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PLEASE NOTE:

THIS IS A RESPONSE FROM NORTHERN IRELAND AS PART OF THE NORTHERN IRELAND HPSS CONSULTATION. PLEASE FORWARD TO THE DEPARTMENT OF HEALTH AND SOCIAL SERVICES AND PUBLIC SAFETY NORTHERN IRELAND

The WIFH Partnership welcomes the latest Department of Health consultation document on the future of tobacco control.   The partnership acknowledges the role of the Western Tobacco Control Group in the faciliation of this response.

The last ten years have seen major progress in tackling the toll of death and disease caused by smoking. The UK has rightly been rated at the forefront of European countries on its range of policy measures on smoking.
 The consultation document offers the opportunity for another major step forwards if the Government shows continuing political will to adopt simple, popular policies and readily enforceable regulations. 

The Wanless report (Securing Good Health for the Whole Population) identified smoking as:

 “the single greatest cause of preventable illness and premature death in the UK”.

It also stated that:

 ”there is a strong socio-economic gradient … half the difference in survival to 70 years of age between social class 1 and V is due to smoking.” (Para 1.38). 

“It is estimated to kill 120,000 people per year in the UK (one fifth of all deaths). It is estimated to cost the NHS up to £1.7 billion each year, as well as having wider costs in productivity, losses from ill health, absenteeism and accidents” (Para 4.4).

“In England, an estimated 27 per cent of adults were smokers in 2001. Although there has been a large decline in smoking since the 1970s smoking prevalence remained fairly stable at around 27 per cent during the 1990s”. (Para 4.6). 

Reducing smoking levels further will be “a key determinant of success” in meeting the Government's public health targets (Para 4.11).

The Partnership believes that a key objective for the next steps in tobacco control policy should be to prevent a new generation from becoming smokers. Eight out of ten smokers report that they started before the age of 16. The children of parents who smoke are far more likely than others to take up smoking themselves. 
 There is also strong evidence to show that advertising and marketing are key influences on young people starting to smoke. 
 

This response is in the context of Objective 7 of the Investing for Health Strategy (2002) to promote healthier lifestyle choices but also in the context of objective 4 in that everyone has the right to live and work in a healthy environment.  It also is in the spirit of our vision of Healthier, Longer Lives for All.

PART A:  Reducing smoking rates and health inequalities caused by smoking

Question 1

What smoking prevalence rates for all groups (children, pregnant women, routine and manual workers and all adults) could we aspire to reach in England by 2015, 2020 and 2030, and on what basis do you make these suggestions?  What else should the government and public services do to deliver these rates?

WIFH supports the Government on its commitment to developing a new national tobacco control strategy.  On the basis of a comprehensive new strategy, which is monitored, evaluated and regularly updated, ambitious new targets should be achievable.  

Currently within Northern Ireland the Continuous Household Survey 2006/2007 states that, within the WHSSB 16+ population, 26% are smokers (28% females, 25% males). The rate of manual workers who smoke is recorded as 32%.  Research undertaken by WIFH on the Mental Health of Long-term Unemployed Men indicated a prevalence level of almost 60% in the WHSSB area.

According to the 2007 YPBAS (Young Persons’ Behaviour and Attitudes Survey) 24.2% of children aged 11-16 have tried smoking, 80% of whom had their first cigarette aged 13 or younger. Of those children aged 11-16 who had tried smoking almost a quarter smoke everyday (24.9%), and a further 6.4 % smoke at least once a week but not every day. 
Further research is needed to give a complete picture on smoking prevalence, looking in particular at young people, low-income groups and pregnant smokers.  

Whilst young people should be aware of the many negative aspects regarding smoking an approach, which promotes the positive aspects of not starting or stopping smoking should be taken. Any communications strategy should have a holistic approach, which promotes alternatives and the benefits of a healthy lifestyle e.g. the advantages of diversionary activities, such as sport. This would be more effective and have greater health rewards than cessation activity alone.

It is WIFHs understanding that since the mid 1990s, smoking rates have decreased annually by approximately 0.5%. Using this as a minimal baseline measurement, by 2015 we would expect a prevalence of 21%, by 2020 18% and by 2030 13%.  The partnership feel that this progress should be reviewed on a regular basis so as to determine whether any revision of the tobacco control strategy is required in order to achieve these targets and again in 2015 to set new targets for 2020 and 2030.
It is also crucial that the new structures under RPA, Regional Public Health and Social Well Being Agency (RPHSWA), Regional Health & Social Care Board (RH&SCB) and its Local Commissioning Groups (LCGs) are required to set appropriate local targets for smoking prevalence reductions and that these targets are adopted by Local Partnerships. The DHSSPSNI must ensure that monitoring of smoking prevalence at LCG level is carried out consistently and comprehensively to enable measurement of effectiveness in meeting targets.

The Executive’s three year Public Service Agreement targets for 2008 – 2011 states that, as set out in the Programme for Government 2008 – 2011, by March 2011, reduce to 21% and 25% respectively the proportion of adults and manual worker sub-set who smoke.  The 21% prevalence target is more ambitious than that outlined earlier but all efforts should be made to achieve it.

The DHSSPSNI {A Healthier Future - A Twenty Year Vision for Health and Wellbeing NI 2005-2025}, sets a target of an increase in the proportion of adults {16+} who do not smoke from 74% 2002/2003 to 95% in 2025 {NISRA, 2003}.

We support a continual reduction in tobacco prevalence rates; however feel that challenging yet realistic targets must be set which exceed current reduction trends.  This can only be achieved through the comprehensive development of a tobacco control programme and by building on the current targets set within the NI 5 Year Tobacco Action Plan. We would like to see the forthcoming additional responses within this consultation to be used to focus the direction of a new 10 Year Tobacco Action Plan for NI, taking into account both the UK and European targets and strategic drivers.
Question 2

What more do you think could be done to reduce inequalities caused by tobacco use? 

WIFH believe that the key to driving down smoking prevalence rates, and to reducing health inequalities produced by differential rates between social classes is a comprehensive tobacco control strategy engaging all relevant Departments and agencies, as well as the devolved administrations and local Government taken forward in the context of the Investing for Health Strategy and reviewed by the Ministerial Group in Public Health.

We ask that you consider the following when developing actions plans, targets and strategies to reduce the inequalities caused by tobacco use:

· High and rising level of tobacco price remains a key lever to reduce tobacco consumption. Increasing the price of tobacco has been shown to reduce uptake of smoking in young people.

· Increasing the price of cigarettes as an incentive to quit is undermined if smokers, particularly in poorer communities with high prevalence rates, have easy access to smuggled or counterfeit cigarettes. 

· Poorer, more disadvantaged smokers also tend to be more heavily addicted 
 and need greater support to quit successfully. This suggests that a high and rising level of spending on Stop Smoking Services will have a particularly beneficial effect on reducing health inequalities. 

· Tobacco control should be on the agenda for all Government Departments as a top target.

· Major priority should be to build capacity within disadvantaged communities to deliver a greater number of services. Funding should be streamlined through the Department of Social Development to disadvantaged communities.

·  Reducing access to cheap tobacco in disadvantaged areas should be addressed through a concerted inter-departmental effort.

· There should be strong, concerted enforcement of legislation prohibiting the sale of cigarettes to under 18s. 

· There should be free, easily accessible Nicotine Replacement Therapy for smokers who are motivated to quit, and willing to avail of free cessation support.

· As a result of cigarettes being permitted through customs we would encourage a review and reduction of the quantity of cigarettes brought through customs from 3,200 to 200 cigarettes per person over 18 yrs.

· Resources and services should be developed and targeted towards the needs of ethnic minority groups, ensuring language needs are met. 

· Resources and services should be targeted towards people the needs of people with visual and hearing impairments.

· A focus is required for people experiencing mental ill health with tailored services.

· Tobacco Control should be a part of integrated health improvement planning with Local Authorities, Health Services as well as other statutory bodies.

· Social marketing and social action approaches to tobacco control should be explored with disadvantaged smokers.

· Test purchasing by local authorities must be legislated as a requirement to help address the problem of under age sales of cigarettes. 

· Clear, unambiguous messages to counteract the marketing strategies of the tobacco industry must be developed as part of a regional marketing/pr strategy.

· Recurrent funding is necessary to deliver on a new Northern Ireland Action Plan.

Question 3

Do you think the six-strand strategy should continue to form the basis of the Government’s approach to tobacco control into the future?  Are there other areas that you believe should be added? 

We support the six-strand strategy. There is good evidence that each of the six strands is effective in reducing smoking rates. However, more could be achieved by: greater investment in sustained mass media education campaigns and investment in social marketing of the stop smoking services; by further reducing tobacco industry promotional opportunities; by greater regulation of tobacco products and by reducing the availability and supply of tobacco products.  All elements of the strategy need to be subject to regular review, monitoring and public reporting.

We also feel that additional strands are needed as follows: 

· Key target groups need to be specified for particular focus as follows; 

· Manual workers

· Pregnant smokers

· Young people

· Disadvantaged adults

· A specific strand on marketing is suggested to publicise the negative effects of tobacco addiction and promotion.

· A strand addressing the International aspects of tobacco control is also needed.

Tobacco needs to be a lead priority within the new Regional Agency for Public Health & Social Wellbeing and the Regional Health and Social Care Board and its Local Commissioning Groups. 

Question 4
How can collaboration between agencies be enhanced to contribute to the inland enforcement against illicit tobacco?

WIFH believe that there is a need for an improved strategy to tackle smuggling and sale of counterfeit tobacco products at European, national, and local level is essential. Smuggling and counterfeit sales undermine key tobacco control policies, particularly the use price as a disincentive. 

In 2000 the government launched a £200m initiative to tackle tobacco smuggling, which brought the illicit market share down from a peak of 21% in 2000-01 to 15% in 2003-04. In 2006, the Treasury announced plans to extend the campaign and set a target to reduce the size of the UK illicit hand-rolled tobacco market by 1,200 tonnes. Smuggling undermines attempts to reduce inequalities in smoking prevalence, as smuggled product is more likely to be purchased by lower income groups. We fully support the UK in needing to sign up to the WHO FCTC illicit trade protocol and the existing anti-smuggling agreement.

Tobacco needs to be the top priority for the newly formed Border Agency and there needs to be a requirement to publish the results on set targets with allocated resources available to make it happen.

There is also a need for a regional task group, including the Criminal Assets Bureau, to look at the sale of cigarettes and local tobacco related issues e.g. sales and manufacture.

There is an urgent need to review the legislation regarding smuggling and illicit sales, particularly in regard to the constraints currently prohibiting the Police Service of Northern Ireland in dealing with illegal sales locally.

There is extensive evidence of a serious continuing problem with both counterfeit and smuggled cigarettes and tobacco products. The 2008 British Market Research Bureau (BRMB) Omnibus Survey 
 conducted for ASH showed that:

· 20% of smokers reported buying cigarettes from illicit sources, and 10% reported buying more than three quarters of their tobacco products “cheap”

· A higher proportion of male smokers (26%) than female smokers (16%) reported buying tobacco from illicit sources.

· Younger smokers are more likely to report buying from illicit sources. 
Question 5

What more can the Government do to increase understanding about the wider risks to our communities from smuggled tobacco products?

It is WIFHs opinion that this needs to be addressed in a comprehensive marketing/communications strategy.  The risks associated with smuggled tobacco products should be highlighted and focused specifically on disadvantaged communities and young people, since prevalence is highest in these areas.   The message needs to targeted at more vulnerable groupings including those with literacy difficulties and where English is not their first language.

Research is needed into the content and health effects of illegally manufactured cigarettes. However, the message that legally produced cigarettes are the main public health threat to our communities needs to be clear and unambiguous. 

There should be more investment in mass media campaigns to encourage the public to report illegal tobacco sales and to show how the availability of cheap smuggled tobacco undermines other tobacco control measures

PART B:  Protecting children and young people from smoking

Question 6
What more do you think the Government could do to:

a. Reduce demand of tobacco products among young people

b. Reduce the availability of tobacco products to young people
There is little evidence to show that measures targeted specifically at young people produces much benefit. Indeed, youth smoking prevention campaigns (particularly those initiated by the tobacco industry) can be counter-productive. 
 
 However, young people are particularly susceptible to marketing and promotion of tobacco products, and in jurisdictions where such marketing is still permitted (or enforcement of restrictions is relatively weak) tobacco companies routinely target children in promotional activity, often in clear breach of their own stated “marketing principles”. 
 

As in the response to Question 1 any communications strategy should have a holistic approach, which promotes alternatives and the benefits of a healthy lifestyle e.g. the advantages of diversionary activities, such as sport to be more effective and have greater health rewards than cessation activity alone.

Legislative controls on where and how tobacco can be sold should be strengthened. Sellers of tobacco products should be required to have a license. Such a system would ensure that trading standards departments have a register of all tobacco retailers in their locality, enabling them to act immediately over unlicensed sales. This may also result in an overall reduction in the number of retail outlets for tobacco. Some retailers, for whom tobacco constitutes a very small proportion of sales, could opt not to sell tobacco rather than pay for a licence.  
There is also a need to consider how the licensing system for films and producer guidelines and watershed rules for television programmes could be amended to ensure that smoking is not glamorised in entertainment aimed at children. The British Board of Film Classification should follow similar standards to those already set by OFCOM, which sets standards for television. This would require that smoking “must not be featured in programmes [films] made primarily for children unless there is strong editorial justification;” and “must not be condoned, encouraged or glamorised in other programmes [films] likely to be widely seen or heard by under eighteens unless there is editorial justification”.
 
This would ensure that films which portray smoking who seek a certificate for less than 18 years would need to justify to the licensing authority why their films contain smoking.
Strong anti-smoking ads, produced by the Department of Health, should be shown prior to screening of any film with less than an 18 certificate where the British Board of Film Classification (BBFC) has determined that the depiction of smoking might pose a risk to minors.  To be effective, anti-tobacco spots cannot be occasional Public Service Announcements shown at the discretion of the cinema owner. They must be distributed by the studios, on the feature film reel itself. Spots also need to be included in the opening “chapter” on future DVDs, on videos and when films are shown on TV. 

A substantial price rise in the cost of cigarettes is needed to discourage young people smoking, with the tax profits fed into prevention initiatives

Test purchasing should be a legal requirement for all local Councils to ensure under 18s are not sold cigarettes.

All cigarette vending machines should not be permitted without exception.

Recommendations from the BMA (July 08) ‘Forever cool: the influence of smoking imagery on young people’ states:

The UK Governments should:

· Prohibit the display of tobacco products at the point-of-sale

· Prohibit the sale of tobacco products via vending machines

· Mandate plain packaging for all tobacco products, restricting information on the packet to the name of the cigarette brand, health warnings and any other mandatory consumer information

· Introduce minimum price levels for the sale of tobacco products

· Establish a body with responsibility for the regulation of all nicotine products

· Recognise that tobacco industry CSR (Corporate Social Responsibility) is a form of marketing, and as such it   should be prohibited under the terms of the tobacco advertising ban

· Reduce the number of outlets selling tobacco through the introduction of a system of positive licensing.

Question 7

Do you believe that there should be restrictions on the advertising and promotion of tobacco accessories, such as cigarette papers?   

WIFH believe that the advertising of tobacco accessories, such as cigarette papers or lighters could be viewed as a prompt and trigger to smokers, and therefore an incentive to encourage people to smoke.  All tobacco products should be treated in a similar way as tobacco itself.  

All tobacco and its products should be sold under-counter and, except in specialist-licensed tobacconists, where young people under 18 are not allowed on the premises.  

Tobacco should only be sold in licensed specialist tobacco shops or alternatively, all sellers of tobacco products should be licensed.  

Question 8

Do you believe that there should be further controls on the display of tobacco products in retail environments?  If so, what is your preferred option?

We are particularly interested in hearing from small retailers and in receiving information on the potential cost impact of further restrictions on display.  What impact would further controls on the display of tobacco have on your business and what might be the cost of implementing such changes?

We support option 3 in the consultation document, which would require retailers to remove tobacco products from display.

There is strong evidence to show that tobacco advertising and promotion encourage children to smoke and this evidence underpinned the UK law, which banned most forms of tobacco advertising. 
 .
 It is reasonable to conclude that as a key marketing tool, point of sale displays encourage young people to begin smoking and make it more difficult for smokers to quit.

The tobacco industry has spent large amounts of money on point of sale displays. Imperial Tobacco has stated that because of advertising restrictions, cigarette packs and their display in retail outlets are now a major marketing tool and that new additions to brand families have increased their share of the market.
 
Jurisdictions that have already limited or prohibited point of sale displays include Iceland, Thailand, various Canadian provinces, Tasmania (with other Australian states likely to follow), New Zealand (likely to introduce legislation in 2009) and Norway. In Iceland, where point of sale displays were made unlawful in 2001, the proportion of 16 and 17 year olds who reported that they had ever smoked fell from 61% in 1995 to 46% in 2003. 
  Evidence compiled through the Canadian Tobacco Use Monitory Survey, for example, showed that in Saskatchewan banning point of sale displays combined with tobacco control measures has coincided with a fall in smoking prevalence rates amongst 15 to 19 year olds - from 29% in 2002 to 21% in 2006. 

Regulations relating to point of sale displays should therefore clearly set out what is required of retailers, on the basis of best practice from other jurisdictions. 
Evidence suggests that tobacco promotion encourages people to take up and continue smoking.  Numerous consumer studies in the UK and elsewhere have shown that adolescents are more responsive to tobacco promotion than others and that such promotion influences their propensity to take up smoking.
The Cochrane review (Impact of tobacco advertising and promotion on increasing adolescent smoking behaviours) Lovato C, Linn G, Stead LF, Best A, 2003 stated:  
“Tobacco advertising and promotion increases the likelihood that adolescents will start to smoke.  .”

There are studies following non-smokers and their exposure to advertising (such as the number of tobacco advertisements in the magazines they read). The review found that in all these studies, non-smoking adolescents who were more aware of or receptive to tobacco advertising were more likely to become smokers later.

The author concludes longitudinal studies consistently suggest that exposure to tobacco advertising and promotion is associated with the likelihood that adolescents will start to smoke.

Considering the above we strongly support Option 3 (see p.36 3.52) to

 “require retailers to remove tobacco products from display”.  

Question 9

Do you believe that there should be further controls on the sale of tobacco from vending machines to restrict access by young people?  If so, what is your preferred option?

WIFH strongly support option 3: A total ban on the sale of tobacco products from vending machines.  

Ending the sale of cigarettes from vending machines would be an important measure to restrict underage sales of cigarettes and tobacco products. Figure 10 of the consultation document notes that 17% of smokers aged 11 to 15 reported that vending machines were a usual source of the cigarettes they smoked. This could be compared to a total share of UK tobacco sales from vending machines of less than 1%. ID or token operated machines would not solve the problem. Unlike a human retailer, a machine cannot verify that the ID is being presented by its proper owner. 

Question 10

Do you believe that plain packaging of tobacco products has merit as an initiative to reduce smoking uptake by young people?

WIFH agree that there should be plain packaging of tobacco products.  There is clear evidence to show that branding has been shown to promote smoking. Plain packaging would lead to decreased advertising and, therefore, less uptake of smoking by young people. This would also remove the promotional aspect of product placement. (See P. 39 3.64).

Packaging is the last remaining and most ubiquitous form of tobacco advertisement. Since the legislation ending general tobacco advertising, packaging has become increasingly sophisticated and appealing with careful use of imagery, colours and design. Each smoker displays their brand every time they take their pack out to smoke. Cigarette packaging has been called “the silent salesman”.  

Plain packaging with the name of the product in a standard font on a standard background would remove another means by which the tobacco industry can promote its products. Plain packaging should also radically reduce brand appeal to young people and children.

Question 11

Do you believe that increasing the minimum size of cigarette packs has merit as an initiative to reduce smoking uptake by young people?

WIFH believe that larger cigarette packs would reduce uptake and promote cessation. We strongly disagree that smaller packet size helps cessation or reduction strategies.

The latest English data published by the BMA 2007 (Breaking the cycle of children’s exposure to Tobacco Smoke) shows that most underage smokers buy their cigarettes in packs of ten cigarettes; over half (55%) of underage smokers last bought a ten pack.  The Scottish Executive’s Smoking Prevention Working Group recently recommended that the UK government should investigate the case for banning the sale of packs of 10 cigarettes altogether, as has been done in other jurisdictions including Australia, New Zealand, Canada, France, Ireland and 14 states in the USA.

Question 12

Do you believe that more should be done by the Government to reduce exposure to second-hand smoke within private dwellings or in vehicles used primarily for private purposes?  If so, what do you think could be done? Where possible please provide reference to any relevant information or evidence to accompany your response? 

WIFH feel that Government, communities and individuals to reduce children’s exposure to second-hand smoke could do more.  We believe that the Government should therefore:

· Run further mass media campaigns targeted at parents/carers about the health effects of second-hand smoke, particularly in enclosed places such as the home and motor vehicles

· Commission research into effective ways of helping parents to stop smoking within the home/car 

· Ensure that the stop smoking services are adequately funded and continue to be targeted towards the identified target groups

· Conduct research into the risks of smoking in private cars (including road safety implications) and publicise the results. There may be a need to move to legislation on this issue and this should be considered as part of the mandated three-year review of smoke free legislation in 2010.  

· Ensure cessation support is available inconvenient environments e.g. homes. Health professionals who visit homes, e.g. health visitors, social workers, need to have the capacity to raise awareness and providing brief interventions and onward support where appropriate.

· Commission information campaigns as part of a marketing strategy with clear and unambiguous messages regarding the damage caused by second-hand smoke.

· The term ‘passive smoking/environmental tobacco smoke’ should be removed and replaced by ‘second-hand smoking’ or ‘enforced smoking’.  This is a more accurate description.

· Cigarette smoking whilst driving should be treated akin to mobile phone use and legislation enforced where contraventions are identified.

PART C:  SUPPORTING SMOKERS TO QUIT

Question 13

What do you believe the Government’s priorities for research into smoking should be?

Follow evidence based practice, as described in p.46 4.2, although this needs to be regional, i.e. NI and localised.

Research needs to be undertaken to explore:

· Alternative nicotine delivery 

· Health economics

· Use of incentives as a mechanism to promote cessation

· Perceptions of smoking following introduction of smoke free legislation – has it had an impact?

There is a very wide range of smoking-related issues where further research would be useful, supported by Government as necessary. These should include:

· Research to further understand and overcome the barriers to using

medicinal nicotine or other pharmacotherapies

· Research to improve the identification, referral and retention in

treatment of pregnant smokers

· Studies to examine the impact of interventions and policies on different social groups, manual working groups, smokers who relapse, combined with similar studies in relation to ethnic minority groups, designed to establish efficacy of targeted stop smoking and quit service messages.

· Studies to examine the efficacy of different prevention approaches including mass media interventions aimed at young people, combined with studies on the psychology of smoking and anti-smoking messages with young people, and the “cultural transmission” of smoking between generations.

· Timely ongoing research is needed to monitor the impact of tobacco control measures and effectiveness in meeting targets. As smoking is increasingly denormalised it is crucial that objective monitoring backs up surveys, for example cotinine studies to ensure that prevalence and exposure to second-hand smoke in both adults and children can be accurately measured.

Question 14

What can be done to provide more effective Stop Smoking Services for:

a. Smokers who try to quit but do not access support?

b. Routine and manual workers, young people and pregnant women – all groups that require tailored support in appropriate settings?
Stop smoking services are very cost effective. Combined with the use of pharmacotherapies, they can increase a smoker’s chances of quitting by a factor of four compared to using willpower alone.

Hospitals should be required to monitor smoking rates of patients and to give all smokers brief advice to quit, access to stop smoking pharmacotherapies and refer smokers who are motivated to quit to stop smoking services.  Smoking rates of people leaving hospital should also be monitored.

All Health & Social Care Trusts should promote specialist and self help approaches to cessation.

Research should be conducted to examine the effectiveness and cost-effectiveness of strategies to increase the uptake of the smoking cessation services. Social marketing campaigns targeted at particular social groups should be used to assist those who find it most difficult to quit.

Although smoking cessation services have proven to be very effective further research is required to determine reasons why HPSS support is not accessed

Needs assessment is required to determine and guide effective services for target groups.

Streaming of funding to community sector to deliver tailored cessation services locally would help ensure smoking cessation services are accessed by disadvantaged groupings.  The community sector have assess and trust to a broader range of target audience who may not otherwise engage was statutory based service provision.

NRT should be available free of charge and promoted within where it may be accessed by smokers in settings outside of pharmacy and GP practices e.g. community, workplaces.

Collectively across Northern Ireland we need to develop and build on local partnerships, such as Neighbourhood Renewal Partnerships, Healthy Living Centres, Surestart to ensure services are delivered effectively.

Question 15
How can communication and referral be improved between nationally provided quit support (such as the website and help lines) and local services?

Information needs to be consistent and main messages agreed and adhered to.  It must also be in a suitable manner which is understood by at risk groups and those most vulnerable or likely to smoke.

Cessation services need to comply with regionally agreed quality standards.

Cessation support services information should be available via helpline numbers. 

Information/sources of support should be promoted locally, as well as, nationally through various mediums e.g. buses, local communities, GPs and Post Offices. There should also be materials available for visual and hearing impairment.

Regional and local equality policies must be complied with. This would help ensure that all Section 75 groups have equal access to smoking cessation services and information.

All locally developed resources, programmes and initiatives should display the smokers helpline and the smoking cessation website branding for Northern Ireland.

Mass media health campaigns should be complemented by community-based initiatives to promote local services.

Effective communication between all parties involved in promoting, commissioning and providing specialist smoking cessation services to ensure coordination of action.

Question 16
How else can we support smoking cessation, particularly among high prevalence or hard to reach groups?

As in the response to Question 1 WIFH feel that any communications strategy should have a holistic approach, which promotes alternatives and the benefits of a healthy lifestyle e.g. the advantages of diversionary activities, such as sport to be more effective and have greater health rewards than cessation activity alone.

All health professionals should be trained to offer opportunistic stop smoking advice and referral to the stop smoking services, particularly to disadvantaged smokers who are likely to be in most need of help and ongoing support.

Smoking cessation should be included as part of the medical training for all healthcare professionals.  There should be more outreach with services being set up in places where people are likely to see them, such as in workplaces, shopping centres and schools.

Examples of cessation success from service users to be promoted.

Free Nicotine Replacement Therapy and other stop smoking medications for all smokers motivated to quit.

There must be delivery of consistent messages, which have been agreed regionally to smokers by health professionals and others who deliver services.

Brief Intervention Training must be mandatory for key workers, especially those working with people in key target groups.

Regionally agreed protocols are needed for health care workers, which include referral to cessation services.

Health and community workers must receive training in the delivery of brief advice on the health effects of smoking and the importance of referring smokers to cessation services.

Funding should be streamed towards high prevalence and hard to reach groups, e.g. within local communities, workplaces and areas of deprivation.

We must develop and build on systems to ensure an effective database is provided to record cessation provision to groups such as manual workers.

PART D:  Helping those who cannot quit

Question 17
Do you support a harm reduction approach and if so can you suggest how it should be developed and implemented?

WIFH feel the title for PART D “helping those who cannot quit” inappropriately reflects the challenge faced by smokers. They should be referred to as smokers who have difficulty in stopping smoking rather than “cannot quit”.

The Government should support the development of pure nicotine products, which will be attractive to heavily addicted smokers by relieving their cravings without the harmful effects of smoking. These should be promoted and made more accessible, as addiction to nicotine is very hard to break, especially for those who have been smokers for a long time. They will also require support from cessation initiatives e.g. helpline, literature, specialists, text services, internet links etc.

The Government should also sponsor educational campaigns to raise awareness of the relative safety of medicinal nicotine products compared to cigarettes 

In all instances, smoking cessation should always be offered as the ‘preferred’ option to assist smokers to quit completely. If this is not suitable for the patient then consideration should be given to a harm reduction approach. It must be noted that a harm reduction approach should never replace or undermine cessation services.
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