff in  terms of secondhand smoke (i.e. pubs, clubs, bingo halls, arcades) to both raise awareness of and educate regarding the dangers of secondhand smoke 

· We will coordinate marketing messages with marketing campaigns produced at a national and regional level i.e. around No Smoking Day and the new year

Chapter 8 Costings

The strategy describes activity of core funded activies, in particular Salford PCT Smoking Cessation Service.  Developments over a two year period, funded by NRF are described.  These developmental activities allow acceleration of targets by funding short term initiatives that enable changes in main stream services from 2008 onwards.

NB the total cost to Salford PCT of NRT prescribing in 2005/06 was £378,376.45

Intangible Costs

A proportion of time is spent by a number of staff groups in providing smoking cessation advice or signposting. These staff include health visitors, dentists, general practitioners, practice nurses, school staff, housing staff, customer services staff and social care staff. In addition, a number of non-clinical staff spend a proportion of their work time working on smoking cessation work streams. These staff include Public Health management and specialist staff. To calculate the financial proportion of salary and other costs in this respect is beyond the scope of this report but it is important that this is acknowledged as a key resource in Tobacco Control in Salford. 

















                                                                     


Chapter 9: Action Plans

STRATEGIC PRIORITY 1: Reducing uptake of smoking by young people

	1. MONITORING: Establish a baseline for smoking prevalence in young people in Salford

	How
	Lead
	Deadline
	Funding

	Questionnaire

Distribute questionnaire in all secondary schools, sixth forms, children’s homes, youth centres, child and adolescent mental health services 
	RW
	done
	Within existing resources

	Input/analyse data
	External data analysts
	June

2006
	£3,000

	Report on findings
	Youth Worker (smoking)
	Oct 06
	No additional funding required

	Repeat questionnaire
	Community Researcher
	2008
	£3,000 Within Community Researcher budget

	Repeat questionnaire
	Community Researcher
	2010
	£3,000 

Within Community Researcher budget

	Target: Establish 2006 baseline for smoking prevalence in young people  

             by October 2006 

             Repeat questionnaire in 2008 

             Repeat questionnaire in 2010




	2. CONSULTATION 

	How
	Lead
	Deadline
	Funding

	Youth worker

Appointment of Youth Worker (smoking) to be in post 2006-8 only
	JH/JL
	July

2006
	£90,200 from NRF

2006-8 to cover post & resources

	Review new and emerging approaches to prevention with young people and their effectiveness
	Youth Worker (smoking)
	2006-7
	As above

	Develop good working relationships with staff working with those young people most likely to smoke; engage key staff in Tobacco Control Partnership
	Youth Worker (smoking);

YOT; Youth service; EWO; Looked After children team; CAMHS; Connexions
	2006-7
	As above

	Develop and undertake consultation programme with young people in range of settings in Salford to identify appropriate prevention approaches
	Youth Worker (smoking)


	2006-7
	As above

	Identify, develop and purchase appropriate resources to maximise effectiveness of the training
	Youth Worker (smoking)

Publicity and Marketing team
	2006-7
	As above

	Develop staff training package
	Youth Worker (smoking)
	2006-7
	As above 

	Roll out training to School Governors
	Youth Worker (smoking)
	2006-7
	As above

	Roll out training programme to  key staff working with young people, focusing on those particularly vulnerable to smoking 
	Youth Worker (smoking);

CAMHS; YOT; Youth service; 

Connexions;

EWO;

Looked After teams
	2007-8
	As above

	Incorporate into existing training provided by Stop Smoking Service
	EK
	2008-10
	Core Cessation budget

	Incorporate developments into Healthy School Scheme HIT and youth services
	AO     HIT
	2008-10      
	Core budget

	Targets: Develop a programme of prevention approaches for school youth work and community settings.

                1% reduction in prevalence of smoking in young people from baseline (2006) by 2008

                Further 1% reduction in prevalence of smoking in young people from 2008 by 2010


	3. DEVELOPMENT

	How
	Lead
	Deadline
	Funding

	Develop NRT voucher scheme for young people
	EK
	2007
	NRF

	Develop plan for developing Stop Smoking Service in schools in line with findings from questionnaire
	EK; Youth worker (smoking); 

School nurses; 
	2008
	No additional funding required

	Develop plan for developing Stop Smoking Services in other key settings in line with findings from questionnaire, ensuring that hard to reach groups are targeted
	EK; Youth worker (smoking); YOT; Connexions, CAMHS; EWO; Looked after teams etc
	2008
	No additional funding required

	Integrate the above into core work of Stop Smoking team
	EK
	2008 - 2010
	No additional funding required

	Targets:

Development of Stop Smoking Services in place by 2008

160 young people in receipt of NRT vouchers by 2008 

320 young people in receipt of NRT vouchers by 2010 

	4. ENFORCEMENT

	How
	Lead
	Deadline
	Funding

	Smokefree policies

Develop smokefree policies in schools and school grounds 
	Children’s Services

AO

LR
	Ongoing
	Core funding

	Develop effective smokefree policies in other relevant settings i.e. youth centres 
	Children’s Services

LR
	Ongoing
	Core funding

	Undertake regular test purchasing of cigarette retailers
	Trading Standards
	Ongoing
	Core

	Develop Proof of Age card scheme with Children’s Services
	Trading Standards
	2008
	core

	Targets: 

                All schools working towards smokefree status by 2007

                50% smokefree schools and school grounds by 2008

               100% smokefree schools and school grounds by 2010

                Proof of Age scheme developed by 2008
                Complete at least one test purchasing intervention each 

                year, 2006-2010
                Reduction in no. of outlets selling to children over time

 


STRATEGIC PRIORITY 2: Promoting smoking cessation

	1 ACCESS TO SERVICES Continue to increase numbers accessing Stop Smoking Service

	How
	Lead
	Deadline
	Funding

	Continue to rebrand cessation service as Stop Smoking Service 
	EK/AR
	Ongoing
	Core funding

	Work with the Publicity Action Group of the TCP to improve awareness of the service
	EK/AR
	Ongoing
	From £14,000 NRF

	Work with Customer Services to identify target areas and promote the service within these
	EK/JT
	Ongoing


	Core funding

	Pilot exercise referral scheme with smokers referred by GP practices and specialist advisers
	EK/AF
	From July 2006
	Core plus £15,000 admin

	Evaluate above and use to inform practice
	EK/AF
	2006
	Core funding

	Targets: Increase numbers accessing service from baseline of 5,000 to 6,000 in 2006/7 and 7,000 in 2007/8 and 8,000 by 2010

                


	2 ACCESS TO TREATMENTS Improve access to effective treatments

	How
	Lead
	Deadline
	Funding

	Continue to raise awareness of NRT and other effective treatments by promoting pharmacy service (NRT vouchers)  
	EK
	Ongoing
	£14,000

	Targets: Minimum 1,800 4 week quitters each year.
               


	3 TRAINING Continue to promote training for key staff to deliver effective interventions

	How
	Lead
	Deadline
	Funding

	Continue to deliver brief intervention training to relevant front line professionals (incorporating revised pathway). Monitor on Lorenzo system and maximise opportunities through independent contractors.
	EK/DL
	Ongoing
	Core funding

	Targets: 

· 120 new staff to attend training annually 




	4 TARGET SERVICES TO PRIORITY GROUPS

	How
	Lead
	Deadline
	Funding

	Continue to develop onsite Stop Smoking services in workplaces with large proportion of manual staff, including City Council and NHS
	KB
	Ongoing
	Core funding

	Support community projects and activities aiming to reduce smoking and improve control of tobacco
	JL/EK
	Ongoing
	£103,000

NRF



	Develop community Stop Smoking services: pilot in one area of Salford
	VH
	April 2006
	core

	Roll out as appropriate in Salford’s most deprived areas
	EK/JL
	2007
	LPSA 2 funding

	Undertake Equity Audit of smoking services in BME communities
	KK
	July 2006
	core

	Employment of a Community Development Worker (BME communities) 
	EK
	April 2006
	£63,000 NRF

	Development of culturally appropriate cessation services with BME communities across Salford


	BME worker
	March 2008
	£88,000

NRF

	Expansion of work in hospital settings
	Hospital Advisor
	To begin April 2006
	£72,000

NRF

	Incorporate approaches into Stop Smoking Services
	EK
	2008-10
	Core

	Targets: Increase in number of workplaces with cessation intervention

               Set up community Stop Smoking services  

               Increase in 4 week quitters from BME community from baseline 


	 5 DATA COLLECTION Improve monitoring and data collection from GP practices   

	How
	Lead
	Deadline
	Funding

	Develop robust means of collecting data on profession of referrer to services in line with NICE guidance
	EK
	End 2007
	Core



	Continue to work with PCT to improve GP monitoring systems and ensure health professionals have access to information on the current smoking status of their patients in line with NICE recommendations
	EK
	Ongoing
	Core

	Continue to reduce loss of 4 week follow up by offering practices extra payments for completed follow up
	EK
	Ongoing
	Core

	Development of mechanisms to reduce losses to follow up
	EK
	Ongoing
	Core

	Targets: 

Reduce numbers lost to follow up by 10% by 2008 and a further 5% by 

2010 (baseline 1,200)


STRATEGIC PRIORITY 3: Reducing exposure to secondhand smoke

	1. SMOKEFREE HOMES Increase number of smokefree homes in Salford



	How
	Lead
	Deadline
	Funding

	Roll out of Smokefree Homes scheme

Appoint Smokefree Homes (SFH) Coordinator 
	EK/JH
	Sept 2006
	£67,000

NRF 2006-8 to cover pay/ resources

	Develop project plan
	SFH Coordinator
	Oct/Nov 2006
	n/a

	Recruit 20 local community champions to roll scheme out
	SFH Coordinator
	Dec/Jan 2006/7
	£132,400

NRF 2006-8

	Develop resources including incentives for smoke free streets
	SFH Coordinator
	Dec/Jan 2006/7
	£17,400

2006-8

	Train community champions
	SFH Coordinator
	Jan/Feb 2007
	n/a

	Identify and provide training to key housing staff to promote the scheme including staff from New Prospect Housing Ltd, Supporting People, Energy Efficiency, Regeneration teams, Home Improvement Agency, Disabled Facility Grants team, Housing Advice and Support Services
	SFH Coordinator
	Jan 2007
	n/a

	Identify and provide training to key staff within the Fire Service to promote the scheme 
	SFH Coordinator
	Feb/Mar 2007
	n/a

	Identify and provide training to health visitors to promote the scheme
	SFH Coordinator
	Feb/Mar 2007
	n/a

	Roll out of project
	SFH Coordinator
	Mar 2007
	n/a

	Evaluation of project
	SFH Coordinator
	Ongoing from comm.-encement
	N/a

	Integrate work into operational work of Health Improvement Team
	HIT
	April 2008 onwards
	Within HIT budget

	Target: 

 2006/7 – 480 additional smokefree homes

 2007/8 -  960 additional smokefree homes

 


	5. WORKPLACES Increase number of smokefree workplaces in Salford



	How
	Lead
	Deadline
	Funding

	Continuation of smokefree workplaces scheme

Extend funding for Tobacco Control Officer 
	JH
	Completed 
	2006 –7 £48,000 NRF

	Continue programme of work with  EHOs to increase workplaces with 100% smokefree policies  
	LR/EHOs
	Ongoing until mid 2007
	N/A

	Work to promote smokefree policies in the above, prioritising workplaces with 100+ employees and with high proportion of manual workforces
	LR
	Ongoing until mid 2007
	N/A

	Preparatory work with EHOs in advance of legislation being implemented
	LR/EHOs
	March 2007 onwards
	N/A

	Ensure robust enforcement mechanisms in place 
	LR
	Summer  2007
	N/A

	Targets:

Increase number of workplaces going smokefree by twenty by onset of legislation

       


	6. Development of excellence within smoking policies of City Council and NHS Trusts



	How
	Lead
	Deadline
	Funding

	Review current City Council smoking policy
	JH/MB
	Completed
	n/a

	Finalise revised policy with HR
	JH/NP/MB/DB
	ongoing
	n/a

	Consult with unions
	MB
	ongoing
	n/a

	Launch policy
	JH/MB
	Oct 06
	n/a

	Review PCT policy on smoking
	EK
	End 2006
	n/a

	Implement smokefree Acute Trust
	RJ
	End 2007
	n/a

	Implement smokefree Mental Health Trust 
	DE
	End 2007
	n/a

	Targets:

Revised City Council policy in place by January 2007

Revised PCT policy in place by 2007

Smokefree NHS achieved by 2007




STRATEGIC PRIORITY 4: Marketing and Communications 

	How
	Lead
	Deadline
	Funding

	1. Young People

	Work with Youth Worker (smoking) to assist in development of appropriate materials in line with consultation results
	Publicity and Marketing Team/YW
	2008
	NRF

	2. Adults

	Local media No Smoking campaigns to coincide with the start of the new year
	Publicity and Marketing Team/EK
	Jan 2007, Jan 2008, Jan 2009, Jan 2010
	NRF/Core SSS

	Local media campaign to coincide with No Smoking Day 

(PR stunts, use of social marketing techniques, using real life case studies of local quitters e.g. on bus shelters)
	Publicity and Marketing team
	Mar 2007;

Mar 2008, Mar 2009,

Mar 2010
	NRF/Core SSS

	Development of appropriate resources in different languages to promote smoking cessation around key religious festivals
	Publicity and Marketing team/BME worker
	2007
	NRF/Core SSS

	3. Reducing exposure to secondhand smoke

	Smokefree workplaces 

Newsletter update for businesses re smokefree legislation
	ERL/LR
	August 2006
	NRF Publicity budget

	Newsletter update for businesses re smokefree legislation
	Publicity and Marketing team/LR
	February 2007
	NRF Publicity budget

	Newsletter update for businesses re smokefree legislation
	Publicity and Marketing team /LR
	Summer 2007
	NRF Publicity budget

	Intensive publicity campaign focused on pubs, clubs etc to raise awareness of the dangers of secondhand smoke/reasons for legislation in run up to legislation date
	Publicity and Marketing Team/LR
	Mar 2007 onwards
	NRF Publicity budget

	Smokefree homes 

Publicity event to launch the start of the Smokefree Homes Scheme, including incentives such as prizes for first smokefree street
	Publicity and Marketing Team/SFH Co-ordinator
	Mar 2007
	NRF Publicity budget


Key to abbreviations

	Initial
	Member of staff
	Job Title
	Organisation

	AA
	Anthony Ainsworth
	Health Improvement Officer
	PCT

	AF
	Alistair Fisher
	Assistant Principle Officer Active Lifestyles
	SCL

	AOC
	Assumpta O’Connell
	Healthy Schools Scheme Co-ordinator
	PCT

	ARL
	Africa Reboto-Lopez
	Senior Marketing Officer, City Council
	SCC

	CAMHS
	Child and Adolescent Mental Health Services
	

	DB
	David Butler
	Principal Personnel Officer
	SCC

	DL
	Debbie Ledgerton
	Training &  Development officer
	PCT

	EK
	Erica Kinniburgh
	Stop Smoking Coordinator
	PCT

	EHOs
	Environmental Health Officers
	SCC

	HIT
	Health Improvement Team
	PCT

	JH
	Jenny Hacker
	Health and Wellbeing Manager
	SCC/PCT

	JL
	Janice Lowndes
	Health Improvement Manager
	PCT

	JT
	John Tanner
	Assistant Director Customer Services
	SCC

	KK
	Kuiama Kittos
	Equity Officer
	PCT

	KB
	Kerry Briggs
	Workplace Stop Smoking Officer
	PCT

	LR
	Lynne Ratcliffe
	Tobacco Control Officer
	SCC/PCT

	MB
	Mike Bleese
	Head of HR, SCC
	SCC

	NP
	Nigel Powell
	Regulatory Services Manager
	SCC

	RW
	Rebecca Whitburn
	Drug Education Worker
	PCT

	VH
	Vicky Halliwell
	Health Improvement Officer (lead for tobacco control)
	PCT

	YOT
	Youth Offending Team
	SCC


*          Primary Care Trust 

**
Salford City Council

***
Salford Community Leisure

Chapter 9 Evaluation

The implementation of the action plan will be performance monitored by the steering group of the Tobacco Control Partnership. Lead Officers of action groups will make quarterly reports to the steering group regarding progress with objectives and targets.

APPENDICES

Appendix One: Results of Consultation process

	1 PREVENTION – YOUNG PEOPLE


Question 1. Given the evidence that the existing work delivered to school children around smoking (which partly, but not entirely focuses on the health effects of smoking on the body) have had little effect in reducing the number of children who smoke in this country, what would be the best way to make smoking less attractive to young people?

	Summary of key themes

The main themes to emerge were:

· Involving and listening to young people themselves

· Addressing the issue of role models who smoke

· Getting the content of health interventions right/relevant to young people

· Addressing underage sales

· National actions i.e. to increase price of cigarettes and tobacco products



	Comments
	Response

	1. Involve young people

‘Involve young people in service planning’

‘Ask young people themselves.  Could there be some system of rewards?  Leisure centre weekends away (smokefree) during lessons.  If their parents smoke – a family approach/reward scheme.  This would involve some monitoring – not sure easy to prove someone is or isn’t smoking except by private detective!’


	Involving young people is a core part of our strategy. We have already completed a questionnaire with young people in a range of settings and are appointing a worker to consult further with young people.


	‘Engage young people more fundamentally in personal social and health education. The old ‘teaching’ way of doing it did not work. We need a method based on respect’


	

	2. Use role models

‘Use role models i.e. sports stars, fashion icons’

‘The portrayal of role models who smoke should be banned’

‘A campaign using a popstar/media figure would possibly help’


	Our Publicity and Marketing team are currently working on identifying local celebrities (i.e. sports or soap stars) who will both appeal to young people and  be willing to support our work.


	3. Make messages relevant to young people

‘Show all school children pictures of the effects of smoking’ 

‘Focus on cost and smell’

‘Show them yellow teeth’

‘Get people who have contracted smoking related conditions to tell the young of the suffering and pain as a result of smoking’ 

‘Address the ‘cool’ image of smoking by focusing on clothes, teeth, skin’

‘Tailor messages to young people in a manner which acknowledges their diversity’ 

‘Use images rather than statistics’

‘Target wider health interventions at smokers i.e. active lifestyles and healthy food to take into account the link with weight gain’

‘More information given to them about the effects of smoking’ 

‘Display that it is not cool to smoke’ 

‘By making it seem ‘uncool’ to be smoking’

‘Doctor/ex-patients to discuss clogged arteries.  Smelly/yellowing clothes, curtains, roof of cars etc.  Information to parents’
	We will be looking at the effectiveness of suggestions such as these with local young people as part of the above mentioned work

	4. Take action against retailers

‘Heavily fine any retailer who sells cigarettes and alcohol to under age people’

‘Do test purchasing for cigarettes at the same time as alcohol’

‘Proof of your age’
	We are developing our work to identify retailers who sell cigarettes to underage children via test purchasing and will continue to take action against those that do. It is difficult to do at the same time as alcohol as the legal ages differ. We will also be developing a proof of age card.

	5. National actions

‘Advertising ban nationally together with a ban on smoking being glorified on TV’ 

‘Push for the age of cigarette sales to be increased to 18’

 ‘Be over 21 years’

‘Increase the price’
	These actions require national Government action. The Tobacco Control Partnership will continue to lobby for all appropriate changes to the law which will improve control of tobacco locally 


Question 2 How important is it to ensure that teachers, youth workers and other role models are not seen smoking around young people? How do we address this?

	Summary of key themes

All responses stated that this was ‘very important’ or ‘vital’ The main themes to emerge were:

· We can do more to demonstrate to key staff that they are role models to young people

· We should stress this at job interviews and build it into contracts

· However this is a difficult area

· We also need to ensure our schools and grounds are smokefree

	Themes and comments
	Response

	Importance

‘Teachers should not be seen, and smelt smoking’

‘Council officers should not smoke in front of young people’


	This is very important and something we intend tackling in the review of the Council policy on smoking and by working closely with schools and others on this.


	‘Teachers, youth workers and other role models too have a responsibility towards young people and set a good example’


	

	How to achieve this

‘Introduce at job interviews the importance of role models and include in job descriptions/make it clear to employees that they have a responsibility in this area’ 

‘Make it a condition of their contract of employment and strictly enforce the condition’

‘Maybe question needed for all interviews about role model aspect of job.  Perhaps give three, – smoking, drinking, driving and ASH priorities? And why?  Some sort of disciplinary action for blatant disregard – cf points on a driving licence?’

‘Give teachers, youth workers etc a deadline to quit in public and provide support to them’

‘Very difficult area because so many role models smoke– need to be careful not to raise expectations that much can be achieved’


	Some excellent suggestions for addressing this issues which will be looked at. Important to recognise that smoking is legal and we cannot insist people quit! We can enforce where and when they smoke, not whether.

	Smokefree schools

‘We need to ensure that we ban smoking on our premises’

‘No smoking allowed in school grounds – this to include teachers’

‘They should smoke in their private room in the school, only where no children can see them smoking. To show an example, they should not smoke where the children are, especially in the classroom’
	We are working towards smokefree schools by 2007 and will work with appropriate bodies to extend this to school grounds wherever possible. It will soon be illegal to have private smoking rooms, as a school is a workplace and will be covered by the smokefree legislation.


Question 3. It could be argued that the smoking ban may make smoking a) more visible, as smoking effectively ‘moves outside’ and b) more attractive to young people. Is this true, and what can we do about this?

	Summary of key themes
There was no consensus on whether this was likely. Some felt it likely to be a problem but that we should continue to work to make smoking unacceptable, giving the example of how racism has effectively been outlawed. Others felt that taking smoking outside would have the opposite effect and marginalize smokers, who would have to make more of an effort. 



	Comment
	Response

	Likely to be a problem

‘This may happen. We need to engage people in the same way that we have engaged people over racism. It is unacceptable in society and we need to slowly but surely move away from the position where smoking is tolerated’ 

‘This is true and sometimes bans may be counter productive. However we should not give up on this one’

‘A) This is already with us. At any premises where smoking is banned, there is always a group outside smoking. A prime example of this is Hope Hospital. B) ban smoking in all public places and restrict it to an individuals home’


	

	Unlikely to be a problem

‘Won’t make smoking more attractive as will need to make more effort, will also stop social smokers’

‘Won’t make it more attractive – will marginalise smokers’
	


	Unsure

‘No easy answer. Take a hard line and recognise that this might be the case for some’ 

‘A) does not apply as smoking outside is already very obvious. B) could be true, however more emphasis could be placed on the resulting pleasant environment, breath and clothes not smelling of smoke therefore more attractive to the opposite sex’ 

‘Even if it is true, not sure alternative’
	


Question 4. Any other comments?

	Summary of key themes

· Ensuring the work with young people is linked to the wider agenda i.e. work with adults, addressing poverty and environment

· Ensuring the youth service have a role

· Looking at the role of Trading Standards

· Providing support services

· Targeting local colleges

· Remaining positive



	Comment
	Response

	Link work with young people to wider agenda 

‘Need to work with adults who smoke as these children are more likely to be smokers’ 

‘It is very important to reduce smoking in the population as a whole and ideally stop it.’

‘Smoking is tied in with poverty in Salford and the improvement of surroundings and facilities may affect this’ 

‘Start with the very young, who can affect their parents and other older contacts’

‘It has proved easier to deal with smoking in some public places and on public transport by having loudspeaker type general announcements rather than individual approaches.  This may need checking out but if it is true extend this to other situations’
	It is important our work is joined up and this is the purpose of the Tobacco Control Partnership.


	Role of youth service

Should be a mention of a role for the youth service and voluntary youth service providers in their task to educate young people who use their services
	We are now planning on working closely with the youth service by basing the new development post within this service itself.

	Role of Trading Standards

‘Trading Standards and Customs and Excise should target and prosecute those selling bootleg cigarettes as these allow smoking to be affordable’ 

‘Trading Standards should prosecute those supplying cigarettes to children’
	This is the role of HM Customs – Trading Standards report instances to customs 

The offence is selling not supplying cigarettes

	College work

‘Target local colleges for smoking cessation – majority seem to smoke’
	It is important that we consider this.

	Support services

‘Banning smoking in public places is only part of the agenda. We need to complete the circle and provide support services to help people give up. We also need to build on the fact that smoking in very young children is very low. Something happens between the ages of 11-14. We need to highlight this and address the problem areas’ 


	Young people’s support services will be developed in line with what young people want (from questionnaire and consultation work). We will work to target young people at the age smoking is most prevalent, as this comment rightly captures.

	Be positive

‘Don’t be too negative – although smoking hasn’t fallen amongst young people it is positive that rates haven’t risen despite increases in smoking in films etc’
	


	2 CESSATION


Question 5. The Stop Smoking service is delivered within the NHS. How can the City Council increase its contribution in this area?

	Summary of key themes

· City Council should work with others to raise awareness of smoking and support those who want to quit.

· It should ensure its own house is in order by banning smoking in its premises. 


	Comment
	Response

	Partnership working

‘Use joined up service, with joint resourcing’

‘We need the NHS to work with the PCT and Adult Social Care to help take the message to all members of the community’

‘Enable referrals from education, other agencies.’

‘Work closely with partners to raise awareness amongst employees and customers. E.g. housing can work with their contractors to influence customer care packages’ 

‘It is too late in the NHS. People only go to the doctor when something is wrong. The prevention stake needs to be addressed, starting with young people’
	Very important. City Council has committed some funds to support its staff in quitting smoking. Others such as Salford Community Leisure are keen to train their staff to deliver interventions.

	Support staff who smoke

‘Increase support for staff wanting to quit’

‘Expand the occupational health service and train these to deliver smoking cessation’

‘Availability of patches and counselling’


	City Council is improving its policy on smoking and improving support to staff who want to quit.

	Campaigning

‘Campaigns in council run areas i.e. housing offices, benefits offices’

‘Improve publicity’


	Have secured a budget for publicity and will be continuing to undertake promotion work

	Smokefree premises

Ban smoking on all land owned by local authority unless good reason to do so
	City Council has removed smoking from all internal buildings and is in process of reviewing its policy on smoking

	Do nothing

‘Leave the old and disabled and lonely and poor people alone.’
	


Question 6. How can we target manual workers and those in our more deprived areas more effectively?

	Summary of key themes

· By working with employers, or with manual staff themselves

· By working through the City Council (i.e. via mailshots)

	Comment
	Response

	Employers

‘Work though employers rather than workers themselves’ 

‘We need to work with organisations who engage with this sector of the community e.g. Unions, pub companies’ 

‘Through the workplace’ 

‘Visiting and campaigning in the workplaces’


	We are already developing work in the workplace. Work with unions is a good idea – TUC is fully supportive of e.g. smokefree legislation. Work with pubs was tried in part of Salford in 2005 but not successful. The Strategy includes plans to try again prior to the legislation being implemented.

	User involvement

‘Involve them in the design and delivery of initiatives’


	

	Via City Council

‘City Council should promote the scheme to partners’

‘Targeted publicity – identify key people and mail-shot though council mechanisms’ 

‘Housing can contribute by working with all construction and service delivery partners to ensure they are contractually required to amend employee codes of conduct and provide information about cessation to employees.’ 

‘Council accommodation/Housing associations – any way of “reward” for no smoking in properties?  Not sure how this could be enforced.’


	


	Don’t target them

‘Let them smoke, it’s the only pleasure they get’


	

	Other

‘Maybe again consider some sort of reward system.’


	

	‘Make people obtain a license to purchase tobacco products’


	


Question 7. What more can be done in our neighbourhoods, at a local level, to help people quit?

	Summary of key themes

· Work with communities themselves

· Develop community sessions

· Make sure information is accessible and appropriate

· Target work in deprived areas

· More publicity 

· Don’t do anything

· National actions are necessary



	Comment
	Response

	Work with communities themselves

‘Involve local people in design and delivery’

‘Work through third sector channels’ 

‘Recruit local champions with in estates, offer gift vouchers for enlisting more quitters’

‘Try to find out what stress factors worst and address them.’ 

‘Work with neighbourhood teams to develop directorate action plans within the community action plans’ 

‘Ensure all supported housing schemes provide advice and information to residents’

‘Work through Ward coordinators’


	Our plans are for neighbourhood based teams to work with communities to develop community services in deprived areas and evaluate which models are most appropriate in Salford.


	Community clinics

‘Have cessation clinics (preferably on a drop in basis) in every shopping centre. Possibly in pubs too. We have PCT officers dealing with diabetes in Salford. They very often meet people who have both problems. They need to be empowered to work with these smokers.’
	Drop in clinics are going to be piloted – suggestion of shopping centres and pubs will be fed back to team responsible for developing local plans. 

Staff such as those working with diabetes are being trained to deliver smoking interventions.

	Make sure information is appropriate

‘Ensure all information is accessible and culturally appropriate’

‘I quit because I saw the grunge which was on the end of my pipe. Maybe shock tactics are needed.’


	Very important. Will be working to develop culturally appropriate services through the new BME worker.

	Target work

‘Identify specific areas that need to be targeted e.g. deprived areas. Deliver sound, up-to-date information to homes, perhaps have local event in community centre or similar. ‘


	Will be focusing on deprived areas and use community facilities.

	Publicise support

‘More publicity about what help is available‘

‘More TV adverts like those shown on TV over the last two years or so, but make them more explicit and frightening.’
	Local publicity being developed by Publicity and Marketing team

	National actions

‘Ban adverts/sponsorship for smoking/ cigarettes.  Increase adverts/sponsorship for alternatives – though I’m not sure ads for chocs/sweets are much better.  And I don’t know who would advertise fruit.  Chewing gum has its own problems re disposal.’
	Advertising has largely been removed.

	Do nothing

‘Let them smoke, because you won’t win. You can only tell them. It’s up to them if they wish to stop.’
	It is entirely up to smokers if they wish to quit. We aim to support those that do want to, as this will have huge benefits to their health.


Question 8. Any other comments?

	Comment
	Response

	Housing and Planning work closely with two groups identified as having high smoking rates – prisoners (Housing Strategy Officer provides support on leaving prison) and those with mental health problems (work with housing providers for this group)
	Has been added to strategy - provide Brief Intervention training for these staff

	What about freedom of choice?
	

	Need to mention the number of fires in properties due to carelessly discarded cigarettes
	Has been added

	Seek national and international innovation
	

	Involve the LSP more – represents 2/3 of the employees in Salford
	

	No smoking needs to be seen as the norm. Every smoker needs to see this on a daily basis. They need to be able to call into drop in centres very easily at a time suitable to them.
	We are piloting drop in clinics and looking at venues with wider accessibility i.e. fire stations.

	Smoking has been going on for many years. You may be able to stop only a few people or to encourage them. But at the end of the day only a small percentage will stop – 10 to 20%. They will carry on no matter what because it is their life pleasure. In my opinion you can only tell them what will happen if they carry on. If they wish to carry on let them.
	


	3 SECONDHAND SMOKE


Question 9. Do people who live and work in Salford understand the dangers posed by secondhand smoke? If no, what is the best way of raising awareness of this issue?

	Summary of key themes

Respondents did not think people necessarily understood the dangers of secondhand smoke. In terms of what can be done to raise awareness, many felt campaigns in the community, school or workplace should be launched. One respondent highlighted the need to go directly to the heartlands of secondhand smoke, the pubs and clubs, and target these. Others felt the City Council had a role to play in including information in all its correspondence and in working with landlords and housing staff to promote the dangers in the home. All are valuable comments which have been incorporated into the Strategy.



	Comment
	Response

	Awareness levels

‘No, I do not think they do’

‘Some do ‘

‘It may not be clear to people with little understanding of how the body works and of health issues’ 

‘Most people are ignorant about this issue. They don’t want to know because its what they enjoy to do, so let them smoke’ 

‘Needs to be consultation and research into this’
	It is probably true that some and possibly the majority of Salford residents do not fully understand the role of secondhand smoke, given the conflicting messages that have been given. Rather than research this issue, it would be wise to assume there is a need for general awareness raising.

	Raising awareness 
Community awareness campaigns
‘Would a campaign using simple language and images help?’

‘Via residents groups’ 

‘Community Committees’

‘Adverts on buses.  Maybe outreach workers at key public spaces where people are smoking’

‘TV adverts’ 

Workplace interventions

‘Posters in the workplace’ 

School interventions

‘Inform children at school – talks by medical staff/dentists/fire service – even funeral directors!’ 

Work with the media

‘Media websites’
	An awareness raising campaign will be developed taking on board many of these ideas.

	Role of the City Council

‘We need to get this health message out to all of the community. It needs to be on every piece of correspondence this city has with the population. The whole Council needs to bring this message to people all the time’

‘Newsletter to private landlords and tenants, promotional material at landlord forums, housing officers’
	Each Council Directorate has agreed to develop actions to reduce smoking in Salford. Getting our logo and information on letters is one way we can contribute to this.


	Target pubs and clubs

‘Tailor info and take it to the pubs and clubs, the heartlands of second hand smoke’
	This is a valuable comment and has been incorporated into the Strategy. 

	Use local people

‘Any high profile local sufferers like Roy Castle?’
	If possible to ascertain would be valuable approach. Consideration will be given to how this could be achieved.


Question 10. To maximise the impact of the Smokefree Home scheme, which are the key staff in the City Council and NHS who could contribute to this? 

	Summary of key themes

Respondents gave examples of a range of key staff who could contribute to this (such as housing and social service staff). They differed over whether this role should be the preserve of people who work in people’s homes, or a role for all staff. 



	Comment
	Response

	City Council staff

‘Range of housing staff including New Prospect Housing Ltd staff, Supporting People, Energy Efficiency Principal Officer, Regeneration teams, Home Improvement Agency, Disabled Facility Grants team, Housing Advice and Supports Services’ 

‘Environment – Trading Standards’

‘Neighbourhood managers’ 

‘Adults Social Care Workers’ 

‘Children’s Social Care Workers’
	Housing staff will have a key role in the forthcoming Smokefree Homes scheme and the project Coordinator will be based in the Housing Directorate. Other key staff will be identified and receive training.

	
	

	NHS staff 

‘The Manager and the Chief Executive of the NHS’

‘District Nurses’ 

‘Occupational health professionals’
	Key staff in the NHS will be identified and receive training.

	
	


	Staff working in homes

‘All staff entering customers homes including contractors e.g. Handypersons Service’


	This idea will be investigated.

	All staff regardless of whether they work in people’s homes

‘All of our staff are key. If there is any member of our staff who does not have an impact on the lives of the people of this city, then I do not know why they are working on the issues they are. Obviously there are staff who meet the community on a day to day, week to week basis. They need to be the focal point of the strategy but so do those who chat on the phone or who deliver services to the people of the city.’

‘All should be setting an example by not smoking. Specific staff should not be employed to cover this! If people chose to kill themselves at home it is not our business.’ 

‘Not necessarily those who already go to homes, as there may be questions of trust when other concerns may be equally important.’


	The Smokefree Homes scheme will be promoted by  a range of staff and not simply those that work in the home.

	None

‘Let them smoke everywhere because you will never succeed in this issue. A lot are lonely poor people, that’s all they know.’


	The pilot shows the Smokefree Homes scheme was popular.

	Unsure

‘Can’t comment – don’t know what scheme is’
	A big launch event will accompany the start of the scheme to raise awareness.


Question 11. How can we make sure the smokefree workplace legislation is effective and properly enforced?

	Summary of key themes

Respondents can be categorised into those who raised the importance of proper preparatory work, and of adopting a change management approach, and those emphasising the role of enforcement. There was some concern with enforcement capacity. One respondent felt the bans would not be effective in pubs and clubs and that we should continue to allow people to smoke in the workplace

	Comment
	Response

	Preparation

‘Ensure that change is managed correctly and in accordance with each organisation’s culture i.e. directive in some, inclusive in other. Tailor preventive work to the workplace’

‘Train managers’ 

‘Promote benefits to staff’

‘Hold free seminars for local companies’ 

‘Proper resourcing and coordination’ 

‘Effective ongoing publicity’ 

‘Work with partners e.g. housing providers and contractors’

‘Encourage directorates to act as role models’

‘High profile support from political leaders’

‘High profile exemplar quitter’
	In Salford, we are taking the need to prepare for the legislation seriously. We have a dedicated Tobacco Control Officer working with businesses on this issue.


	‘We need to support the huge majority of people who do not smoke. Alienating smokers is not the name of the game and we do need to make them aware of the impact their actions are having on their health, the health of their colleagues and the whole environment we live in. We have successfully addressed the whole issue of racism and we need to do the same here. That is not to say we have eliminated racism, but we have made it unacceptable in most areas of daily life.’


	

	Enforcement

‘Spot checks by Trading Standards’ 

‘Will it be possible for EHOs to enforce this along with all the other work they do? Or should one person concentrate on this?’

‘A system of wardens is necessary’

‘In larger workplaces the safety officer should be involved as part of the health and safety at work act. Anyway, there should be respect for and responsibility towards colleagues, or at least encouragement by the managers of departments.’ 

‘Heavy fines for those who break the legislation. Random visits by health and safety employees’

‘Need at least one person to take responsibility for monitoring and organising training for those in workplace who enforce it.  It needs an assertive but not unduly aggressive approach.’
	We are awaiting the publication of Government Regulations which will help us approach how best to enforce this. Fine levels will be set by government. The Salford Tobacco Control partnership responded to the government consultation and supported heavy fines.

	Opposition to the legislation

‘You are stopping people going to pubs and hotels. They will carry on just the same. They will be much happier if they can smoke in the workplace, it keeps them calmer.‘
	The evidence from Ireland, Scotland and elsewhere is that smokers soon get used to going outside to smoke.


Question 12. Any other comments?

	Comment

	Include smokefree logo on all stationery

	Everybody needs to be on board with this. The whole community needs to be aware of the issues and be seen to be contributing to the agenda This is the only way that we can begin to address the depth of the health inequality agenda and improve health from a reactive service to a preventative one.

	Make sure the very young are aware!

	All the pubs and small hotels are now closing because of this because they can’t afford to keep them open. There are lots of lovely people in this world. Why punish the old for what they enjoy doing?


Appendix Two: The cost of smoking: Greater Manchester and Salford 



Appendix Three: Membership of Tobacco Control Partnership
Steering group

	First Name
	Surname
	Title
	Organisation



	Karen
	Dainty
	Health and Social Care Scrutiny Committee Lead Officer
	Salford City Council

	David
	Dalton
	Chief Executive


	Salford Royal Hospitals Trust

	David
	Entwistle
	Director
	Bolton Salford and Trafford Mental Health Trust

	Richard
	Freeman
	Deputy Director of Commissioning
	PCT

	Hilary
	Garratt
	Deputy Director of Nursing
	PCT

	Jenny
	Hacker
	Health and Well-being Manager
	Salford City Council

	Cllr Anne-Marie
	Humphries
	Councillor and Executive Support Member
	Salford City Council

	Erica
	Kinniburgh
	Smoking Cessation Co-ordinator
	PCT

	Cllr Maureen
	Lea*
	Councillor & Lead Member, Environment Services
	Salford City Council

	Janice 
	Lowndes
	Health Improvement Manager
	PCT

	Andrew 
	O’Shaughnessy
	Consultant in Public Health


	PCT

	Lorna
	Porcellato
	Lecturer in Public Health
	Salford University

	Nigel
	Powell
	Regulatory Services Manager, Public Protection
	Salford City Council

	Africa 
	Reboto
	Senior Marketing Officer
	Salford City Council

	Rebecca 
	Whitburn
	Drug Education worker, Healthy schools
	PCT

	Brian
	Wroe
	Assistant Director, Community Services
	Salford City Council


* Until August 2006

 



Action group 1 Young people - Cessation and prevention 
	First Name
	Surname
	Title
	Organisation



	Kerry 
	Briggs
	Smoking cessation (young people and workplaces)
	PCT

	Maggie 
	Heavey
	Young person’s coordinator – DAAT
	Council

	Erica 
	Kinniburgh
	Smoking Cessation Coordinator
	PCT

	Marie 
	McKenna
	School Health Advisor
	PCT

	Sue 
	Pardy
	Senior Fair Trading Officer, Trading Standards
	Council

	Hilary
	Pollard
	Drug Education Consultant, Children’s Services
	Salford City Council

	Judy 
	Thompson
	Cancer & You information service
	Acute Trust

	Rebecca
	Whitburn
	Drug Education worker, Healthy schools
	PCT

	Helen 
	Wilson
	Health Lead – Youth service
	Council


Action group 2 Adults Cessation 

	Melanie
	Bainbridge
	Hope Hospital Smoking Cessation Adviser
	PCT

	Neil
	Baker
	Himp trainee (Swinton/Pendlebury)
	PCT

	Anne
	Berry
	COPD lead
	PCT

	Kerry 
	Briggs
	Workplace Smoking Cessation Adviser
	PCT

	Paul
	Finch
	Himp trainee (Eccles, Irlam, Cadishead)
	PCT

	Alistair
	Fisher
	Asst Principal Officer Active Lifestyles
	Salford Community Leisure

	Vicky
	Halliwell
	Health Improvement Officer (lead for Tobacco control)
	PCT

	Erica
	Kinniburgh
	Stop Smoking Co-ordinator
	PCT

	Marie
	Taylor
	Community Development Worker

(Himp team Ordsall/Pendleton)
	PCT


Action group 3 Second-hand smoke 

	First Name
	Surname
	Title
	Organisation



	Frances 
	Frost
	Housing
	Council

	Wendy 
	Guest
	Senior Safety Officer
	Council

	Jenny
	Hacker
	Health and Wellbeing Manager
	Council/PCT

	Sally 
	Hamer
	Health Visitor
	PCT

	Debbie 
	Ledgerton
	Training and Development Officer
	PCT

	Elaine 
	McCann
	Restaurateur
	Smiths Restaurant

	Lynne 
	Ratcliffe
	Tobacco Control Officer
	Council


Action group 4 Publicity and Marketing
	First Name
	Surname
	Title
	Organisation



	Jenny 
	Hacker
	Health and Wellbeing Manager
	Council/PCT

	Natalie 
	Lewis
	Public Relations Officer
	Council

	Danielle 
	Moss
	Senior Marketing Officer
	Salford Community Leisure

	Emma 
	Parkes
	Communications Manager
	PCT

	Nigel 
	Powell
	Assistant Director Environmental Services
	Council

	Africa
	Reboto
	Senior Marketing Officer
	Council

	John  
	Tanner
	Head of Customer Services
	Council


Appendix Four: Structure of Tobacco Control Partnership

STRUCTURE AND REPORTING MECHANISMS














 Coordinator: Jenny Hacker, Health and Wellbeing Manager, 0161 925 1059, jenny.hacker@salford.gov.uk

Appendix Five:  Nice Guidance on Smoking Cessation, 2006

Recommendation 1

“Everyone who smokes should be advised to quit, unless there are exceptional circumstances.  People who are not ready to quit should be asked to consider the possibility and encouraged to seek help in the future.  If an individual who smokes presents with a smoking-related disease the cessation advice may be linked to their medical condition.”

Response - The PCT offers all front line staff (including Practice Nurses, Trainee Assistant Practitioners, Community Pharmacists, Hospital staff, Prison Health Care staff, Mental Health Trust staff, Community Health workers and relevant council staff) training in brief intervention for smoking cessation and has done so in a monthly rolling programme since the formation of the PCT.  The half-day training session is carried out in-house by members of the PCT’s Stop Smoking Service. 

Since October 2002 a wider range of frontline staff who work with smokers have been encouraged to attend brief intervention training and there has been a particular emphasis on linking smoking-related medical conditions to quitting e.g., District Nurses dealing with leg ulcers, Speech and Language Therapists dealing with smoking-related throat problems.

Recommendation 2

“People who smoke should be asked how interested they are in quitting.  Advice to stop smoking should be sensitive to the individual’s preferences, needs and circumstances: there is no evidence that the ‘stages of change’ model is more effective than any other approach.”

Response - The brief intervention training uses the ‘stages of change’ model to try to help frontline staff to understand how to assess whether a smoker is in the pre-contemplation phase, i.e., thinking about quitting by using non-judgmental open questions.  The training encourages a ‘patient-centred’ approach, focussing on empowering the patient or client to move towards a quit attempt.  The emphasis for the training is that it is appropriate for all front line staff who work with smokers to bring up the subject of making a quit attempt where appropriate.

Recommendation 3

“GPs should take the opportunity to advise all patients who smoke to quit when they attend a consultation.  Those who want to stop should be offered a referral to an intensive support service (e.g. NHS Stop Smoking Services).  If they are unwilling or unable to accept this referral they should be offered pharmacotherapy, in line with NICE technology appraisal guidance no. 39, and additional support.  The smoking status of those who are not ready to stop should be recorded and reviewed with the individual once a year, where possible.”

Response - In Salford, 100% of GP practices are involved in identifying smokers, offering smoking cessation support and in collecting information about their smoking patients as part of the Quality and Outcomes Framework.  

The basis of the Stop Smoking Service since January 2000, has been on GP’s carrying out opportunistic brief interventions with smokers wherever appropriate, identifying those who want help to quit and referring them to their Practice Nurse or Assistant Practitioner.  Nicotine replacement therapy (NRT) has been available on prescription since 2001 and is routinely offered (or Zyban) in line with NICE guidance no 39.  Patients who require more intensive support can be referred to a Specialist Adviser (1.5wte) based in the Stop Smoking Service support team.

Data collected by the service for the past 5 years shows that the majority of smokers are seen in GP practices, approximately 3,500 smokers per year, with 80% of these making their first quit attempt in a year.

Recommendation 4

“Nurses in primary and community care should advise everyone who smokes to stop and refer them to an intensive support service (for example NHS Stop Smoking Services).  If they are unwilling or unable to accept this referral, they should be offered pharmacotherapy by practitioners with suitable training, in line with NICE technology appraisal guidance no.39, and additional support.  Nurses who are trained NHS stop smoking counsellors may ‘refer’ to themselves, where appropriate.  The smoking status of those who are not ready to stop should be recorded and reviewed with the individual once a year, where possible.”

Response - The PCT has made it a high priority for Practice Nurses, Trainee Assistant Practitioners and Community Nurses, (particularly Health Visitors and District Nurses) to attend smoking cessation training and to be actively involved in brief interventions for smoking cessation.  Those who are nurse prescribers may then ‘refer’ the client or patient to themselves for an intermediate intervention with smokers wanting to use pharmacotherapy for a quit attempt.  If the client or patient requires more intensive behavioural support they can be referred to one of the Specialist Advisers in the Stop Smoking Service.

All Community Midwives are encouraged to attend brief intervention training and the PCT funds a specialist midwife 3 days a week to provide support for pregnant smokers and any family members who want to quit.  The specialist midwife can provide NRT under a PGD (Patient Group Directive).

Recommendation 5

“All other health professionals, such as hospital clinicians, pharmacists and dentists, should refer people who smoke to an intensive support service.  If the individual is unwilling or unable to accept this referral, practitioners with suitable training should offer a prescription of pharmacotherapy and additional support.  Those who are trained NHS stop smoking counsellors may ‘refer’ to themselves.  The smoking status of those who are not ready to stop should be recorded in clinical records, and reviewed with the individual once a year, where possible.”

Response - The PCT has employed a full-time hospital-based adviser at Hope hospital since December 2002. The hospital-based adviser is a nurse prescriber and can prescribe NRT where required.  The hospital pharmacists can also prescribe NRT to help patients to cope with the hospital’s no smoking policy. Information packs about how to make referrals to the service have been distributed to over 60 wards, units or outpatient departments in the past couple of years and there are well-developed referral systems for hospital clinicians, particularly from the Cardio-Respiratory department.  The majority of these patients require intensive support. 

While many hospital staff have attended brief training, the service has not been able to establish a link nurse for each appropriate ward who could be trained to have a more in-depth understanding of smoking cessation so that they can identify smokers who want help to quit and avoid inappropriate referrals to the hospital adviser.  Staff shortages on wards have been the one of the reasons for this.

Salford PCT has involved community pharmacists in the Stop Smoking Service since it was first developed, because NRT was not available on prescription and there was a requirement to provide on a NRT voucher scheme to smokers eligible for free prescriptions.  Training, both brief and intermediate is available to them on an ongoing basis and currently 31 out of 52 (60%) of community pharmacies are involved in the service at the intermediate level.  

Dentists – all dentists are being encouraged to carry out brief interventions.  Brief intervention training is available to all practices and one dental practice near Salford Precinct is piloting intermediate interventions with their dental health nurse. 

Recommendation 6

“Community workers should refer people who smoke to an intensive support service.  Those who are trained counsellors may ‘refer’ to themselves.”

Response - All community workers in the PCT (such as those from the Health Improvement Team) are expected to attend brief intervention training and are told where and how to refer smokers who want more intensive support.  The brief intervention training is also available to other community workers 

Recommendation 7

“Strategic health authorities, NHS hospital trusts, PCT’s, community pharmacies, local authorities and local community groups should review smoking cessation policies and practices to take account of the recommendations in this guidance.”

Response - Salford formed a Tobacco Control Partnership in 2004 with representatives from the PCT, the hospital trust, the mental health trust and the local authority.  Reviewing and updating smoking policies and practices has been a high priority for each of the organisations.  The PCT’s hospital-based smoking cessation adviser is on the Hope hospital policy group and takes an active role in reviewing their policies and practices.

Recommendation 8 

“Smoking cessation advice and support should be available in community, primary and secondary care settings for everyone who smokes.  Local policy makers and commissioners should target hard to reach and deprived communities, including minority ethnic groups, paying particular attention to their needs.”

Response - The PCT Stop Smoking Service is readily accessible in the community, primary and secondary care settings as outlined previously.  Community-based groups are to be piloted in each of the 4 localities by the Health Improvement team.  

The PCT funds a part-time ethnic minority adviser (0.1wte) who has developed the service in the Moslem community, particularly in the run up to and during Ramadan for the past 3 years.  Neighbourhood Renewal Funding is currently being used to recruit a Black and Minority Ethnic Development Worker until March 2008.

Specialist advisers in the service have worked regularly with smokers from the Youth Offending team, Pupil Referral Units, Mental Health Units and the Prison (Forest Bank). 

A Tobacco-Control Officer (1wte, funded by the PCT and based in Salford City Council’s Environmental Health Department), is currently identifying workplaces with a high proportion of manual workers so that the workplace adviser (0.54wte) can offer smoking cessation support.

Recommendation 9

“Monitoring systems should be set up to ensure health professionals have access to information on the current smoking status of their patients.  This should include information on: a) the most recent occasion on which advice to stop was given, b) the nature of advice offered, and c) the response to that advice.”
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COMMUNITY HEALTH AND SOCIAL CARE OVERVIEW AND SCRUTINY COMMITTEE








Key facts


Approximately one in three adults in Salford smoke, compared to one in four nationally


Smoking prevalence is highest in the most deprived populations


70% of smokers say they want to quit 


About 30% make a quit attempt


Effective treatments such as Nicotine Replacement Therapy double the quit rate





Key facts 





Nationally, nearly one in ten of 11-15 year olds smoke 


Figures are likely to be higher in Salford


This figure has remained largely constant despite the increased emphasis on health education on smoking in schools


82% of smokers start smoking in their teenage years


Some young people are more likely to smoke than others. Nationally, 38% of regular truants 


                      32% of excluded pupils, and


                       21% of 15 year olds smoke


Young people from households where the adults around them are smoking are more likely to become smokers


Children (and adults) from poorer backgrounds find it more difficult to give up smoking














Summary of actions 





MONITORING Regular questionnaire to establish prevalence of smoking by young people in Salford 


CONSULTATION Programme of work with young people in Salford to establish what approaches will have most impact


DEVELOPMENT Training for school Governors to improve school curricula; Work with staff working with target groups outside of school setting to develop more effective prevention; Development of appropriate Stop Smoking Services for in a range of settings


ENFORCEMENT Smokefree policies in schools and school grounds; Reduced access to cigarettes by underage children





HEALTHY CITY  EXECUTIVE








GREATER MANCHESTER TOBACCO CONTROL ALLIANCE
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Chair: Nigel Powell (Regulatory Manager Environmental Services)








ACTION GROUP 2:


Adults – Prevention and Cessation








ACTION GROUP 1:


Young people – Prevention and Cessation








ACTION GROUP 4:


Publicity





ACTION GROUP 3:


Secondhand smoke





Summary





In summary, we now know that secondhand smoke has serious health effects through exposure in the workplace and in the home. All workplaces will need to be smokefree from summer 2007, which will have major benefits for the people of Salford and will increase the numbers of people who access our Stop Smoking services, and who stop smoking independently of our services. There is a need to ensure the above legislation is implemented as smoothly as possible to make this legislation effective. We need to ensure we have our own houses in order, and we need to do more to protect Salford residents from exposure to secondhand smoke in the home. Underlying all of the above is the need to raise awareness of the dangers of secondhand smoke.








Summary


Nationally, 21% of 15 years olds smoke


Figures are likely to be higher in Salford


The prevalence of smoking amongst young people has not fallen significantly despite the efforts of schools to educate young people on the health effects of smoking 


Young people most likely to smoke are those who are excluded from school or regularly truant, those from households where adults smoke, and those in receipt of free school meals


More girls than boy smoke


82% of adult smokers start in their teenage years


There is very little evidence of ‘what works’ with regards to smoking prevention with young people








Key facts





Secondhand smoke (passive smoking) means ‘other people’s smoke’ and is a major source of indoor air pollution 


Secondhand smoke kills people - around 11,000 people a year 


Regular exposure to secondhand smoke increases the risk of heart disease by up to 30% and lung cancer by 24%


Secondhand smoke is associated with cot death, middle ear infection, asthma and other respiratory diseases


The main risks from secondhand smoke are associated with exposure in the home, and exposure in the workplace





Secondhand smoke in the home


The vast majority of deaths from secondhand smoke are amongst non smokers who live with smokers


Removing smoking from our homes would dramatically improve the health of people in Salford and lead to longer lives





Secondhand smoke in the workplace


Secondhand smoke kills three times as many workers as industrial accidents


Removing smoking from the workplace helps smokers cut down or give up
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Figure 2                                                                    Costings Flowchart, Tobacco Control in Salford, 2006-2009
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� Professor Stanton Glantz; San Francisco Chronicle, Daily Health News, 10 March 2005


� The Phillip Morris website admits ‘Ventilation is not shown to address the health effects of secondhand smoke’.
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