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I am delighted to introduce the consultation document of the East of England Tobacco Control
Strategy, prepared by the East of England Public Health Group and the Regional Tobacco Control
Strategy Group.

Smoking is the major cause of premature death in the East of England. This strategy provides a
summary of its effects in the region and, importantly, proposes a plan of action to reduce smoking
related harm.

I would like to thank all members of the Regional Tobacco Control Strategy Group for their input
into the development of the strategy. We look forward to receiving all your feedback on the
strategy priorities, objectives and actions.

Smoking related harm is a serious issue in this region. Its reduction requires input from multiple
parties to ensure success. I encourage everyone to commit to action to reduce harm from
tobacco and secondhand smoke.

Dr Gina Radford
Regional Director of Public Health

As a Director of Public Health in a Primary Care Trust I am reminded every day of the negative
impact that smoking and exposure to tobacco smoke has on the health of a community.

I am pleased to be chair of the multidisciplinary group that has overseen the development of the
Regional Tobacco Control Strategy. Expertise from the group and comments from the delegates at
the Tackling Tobacco Together conference held in October 2004 were taken into account
throughout writing of the strategy.

The strategy sets out a framework within which many different organisations can work with
communities, businesses and individuals to improve health and quality of life of those who live and
work in the East of England by reducing tobacco related harm. Its progress will be monitored by
the Regional Tobacco Control Strategy Group.

I invite you all to comment on the consultation and sign up to action.

Dr Andrea Atherton 
Chair, Regional Tobacco Control Strategy Group

June 2005

Foreword
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Executive Summary
● Smoking is estimated to have killed 8300 

people a year in the East of England in the 
period 1998–2002.That is an average of 
about 160 lives lost each week, or 22 a day.

● Deaths caused by smoking can be preceded 
by months and even years of ill-health and 
disability. A number of long-standing and 
debilitating conditions, such as stroke, ischemic 
heart disease, and chronic obstructive lung 
disease are caused by smoking.

● In the East, about one in four of those aged 
16 years and older is a regular smoker; about 
22% of women smoked in 2003 compared 
with 28% of men. This compares with 25% of 
women and 28% of men in England

● The East of England Big Smoke Debate 
found that 9 out of 10 of those who 
responded, including half of smokers, are 
bothered by tobacco smoke in enclosed 
public places. Six in ten said they were 
bothered ‘a great deal’. About 9 in 10 non-
smokers and over a quarter of smokers would
prefer all public places to be smoke free and 
four out of five people would support 
legislation to make all workplaces smoke free.

● The burden of tobacco to society is not a 
problem that can be tackled by one region 
or country alone. A number of factors – 
trade liberalisation; transnational tobacco 
companies; global marketing and; the 
movement of contraband and counterfeit 
cigarettes – has made the tobacco epidemic 
a global one, but also has required the 
measures taken to control it to be on an 
international scale through the Framework 
Convention on Tobacco Control.

● Nationally the Department of Health has set 
out a comprehensive six-strand tobacco 
control policy and recognises many aspects 
of tobacco control as ‘Big Wins’ in  the white 
paper Choosing Health – making healthy 
choices easier.

● In the East of England tobacco control work 
is divided across regional groups, National 
Health Service organisations, Local 
Government and local Strategic Partnerships,
Local Smoke Free Alliances,Voluntary and 
Community sector and employers and trade
unions. Everyone has a role in reducing 
smoking related harm.

● The Regional Public Health Group convened
a  group, with representatives from the 
academic, statutory and voluntary sector as 
members, to oversee the development of 
the regional strategy. Expertise from the 
group and comments from delegates at the 
Tackling Tobacco Together conference held in
October 2004 were taken into account 
throughout the writing of the strategy.

● Five priorities for action have been identified:
● Action to reduce exposure to secondhand

smoke
● Action to reduce the uptake of smoking
● Action to promote smoking cessation
● Action to reduce inequalities caused 

by smoking
● Strengthen community action for 

tobacco control
● The rational, policy/programme relevance,

key messages and case studies are detailed 
for each action area.

● A detailed action plan has been set out 
under these themes and as well as 
summaries of action for key groups:
National Health Service (NHS) 
organisations, Local Authorities (LAs),
Employers and Trade Unions, Community 
and Voluntary sector organisations, Regional 
Groups and Smoke Free Alliance.

● Consultation on this strategy runs from 9 
June 2005 to 9 September 2005.
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Four decades after the publication of the 1962
Royal College of Physicians of London (RCP)
report on smoking, the commonplace
observation that tobacco smoking is the
leading cause of preventable death and illness
in this country has perhaps lost much of its
impact. Nevertheless, the RCP estimates that
in the intervening 40 years, over five million
people in the UK have been killed by smoking
(RCP, 2002). It is officially estimated that
86,500 (Twigg et al, 2004) deaths a year and
much illness is attributable to smoking in the
England. So why has not more been done? 

The answer to that question must address the
complexities of changing a nation’s habit of use
of a substance that is legal, highly addictive,
socially acceptable, affordable and marketed by
large and powerful corporations. The health
community has known what to do to decrease
tobacco use for some time. Indeed, the
recommended actions in the 1962 Report are
not so different from today’s tobacco control
policy list, although we have learned much
through research and programme development
over the decades. For decades, the missing
ingredient in tobacco control was a general
lack of political will to confront this issue.

Now things have changed: there is a resolve
on the international, national, regional and local
levels to address the problems of tobacco and
the devastation it causes. Moreover,
unprecedented levels of resources have been
made available to undertake this work. The
1998 tobacco White Paper, Smoking Kills, was
the first comprehensive tobacco control policy
for the UK. It spelt out the Government’s
understanding that no one single measure was
sufficient to control tobacco use, but that a
‘shopping basket’ of measures carried out
nationally and locally and across many sectors

of society must be undertaken in a planned 
and coordinated way. Since that time,
unprecedented levels of resources have been 
put into public education and information to
stimulate smokers to try to give up smoking 
and specialist smoking cessation services for 
each Primary Care Trust (PCT) to help smokers
reach their goal. These are just two among a
range of services, programmes and regulatory
measures set out by the Government to cut
smoking levels.

Government cannot do this job alone. This
strategy sets out to be a framework for
2005/2010 within which many different
organisations can work with communities,
businesses, and individuals to improve the health
and quality of life of those who live and work in
the East of England by reducing tobacco related
harm. Above all it is a regional strategy – it is
not about what any single organisation will do.
The strategy can only be delivered by a range of
organisations working in partnership.

The strategy looks to bring clarity, coordination
and direction to the range of tobacco control
activities currently being undertaken in the
region, as well as encouraging further activity.
It is both strategic and action related. Being
strategic means making choices about the most
important areas for tobacco control activity to
be focused. Priorities have been identified based
on the current situation in the East of England.
Actions from these are based on evidence and
promising practice examples.

This strategy is designed to enable policy makers,
practitioners and partnerships alike to tackle
tobacco and effect long-term change beyond
2010. Everyone who is concerned with
addressing tobacco related harm has an interest
in reading it.

1. Introduction



deaths from motor vehicle traffic accidents
(343 annually) and homicides (24 annually)
and are less than 5% of the tobacco death
toll (erpho, 2004).

Of the deaths caused by smoking, about 64%
were among men and 36% among women,
reflecting smoking patterns of several decades
in the past. Most were due to the three
main diseases caused by smoking: lung
cancer, chronic obstructive lung disease and
coronary heart disease  (Twigg et al, 2004).
This estimate does not include deaths from
exposure to secondhand smoke, but for the
UK as a whole, domestic exposure to
secondhand smoke has been estimated to
cause 2700 deaths a year among 20–4 year
olds and 8000 deaths among those 65 years
of age and older (Jamrozik, 2005). Breathing
other people’s smoke is associated with
cancer, cardiovascular disease and respiratory
disease. Children are especially vulnerable to
the effects of secondhand smoke: it both
causes and exacerbates asthma as well as
other respiratory conditions. (See sections
5.4.1 and 5.4.4 below for a fuller discussion).

The Eastern Region Public Health
Observatory (erpho) and the Regional Public
Health Group published a major report on
cigarette smoking in the region Smoking in the
East of England in March 2004 followed by an
Update in March ’05. These reports reflect
the national concern with the social and
financial burden of disease caused by smoking
and highlight special conditions in the region.

2.1 Deaths caused by smoking

Cigarette smoking continues to be the leading
preventable cause of death in the East of
England, as in the rest of the developed
world. It is estimated to have killed 8300
people a year in the East of England in the
period 1998–2002 (Twigg et al, 2004 and see
Table 1). That is an average of about 160 
lives lost each week, or 22 a day. In England
as a whole, 86,500 deaths a year are
estimated to have been caused by smoking 
in the same period (Twigg et al, 2004.)
Although they attract far more attention,
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2. Smoking in the East: what are the
particular sources of concern?

Male Female All persons

2200 3400

1500 2300

1600 2600

Norfolk, Suffolk &
Cambridgeshire 

Bedfordshire & Hertfordshire

Essex

5300 8300East of England TOTAL

Table 1 Deaths attributable to smoking 1998–2002,
East of England by Strategic Health Authority

Strategic Health
Authority

Average annual smoking-attributable
mortality, 1998–2002

Source: rounded figures adapted from Twigg, L. et al.The Smoking
Epidemic in England. London: HDA; 2004.

3000

1000

800

1200
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The percentage of deaths caused by smoking
varies by about 16% (range from 24% to 40%)
between PCTs, revealing significant inequalities.
Some of this variation will be due to statistical
fluctuations but much of it is likely to reflect
true differences. Figure 1 gives an indication of
the relative magnitude of the problem in the
PCTs in the East of England.

Note that rather than deaths caused by
smoking as a proportion of all deaths, these
percentages represent an estimate of the
proportion of those deaths caused by smoking
from smoking related diseases (e.g. lung and
other cancers, coronary heart disease, chronic
obstructive lung disease). The estimate is made
on deaths among those aged 35 years and
older and averaged for 1998–2002.

2.1.1 Trends in deaths caused 
by smoking

For the most part, diseases caused by smoking
take a long time – typically 20 to 30 years or
more – to develop, so it is useful to examine
smoking patterns and their health effects over
decades. The trend in mortality from lung
cancer provides a useful supplement to
prevalence and consumption data. Figures for
the youngest age groups with enough deaths to
produce stable rates, (i.e. 35 – 44 years) will be
most sensitive to recent trends in smoking
uptake but will still reflect prevalence trends of
about two prior decades. Mortality figures can
also show effects of changes in numbers of
cigarettes smoked by continuing smokers which
will not be detected by smoking prevalence
(i.e. proportion of people who smoke,
regardless of number of cigarettes smoked).

Figure 1 Smoking-attributable mortality 1998/2002, East of England by PCT

Percentage

23 – 27
28 – 30
31 – 33
34 – 36
37 – 43

Source:Twigg, L. et al.The Smoking Epidemic in England. London: HDA; 2004.
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Figure 2 sets recent trends in lung cancer
mortality at ages 35 to 44 in the East of England
(with both sexes combined to reduce fluctuation
due to small numbers) against national rates for
each sex. The falling number of lung cancer
deaths reflects the national decline of cigarette
smoking that started in the 1970s. After
continuing to fall through the following decade,
that decline stabilised in the 1990s. So far there
is no evidence of the long-established decline in
lung cancer mortality coming to an end because
of the failure of smoking initiation rates to
decline during the 1990s. However, it may yet
be too early to detect any such effect.

2.1.2 Long-term illness caused 
by smoking

Deaths caused by smoking can be preceded by
months and even years of ill-health and disability.
A number of long-standing and debilitating

conditions, such as stroke, ischaemic heart
disease, and chronic obstructive lung disease
are caused by smoking. Others, such as ulcers
of the stomach and duodenum and
osteoporosis and hip fracture are strongly
linked to smoking. Some conditions which are
not life-threatening but which can cause
serious disability, such as age-related macular
degeneration (which causes severe visual
impairment), senile cataract and peridontitis,
are attributable to smoking. Treatment of long
standing illnesses caused by smoking is a
considerable burden to the health service.
One study estimated that in London in 2001,
four in five hospital admissions for peripheral
arterial disease – which if untreated can lead
to limb amputation – were attributable to
smoking. This represented 2000 admissions to
London hospitals and 28,000 bed days (Callum
and White, 2004).

Male mortality

Female mortality 

Mortality East of
England (M+F) 

Female smoking
prevalence 
(unweighted)

Male smoking
prevalence
(weighted) 

Male smoking
prevalence
(unweighted) 

Female smoking
prevalence 
(weighted)

Linear (Male 
mortality)

Linear (Female 
mortality)
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Figure 2  Lung cancer mortality in persons aged 35-44 and smoking prevalence in the UK

Source: Smoking prevalence data: General Household Survey 2002 (data weighted from 2000 hence break in lines)

Lung Cancer Deaths data: ONS Mortality Files 1996 -2003, Population Data: ONS Estimates & 2001 Census data 
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16–24 25–34 35–44 45–54 55–64

Male

65–74 75 and
over

75 and
over

16–24 25–34 35–44 45–54 55–64

Female

65–74

Age Group (years)

0%

10%

20%

30%

40%

50%

60%

70%

80%

P
re

va
le

nc
e

Current cigarette smoker
Ex-regular cigarette smoker
Confidence interval

Figure 3  Cigarette smoking by age and sex, 2002–2003, East of England 

2.2 Prevalence of 
cigarette smoking 

Estimated cigarette smoking prevalence in the
East of England is slightly lower than that of
England as a whole (27%). In the East, about
one in four of those aged 16 years and older is a
regular smoker; about 22% of women smoked in
2003 compared with 28% of men. This
compares with 25% of women and 28% of men
in England (DH Statistical Bulletin, 2003).

Figure 3 shows smoking status in the East of
England by age and sex. Typically, smoking is
highest among young adults, tapering off with
increasing age. The 46% prevalence among

16–24 year–old women in the region is
substantially higher than the national
prevalence of 36% at this age in 1995–97
(Prescott-Clarke and Primatesta, 1998). If this
estimate is valid (and not materially biased by
sampling error) it may herald, for the affected
cohorts, a reversal of the previously
established decline in damage to women’s
health from smoking. This is in keeping with
national statistics. We also know from national
data that it is very young women, especially
those in manual groups, who are most likely to
smoke in pregnancy (Penn and Owen, 2002).

Increasing numbers of men appear to be
quitting smoking from 55 years, and the large
proportion of ex-smokers is evident from this

Source: General Household Survey 2002–2003.
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age upwards. The very low prevalence among
those 65 years of age and older also reflects
the growing number of smokers who will have
died from diseases caused by smoking.

The trend in adult smoking is shown in Figure
4. Cigarette smoking has been on the decline
in the UK since the 1960s when about 7 in 10
men and 4 in 10 women were smokers (RCP,
2002). In the East of England, a downward
trend in prevalence was evident between 1986
and the early 1990s, since when it has levelled
out (erpho, 2005).

Figure 5 shows estimated current smoking
prevalence by PCT, which varies from 22% to
40%.The areas of high prevalence appear to be
around the major urban centres, such as
Norwich, Harlow, Basildon and Thurrock.

Source: General Household Surveys, 1998–2003; 1998 and 2003 are unweighted data.

Figure 4  Trends in adult cigarette smoking prevalence 1998–2003, East of England, by sex
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2.3 Smoking and 
young people

Currently about 10% of 11 to 
15-year-olds are regular smokers,
defined as having at least one
cigarette a week.

Children’s smoking is strongly
related to age, with only 1% of 11-
year-olds smoking compared with
23% of 15-year-olds (see Figure
6). Girls are more likely to smoke
than are boys. Age 11 Age 12 Age 13 Age 14 Age 15
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Figure 6 Smoking prevalence among children of secondary school 
age, England

Figure 5 Estimated current smoking prevalence, East of England by PCT

Prevalence (%)

20 – 24
25 – 27
28 – 31
32 – 35
36 – 40

Source: National Centre for Social Research/National Foundation for Educational Research.
Drug use, smoking and drinking among young people in England 2003.

Source:Twigg, L. et al.The Smoking Epidemic in England. London: HDA; 2004.



Smoke Free East
E

8

Starting to smoke is usually a step
taken in the teenage years. Figure 7
shows that peak uptake is around
ages 15–18 years, with very few
starting to smoke after the age of 24.

2.4 Smoking and
inequalities 

Despite the general reduction in
cigarette smoking in the past 30
years, the best off in society have
been more successful at quitting.
Those in manual occupational 
groups have also quit smoking, but 
at a slower rate than those in non-
manual work. Figure 8 shows
smoking prevalence to be twice as
high among those men classified in
the manual group as among those in
the non-manual group in the region
and a third higher among women.

Age started smoking (years)

8 10 12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 43 45 47 49 52 55 60 65 68
0

5

10

15

Pe
rc

en
ta

ge

20

Figure 7 Age at which adults in the East of England started smoking
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Figure 8 Smoking prevalence 2002-2003, East of England by 
socio-economic status and sex

Source: General Household Survey 2002–2003.

Source: General Household Survey 2002–2003.
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Figure 10 Smoking prevalence in the Eastern Region social class 
(2002–2003)
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Figure 9  Proportion of smokers with different levels of daily cigarette 
consumption, East of England

2.5  Cigarette
consumption

The health damage done by
smoking is related to the amount 
of tobacco consumed. Moreover,
heavier smokers are often more
heavily addicted and can find
stopping smoking more difficult.
Heavy smoking is defined as 20 or
more cigarettes a day. As shown in
Figure 9 about one third of smokers
(32%) in the East of England appear
to be heavy consumers.

Although cigarette smoking
prevalence is highest among young
adults, they are less likely to smoke
heavily compared with older
smokers. Figure 10 shows that
consumption of more than 20
cigarettes a day increases from 15%
in the 16–24 age group to 55% in
the 45–54 year age group, and 61%
in the 55–64 year age group. There
are fewer heavy smokers in the
oldest age categories.

Source: General Household Survey 2002–2003.

Source: General Household Survey 2002–2003.



Smoke Free East
E

10

success (Raw et al, 1998). The NHS has a
special role to play in giving cessation support
through its Stop Smoking Service. Since 1999,
the Service has helped over half a million
smokers in England to give up for at least four
weeks (Annual Statistical Bulletins).

As the Service develops, it is becoming more
widely available to smokers. There is evidence
that in the East of England the Service is
becoming more effective. Compared with the
previous year, the proportion of successful
quitters per 100,000 population has increased
in 2003/04 by 72% in the Eastern region,
against a 64% increase nationally (see Table 2).
Essex performed significantly well at 130%
above 2002–2003 figures. The proportion of
successful quitters in the East – at 400 per
100,000 of population 16 years of age and
older – still remains significantly below national
average of 512 per 100,000 aged 16 and older.

2.6 Quitting smoking

About two thirds of smokers say they would
like to quit (ONS, 2004).This figure has been
remarkably stable for years. Although there is
an evident social class gradient in smoking
prevalence, the desire to give up is expressed
by smokers in both manual and non-manual
groups (ONS, 2004).

Smokers’ attempts to quit can be encouraged
and supported in many ways: through public
information campaigns; restrictions on smoking
in public places; regulation of the promotion
and marketing of tobacco; graphic health
warnings; support from friends, work colleagues
and family and direct cessation support from a
professional. Most people try to quit without
formal aid, but brief advice, pharmacotherapies
such as nicotine replacement therapy (NRT)
and more intensive behavioural support have
all been shown to increase the chance of

Strategic Health Authority Number setting
a quit date

Number successfully
quit at 4 week follow-
up (self report)

Success
rate (%)

Number of successful
quitters per 100,000
population (16 and over)

England total

Bedfordshire & Hertfordshire

Essex 

Norfolk, Suffolk &
Cambridgeshire

East of England total

361,224

6, 504

7, 992

12,887

27,383

204,876

4,196

5, 940

7,408

17,544

57

65

74

57

64

512

328

455

411

400

Table 2 Number and percentages of self reported quitters by Strategic Heath Authority, 2003-2004

Source: Department of Health 2003–04
The number of self-reported quitters at the four–week stage by Strategic Health Authority, 2003–04
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2.7 The Big Smoke Debate

Perhaps the most marked change in tobacco
control in the UK in recent years has been
the shift in demand for smoke free public
places and workplaces. Public opinion in the
East of England strongly reflects the national
mood. A public consultation exercise, ‘the Big
Smoke Debate’, found that 9 out of 10 of
those who responded, including half of
smokers, are bothered by tobacco smoke in
enclosed public places (erpho, 2004). Six in
ten said they were bothered ‘a great deal’.
About 9 in 10 non-smokers and over a

Figure 11 Preference of smoking restrictions by specific public place, East of England
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throughout

I don't mind

quarter of smokers would prefer all public
places to be smoke free and four out of five
people would support legislation to make all
workplaces smoke free. When asked about
their views on smoking in specific places, a
large majority said they would prefer a variety
of places from public transport and offices to
shopping centres and restaurants to be
completely smoke free. Pubs and bars
continue to be the most controversial venues
for smoking restrictions but even in these
areas, a majority of respondents in the East of
England said they would prefer them to be
completely smoke free (see Figure 11).

Source: Eastern Region Public Health Observatory. Big Smoke Debate: Results from the East of England. Cambridge: erpho; 2004.



● Illicit trade
● Banning tobacco sales to minors
● Agricultural diversification 
● Scientific/technical cooperation

The UK is a party to the FCTC, being among
the first 40 countries to ratify the Convention.
The potential benefits to the UK of
international cooperation, particularly in the
field of trade in contraband and counterfeit
tobacco, are enormous.

3.2 European Union

Much of current tobacco control policy in the
UK has been determined by European Union
(EU) legislation. Policy on tobacco falls into
four main areas: taxation; agriculture; public
health and health and safety in the workplace.
In the absence of a more appropriate legal
basis, the EU’s competence to regulate the
internal market (Article 95 EC) has been used
for all legislation on advertising and product
regulation to date (ASPECT, 2004). The main
drawback of using the legal base for the
internal market has been that tobacco control
measures have been vulnerable to legal
challenge from the tobacco industry, but the
European Court of Justice has looked
favourably on the use of Article 95 EC for
public health measures in several instances. A
new EU constitution, adopted by the Council
of Ministers in June 2004, contains a public
health provision (Article III-278) that may offer
scope for development of EU tobacco control
policy but the European Convention must first
be ratified by all 25 Member States to enter
into force and even then the usefulness for the
article for tobacco control remains to be
clarified (ASPECT, 2004).

The burden of tobacco to society is not a
problem that can be tackled by one region or
country alone. A number of factors – trade
liberalisation; transnational tobacco companies;
global marketing and the movement of
contraband and counterfeit cigarettes – has
made the tobacco epidemic a global one, but
also has required the measures taken to
control it to be on an international scale. Thus,
tobacco control in England is not only affected
by policy made in Westminster but, increasingly,
in the European Union and globally.

3.1 Framework Convention on
Tobacco Control

The World Health Organization (WHO)
estimates that there are currently about 1.3
billion smokers in the world, more than 8 in 10
of them living in developing and ‘transitional’
countries. Globally, the annual burden of
deaths caused by tobacco is about 5 million, or
one in 10 deaths (WHO/TFI). This has
prompted WHO to use its treaty-making
powers for the first time to negotiate the
Framework Convention on Tobacco Control
(FCTC). The FCTC, which came into force on
27 February 2005, is a binding international
agreement covering broad commitments to
areas of tobacco control policy. These areas of
policy address both the supply and demand for
tobacco including:
● Tax/price
● Protection from exposure to tobacco smoke
● Regulation of the contents of tobacco 

products
● Regulation of tobacco product disclosures
● Packaging and labelling of tobacco products
● Education/public awareness
● Banning tobacco advertising, promotion and 

sponsorship (except where unconstitutional) 
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One consequence of EU legislation for the UK
has been that policies that existed previously
through voluntary agreement with the tobacco
industry, such as size and wording of health
warnings and permissible tar, nicotine and CO
yields, are now subject to legislation (see
Annex 1). It can be persuasively argued that
this has enabled UK tobacco policy
development to move at a much quicker pace.

In addition to its legislative programme, the EU
has a number of other functions that affect
tobacco control in the UK. These include
initiatives such as the Europe Against Cancer
programme (1987–2002) that brought
together a legislative approach, communication,
education and networking activities. Other EU
functions affect tobacco control in the UK. For
example, the fraud office (OLAF) has a key
role to play in controlling tobacco smuggling in
the EU.

3.3 United Kingdom 

The UK Government has pursued a
comprehensive tobacco control policy since
the publication of its tobacco White Paper,
Smoking Kills, in 1998. That document set
targets for reducing smoking in the adult
population, secondary school children and
pregnant women as well as a range of policy
changes and support mechanisms to prevent
uptake and help current smokers to quit. Since
that time, subsequent policy documents have
refined targets and introduced new ones (see
Annex 2). Importantly, the NHS Cancer Plan
introduced a target of decreasing smoking
prevalence among the routine/manual group
from 32% in 1998 to 26% in 2010.

The Department of Health has set out a six-
point comprehensive tobacco control policy
and has calculated the likely short to medium
term reductions in prevalence to result from
each measure. They include:

● Media (education & information) – (2%)
● Building stop smoking services and 

strengthening local action – (1%)
● Reducing supply and availability – (1% price 

increase = 0.3% prevalence reduction)
● Reducing tobacco promotion – (2.5%)
● Regulating tobacco – (0.5%)
● Reducing exposure to Second Hand Smoke 

(range 0% to 4%)
Source: Department of Health, 2004 

The White Paper, Choosing Health: Making
Healthier Choices Easier, published in November
2004, recognises that inequalities in health still
exist in England despite the dramatic
improvement health in the last century. It
argues that a new approach to public health is
required to respond to the needs and wishes
of citizens as individuals. The three
underpinning principles of Choosing Health are
supporting informed choice, the personalisation
of support to make healthy choices and
working in partnerships to make health
everybody’s business. Within this context,
Choosing Health sets out its six priorities for
action. Two have direct bearing on this
Regional Tobacco Control Strategy: reducing
the numbers of people who smoke and
tackling health inequalities. A third priority,
improving mental health and well-being, also
has implications for tobacco control policy.
Choosing Health proposes action in a number
of areas which have been and will continue to
be the focus of tobacco control activity for
years to come. Its proposals about tobacco
control are discussed in the sections below and
also summarised in Annex 3.



4.2 The NHS 

Each of the three Strategic Health Authorities –
Norfolk, Suffolk & Cambridgeshire; Essex;
Bedfordshire and Hertfordshire – has a named
tobacco programme lead. These, in turn,
performance manage and support the 41
Primary Care Trusts (PCTs) who provide the
NHS Stop Smoking Services (SSS) (see Annex
5) and undertake some tobacco control
activities as well as the NHS Trusts who will be
responsible for instituting and maintaining the
smoke free NHS (not just hospitals) on the
schedule set out in Choosing Health. There are
19 SSS throughout the Region, some operated
within individual PCTs and others operate
across a number of PCTs. They provide local
support for those who want to quit through
group work and one to one sessions. PCTs are
responsible for not only commissioning services,
but for seeing that targets set by DH (see
Annex 2) are met. Many PCTs are now
incorporating tobacco control initiatives into
their Local Delivery Plans (LDPs).

4.3 Local government and local
strategic partnerships

There are 54 Local Authorities (LAs) in the East
of England: four unitary; six County, four Unity
and 44 District. Local Authorities are
responsible for the environmental health and
trading standards functions both of which have
tobacco control powers. LAs are also involved
with Children’s Services Authorities, Sure Start
Programmes and Healthy Schools Programmes.
Indeed, local authorities lead on effective
integration of children’s services and help bring

An important priority of this strategy is to
create a framework for coordinated working
and to increase the effectiveness of the
activities undertaken across the Region. The
East of England benefits from a number of
agencies that have tobacco control as part of
their activities.

4.1 Regional

On a regional level, the Department of Health
funds a full time Regional Tobacco Control
Manager (RTCM) post in the Regional Public
Health Group. The duties of this post include
overseeing the development of the Regional
Tobacco Control Strategy and supporting local
Smoke Free Alliances. The RTCM is the
primary link between the national programme
and those working locally. The RTCM also acts
as the secretariat for the Regional Tobacco
Control Strategy Group (see Annex 4). The
Eastern Region Public Health Observatory
(erpho) has produced data on smoking status
in the East of England (erpho, 2004; erpho,
2005). The National Institute of Health and
Clinical Excellence (NICE) maintain a regional
office based with the Government Office for
the East of England. In its previous life as the
Health Development Agency, it was a key
player in disseminating learning on tobacco
control and evidence–based practice in the
region. Now, as part of NICE, it will continue
to develop evidence-based guidance and
support its implementation.
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together local partners through children’s trust
arrangements under the Every Child Matters:
Change for Children agenda, embodied in The
Children Act 2004.

Local Strategic Partnerships (LSPs) are single non-
statutory bodies, usually at a district, unitary and
county level, that bring together local public,
private, community and voluntary sector
organisations: these include both LAs and PCTs.
They work with the local community to identify
and tackle key issues. Many Local Strategic
Partnerships are also including smoke free
environments as a key priority work area. There
are opportunities for Local Authorities, Local
Strategic Partnerships and their partners to work
together to address tobacco control issues within
two current government initiatives, Local Public
Service Agreements (LPSAs) and Local Area
Agreements (LAAs). Local Public Service
Agreements are voluntary 3-year agreements
between central government and a local authority
and its partners aimed at improving delivery of
public services through a focus on achieving
specific outcomes. Cambridgeshire County
Council, for example, has included smoke free
workplace and underage sale projects in the
LPSA, and has received funding for these projects.
Local Area Agreements represent a new
approach to improve coordination between
central government and local authorities and their
partners, working through the Local Strategic
Partnership. They focus on a range of agreed
outcomes that are shared by all the delivery
partners locally and which they all agree to work
towards achieving. Their aim is to simplify the
number of additional funding streams from central
government going into an area, help to join up
public services more effectively and allow greater
flexibility for local solutions for particular local
circumstances. There are currently two pilot
LAAs in the East of England, Suffolk and
Peterborough. Both have included projects on
smoking cessation and increasing smoke free
environments. A further round of pilots is due to
be announced shortly.

4.4 Local Smoke Free Alliances 

The six Smoke Free Alliances (see Annex 5)
are key players in tobacco control locally and
in the region. They ensure partnership
working by bringing together different local
agencies to plan and deliver tobacco control
initiatives on a local level. They are also
instrumental in promotion of national
initiatives not only from DH but also from
other organisations such as No Smoking Day.
Typically, alliances are based with PCTs or
Public Health Networks but include local
authority representatives such as
Environmental Health and Trading Standards.
Some alliances include representation from
diverse bodies such as HM Revenue &
Customs, Sure Start and business leaders. The
Alliances receive some financial support from
the Regional Public Health Group through the
RTCM. Some alliances also receive financial
support from PCTs, Public Health Networks

Cambridgeshire County Council’s Local
Public Service Agreement (LPSA)

In Cambridgeshire County Council’s Local Public
Service Agreement (LPSA), Smoke Free
Cambridgeshire and Peterborough is leading on
two topic areas with a focus on reducing smoking.

One is concentrating on the protection of
employees from exposure to secondhand smoke by
increasing the number of workplaces adopting
smoke free policies with a countywide focus. The
other is using a partnership approach for reducing
the prevalence of smoking in young people. This is
being achieved through Stop Smoking Services, quit
programmes, trading standards’ prevention of under
age illegal sales and promotion of Proof of Age
Cards, and embedding relevant information into the
schools Physical Social and Health Education and
drug education programmes.



4.6 Employers and 
Trade Unions

Employers are under a legal obligation to
provide a safe and healthy workplace, and it is
becoming increasingly clear that both
employees and employers benefit from a
healthy and health promoting place to work.
Together, employers and employees can
negotiate a smoke free workplace that will
increase the comfort and safety of all. Some
larger workplaces may be able to offer advice
and help to those employees who want to
quit, but even small and medium sized
businesses can offer assistance by providing
information or putting employees in touch with
their local NHS Stop Smoking Service.

Trades unions are in an especially influential
position to endorse the principle that all
employees, whatever their job, are entitled to
work in a smoke free environment. The
Mandate Trade Union was instrumental in
bringing about the adoption of the legislation
to ban smoking in workplaces in Ireland.
Mandate argued that workers in bars and
restaurants were just as deserving of a safe
environment as those who worked in offices.

and Local Authorities. Information and
experience is shared through electronic means
as well as regular local and regional meetings.
Training is also provided to the Alliances; for
example, in 2004, media training and training
on objective setting and evaluation was made
available to the Alliances at a regional level and
representatives from the East of England were
able to attend national training on secondhand
smoke and partnership working.

Individual Alliances will, of course, be
responding to local demands, but by far the
most important issue for them all is smoke free
communities. The importance of smoke free
spaces to the East of England public was made
clear by the results of the Big Smoke Debate.
Activities centre around promoting smoke free
NHS and Local Authority premises, smoke free
workplaces and guides to smoke free
restaurants and bars. No Smoking Day also
remains a key activity for Alliances.

4.5 Voluntary and 
community sector

A number of non government organisations
and community groups across the East of
England have an interest in aspects of tobacco
control. Some of these include be groups
concerned with the welfare of children, people
who are homeless or who have mental health
problems, local branches of heart, lung or
cancer charities, children’s and young people’s
groups, churches and religious groups. These
groups represent a tremendous and largely
untapped resource for tobacco control. For
example, a community group could ensure that
their own premises are smoke free and could
encourage others to do the same. Some might
be able to make information about local NHS
Stop Smoking Services available or even
provide a community setting for the services.
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As part of the national drive for tobacco
control, the Department of Health asked the
Regional Public Health Group to produce a
strategy for tobacco control in the East of
England from 2003–2006. The RPHG believed
strongly that a regional strategy should be a
comprehensive, multi-agency effort with a
longer commitment. Consequently, a
multidisciplinary team, the Regional Tobacco
Control Strategy Group, was convened with
representatives from the academic, statutory
conference and voluntary sectors as members.

As a first step, the Eastern Region Public Health
Group (erpho) published Smoking in the East of
England, a detailed statistical picture of smoking
in the region. In response to these local
concerns and with the knowledge of the
evidence base and national policy priorities, the
Regional Tobacco Control Strategy Group
determined the priorities and goals for this
strategy and produced a summary strategy.
The region-wide consultation on the Strategy
began with a conference, Tackling Tobacco
Together in the East of England, held on 1
October 2004. Over 100 participants and 10
local and national speakers discussed the
challenges facing the region and the possibilities
for tobacco control. Participants were asked
the following questions in workshops:
● What could be done?
● Who should do it?
● What kinds of support/partnerships are 

available or needed for this work?
● Does this address the needs of low-income 

smokers in our area and contribute to a 
reduction in smoking-related inequalities?

Detailed feedback from the discussions as well
as findings of a workshop questionnaire asking
views about the goal, objectives and strategic
priorities of the Strategy were all taken into
account. The results of the East of England Big
Smoke Debate were released at this
conference. The publication of the public
health White Paper, Choosing Health: Making
Healthy Choices Easier shortly followed. The
Regional Tobacco Control Strategy Group has
incorporated the initiatives of the White Paper
along with the views of practitioners and the
public in the region to this document and is
now putting forward this 2005–2010 strategy
for wider consultation.

The Regional Tobacco Control Strategy Group
believes that many agencies, organisations,
professions and individuals must play a part if
we are to bring about real change in tobacco
use in the region. This strategy presents an
opportunity for us all to work together, to
share goals as well as information, resources
and promising practice to advance tobacco
control in the East of England and to make our
contribution to the national debates about
tobacco control with the clear messages for
the region promoted in this document.

5.1 What is our goal? 

The overall goal of the Strategy is to improve
the health of everyone living and working in
the East of England by reducing exposure to
tobacco in all its forms.

5. A strategy for the East 
of England



accuracy. On the other hand, the duration of
the strategy itself may be too short to use
changes in disease trends as an indicator. The
Regional Tobacco Control Strategy Group
therefore proposes that a special Technical
Committee should be convened by the
Regional Public Health Group to consider
these issues and determine a set of indicators
that might realistically measure progress of the
Regional Strategy.

Until this committee makes further proposals,
the indicators listed below will be used to
monitor the progress of the strategy:
● Proportion of the adult population and 

young people who have ever smoked
● Proportion of the adult population and 

young people who are current smokers
● Proportion of economically disadvantaged 

adults who are current smokers
● Average number of cigarettes smoked by 

adults per day 
● Proportion of NHS Trusts and Local 

Authority premises that are smoke free 
● Local Delivery Plan trajectories on smoking 

prevalence from 2006.

5.4.1  Strategic Priority 1:
Action to reduce exposure to
secondhand smoke

Rationale:

Reducing exposure to secondhand smoke is a
priority because:
● There is strong evidence of the health 

damage done through breathing 
secondhand smoke

● Restrictions on public smoking importantly 
‘denormalise’ smoking, encouraging smokers 
to quit and discouraging young people 
from starting

● There is an economic burden to employers 
from smoking at work

5.2 Strategic priorities

To address the objectives, the Regional Tobacco
Control Strategy Group has  identified five key
strategic areas for action:
● Action to reduce exposure to secondhand 

smoke
● Action to reduce the uptake of smoking
● Action to promote smoking cessation
● Action to reduce inequalities caused 

by smoking
● Action to strengthen community action for 

tobacco control.

5.3 Objectives

Through these actions, the following objectives
will be achieved:
● Reduction in adult smoking prevalence in the

East of England
● Reduction in the uptake of smoking,

especially among young women
● Reduction in exposure to tobacco smoke;
● Reduction in average daily cigarette 

consumption
● Reduction in exposure of tobacco users to 

the harmful effects of tobacco products, e.g.
by supporting the Department of 
Health’s regulation of tobacco strategy

● Reduction in disparities of prevalence 
between PCTs.

5.4 Indicators

The progress and success of the Strategy
should be gauged through several short– and
long–term key indicators. Short–term
indicators would consider changes in exposure
and longer term ones track changes in health
outcomes due to tobacco. However, it is
difficult to set short–term indicators because
much of the available data for the region are
taken from national surveys. This means that
the sample sizes for the East of England may be
too small to measure short-term changes with
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● There is an economic benefit from a ban on 
public and workplace smoking.

Evidence of the health damage done by inhaling
other people’s tobacco smoke has been
accumulating for three decades and has been the
subject of numerous reviews by expert groups
internationally (USEPA, 1992; IARC, 2002;
SCOTH, 1998). Non-smokers exposed to
secondhand smoke in the home are estimated
to have a 25% increased risk of heart disease
and a 24% increased risk of lung cancer
compared with those not exposed (Law et al,
1997; Hackshaw et al, 1997). Exposure to
secondhand smoke is also associated with acute
stroke (Bonita et al, 1999). In the UK, domestic
exposure to secondhand smoke has been
estimated to cause 2,700 deaths a year among
20–64 year olds and 8,000 deaths among those
65 years of age and older (Jamrozik, 2005).

Although the evidence of the health damage
resulting from secondhand smoke exposure is
very strong, the tobacco industry has made
strenuous and sustained efforts to misrepresent
it (Ong and Glanz, 2000). Of all tobacco control
measures, this is the one they dislike most: more
restrictions on where smokers can light up will
have a direct effect not only on current tobacco
sales, as it has done in Ireland, but will also
encourage smokers to give up (Chapman et al,
1999; Farkas et al, 1999; Fichtenberg and Glanz,
2002). The changing social acceptability of
cigarette smoking will have long-term
consequences both on encouraging existing
smokers to quit and discouraging young people
from starting to smoke (Wakefield et al, 2000).
Secondhand smoke in the workplace continues
to be a focus of concern. It is estimated that
over two million people, or about 8% of the
total workforce in Great Britain, work in places
where there are no restrictions at all on
smoking; a further 10 million – or about 38% of
the workforce – are employed where only
partial bans apply (ASH/MORI, 2004).

The health consequences of this failure to
protect workers are stark: it has been
estimated that secondhand smoke at work may
cause 617 deaths a year in the UK, three times
more than industrial accidents (Jamrozik, 2005).
Of these, an estimated 54 are in the hospitality
industry. In the East of England about 27,000
smokers might be expected to quit if all
workplaces became smoke free. The long-term
effect would be to prevent an estimated
13,000 deaths (erpho website). Moreover, the
economic burden of smoking to employers can
be onerous. One study estimated the costs of
employee smoking in the workplace for
Scotland: staff absences caused by smoking
cost employers £40 million per year ; total
productivity losses were estimated to be
£450million per year and; losses from fires
were estimated to be £4 million. Damage to
premises from smoking would impose an
additional cost (Parrott et al, 2000). The
Economic and Operational Research Division
of the Department of Health has calculated
that the calculated that the overall benefit of
England going smoke free would be between
£2.3 and £2.7 billion a year (CMO, 2003).

Home smoking restrictions are associated with
increased reports of increased quit attempts
and longer time to relapse among those
smokers who may already be contemplating
quitting (Pizacani et al, 2004; Farkas et al, 1999).

Policy/programme relevance:

Reducing exposure to secondhand smoke was
identified as a key policy area in Smoking Kills,
although voluntary progress towards a smoke
free environment in England has been slow.
Choosing Health recognizes both the change in
the climate of public opinion in favour of more
smoke free spaces as well as the health benefits
that would accrue to a smoke free England and
designates reduced exposure to secondhand
smoke as one of its ‘Big Wins’ for public health.



It gives a commitment for NHS premises and
government departments to be smoke free by
the end of 2006. As part of the White Paper
commitment, the Health Development Agency
has published guidance to help support the
introduction of smoke free policies for the
NHS. The Government has announced that
there will also be a consultation smoke free on
public places legislation. The current proposal is
that, subject to legislation, all enclosed public
places and workplaces, other than licensed
premises and those specifically exempted, will
be smoke free by the end of 2007 and
arrangements will be in place for licensed
premises by the end of 2008.

Non governmental organisations have been
active in supporting businesses and others to
go smoke free. For example, last year Action
on Smoking and Health (ASH) and the
Chartered Institute of Environmental Health
(CIEH) launched The Achieving Smoke Freedom
Tool Kit to enable Local Authorities to create
smoke free communities. The CIEH has
followed this up with a series of training
sessions around England.

Key messages:

● Smoke free environments will be established
as the norm in the East of England

● Public awareness of the health consequences
of secondhand smoke will be increased

● Access to programmes that help people 
establish a smoke free environment for 
themselves, their children and their 
communities will be increased.

Key actors: Smoke Free Alliances; NHS; Local
Authorities; ASH and CIEH; DH, NICE.
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Smoke Free NHS in Norfolk

A formal smoke free policy operates in all six PCTs
in Norfolk. Reasons given for the successful
implementation of the scheme are the high profile
commitment at Board and senior management
level, clear signage and an awareness of the need to
follow through with helping staff who are smokers,
especially those aiming to quit. The County’s two
acute trusts, the Norfolk & Norwich University
Hospital and the James Paget Hospital are in the
process of becoming smoke free on their premises.
Smokers in all NHS locations covered by the policy
are offered support such as information leaflets
directing people to the stop smoking service.

Smoke Free Pub

The Rushbrook Arms pub in Bury St Edmonds,
Suffolk, is the first pub to be presented with a
National Clean Air Award. During the year in
which it has been smoke free, profits – particularly
for food – have increased. Staff also report that the
pub now has a much better atmosphere in which
to work: they do not have to tolerate customers’
smoke wafting across the bar, there are no longer
dirty ashtrays to empty, the building smells much
fresher. It is also felt that a recent refurbishment is
likely to last longer as there will now be no damage
as a result of smoke. The idea to go smoke free
came from the pub’s manageress, and it was fully
supported by the brewer Green King.
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5.4.2  Strategic Priority 2:
Action to reduce the uptake 
of smoking

Rationale:

Reducing the uptake of smoking is a 
priority because:
● Most adult smokers start in childhood 

or adolescence
● The health consequences of both active and 

passive smoking are significant for children.

It is inaccurate to characterise smoking as a free,
adult choice. Most adult smokers start in
childhood and adolescence, before they have the
knowledge or experience to be able to
understand the nature of addiction or the
severity of the health risks entailed in smoking. In
the East of England, three quarters (76%) of adult
smokers say they started smoking between the
ages of 11 and 18 (erpho, 2005). Even if the
greatest short–term impact on disease trends will
result from adult cessation, there is a strong
moral responsibility to try to prevent smoking
uptake in children and young people.

There are many factors that influence children’s
smoking (Goddard, 1990) but in simplified terms,
adolescents smoke in imitation of adults and
because they want to be considered as part of
the adult world. It has been strongly argued that
for this reason the cornerstone of a youth
smoking prevention strategy must be measures
that address adult smoking prevalence (Hill,
1999). Moreover, it is clear that it is not merely
schools and youth programmes but many of the
components of a comprehensive tobacco control
strategy that exert strong influences on young
people’s smoking.

Smoke free environments can influence children’s
smoking by ‘denormalising’ tobacco and breaking 
its association with normal, adult behaviour.
Smoke free policies at school, work and home,

even if the parents themselves smoke, are
associated with lower prevalence among young
people (Fictenberg and Glanz, 2002;Wakefield
et al, 2000). Schools with a strictly enforced ban
on smoking show lower smoking prevalence and
later uptake among pupils (Charlton and White,
1994; Pentz et al, 1989).

Tobacco price is an important consideration for
young people. There is review level evidence
that increasing cigarette prices reduces
prevalence and consumption among adolescents
and young adults (Hopkins et al, 2001).

Mass media campaigns, either on their own or
when combined with a school programme, can
prevent the uptake of smoking by young people
(Sowden and Arblaster, 1998).

Smoke Free shopping in Cambridge

All public areas inside the 72-store Grafton Centre
are smoke free, and the management team in
charge of the mall actively promotes smoke free
environments. For example, when new shops or
cafes open, tenants are encouraged to be smoke
free, and often take the opportunity to do so.

The impetus for a smoke free environment came
from the environmental health section of
Cambridge City Council, in response to the
concerns of shoppers, particularly parents aware of
the adverse health effects on their children. An
extensive consultation and a survey of shoppers’
views showed a distinct preference for a smoke free
shopping environment.

Key to success in bringing about the change has
been the partnership between the Council, the
Grafton Centre and Cambridge City Primary 
Care Trust.



● Point of sale advertising being restricted to 
the size of an A5 piece of paper, a third of 
which will be a health warning and display of
the NHS Smoking Helpline number by 
January 2005;

● Internet advertising and brand sharing in the
UK will end in 2005;

● Ofcom, the broadcasting watchdog, will 
consider guidelines on the portrayal of 
smoking on television;

● Consideration of legislation to increase the 
penalties for retailers who repeatedly sell 
cigarettes to under-aged children;

● Improved proof-of-age schemes;
● Consult on the most effective use of the 

picture health warnings proposed by the 
European Commission.

The Every Child Matters: Change for Children
framework is based around five outcomes that
are seen as key to well-being in childhood and
later life – being healthy, staying safe, enjoying
and achieving, making a positive contribution
and achieving economic well-being. The
Government’s ambition is to improve these
outcomes for all children and to narrow the
gap in outcomes between those who do well
and those who do not. Everyone delivering
services for children and young people has a
role in improving outcomes, including those
working in childcare settings, schools, health
services, social care, youth services, the police
and criminal justice system, the voluntary and
community sector and cultural, sports and play
organisations. The 2003 Green Paper Every
Child Matters recognised that, in order to
realise our ambition to improve outcomes, we
need radical change in the whole system of
children’s services, including shifting from
intervention to prevention and services
working together more effectively. Those
working in areas relating to tobacco control
can therefore provide a key role in achieving
these outcomes.

Interventions with retailers and/or active
enforcement of legislation on sales to under-aged
smokers can lead to decreases in the number of
cigarette sales to young people (Stead and
Lancaster, 2005) but on the whole, such
measures do not affect adolescent smoking
prevalence (Fictenberg and Glantz, 2002a).

Even very young children can be remarkably
perceptive about tobacco advertising and
promotion (Fischer et al, 1991). Children who
are more aware of tobacco promotion are more
likely to start smoking (Charlton et al, 1997) and
advertising has been shown to reinforce smoking
in young people (Aitkin and Eadie, 1991). Even
point of sale advertising has been shown to
increase positive brand imagery in pre-
adolescent children (Donovan et al, 2002).

Policy/programme relevance:

Government statistics on secondary school
children’s smoking have been kept since the
early 1980s. Taken as a whole, there has been
very little change in children’s smoking in England
during this time. Nevertheless, young people’s
smoking is a priority for the government:
Smoking Kills set a national target to decrease
smoking by this group from 13% in 1996 to 11%
by 2010. Much of the national tobacco control
agenda – banning advertising and promotion;
limiting point-of-sale advertising; price increases;
public education programmes; age of purchase
legislation – is intended to address this issue.
The impact of secondhand smoke on young
children, especially those from less advantaged
backgrounds, has been recognised by the Sure
Start target of reducing the number of infants
admitted to hospital with respiratory infections.

Choosing Health included several measures
designed to reduce the uptake of smoking
including:
● Smoke free policies to be part of a 

‘supportive environment’ in Healthy Schools  
by April 2005;
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Key messages:

● Protect more young people from 
secondhand smoke;

● Monitor the tobacco advertising and 
promotion ban;

● Support cessation for adults;
● Support effective education & 

prevention programmes in school & 
out-of-school settings;

● Reduce availability of tobacco to under-16s;
● Support tobacco excise tax rises and control

of smuggled and counterfeit tobacco.

Key actors: Schools and Local Education
Authorities;Trading Standards Officers; HM
Revenue & Customs, young people’s social and
advice services (e.g. Connexions), emerging
Children’s Trusts.

5.4.3  Strategic Priority 3:
Action to promote smoking
cessation

Rationale:

Action to promote smoking cessation is a
priority because:
● Reducing smoking in the adult population is 

necessary to reach the targets for lower 
incidence of cancer and heart disease;

● Young people will have fewer adult smokers 
as role models;

● Reducing smoking will help address 
inequalities in health.

The importance of smoking cessation has been
repeatedly recognised in the national efforts to
reduce health inequalities and to achieve
national goals for reductions in cancer and
heart disease. Many factors contribute to a
climate that encourages smokers to make an
attempt to quit: restrictions on smoking in
public places and the workplace; bans on
tobacco promotion; tax increases and control

of smuggling; a properly executed public
information and education programme.
Assistance for smokers who want to quit is a
vital adjunct to a supportive environment.
About two thirds of smokers consistently say
they want to stop (ONS, 2004) but the success
rates of unaided attempts is low (RCP, 2000).
Brief advice, pharmacotherapies and more
intensive behavioural support have all been
shown to increase a smoker’s chance of

Children and Licensing 

Some types of premises seeking licences, for
example take-aways, fast food outlets, family
restaurants, schools and colleges, will have children
present at the activities for which the licence is
sought. St Albans City and District Council has
made big strides towards becoming smoke free by
managing to include smoke free environments into
its licensing conditions. It stipulates that where
smoking is allowed any children who enter the
premise must be protected from secondhand
smoke, and recommends that a room completely
separated by a closed door from other areas should
be provided.

Smoke Free College Bar

Evidence of how the smoke free trend has affected
some groups of young people can be found in
smoke free policies in college bars. The student
body of King’s College in the University of
Cambridge opted to go smoke free in the college
bar. Following a student-led consultation, which
revealed that the majority were in favour of a no-
smoking bar, and a proposal for the change put to
the College Council of Students and Fellows, the
policy was introduced. What is more, the general
public who use the bar when it is available as a
conference facility have expressed no objections to
the arrangement.
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Government’s modernisation agenda. Smoking
Kills (1998) set prevalence targets for adults,
secondary schoolchildren and pregnant women.
The NHS Cancer Plan (DH, 2000) made Nicotine
Replacement Therapies (NRT) and bupropion
(Zyban) available on prescription 
from GPs. More recently, the DH Public Service
Agreement 2004 has revised the target to reduce
adult smoking to 21% by 2010, with a reduction
in prevalence among routine and manual groups
to 26% or less.

Support for smoking cessation is another of the
‘Big Wins’ in Choosing Health. It details continuing
support for the NHS Stop Smoking Services
(SSS). There are currently 19 SSS with specialist
advisers in cities, towns and villages across the
East of England representing all 41 of the PCTs.
In 2003–04 the number of self-reported quitters
aged 16 and older per 100,000 of population at
the four-week stage was 329, representing a
significant increase from the previous year.
However, this is considerably behind the total for
England of 514 per 100,000 and there are
marked variations in quitters between PCTs
(erpho, 2004).

Choosing Health promises more support for PCTs
to help them meet their PSA targets on reduction
of smoking prevalence. One step is a pilot that
the Healthcare Commission is currently
undertaking to evaluate what PCTs are doing to
reduce prevalence among the local population
and their own staff. This includes the NHS SSS
but looks more broadly at smoke free
environments, partnership working and
information campaigns. The Health Care
Commission will make recommendations for
national standards and indicators. The
Department of Health will additionally establish a
taskforce to help increase the effectiveness and
efficiency of the SSS and will provide guidance to
aid local implementation. The Regional Tobacco
Control Managers will be charged with
disseminating good practice. The electronic
‘choose and book’ system will be able to offer
referral to the SSS from 2006.

stopping (Raw et al, 1998). Giving up smoking
is cost effective too. The cost per life year
saved of a comprehensive treatment service is
estimated to be about £900 (Parrott et al,
1998). Health economists rate treatments that
cost £5000 to £10,000 per life saved as good
value for money (Parrott et al, 1998).

Policy/programme relevance:

the UK, through the NHS, is engaged in the
largest national smoking cessation experiment
ever attempted as a key part of the

Promoting Smoking Cessation

East Cambridgeshire and Fenland PCT’s Stop
Smoking Service ensures that an advisor is available
in every GP practice in the area. Due to demand
for the service, which not only provides dedicated
SSS advisors but also has practice nurses trained to
give advice, evening clinics are run in the PCT’s
three community hospitals and additional
community-based sessions coming on-stream. The
success of the scheme, which exceeds its targets by
over 30%, is in large part attributed to the care
given to finding the method of help which best
suits individual needs, including the length of time it
may take to quit.

Another success is that of Thurrock PCT in Essex.
Its dramatic increase in the number of four week
‘quitters’ is put down to capturing all the smokers
who had prescriptions and support from their GP.
This came about after it was discovered that GPs
had been prescribing to patients reluctant to attend
groups, and were not always referring to the
smoking cessation trained nurse, as his/her
availability was often inconvenient for patients.
One of the steps taken to remedy the original
situation was setting up a weekly ‘drop in’ session
to accommodate the needs of shift workers, lone
parents and others who find it difficult to attend 
planned appointments.
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Although the SSS form the backbone of
cessation advice and assistance, there are other
initiatives that will continue, such as the
telephone quitline. The ‘Together’ programme,
a mail-based cessation pilot, was developed to
complement the SSS for those smokers who
may be uncomfortable about seeking help.
Choosing Health undertakes to roll out the
programme across England from 2005 as part
of the services to be linked to Health Direct.
The Department of Health is investigating
other ways the NHS can encourage smoking
cessation, for example by offering cessation
advice as part of clinical assessments in surgical
care pathways from 2006.

Awareness-raising campaigns will continue to
promote the use of NRT for people quitting
on their own or with the support of the
Services. Department of Health has
undertaken to continue to work in partnership
with manufacturers of NRT to investigate ways
to make the product more widely available in a
wider choice of outlets.

Key messages:

● Increase public awareness of NHS Stop 
Smoking Services;

● Increase incentives for smokers to quit, e.g.
increasing smoke free environments, tax 
increases, social marketing campaigns;

● Increase referrals to NHS Stop Smoking 
Services from General Practice and other 
health professionals.

Key actors: NHS Stop smoking services; PCTs;
GPs, pharmacists and other health
professionals; Sure Start; specialist services (e.g.
Prison Health and Armed Forces).

5.4.4   Strategic Priority 4:
Action to reduce inequalities
caused by smoking

Rationale:

Action to reduce inequalities caused by smoking
is important because:
● Smoking is the single biggest cause of health 

inequalities in the UK;
● Reducing maternal smoking would hugely 

benefit child health and the highest rates of 
smoking through pregnancy and beyond are 
among those from disadvantaged backgrounds.

A marked and persistent difference in the
prevalence of smoking by socioeconomic group
exists nationally, with smoking being more
prevalent among manual groups than among
non-manual groups. Manual workers are also
more likely to be exposed to secondhand smoke
in the workplace (Jarvis and Wardle, 1999).
Over three decades this divide has widened and
it is now recognised that smoking is responsible

Pharmacy Voucher Scheme

Several PCTs in South Essex introduced a pilot
scheme, via pharmacists, to raise awareness of stop
smoking services. Pharmacists can provide their
customers with vouchers offering stop smoking
advice, and can give nicotine replacement therapy
directly to patients. Patients who receive the
treatment this way are followed up over five weeks
and set a quit date with the pharmacist. Much take
up was as a result of a local press campaign, which
included coupons in newspapers which smokers
could take to their local participating pharmacy.
The scheme ran for three months and resulted in
1700 people quitting smoking. Evaluation of the
project is currently underway, but anecdotal
feedback suggests a high level of satisfaction,
particularly at the easily accessible advice provided.
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The highest smoking rates in pregnant women
are among those under 20 years of age and who
have left school at the minimum leaving age with
no qualifications (Penn and Owen, 2002).
Because of their low educational attainments,
coupled with the demands of parenthood, job
opportunities will be limited for many of these
women and the consequences of unemployment
will fall on themselves and on their children.

Smoking in pregnancy will also affect maternal,
foetal and child health. Low birthweight is more
common in babies born to smoking mothers
(Poswillo and Alberman, 1992). In addition to a
higher risk of Sudden Infant Death Syndrome
(‘cot death’) (USDHHS, 2001), exposure to
tobacco smoke confers a predisposition to
health and developmental disorders such as
Attention Deficit Hyperactivity Disorder
(ADHD) (Milberger et al, 1998) and is linked to
chronic diseases in adulthood (BMA, 2004).
Exposure to secondhand smoke is a risk factor
for new cases of asthma as well as increasing the
severity of disease in children who already have
asthma (BMA, 2004). In addition, smoking by
parents or carers can cause respiratory and
middle ear infection (‘glue ear’) in children
(WHO, 1999). These childhood illnesses can
result in school absences and consequent lack of
success in education, renewing the cycle of
deprivation in families and communities. Poor
health in adult smokers also contributes to family
poverty. Disablement or early death of a wage-
earner contributes to the impoverishment of
children, narrowing their opportunities in life.
Despite the decline in adult smoking in England,
almost half of children still live in a household
with at least one smoker (SCOTH, 2004).

There are some especially disadvantaged groups
which, although relatively small in number, have
very high prevalence rates. For example, it is
estimated that among homeless people sleeping
rough, 9 in 10 are smokers (Crosier, 2004).
However, the apparent difficulty that less
advantaged smokers have in giving up is not due

for over half the difference in risk of premature
death between social classes. For example,
premature death from lung cancer among men
is five times higher in those in unskilled manual
occupations compared to those in professional
work (Jarvis and Wardle, 1999) .

Tobacco use is both an effect of and a
contributor to social inequality; the impact of
smoking on families and communities can be
seen over generations. Many factors that
underlie disadvantage strongly predict smoking
initiation. Young people who may be subject to
marginalisation or prejudice, who experience
low self-esteem, can feel socially excluded and
disengaged from education. Smoking can be
symbolic of this disengagement.

Reducing Health Inequalities –
Stopping Smoking/Creating Smoke 
Free Environments

Bedfordshire/Heartlands PCT has adopted
innovative ways of attracting patients into services,
particularly those in the hard to reach groups. In
two deprived neighbourhoods where take-up of
healthcare is low, sessions have been arranged in
informal, ‘relaxed’ settings in the community. Run in
conjunction with other local agencies, and
coordinated by a community support worker
employed by the PCT, these provide advice and
guidance on aspects of health that are
complementary to reducing smoking, e.g. fitness,
weight management, holistic therapies and creating
smoke free homes. People who attend receive
tailor-made support, e.g. telephone support, ‘drop in’
or just coffee and a chat. Feedback to date shows
that attending a neighbourhood centre works
because it is a friendly environment where people
feel more at ease, and therefore more receptive to
health advice.
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to a lower desire to quit, as there is little
difference between socioeconomic groups in
the desire to quit smoking. There is some
evidence that nicotine addiction may be 
higher among poorer smokers because of 
the number of cigarettes smoked and the
intensity with which they are smoked (Jarvis
and Wardle, 1999).

Policy/programme relevance:

An important message of Choosing Health is
that to reduce health inequalities, the
underlying determinants of ill health must be
addressed through joined-up action across
government on a national and local level. Thus,
many government departments will be
contributing the targets set by the Department
of Health.

Smuggling of tobacco on which tax has not
been paid (‘contraband’) is a special problem in
poorer communities. A policy of steadily
increasing the price of tobacco has been
acknowledged to be one of the key elements
of an effective tobacco control policy (Jha and
Chaloupka, 1999). The evidence of just how
sensitive young people are to price is mixed,
but the weight of evidence suggests that higher
prices are an effective deterrent to youth
(Lantz et al, 2000). Smuggled tobacco seriously
undermines this important policy element by
making relatively cheap tobacco available.
Often it is poorer communities that are
targeted by smugglers. People who live in
these communities may perceive smuggled
tobacco in a very positive light, rather than yet
another factor increasing inequalities in health
(Wiltshire et al, 2001).

Key messages:

● Promote cross-government working to 
address the underlying determinants of 
poor health;

● Increase availability of Stop Smoking Services
and target them to deprived groups;

Smoke Free Homes Campaign

Several areas in the East of England are mounting
smoke free homes campaigns to raise the profile of
secondhand smoke, in particular, its effects on
children. Run along similar lines to a scheme
already established and evaluated in West Yorkshire,
the projects promotes smoke free as the norm,
especially in areas of high deprivation. A key tactic
in increasing awareness of the dangers of tobacco
pollution is to encourage people to ‘sign up’ to
reducing smoking in their homes.

Campaign partners include local NHS Stop
Smoking Services, ASH, Fire Services and Sure Start
projects. Also involved are a wide range of health
workers, including GPs, health visitors, nursery
nurses and school nurses.

A local example is the Sure Start Cambridge
campaign which is encouraging parents to pledge to
provide a smoke free space in their home, to
protect their children from tobacco smoke.
Feedback from the 37 families involved in the
scheme suggests that just over half were finding it
easy to maintain smoke free zones, although the
remainder found it very difficult. However, all the
families are aiming to ensure a smoke free home in
the future and are aware of what helps them
achieve this – chiefly willpower, self-determination
and having children around.

● Increase awareness of the hazards of 
secondhand smoke for those living in 
deprived areas;

● Increase smoke free spaces, especially for 
children, in deprived areas, e.g. Sure Start 
initiatives encouraging smoke free homes;

● Eliminate tobacco smuggling.

Key actors: Local Authorities, PCTs, Local
Alliances; NHS Stop Smoking Services; Sure
Start & Home Start; voluntary organisations
working with disadvantaged groups.



for economies of scale, avoiding duplication
and communicating our success and failures
with others.

Community Strategies, developed by Local
Strategic Partnerships, provide an opportunity
for strengthened community action and
support at a local level. There are currently
54 LSPs in the East of England based largely
on county, district and unitary boundaries.
They have published or are currently
developing Community Strategies based on
public consultation. These strategies contain a
long-term vision for promoting and improving
the economic, social and environmental well
being of their areas, and contribute to
sustainable development. Many Community
Strategies include smoke free environments
as a key priority work area. Local partners
should be working towards tobacco control
forming a part of all community strategies.

There is also a wide range of existing
mechanisms and structures at a
neighbourhood level. These include long
standing representative bodies like parish and
town councils, as well as rural community
councils, local authority area committees or
forums (i.e. Older People’s Forums),Tenant
Management Organisations, tenant
associations and other faith and community
groups. Strengthening community action for
tobacco control could involve working closely
with these neighbourhood level bodies to
promote the benefits of smoke free
workplaces within their villages, towns or
respective communities.

5.4.5   Strategic Priority 5:
Strengthen Community Action
for Tobacco Control

Rationale:

One of the clearest lessons learned about
tobacco control in the last four decades since
publication of the first RCP report on smoking
has been that to address the intractable
problem of tobacco use in society, a
comprehensive and coordinated approach is
necessary. National governments cannot do
this on their own, even with the enormous
benefit of a national health service such as
ours. Local government, regulatory bodies,
professional groups, voluntary and community
sector all have a large and unique role to play.
Moreover, each of us may act on tobacco in
different capacities: professionally, as a volunteer,
as a parent and citizen. Not only must we all
play our part, but we are under an obligation
to use the resources we have in the most
efficient way. This means sharing ideas with
others, planning and carrying out joint projects
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Smoke Free Cities – Cambridge

The momentum for a smoke free Cambridge is
gathering pace. Local organisations, including the
NHS, local authorities and businesses, have agreed
to work in partnership to make sure that ‘within
five years Cambridge will be a city in which no
worker or member of the public is involuntarily
exposed to secondhand smoke in an indoor space’.

The move is a central plank in the City’s Improving
Health Plan. Importantly, the plan does not aim to
‘ban smoking’, but to protect public health through
partnership working. All partners to the project are
committed to establishing smoke free workplaces,
and then to achieving the same for public places.
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Making Smoke Free a priority for a
Local Strategic Partnership

A Smoke Free Charter has been launched by a
partnership of Watford and Three Rivers PCT,
Three Rivers District Council, the Fire Service,
Hertfordshire County Council, the Police and the
Centre for Voluntary Service. Backed by the Local
Strategic Partnership Board, and supported by an
action plan, the Smoke Free Three Rivers project is
aiming to provide the local area with places in
which people can work, eat or socialise free 
from carcinogens.

Local partners have pledged support for prioritising
reducing smoking knowing it will:
● Complement the Healthy Schools agenda – an 

aim of the National Healthy School Standard;
● Build on the Young People’s Substance 

Misuse Plan;
● Fit with the healthier communities theme in the 

Herts Together Community Strategy;
● Reflect the Hertfordshire Preventative Strategy,

adopted by the Children and Young People 
Strategic Partnership;

● Support the Public Health White Paper 
Choosing Health and the National Service 
framework for Children.

Involvement of the business community is regarded
as key to the success of the scheme, and the Local
Strategic Partnership is currently working to 
achieve this.

Policy/programme relevance:

Choosing Health recognises that well ordered
and stable communities, with good access to
services, clear leadership, cohesion and strong
partnerships between local government,
business, the voluntary sector, health services
and community organisations provide an
environment that helps people make healthy
choices. Local Authorities are identified as
having a responsibility to provide community
leadership in the areas they serve. To improve
health they need to be working in close
partnership with PCTs and all sectors
mentioned above. Local Strategic Partnerships
and Local Area Agreements are mentioned as
mechanisms for making this happen. Local
tobacco control priorities need to be
embedded into this work.

Key messages:

● Increased public awareness of tobacco 
control issues;

● More and stronger partnerships for 
tobacco control;

● More provision of training in tobacco control.

Key actors: Local Strategic Partnerships; Local
Authorities; PCTs, SHAs, Local Smoke Free
Alliances,Tobacco Control Collaborating Centre.



The Regional Tobacco Control Strategy group
will take the lead in the ensuring the
implementation and delivery of the strategy,
agreeing monitoring arrangements with lead
organisations which, together with partners, will
be responsible for progressing the action.
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6. Monitoring and Implementation

7. Action Plan

AT Ambulance Trusts

CG Community Groups 

CSA Children’s Services Authorities 

EEDA East Of England Development 
Agency

EERA East of England Regional 
Assembly Employers

GO East Government Office for the 
East of England

HMRC Her Majesty’s Revenue & 
Customs

HSE Health and Safety Executive 
Healthy Schools Programme

LA Local Authorities

LACORS Local Authorities Coordinators
of Regulatory Services

LAEH Local Authority Environmental 
Health Alliances 

LASSP Local Authorities Sure Start 
Program

LATS Local Authority Trading Standards

LSP Local Strategic Partnership

MHT Mental Health Trust

NGO Non Governmental Organisations

NRP Neighbourhood Renewal 
Programmes

PCT Primary Care Trust

PHNs Public Health Networks

RPHG Regional Public Health Group

RTCM Regional Tobacco Control 
Manager

SFA Smoke Free Alliances

SHA Strategic Health Authorities

SSS Stop Smoking Services

TU Trade Unions

V&CS Voluntary and Community Sector

Abbreviations used in plan
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Strategic Priority 1: Action to Reduce Exposure to Secondhand Smoke

What will
be achieved?

How will it 
be achieved?

Who’s
responsible?

When will it 
be done?

Indicators

Smoke free
environments will
become the norm

Implement smoke free
policies in all NHS premises
in line of HDA/NICE
guidance

SHAs, PCTs, MHT,
AT, SFA, Employers,
Trade Unions

By March 2006 Percentage of NHS
premises smoke free
– measured by SHA

Promote smoke free Local
Authority premises and
facilities in the East 
of England

LAs, LSPs, SFA
Employers,Trade
Unions

March 2006 Percentage of LA
premises and facilities
smoke free.

Promote smoke free leisure
facilities e.g. shopping
centres, restaurants, pubs 

Promote smoke free
workplaces

Promote smoke free
voluntary sector workplaces
and community buildings

LAs, LSPs, SFA
Employers,Trade
Unions

March 2006 Percentage of LA
premises and facilities
smoke free.

High level of regional and
local media highlighting
the issue

SFA, PCTs, LAs,
RPHG

Ongoing Reports of local
media coverage

Establishing a Regional
Tobacco Control Media
Strategy and Calendar

RPHG Autumn 2005 with
quarterly revisions

Calendar establishedIncrease awareness of
the health risks of
secondhand smoke

Support national media
campaigns and create local
opportunities to promote
the smoke free message

PCTs, LAs, SFA,
VS, RPHG

Autumn 2005 with
quarterly updates

Press and newsletter
coverage from 
PCT and LA
communications
leads

RPHG to explore possibility
of supporting the Clear Air
Award in the region

RPHG Summer 2005 Decision reached

Explore potential for
development of a national or
regional smoke free brand

RPHG 2005/06 Decision of smoke
free brand reached

Promote the CIEH/ASH
Smoke Freedom Toolkit for
smoke free work places

LAEH, SFA 2005/06 Complete Regional
training by end 2005.
Number of LAs
using the toolkit

Increased access to
programmes that help
people establish a smoke
free environment for
themselves and their
children

Increased uptake of smoke
free homes projects

LASSP, Children’s
Centres, PCT
Health Visitors, SFA,

2006 Number of localities
with smoke free
homes projects
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Strategic Priority 2: Action to Reduce the Uptake of Smoking

What will 
be achieved?

How will it 
be achieved?

Who’s
responsible?

When will it 
be done?

Indicators

Increased protection of
young people from
secondhand smoke

Encouraging all Schools in
Region to adopt the new
Healthy School standard

Healthy Schools
Programme (LAs &
PCTs)

2006

2009

Half of all schools in
the Region will have
adopted the standard

All schools in the
Region to be working
towards the standard

Encourage further education,
colleges and universities to
adopt smoke free policy,
including common rooms
and bars

SFA, PCT, LAs 2007 Number of further
education facilities
that are smoke free

Encourage youth groups,
uniformed bodies, faith
organisations, minority
ethnic communities, art
and sport groups, young
people’s disability groups
etc to have smoke free
environments

VS, SFA, PCTs 2006/ongoing Reports from
voluntary sector on
smoke free
environments for
young people

Support Health Visitors to
advise parents about the
effects of secondhand smoke
in the home

PCTs 2006 Health Visitors
supported

See Strategic Objective 1 on
smoke free homes, leisure
facilities etc

Support for the smoking
aspect within the Personal,
Social, Health Education and
Citizen and Science
curriculum in schools

CSA Ongoing Smoking part of
the curriculum
implemented in 
all schools

Target youth and community
workers and others who
work with young people
with information about
secondhand smoke, smoking
cessation and referring to
Stop Smoking Services.

SSS, LAs, Religious
Groups, CG, SFA

2006/ongoing Number of youth
and community
workers attending
training on working
with young people
on secondhand
smoke and smoking
cessation (from SSS)

Support for effective
education and prevention
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Enforcement of new under-
age sales legislation

LATS 2007 subject to
legislation

Enforcement
statistic from LATS

Reduce illicit market
penetration of tobacco

HMRC Ongoing Statistics from HMRC 

Discourage the use of
smoking imagery in the
media

SFA, PCTs, LAs,
CG, NGO

Ongoing

Raise awareness of retailers,
general public and
professionals of changing
regulations on tobacco
promotion (point of sale
advertising and brand
sharing) – e.g. mail outs, visits

LATS, LACORS Ongoing as new
regulations/
legislation is passed

Mail outs, etc.
(from LATS)

Undertake local
consultation on the
proposed picture warnings

SFA, LATS 2005/2006 Number of
consultation reports
received from the
East of England

Tobacco promotion

Enforcement of the picture
warning regulations

LATS 2007 Enforcement
Statistics LATS

Briefing paper for
LAs/DPH/PCTs to assist
decision making and local
information

RPHG
SFA to disseminate 

2006 Paper disseminated

Enforcement of the current
restrictions (advertising, free
gifts, etc.)

Enforcement of new
regulations – eg internet
advertising and brandsharing
commencing 31/07/05

LATS

LATS

2005 and ongoing

2005 and ongoing

Monitoring/
enforcement statistics
from LATS

Monitoring/
enforcement statistics
from LATS

Eliminate tobacco
promotion

Picture Warning

Assess the current policies/
activities of Local Authorities
work on illegal sales 

LATS 2006/2007 Enforcement
statistic from LATS

Support for effective
education and
prevention

Enforcement of underage
sales restrictions

LATS 2005/ongoing Enforcement
statistic from LATS

Promote the use of brief
interventions (asking about
smoking and referring to
Stop Smoking Services if
appropriate) by professionals
who work with young
people.

SSS, PCTs
employers

2005/ongoing Number of
teachers, school
nurses, voluntary
and community
sector, others who
attend level one
smoking cessation
training (from SSS)

Strategic Priority 2: Action to Reduce the Uptake of Smoking
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Strategic Priority 3: Action to Promote Smoking Cessation

What will 
be achieved?

How will it 
be achieved?

Who’s
responsible?

When will it 
be done?

Indicators

Increased public
awareness of NHS 
Stop Smoking Services

Establish a Regional
tobacco control media
strategy and calendar.

RPHG 2005/ongoing Media monitoring

Ensure the National
Smokers Helpline has
correct local data.

SSS, PCTs Ongoing Helpline is always
immediately
informed of changes
in local services

Maximise linking to National
Campaigns

RPHG, SSS, PCTs,
SHAs, SFA

Ongoing National campaign
materials used locally

Ensure local campaigns and
projects link to Local Stop
Smoking Services

SFA, LAs, PCTs, LSPs 2005/ongoing Local campaign
materials demonstrate
partnership

Support price increases for
tobacco products

LAs, PCTs, SHAs,
SFA,VS, NGOs

Ongoing Annual excise
increases in the
Budget

Support restrictions on
tobacco promotion

LAs, PCTs, SHAs,
SFA,VS, NGOs

Ongoing Increase in restrictions

Reduce illicit market
penetration of tobacco
[see Priority 2]

Brief intervention and advice
training, including referring to
Stop Smoking Services to:
GP trainers, professional
associations, trainers of
nurses, Mental Health
services, pharmacists,
dentists, voluntary sector, etc.

SSS, PCTs Ongoing Numbers attending
training across the
East of England –
(Stop Smoking
Service records)

Increased referrals to
Stop Smoking Services
from General Practice
and community
pharmacists, dentists,
other health
professionals and
voluntary sector

Promote smoke free places
[see also Strategic Priority 1]

Increased incentives for
smokers to quit
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Explicit PCT commitment to
Stop Smoking Services in
(Local Delivery Plans) LDP

PCTs, SHAs, 2006 SSS featured in LDPsEnsure adequate and
sustained funding for
SSS from PCTs

See Priority 4

Embed an offer of stop
smoking advice as part of
clinical assessments in
surgical care pathways

Offer NHS Stop Smoking
Services on the new ‘choose
and book’ system

Offer stop smoking support
at your workplace (contact
local Stop Smoking Service
for Support)

PCTs, SSS, SHAs,
NHS trusts 

PCTs, SSS, SHAs,
NHS trusts

Employers, Local
Buinesses, SSS

2006

2006

2005/ongoing

Number of hospitals
with Stop Smoking
information included
in admission process 

System established

Number of
workplace sessions
held (as recorded
by LSSS)

Increased availability 
of SSS

Sharing learning amongst
services, including quality
procedures 

Best practice sharing
sessions/topic specific
seminars to be organised
involving the services,
“experts” and researchers
invited as appropriate

Encourage attendance of
Stop Smoking Services at
national conferences

Training and professional
development for cessation
staff

SHAs, SSS, RPHG

SHAs, SSS, RPHG

PCTs, SHAs, RPHG

SSS, PCTs, SHAs,

Ongoing

2006

2005/ongoing

2005/ongoing

Number of sessions
held

Numbers from the
East of England
attending national
conferences

Enhance performance of
Stop Smoking Services

Strategic Priority 3: Action to Promote Smoking Cessation
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Strategic Priority 4: Action to Reduce Health Inequalities Caused by Smoking

What will 
be achieved?

How will it 
be achieved?

Who’s
responsible?

When will it 
be done?

Indicators

Increased awareness of
secondhand smoke for
those living in deprived
areas, or who are
socially excluded

Provide community health
education/community
development in deprived
and rural areas (language.
literacy issues)

PCTs, NRP, V&CS,
SFA, LSPs, GO-East

Examples of
community
development work
collected

Smoke free environment &
cessation advice in Mental
Health Facilities

PCTs, MHT, SSS Smoke Free NHS
by 2006

SHA data on SF
status

Smoke free environment &
Cessation advice in prisons

PCTs, Prison Health,
SSS

Equity audit of work in 
this area

PCTs 2005/yearly

Increased smoke free
environments for
children living in
deprived areas

Sure Start (SS) initiatives LASSP 2006/ongoing Percentage of Sure
Start initiatives
undertaking smoke
free environment
work

Smoke Free homes LLSSP, SFA, PCTs 2005/ongoing Percentage of SSs
and Alliances
undertaking smoke
free home work

Smoke Free Communities
initiatives (Priority1)

PCTs, LAs

Increased availability and
targeting of stop
smoking support,
focusing on difficult to
reach groups, pregnant
smokers, young people,
people with mental
health problems, prison
population, minority
ethnic communities –
following the available
evidence base – local
focus dependent on
local need and
population (literacy,
languages, etc.)

Develop links with relevant
agencies and organisations

Relevant training on brief
advice and availability of SSS
for staff working with
specific groups
Training for cessation
advisors on best practice
with specific groups

Establish stop smoking
support in broader range of
settings as appropriate

SSS, PCTs

Partners agencies
dependent upon 
target group

2006/ongoing Meetings with
relevant agencies

Number of training
sessions delivered for
smoking cessation
advisors and for staff
working with other
agencies

Increased availability
of services for
hard–to–reach
groups
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Strategic Priority 5: Action to Strengthen Community Action for Tobacco Control

What will 
be achieved?

How will it 
be achieved?

Who’s
responsible?

When will it 
be done?

Indicators

Establishment of
appropriate infrastructure
to ensure the effective
implementation of the
tobacco control elements
of Choosing Health and
the Regional Strategy

Regional Strategy/White
Paper implementation group
overseeing implementation

RPHG and partners 2005/ongoing Terms of reference
and outputs of group

Alliance development
(funding)

RPHG, PCTs, LAs,
PHNs, Business
community

2006/ongoing Alliances with
coordinators
Alliance project work

Stop Smoking Services
funding (Priority 3)

Increased public
awareness of tobacco
control issues

Establish a Regional
tobacco control media
strategy and calendar

RPHG 2005/ongoing Media monitoring

More and stronger
partnerships for 
tobacco control

Continue to develop Local
Alliances (see above)

Promote the inclusion  of
Tobacco Control priorities in
Regional Health Strategy 

Inform the East of England
Regional Assembly of the
impact of tobacco on the
population, now and in the
future, and support it in
promoting effective
opportunities for tobacco
control activities through 
its stakeholders

RPHG

RPHG
EERA

2005

2005

Priorities reflect 
in RHS

EERA advised of
impacts of tobacco
on population

Occurrences of
EERA promoting 
TC activities

Encourage Community
Strategies and other Local
Strategic Plans to reflect
Tobacco Control Strategy
priorities

Assist Local Strategic
Partnerships to have a clear
understanding of the impact
of tobacco on the
population, now and in the
future, and to promote
effective opportunities for
tobacco control activities
through their stakeholders

LAs, PCTs, SFA, SSS,
GO-East

2005/ongoing Percentage of LSPs in
which TC priorities
are reflected
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Support the inclusion of
Tobacco Control Strategy
priorities in Local Public
Service Agreements.

LA, PCTs, SFA,
GO-East

2005/ongoing Percentage of LSPAs
with TC projects

Advocate the inclusion of
Tobacco Control Strategy
priorities in Local Area
Agreements.

LA, PCTs, SFA,
GO-East

2005/ongoing Percentage of
LAAs  that reflect
TC priorities

Promote national training
opportunities to partners

RTCM 2005/6/ongoing Allocated East of
England places filled

More provision of
training in tobacco
control

Provide training for local
Smoke Free Alliances

RTCM 2005/ongoing 2 or more training
events provided 
each year

Ensure monitoring
arrangements are agreed
with the key partners in
tobacco control

RTCSG 2005 Monitoring
arrangements agreed

Improve usefulness of
regional and local
smoking related data 

Establish a Technical
Committee and agree
indicators for the
strategy agreed

RTCSG 2005 Indicators agreed

Improve the existing data
quality and use of new data
and the regular presentation
of this to partners

erpho, PCTs, SHAs,
LAs/ RPHG

2005/ongoing Data range and
quality improved
with regular reports

Strategic Priority 5: Action to Strengthen Community Action for Tobacco Control
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Annex 1 

Tobacco control legislation

Acts of Parliament (primary legislation)
● Tobacco Advertising and Promotion 

Act 2002
Restricting the promotion and advertising of 
tobacco products. Advertising Ban.

● Children and Young Persons Act 1933
Prohibiting sale of tobacco to young people 
under 16.

● Children and Young Persons (Protection 
from Tobacco) Act 1991
Ordering displays at point of sale to say that 
tobacco products will not be sold to under 
16s. Clarifying penalty for selling tobacco to 
underage persons and holding the 
vendor responsible.

● Finance Act 2003 (and prior)
Tobacco product duty and duty stamps.

● Transport Act 2000
Giving strategic rail authorities the right to 
prohibit tobacco use on trains.

● Tobacco Products Duty Act 1979
Defining tobacco duty.

Statutory Instruments and Regulations
(secondary legislation)
● The Tobacco Advertising and Promotion 

(Point of Sale) Regulations 2004
Defines restrictions on POS advertising 
under the Tobacco Advertising and Promotion 
Act 2004.

● The Tobacco Products (Manufacture,
Presentation and Sale) (Safety) 
Regulations 2002
Defines tar, nicotine and CO yields for 
cigarettes sold in the UK. Defines regulations 
on stating the yields on the tobacco product 
packet. Defines procedures for testing tobacco 

products by the Government. Defines the 
warnings on packs under EU regulations.

● The Tobacco Products (Descriptions of 
Products) Order 2003

● The Excise Duty Points (Etc.) (New Member
States) Regulations 2004
Clarifies tobacco products for purposes of duty.

● The Customs and Excise Duties (Travellers' 
Allowances and Personal Reliefs) (New 
Member States) Order 2004
Grants relief on persons bringing tobacco 
products into the UK for personal consumption 
from within the EU. Under EU directives.

● The Tobacco for Oral Use (Safety) 
Regulations 1992
Prohibit supply of oral tobacco. Implements 
Council Directive 92/41/EEC.

● The Cigarettes (Maximum Tar Yield) (Safety) 
Regulations 1992
Prohibiting sale of tobacco products 
exceeding maximum tar yields.

● The Tobacco Products Regulations 2001
Control of tobacco manufacture and import for
duty purposes.

● The Oral Snuff (Safety) Regulations 1989
Banning the sale of oral snuff.

● The Construction (Health, Safety and 
Welfare) Regulations 1996
Provide rest areas where construction workers 
are not exposed to tobacco smoke.

● Legislation which regulates the sale of NRT
● Medicines Act 1968
● Health and Medicines Act 1988

This legislation covers inter alia the systems by
which licences to manufacture, market,
distribute, sell and supply medicinal products
are granted by Ministers ("the Licensing
Authority") (or, in the new centralised system,
by the relevant Community institutions), once
they are satisfied about the safety, efficacy and
quality of the product.

9. Annexes
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Planning Framework (PPF) PCTs are responsible
for meeting these targets:
● By 2006, to achieve 800,000 smokers 

quitting successfully at the four week stage;
● To achieve a one percentage point reduction 

per year in the proportion of women 
continuing to smoke throughout pregnancy,
focusing especially on smokers from 
disadvantaged groups;

● In Primary care, to update practice-based 
registers so that patients receive appropriate 
advice ond treatment on diet, physical activity 
and smoking, particularly those patients with a 
high risk of CHD, with hypertension, diabetes 
and a BMI greater than 30.

NHS Local Delivery Plan data – 
monitoring lines:
● Quitters at four week follow-up stage 

(PSA08a);
● Smoking status (reduction in prevalence) 

among the population aged 15 to 75 years 
(PSA08b).

The Sure Start Unit has a target to reduce
smoking in pregnancy and another that implies
lowering young children’s exposure to SHS.
● To achieve a six percentage point reduction 

in the proportion of mothers who continue 
to smoke during pregnancy;

● To reduce by 10 per cent the number of 
children aged 0–4 living in Sure Start local 
programmes and Children Centre areas 
admitted to hospital as an emergency 
with (among other conditions) lower 
respiratory infection.

A target for reducing the volume of smuggled
tobacco entering the UK was set by Customs
and Excise in 2000:
● To reduce the proportion of smuggled 

cigarettes in the market from 22% in 
2000/01to 17% by 2007. (Tackling Tobacco 
Smuggling Strategy).

The Medicines Licensing Authority controls the
sale of medicines.This is effectively the
Secretary of State for health who acts upon
the advice of the Medicines Commission, the
Medicines Control Agency, the Committee on
Safety of Medicines and the Medicines Act, in
addition to relevant European Union regulation
and EU-related bodies. Regulatory approval
usually requires applications to be made by
pharmaceutical companies, which must provide
evidence to satisfy the regulators. Under this
framework guidelines for the use of and sale of
NRT are governed.

● legislation which has been adopted but not 
yet entered into force, giving the expected 
date it will do so;
● Brand sharing Regulations.

– 31st July 2005
● Tobacco Advertising and Promotion Act 

2002 (section 10 on sponsorship) – 31st 
July 2005
Prohibiting sponsorship. Currently sponsorship
agreements predating 11th July 2001 are 
exempt until this date.

Annex 2 

National targets for tobacco use

A summary of the targets includes:
● Reduce adult smoking rates to 21% or less 

by 2010, with a reduction in prevalence 
among routine manual groups to 26% or less
(PSA target 2004);

● Reduce smoking among 11–15 year-olds 
from 13% in 1996 to 9% in 2010 
(Smoking Kills);

● Reduce smoking in pregnancy from 23% in 
1995 to 18% in 2005 and 15% by 2010 
(Smoking Kills).

The NHS has been given specific cessation
targets for 2003–2006 in the Priorities and
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Annex 3 

Choosing Health: Making Healthier
Choices Easier
Provisions on tobacco control

Smokefree public places
It is proposed to “regulate, by legislation where
necessary,” to ensure that smoking is prohibited
in most workplaces and places where food is
served. Exemptions are proposed for licensed
(to serve alcohol) premises that do not serve
food and private clubs.The bar area in all
licensed premises would be smokefree.The
proposed time-table is:
● “by the end of 2006, all government 

departments and the NHS will be smoke free;
● “by the end of 2007, all enclosed public places

and workplaces, other than licensed premises 
(and those specifically exempted) will, subject 
to legislation, be smoke free;

● “by the end of 2008 arrangements for licensed
premises will be in place”
(Chapter 4)

NHS Stop Smoking Services
The government will continue with its campaign to
“reduce smoking rates and motivate smokers in
different groups to quit supported by clear and
comprehensive information about health risks,
reasons not to smoke, and access to NHS support
to quit, including Stop Smoking Services and
nicotine replacement therapy”.
(Chapter 6)  
In 2005–07, the Healthcare Commission, the
body responsible for inspection and
performance review of health care facilities, will
examine what local health trust are doing to
promote tobacco control. From 2006, the
government will also be doing more to
encourage people to stop smoking before they
undergo any surgery.

Nicotine Replacement Therapy
The government wants to widen the use and
availability of NRT. It will continue the
programme, begun in 2003, with the
pharmaceutical companies to provide free NRT
patches to PCTs. A number of issues are under
discussion, including committing resources to
raising awareness of NRT to health professionals;
new media campaigns; research into new
therapies; more promotion of therapies through
a wider choice of outlets.

Children and Young People
There is a recognition that smoking in films and
on television may influence young people to start
smoking. Ofcom, the regulating body for UK
communications, has drafted a new broadcasting
code which contains rules about smoking. The
British Board of Film Classification is currently
reviewing its guidelines and is considering the
potential impact on young people’s smoking
behaviour of smoking in films aimed at young
audiences. (Chapter 2)

Tobacco Sales to Minors
It is proposed to bring forward legislation that
will create new powers to ban retailers,
temporarily or permanently, from selling tobacco
products if they repeatedly flout the existing
legislation on tobacco sales to minors. The
government will also consider higher fines and
updated guidance to local magistrates as well as
education for retailers on better compliance with
legislation. (Chapter 2)

Tax and Smuggling
The White Paper notes that maintaining a high
level of tax on cigarettes has played an important
part in reducing smoking prevalence in the UK,
but that the availability of cheaper, smuggled
tobacco has undermined the price policy.
Although the government will continue to “take
tough action on tobacco smuggling…further real
increases in duty would be likely to be of limited
effectiveness.” ( Chapter 8)
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Sarah Hall
Trading Standards Service Manager

Amanda Hawkins
Prison Health Development Team (Eastern)

Sandra Hone
Smoke Free Hertfordshire Alliance

Jane MacGregor 
Consultant to DH and LACORS (Local
Authority Coordinators of Regulatory Services)

Dr Anne McConville
Regional Public Health Group (DH)

Val Moore
National Institute for Health and Clinical
Excellence (NICE)

Dr John Powles
Institute of Public Health (Cambridge)

John Place
Government Office East of England – 
Strategy Team

Amanda Redstone
Government Office East of England
(SURESTART)

Keryn Roderick
Regional Public Health Group (DH)

Ganga Westwood
Government Office East of England
(Connexions)

Dr Martin Woolaway/Tim Theaker
Bedfordshire & Hertfordshire Strategic 
Health Authority

Tobacco Regulation
Health warnings:
The government would begin consultation on
picture warnings on tobacco products as soon
as the European Commission published its final
proposals. (Chapter 2)

Tobacco Regulatory Authority:
The Government is resistant to setting up a
new UK agency to regulate tobacco, despite
many calls on it to do so. However, it is in
discussion with the European commission and
UK agencies to develop a strategy for
considering how best to regulate tobacco
products. (Chapter 8)

Annex 4

Regional Tobacco Control 
Strategy Group 

Mark Allison
Her Majesty’s Revenue and Customs (HMRC)

Hilary Andrews
Suffolk Stop Smoking Service

Dr Andrea Atherton 
Southend Primary Care Trust

Liz Biggs
Healthy Schools Programme

Heather Bruce
Hertfordshire and Bedfordshire Environmental
Health Group

Richard Catherall
COVER (The Community & Voluntary Forum:
Eastern Region)

Julian Flowers
Eastern Region Public Health Observatory
(erpho)
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Annex 5

Alliances and NHS Stop Smoking
Services in the East of England
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Smoke Free Alliances

Name Contact Email Telephone

Smoke Free Alliance Bedfordshire 
and Luton 

Linda Willis linda.willis@bedsheartlandspct.nhs.uk 01525 636856

Smoke Free Cambridgeshire 
and Peterborough

Jenny Weston jenny.weston@cambsphn.nhs.uk 01480 398585

Smoke Free Essex Valerie Reason valerie.reason@braintreecaretrust.nhs.uk 01376 302244 

Smoke Free Hertfordshire Sandra Hone s.hone@welhat.gov.uk 01707 357202

Smoke Free Norfolk Clive Slater clive.slater@norfolk.nhs.uk 01603 307230 

Smoke Free Suffolk Peter Harclerode SmokeFreeSuffolk@waveney-pct.nhs.uk 01473 329773

Smoke Free Cambridgeshire
and Peterborough

Smoke Free Alliance
Bedfordshire and Luton

Smoke Free Hertfordshire

Smoke Free Norfolk

Smoke Free Suffolk

Smoke Free Essex

© Crown copyright. All rights reserved. S. Donnelly, 03079G0002, 2004
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Name Contact Email Telephone

Bedford PCT Lianne Bowskill lianne.bowskill@bedford-pct.nhs.uk 01234 7920431

Cambridge City and South
Cambridgeshire PCT

Adrian Dzialdowski Adrian.dzialdowski@cambsmh.nhs.uk 01223 7230222

Castle Point & Rochford PCT Jenny Wheeler Jenny.wheeler@cpr-pct.nhs.uk 01268 4645383

Chelmsford PCT Karen Hsrris Karen.Harris@chelmsford-pct.nhs.uk 01376 3023254

Colchester and Tendring Stop Smoking
Support Service

Sue White
Katharine Lockhart

sue.white@colchester-pct.nhs.uk
katharine.lockhart@tendring-pct.nhs.uk

01206 762384
01255 206035

5

East Cambridge & Fenland PCT Claire Mead claire.mead@eastcambsandfenland-pct.nhs.uk 0800 018 4304
01353 654208

6

Peterborough Quit Smoking Service June Lees-Whitbread june.lees-whitehead@greaterpboropcp.nhs.uk 01773 4254567

Harlow and Epping Forrest PCts Rajinder Chumber rajinder.chumber@harlow-pct.nhs.uk 01279 8278668

Hertfordshire Stop Smoking Service Jane Jones jane.jones@welhat-pct.nhs.uk 01707 2866119

Huntingdonshire PCT Joan  Walsh joan.walsh@hinchingbrooke.nhs.uk 01480 41527910

Luton PCT Christine Watson christine.watson@luton-pct.nhs.uk 01582 75763511

Maldon and South Chelmsford PCT Mary Marsh Mary.marsh@maldon-pct.nhs.uk 0800 328 439012

Norfolk Stop Smoking Service Jacqueline Bryony jacqueline.bryony@nofolk.nhs.uk 0800 0854 11313

South Beds Joanne Bell joanne.bell@bedsheartlandspct.nhs.uk 01525 63681514

Suffolk Stop Smoking Service Hilary Andrews hilary.andrews@ipswichhospital.nhs.uk 01473 70431415

Thurrock PCT Jan Menzies janet.menzies@thurrock-pct.nhs.uk 01375 40641616

Uttlesford PCT Ray Lockett ray.lockett@uttlesford-pct.nhs.uk 01371 76701017

Witham, Braintree and Halstead
Care Trust

Helen Gray helen.gray@braintreecaretrust.nhs.uk 01376 33370918

West Mid Beds & Ivel Valley Allison White allison.white@bedshearlandspct.nhs.uk 01525 63681519

Stop Smoking Services
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What this means for: National Health Service (NHS) Organisations

● Strategic Health Authorities
● Primary Care Trusts
● Stop Smoking Services 

● Hospital Trusts
● Mental Health Trusts
● Ambulance Trusts

NHS work focuses on promoting smoke free environments, working in partnership and providing Stop 
Smoking Services 

Promote smoking cessation
Increased public awareness of NHS Stop Smoking
Services
● Ensure the National Smokers Helpline has correct 

local data.
● Maximise linking to National Campaigns
Increased incentives for smokers to quit
● Promote smoke free places
● Support price increases for tobacco products
● Support restrictions on tobacco promotion
Increased referrals to Stop Smoking Services from 
general practice and community pharmacists, dentists,
other health professionals
● Brief intervention and advice training, including 

referring to Stop Smoking Services to: GP trainers,
professional associations, trainers of nurses, Mental 
Health, pharmacists, dentists, etc.

Enhance performance of Stop Smoking Services
● Sharing learning sessions/topic specific seminars to be 

organised involving the services, “experts” and  
researchers invited as appropriate

● Encourage attendance of Stop Smoking Services at 
national conferences

● Training and professional development for 
cessation staff

Ensure adequate and sustained funding for Stop Smoking
Services from PCTs
● Explicit PCT commitment to Stop Smoking Services in

Local Delivery Plans (LDP)
Increased availability of Stop Smoking Services
● Embed an offer of stop smoking advice as part of 

clinical assessments in surgical care pathways
● Offer NHS Stop Smoking Services on the new 

“choose and book” system

Help and Advice:

● HDA publications on smoking issues including evidence reviews, smoking cessation recommendations, Smoke Free 
Hospital Guidance – www.nice.org.uk

● Globalink daily updates and discussion boards – http://www.globalink.org/
● National Clean Air Award – http://www.cleanairaward.org.uk/
● Creating Healthier Communities: a resource pack for local partnerships – Office of the Deputy Prime Minister, March 05
● Local Smoke-Free Alliances – http://www.smokefreeeast.co.uk/actions.htm

Reduce secondhand smoke
● Establish Smoke Free NHS premises
● Promote smoke free environments in the following 

settings – workplaces, homes, leisure facilities, e.g.
shopping centres, restaurants, pubs

● Create local media opportunities to promote 
secondhand smoke/smoke free message and support 
national media campaigns 

Reduce the uptake of smoking
● Increase protection of young people from secondhand

smoke by encouraging schools, further education 
facilities and young people’s venue to be smoke free

● Support Health Visitors to advise parents about the 
effects of SHS in the home

● Promote referrals to the Stop Smoking Service by 
professionals who work with young people

● Discourage the use of smoking imagery in the media
Reduce health inequalities caused by smoking

Reduce health inequalities caused by smoking
● Increased awareness of secondhand smoke for those 

living in deprived areas, or who are socially excluded
● Increased smoke free spaces for children living in 

deprived areas
● Increased availability and targeting of stop smoking 

support, focusing on difficult to reach groups, pregnant
smokers, young people, people with mental health 
problems, prison population, minority ethnic 
communities – following the available evidence base – 
local focus dependent on local need and population 
(literacy, languages, etc.)

● Equity audits of Stop Smoking Services

Strengthen Community Action for Tobacco Control
● Support and help fund Smoke Free Alliances
● Support and fund Stop Smoking Services
● Ensure tobacco control features in the Local 

Delivery Plan
● Ensure Local Strategic Plans and Local Area 

Agreements reflect Tobacco Control Strategy priorities
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What this means for: Voluntary and Community Sector Organisations

● Voluntary Organisations
● Community Groups
● Faith Groups
● Sports groups 
● Rural Community Councils
● Action with Communities in Rural England (ACRE)
● Voluntary Youth Services Eastern Region (VYSER)
● National Council for Childcare Voluntary Organisations

● Youth Workers
● Youth Groups
● COVER Network Members (The Community & 

Voluntary Forum: Eastern Region)
● MENTER – Minority and Ethnic Network for the 

Eastern Region 
● Non Governmental Organisations

Voluntary and Community Sector work focuses around supporting smoke free environments, encouraging people to
attend local NHS Stop Smoking Services and reducing inequalities. The Voluntary and Community Sector can advocate
for smoke free environments and can be exemplars for the people they support in the community.

Reduce second hand smoke
● Promote smoke free voluntary sector workplaces and 

community buildings
● Promote smoke free environments in the following 

settings – workplaces, homes, leisure facilities
● Encourage youth groups, uniformed bodies, faith 

organisations, BME groups, art and sport groups,
Young People’s Disability groups, etc. to have smoke 
free environments 

● Create local media opportunities to promote 
secondhand smoke/smoke free message and support 
national media campaigns 

Reduce the uptake of smoking
● Encourage protection of young people from 

secondhand smoke 
● Target youth and community workers and others who

work with young people with information about 
secondhand smoke and cessation

● Discourage the use of smoking imagery in the media

Promote smoking cessation
● Increase incentives for smokers to quit by promoting 

smoke free places 
● Support price increases for tobacco products 
● Support restrictions on tobacco promotion
● Refer people wanting to stop smoking to the Local 

NHS Stop Smoking Service

Reduce health inequalities caused by smoking
● Increased awareness of secondhand smoke for those 

living in deprived areas, or who are socially excluded
● Increased smoke free spaces for children living in 

deprived areas
● Advise above groups of availability of NHS Stop 

Smoking Services

Help and Advice:

● ASH (Action on Smoking and Health) – www.ash.org.uk  
● http://www.cancercampaigns.org.uk/
● Local Smoke Free Alliances – http://www.smokefreeeast.co.uk/actions.htm
● Stop Smoking Services – http://www.smokefreeeast.co.uk/services.htm
● Creating Healthier Communities: a resource pack for local partnerships

Strengthen Community Action for Tobacco Control
● Encourage and strengthen action for tobacco control with the community or communities you work with
● As members of Local Strategic Partnerships and other neighbourhood or community level groups, ensure that 

Community Strategies and other local and neighbourhood level plans reflect Tobacco Control Strategies priorities 
● Ensure Local Strategic Partnerships have a clear understanding of the impact of tobacco on the population, now 

and in the future, and promote effective opportunities for tobacco control activities through its stakeholders.
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What this means for: Employers and Trade Unions

● Employers
● Trade Unions
● Chambers of Commerce
● Federation of Small Businesses
● Institute of Directors
● Confederation of British Industry

● East of England Development Agency  (EEDA)
● East of England Regional Assembly  (EERA)
● Local Authorities
● Primary Care Trusts        

Employers and Trade Unions focus on their health and safety responsibilities by protecting their employees and
members from secondhand smoke. Having a smoke free workplace will have a positive economic benefit on the
business through increased productivity, decreased staff absences, and decreased damage to premises (e.g. less frequent
renovation required, reduction in workplace fires).

Reduce secondhand smoke
● Inform staff of the health and safety reasons for smoke

free environments
● Promote smoke free work places
● Promote smoke free leisure facilities, e.g. shopping 

centres, restaurants and pubs
● Promote smoke free National Health Service (NHS) 

and Local Authority (LA) buildings

Reduce health inequalities caused by smoking
● There are higher rates of smoking among manual 

workers than there are among non manual workers  
● Manual workers are also more likely to be exposed to

secondhand smoke 

Promote smoking cessation
● Advertise local Stop Smoking Services in your 

workplace – e.g. on staff notice board
● Hold Stop Smoking groups/sessions at your workplace

– contact local Stop Smoking Service for assistance

Reduce the uptake of smoking
● Encourage smoke free policies in schools, further 

education facilities and universities, including common 
rooms and bars

● Promote the use of brief interventions (asking 
about smoking and referring to Stop Smoking 
Services if appropriate) by professionals who work 
with young people

Help and Advice:

● National Clean Air Award – http://www.cleanairaward.org.uk/
● Local Authority Environmental Health 
● Chartered Institute of Environmental Health (CIEH) – Achieving Smoke Freedom Toolkit – 

http://www.cieh.org/research/smokefree/
● Local Smoke Free Alliances – http://www.smokefreeeast.co.uk/actions.htm
● Local Stop Smoking Services – http://www.smokefreeeast.co.uk/services.htm

Strengthen Community Action for Tobacco Control
● Informing staff of the health and safety reasons for having a smoke free workplace and implementing a smoke free 

policy in your workplace will have a roll on effect into the community with people choosing to make their 
homes, cars and social venues smoke free  
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What this means for: Regional Stakeholders

● Regional Public Health Group
● Government Office for the East of England
● Eastern Region Public Health Observatory
● HM Revenue and Customs
● Jobcentre Plus
● Learning & Skills Councils
● Living East
● Big Lottery Fund

● East of England Regional Assembly
● East of England Regional Development Agency
● Health & Safety Executive
● COVER – Community & Voluntary Forum for the 

Eastern Region
● MENTER – Minority and Ethnic Network for the 

Eastern Region
● Rural Action East
● Sport England

Regional work focuses on advocacy, bringing together the activities of regional stakeholders and creating a supportive
environment for action; strategy development and support for implementation including sharing good practice and
promoting smoke free environments

Reduce secondhand smoke
● Work with regional media to highlight the issue of 

secondhand smoke
● Promote smoke free work places, public places 

and communities
● Act as exemplars by providing smoke free workplaces 
● Support the national Clean Air Award in the Region

Reduce the uptake of smoking
● Discourage the use of smoking imagery in the media
● Reduce illicit market penetration of tobacco

Promote smoking cessation
● Support Local Stop Smoking Services work by linking 

national and local media campaigns
● Inform staff and partners of the availability of NHS 

Stop Smoking Services

Reduce health inequalities caused by smoking
● Increase awareness of smoking and secondhand 

smoke as a cause of health inequalities for those living 
in deprived areas, or who are socially excluded

Help and Advice:

● Regional Smoking Statistics – http://www.erpho.org.uk/topicsmoking.asp
● Regional Public Health Group – http://www.goeast.gov.uk/goeast/public_health/
● HDA publications on smoking issues – www.nice.org

Strengthen Community Action for Tobacco Control
The Regional Public Health Group will work with partners to:

● Establish an appropriate infrastructure to ensure the effective implementation of the tobacco control aspects of
Choosing Health and the Regional Tobacco Control Strategy

● Increase public awareness of tobacco control issues by developing a regional tobacco control media strategy 
● Ensure the Regional Health Strategy reflects the priorities of the Tobacco Control Strategy 
● Ensure monitoring arrangements are agreed with the key partners in tobacco control
● Ensure the Technical Committee is set up and indicators for monitoring the strategy are developed
● Promote the inclusion of local tobacco control targets in Local Area Agreements and Local Public 

Sector Agreements 
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What this means for: Smoke Free Alliances

● Primary Care Trusts     
● Including Public Health Directors 
● Health Promotion Specialists 
● Local Authorities
● Including Trading Standards
● Environmental Health
● Health Improvement Specialists                                 

● Public Health Networks
● Stop Smoking Services
● NHS Hospital Trusts
● HM Revenue & Customs
● Healthy Schools Programme
● Voluntary and business

Smoke Free Alliance work focuses on partnership between local stakeholders with a role in tobacco control. Alliances
support the coordination and cohesion of local tobacco control activities. They have contacts with local media and
work to increase the profile of topical tobacco control issues. Currently much of Smoke Free Alliance’s projects focus
around increasing smoke free environments and reducing inequalities

Reduce secondhand smoke
● Promote smoke free environments in the following 

settings – alliance members premises (NHS/LA 
others), workplaces, homes, leisure facilities, e.g.
shopping centres, restaurants, pubs

● Create local media opportunities to promote 
secondhand smoke/smoke free message and support 
national media campaigns 

Reduce the uptake of smoking
● Encourage protection of young people from 

secondhand smoke 
● Target youth and community workers and others who

work with young people with information about 
secondhand smoke and cessation

● Reduced availability of tobacco to young people 
through work of LA partners in enforcing tobacco 
promotion/advertising and underage sale legislation

● Discourage the use of smoking imagery in the media

Promote smoking cessation
● Increased public awareness of NHS Stop Smoking 

Services by maximising linkage to National Campaigns
● Increase incentives for smokers to quit by promote 

smoke free places, support price increases for 
tobacco products and support restrictions on 
tobacco promotion

● Ensure local campaigns and projects link to Local Stop 
Smoking Services

Reduce health inequalities caused by smoking
● Increase awareness of secondhand smoke for those 

living in deprived areas, or who are socially excluded
● Increase smoke free spaces for children living in 

deprived areas
● Advise above groups of availability of NHS Stop 

Smoking Services

Help and Advice:

● Refer to all other summary help and advice sections
● Regional Public Health Group/Regional Tobacco Control Manager – http://www.goeast.gov.uk/goeast/public_health/
● Media guide http://www.smokefreeaction.org.uk (website live July 2005)
● Creating Healthier Communities: a resource pack for local partnerships – Office of the Deputy Prime Minister,

March 05
● HDA, 2004 The Working Partnership resources pack and HDA publications on smoking issues – www.nice.org.uk
● National Clean Air Award – http://www.cleanairaward.org.uk/

Strengthen Community Action for Tobacco Control
● Alliance partners to support and help fund Smoke Free Alliances
Work with partners to:
● Ensure Local Strategic Partnerships have a clear understanding of tobacco issues
● Ensure Local Strategic Plans reflect Tobacco Control Strategy priorities
● Ensure the inclusion of smoking targets in Local Area Agreements/Local Public Service Agreements






