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execuTive summary 

This toolkit aims to support the development of tobacco control alliances and 
work programmes across London’s boroughs. It provides guidance and a range 
of tools and templates to support those responsible for tobacco control 
through the different stages of an Alliance’s development. 

Tobacco control refers to a co-ordinated and comprehensive approach to 
reducing the prevalence of tobacco use. The Department of Health has 
recently published a new tobacco control strategy that outlines this approach 
for England for the next 10 years1. The key delivery streams for an Alliance 
suggested in this toolkit have been informed by this strategy and are as follows: 

5 

Core	functions 

–  A dvocacy,  communications,  monitoring  and  evaluation 

To	stop	the	inflow	of	young	people	recruited	as	smokers 

–  R educing  underage  sales:  test  purchasing  and  educating  retailers 

–  D enormalising  tobacco  use  and  reducing  availability:  point-of-sale 

tobacco  displays,  communications
�

–  D elivering  tobacco  control  interventions  with  children  and  young  people: 
whole  school/college  approaches,  PSHE,  smokefree  schools,  young 
people  friendly  Stop  Smoking  Services 

To	motivate	and	assist	every	smoker	to	quit 

–  V ery  brief  and  brief  interventions 

–  S top  Smoking  Services:  best  practice  and  guidance,  training  stop 

smoking  advisors
�

–  T argeting  priority  groups:  routine  and  manual  occupations,  Black  and 
Minority  Ethnic  (BME)  groups,  pregnant  and  breastfeeding  women, 
prisons,  mental  health  service  users 

To	protect	families	and	communities	from	tobacco-related	harm 

–  I llicit  tobacco  sales 

–  N iche  tobacco  products;  smokeless  tobacco,  shisha,  supporting  niche 
tobacco  users  to  quit 

–  S mokefree  environments 



      

 

          
           

   

             
          

         
            

            
     

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

  
 

 

 

Tobacco conTrol alliances: a ToolkiT for london 

alliance structure 
The comprehensive tobacco control agenda requires a structure that supports 
clear accountability and strategic decision-making as well as allowing for a 
wide range of partners with different fields of expertise and interests to 
engage at different levels. 

Below is a suggested structure for the governance and coordination of tobacco 
control. It is essentially made up of a core group of partners, who meet 
regularly to take a strategic overview and co-ordinate delivery across key 
delivery streams. The implementation of these delivery streams is addressed 
through a number of operational groups. This may be adapted to fit local 
priorities for tobacco control and it may not be necessary to address each 
delivery stream in a separate group. 

Local Strategic Partnership and 
thematic sub­groups e.g. Health and 

Wellbeing, Children’s Trust 

Tobacco Control Core Group 

Delivery Streams 
Assisting and 

motivating 
smokers to quit 

Communication 
and education 

Smokefree 
environments 

Action on illicit and 
niche tobacco 

Stopping the inflow of 
young people recruited 

as smokers 
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role of the core group 
This group is generally made up of senior level officers, who are responsible 
for raising the profile of tobacco control across local organisations and 
partnerships. This should be led by either the PCT or the Local Authority, 
or jointly led by both organisations. 

The ideal reporting arrangement is for the core group to be accountable to the 
Local Strategic Partnership (LSP), for example via the Health and Wellbeing 
thematic partnership. They should also ensure that they keep other relevant 
thematic partnerships informed and engaged with tobacco control, notably 
the Children’s Trust Board and Safer Communities Partnership. 

This group works together to understand external risks and challenges to 
achieving the partnership objectives, to steer the collective work of the 
delivery streams and report on tobacco control to the LSP. 

The operational groups are discussed in more detail within the toolkit. 

Terms of reference 
Terms of Reference should include the following elements: 

7 

The  name  of  the  Alliance 

The  aims  of  the  Alliance  and  the  outcomes  you  want  it  to  achieve 

The  governing  body  or  partnership  of  the  Alliance  and  the 

reporting  requirements
�

Membership,  including  status  of  different  members,  how  membership  can 
be  terminated  and  delegated  authority  for  a  partner  from  its  organisation 
to  participate  in  decision  making 

How  the  Chair  of  the  Alliance  will  be  nominated,  and  how  long  the 

Chairship  will  last
�

Partner  roles  –  who  is  responsible  for  what  and  the  reporting  requirements 
to  the  Alliance 

Funding 

Meetings:  notice  and  frequency  of  meetings,  quorum  rules, 

chairing  arrangements
�

Voting  arrangements;  and  representation  of  other  members 

Administration  of  day  to  day  activities 

Decision-making  processes  (scope  and  timescales) 

Exit  strategy/arrangements  for  dissolution 

A  template  Terms  of  Reference  is  provided  in  Appendix  2. 
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The role of Tobacco control alliance lead 
The Tobacco Control Alliance Lead should ideally be a dedicated post working 
at a senior level to provide strategic leadership to partnership development 
and the delivery of tobacco control work programmes in the Borough. Due to 
the cross-cutting nature of comprehensive tobacco control, this role could be 
jointly funded between the PCT and Local Authority, and this may be helpful in 
embedding the agenda in both organisations. This role could usefully include 
overall responsibility for the following: 

8 

Working  with  local  partners  to  develop  and  implement  a  tobacco 

control  strategy. 


Ensuring the development of clear priorities, action plans and outcomes for 
a  tobacco  control  programme,  with  links  to  key  national  and  local  strategies. 

Ensuring  that  all  work  programmes  are  based  on  evidence  of  effectiveness 
and  are  responsive  to  local  need. 

Co-ordination  of  the  operation  of  the  Alliance,  ensuring  robust  process, 
reporting and review mechanisms are in place to deliver on tobacco control. 

Developing  proposals  to  secure  funds  from  a  wide  range  of  sources  to 
increase  resources  for  tobacco  control. 

Developing  a  communications  strategy  in  order  to  raise  public  and 

stakeholder  awareness  of  tobacco  control.
�

Supporting  the  identification  and  adoption  of  appropriate  systems  for 
the  monitoring  and  evaluation  of  interventions  and  ensuring  that  all 
programmes  follow  them. 

Promoting  the  Alliance  as  a  key  resource  within  the  area  for  evidence  and 
research  in  this  area. 

Ensuring  that  the  Alliance  is  linking  with  Smokefree  London  and  actively 
contributing  t  o  London-wide  planning  and  information  exchange. 

vision,  outcomes  and  indicators 

creaTing  The  vision 
To  create  the  vision  for  the  Alliance,  it  is  essential  that  partners  are  brought 
together  to  share  ideas  and  values  and  to  build  connections  with  each  other. 

“When  people  connect  with  each  other,  they  build  trust,  and  when  they  build 
trust  they  are  able  to  create  synergy.”2 



 

           
         

              
            

            

           

   
      

            
           

 

           
            

              
 

      

          
 

          
       

            

 
         

        
           
       

  

Allowing time for partners to build connections is vital to creating an 
effective partnership. An important first step in building connection is 
working as a group to define the vision that unites you. Visioning is used to 
create a set of common aims and objectives and to construct a single, 
preferred future, captured in a statement, which can provide a shared goal for 
stakeholders.3 

A sample agenda for a visioning event is included in Appendix 3. 

seTTing ouTcomes and indicaTors 
Key steps to setting outcomes and indicators4: 

1.	�Start by identifying the desired outcomes and indicators and work back 
to ascertain what needs to be delivered to achieve progress against 
the indicators. 

2.	�Establish indicator baselines to show the current position and the local 
trend. The local trend shows the baseline over the previous few years and 
an estimation of its activity over the next few years if you stay on the 
current course. 

3.	�Consider factors influencing the baseline data. 

4.	�Consider and involve all potential partners who can contribute to 
improving outcomes. 

5.	�Explore local and national evidence to inform discussions about what 
actions would improve the baseline and the trend. 

6.	�Agree what the Alliance will achieve over a specific period of time. 

action planning 
Action plans are a key component of successful Alliance programme 
management and evaluation, helping you summarise what inputs and 
processes are needed and at what times to achieve the desired objectives. 
Objectives should be Specific, Measurable, Achievable, Result-orientated and 
Time bound (SMART). 

9 
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In  preparing  your  action  plan,  you  will  need  to  take  into  account  the  following: 

Objective –  Objectives  are  the  outcomes  that  demonstrate  progress 
towards  the  overall  vision  of  the  Alliance.  Consider  what  outcomes  you  
are  trying  to  achieve  by  taking  action  and  whether  these  outcomes  are 
relevant  to  the  vision. 

Priority –  consider  whether  the  issue  requires  urgent  attention  or  if  there 
are  other  issues  which  need  to  be  addressed  first. 

Benefits –  consider  partner  services  and  organisations,  local  communities, 
commissioners,  and  the  wider  health  community. 

Risk –  establish  a  way  of  identifying  and  recording  all  the  issues  and  risks 
that  could  prevent  successful  delivery  of  the  outcomes. 

Timescales	and	milestones –  consider  when  the  actions  should  take  place 
and  also  whether  other  issues  need  to  be  addressed  first  i.e.  what  are  the 
constraints  to  completing  the  task  and  achieving  your  objectives. 

Financial	and	other	resources –  consider  the  financial  cost  of  undertaking 
the  action,  as  well  as  the  financial  implications  of  not  taking  action  and 
identify  possible  sources  of  funding. 

Responsibility –  consider  who  will  be  responsible  for  implementing  the 
actions  and  who  will  be  accountable  for  making  sure  this  happens. 

Measuring	success –  what  will  ensure  your  objectives  are  achieved  and 
what  will  you  use  to  measure  successful  outcomes?  You  will  also  need  to 
identify  a  monitoring  strategy  to  ensure  you  have  a  process  for  reviewing 
whether  actions  have  been  implemented  and  objectives  achieved. 

A  sample  agenda  for  an  action  planning  workshop  is  provided  in  Appendix  4. 
A  template  for  a  SMART  action  plan  is  provided  in  Appendix  5. 

monitoring  and  evaluation 
There  are  many  models  for  evaluation  and  it  is  worth  exploring  these  to 
ensure  you  use  a  framework  that  is  best  suited  to  your  needs.  A  list  of  key 
models  and  frameworks  is  provided  on  page  38  to  help  you. 

The  LEAP  planning  and  evaluation  cycle  is  described  in  more  detail  in  the 
remainder  of  this  section  as  one  possible  example  of  a  useful  monitoring  and 
evaluation  framework. 
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The  leaP  planning  &  evaluation  cycle 


Source: Barr A and Dailly J (2007) Step-by-step: An introductory guide to the LEAP framework5 

Partners need to agree how they will report to one another and establish a 
way of working that ensures that all their activities are open to scrutiny by 
others. It may be helpful to have an overall action plan co-ordinator, ideally 
the Tobacco Control Lead. 

Step 5 describes evaluation, which can be seen as both the first and last step 
of the cycle. In this stage the value of the work delivered is assessed and 
judged to help the partnership reflect on what it is trying to achieve, assess 
whether it has been successful and identify required changes. 

The critical questions to ask in Step 5 include: 
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Do  we  have  the  evidence  and  information  we  need? 

What  have  we  learnt  about  the  appropriateness  of  the  methods  chosen? 
Look  at  the  objectives  achieved  and  consider  if  actions  have  been  well 
planned,  if  there  has  been  good  quality  support  provided,  if  problems  or 
obstacles  have  been  dealt  with? 

What  have  we  learnt  about  the  inputs  or  resources  available  to  us:  our 
budget  and  its  use,  our  staff  and  their  deployment,  partner  projects  or 
departments  and  their  actual  or  potential  contribution,  the  policy  and 
strategic  framework  in  which  we  operate? 

IDENTIFIED
NEED

STEP
1

STEP
2

STEP
3

STEP
4

STEP
5

WHAT
METHODS

WILL WE USE?
(PROCESSES)

WHAT
RESOURCES

WILL WE USE?
(INPUTS)

WHAT WILL
WE DO?

(OUTPUTS)

ARE WE
DOING IT?

(MONITORING)

HOW
USEFUL WAS
IT AND WHAT

DID WE LEARN?
(EVALUATION)

HOW
WILL WE KNOW?

(AGREEING 
OUTCOME 

INDICATORS)

HOW
WILL 

WE DO IT?
(ACTION

PLANNING)

WHAT
(NOW) NEEDS
TO CHANGE?

(VISIONING
OUTCOMES)
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To  what  extent  have  the  actions  we’ve  taken  led  to  the  outcomes  sought?   
What  have  been  the  factors  that  contributed  to  success  or  failure  and  why?  

What  needs  to  change  in  order  to  deliver  more  effectively  against  our 
outcomes  and  indicators? 

What  has  the  impact  of  our  work  been?  How  much  of  the  change  can  be 
ascribed  to  the  work  of  our  project  –  what  could  (or  would  not)  have 
happened  if  our  project  had  not  been  there? 

Do  we  have  useful  evidence  and  indicators,  or  lessons  that  we  can  publish 
or  share  with  our  Regional  Tobacco  Control  colleagues? 

Has  the  project  been  effective?   To  what  extent  has  it  brought  about  the 
changes  it  intended? 

Has  the  project  been  efficient?   Has  it  brought  about  change  at  a 

reasonable  cost  (of  money,  time  and  energy)?
�

Has  the  project  been  equitable?   Has  it  targeted  communities  with  the 
greatest  need?   What  steps  have  we  taken  to  ensure  that  equalities  issues 
have  been  identified  and  addressed? 

alliance  health  check 
To  ensure  that  the  Alliance  is  achieving  its  objectives  and  improving  on 
outcomes  for  the  Borough,  the  partnership  should  be  regularly  reviewed.  
The  toolkit  sets  out  an  Alliance  review  process  and  improvement  planning 
templates  under  five  headings: 

Leadership  and  governance 

Delivery  and  performance 

Efficiency 

Evidence  base  and  consultation 

Communication  and  advocacy 

Learning  and  development 

This  is  a  self-assessment  process,  which  should  involve  all  partners  and  be 
carried  out  about  once  a  year.  This  self-assessment  is  not  scored,  rather  it 
provides  an  opportunity  for  partners  to  identify  which  areas  they  need  to 
focus  on  to  help  the  partnership  function  more  effectively  and  achieve  its 
aims.  The  results  should  be  discussed  by  the  Alliance  and  contributions 
identified  to  address  areas  of  weakness  in  the  improvement  plans. 

A  sample  agenda  for  an  Alliance  health  check  session  is  provided  in  Appendix  6. 



 

           
          

          
       

         
          
          

           

 

 

 

 

 

 

 

 

 

 

1.0  inTroducTion
�

This toolkit aims to support the development of tobacco control alliances and 
work programmes across London’s boroughs. It provides guidance and a range 
of tools and templates to support those responsible for tobacco control 
through the different stages of an Alliance’s development. 

Tobacco control refers to a co-ordinated and comprehensive approach to 
reducing the prevalence of tobacco use. The Department of Health has 
recently published a new tobacco control strategy that outlines this approach 
for England for the next 10 years.1 The key delivery streams are: 
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To  stop  the  inflow  of  young  people  recruited  as  smokers 

–  R educing  affordability,  availability  and  attractiveness  of  all  tobacco 
products,  and  increasing  awareness  of  the  harms 

To  motivate  and  assist  every  smoker  to  quit 

–  I mproving  support  and  treatment,  including  harm  reduction 

To  protect  families  and  communities  from  tobacco-related  harm 

–  P romoting  smokefree  environments,  tackling  high  smoking  rates  in 
disadvantaged  communities  and  reducing  smoking  in  pregnancy 

Delivering  comprehensive  tobacco  control  involves  a  wide  range  of  partners, 
advocates  and  interventions.  This  toolkit  describes  how  to  set-up  an  Alliance 
of  partners  that  can  deliver  on  a  programme  of  work  to  reduce  prevalence  of 
tobacco  use.  The  stages  described  in  this  toolkit  are: 

Setting  up  the  Alliance 

Getting  started 

Creating  the  right  mix  of  interventions 

Maintaining  the  Alliance 

1.1  why  is  tobacco  control  important? 
Reducing  the  prevalence  of  tobacco  use  remains  one  of  the  most  important 
interventions  in  improving  and  protecting  the  public’s  health.  Smoking  is  the 
main  cause  of  preventable  death  and  ill-health  in  England,  causing  approximately 
81000  deaths  in  England  every  year;  17%  of  all  deaths  in  adults  aged  35  years 
and  over. 

In 2007, 21% of all adults in England smoked, among men and women in routine 
and  manual  groups  this  prevalence  is  higher  at  26%.2  The  poorer  people  are, 
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the more likely they are to spend significant amounts of money on tobacco, 
which places smoking as a major factor contributing to health inequalities. 

Almost every indicator of social deprivation, including income, socio-economic 
status, education and housing tenure, independently predicts smoking 
behaviour and therefore poorer health outcomes. It accounts for half the 
difference in life expectancy between classes I and V.3 Smokers from routine 
and manual occupational groups in England, make up 44% of the overall 
smoking population.4 

Some Black and Minority Ethnic (BME) communities living in England have 
high smoking prevalence rates as compared with the general population, 
notably Bangladeshi, Irish and Pakistani males. The use of smokeless tobacco 
is also popular among some BME groups, increasing risks of oral cancers.5 

Smoking during pregnancy endangers the health of the mother, the foetus 
and the newborn baby. It is strongly linked to low birthweight, with babies 
born to mothers who smoke weighing, on average 200-250g less than babies 
born to non-smokers.6 Low birthweight is one of the main risk factors 
associated with infant mortality7, and also with problems in later life such as 
the increased likelihood of the onset of Coronary Heart Disease, Diabetes 
Types I and II8, obesity9, a low IQ as a result of poor cognitive development and 
behavioural problems.10 

Currently, the NHS spends £2.7 billion a year on treating diseases caused by 
smoking,11 meaning that investment in evidence-based interventions to 
reduce tobacco will be cost-effective, and will benefit the whole of society as 
funding becomes available for the research and treatment of a wider range of 
diseases. Stop Smoking Services have been cited as the most cost-effective 
of all health interventions provided by the NHS in England.12 

Millions of children in England are still exposed to second hand smoke in their 
homes and during car journeys. By the age of fifteen, one in seven young 
people are regular smokers, facing a highly toxic addiction before they have 
reached adulthood.13 

Comprehensive action on tobacco control, including the introduction of 
Smokefree legislation and an increase in age of sale, has helped to protect 
people in indoor workplaces and public places from the health risks of second 
hand tobacco smoke, and to challenge the perception of smoking as a normal 
behaviour. However, there is a long way to go to achieve a society that is free 
from the harms of tobacco for future generations. 

14 

http:adulthood.13
http:England.12
http:problems.10
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2.0  seTTing  uP  The  alliance 

“In	today’s	world	we	depend	on	each	other”	Kofi  Annan 

This  section  will  cover: 

Partnerships 

Stakeholder  analysis 

Membership 

Terms  of  Reference 

Example  Alliance  structure  and  delivery  streams 

Role  of  Tobacco  Control  Alliance  Lead 

Appointing  an  Alliance  Chair 

2.1  building  partnerships 
Partnerships  are  best  seen  not  just  as  structures  but  as  processes  which  build 
relationships  and  get  things  done.  Figure  1  describes  the  three  elements  of 
effective  partnership  working.  A  partnership  with  people  and  a  structure  but 
little  in  the  way  of  agreed  business  will  end  up  as  a  ‘talking  shop’  without 
projects,  plans  and  resources.  People  with  good  ideas  and  funding  need  to  get 
organised.  At  the  same  time,  there  is  little  point  in  developing  great  plans  and 
a  detailed  agreement  if  those  with  the  skills  and  confidence  to  take  work 
forward  are  not  engaged. 

Figure	1:	The	3	elements	of	a	partnership 

Business 

Projects and 
funding to achieve 

shared goals 

People 

Skill­mix, working 
styles, level of 

involvement 

Structure

Procedures,
processes and

meetings

Source: www.partnerships.org.uk/part/partguide1.doc1 



 

             
             

            
            

   

           
         

         
             

            
             

     

	 	 	 	

            
            

  

             
            

     

The process for setting up the Alliance should allow time for each of these 
elements to develop. A good place to start is by reviewing what is already 
happening in the field of tobacco, and finding out who’s who. A stakeholder 
analysis is a good way to map local stakeholders to identify their potential 
relationship with the Alliance. 

2.2  stakeholder  analysis 
A stakeholder is any individual, organisation or group who may be either 
positively or negatively affected by the work of the partnership. 

Once you have identified your local stakeholders, conducting a stakeholder 
analysis will help you to map local stakeholders in terms of their interest in 
and influence over the Alliance, and to identify the different levels at which 
you will need to engage people. Figure 2 is a basic stakeholder analysis matrix 
to help you to do this. 

Figure 2: Stakeholder analysis matrix 
Influence high 

Influence low 

Keep 
satisfied 

Engage 
closely and 

influence 
actively 

Monitor 
(minimum 

effort) 

Keep 
informed 

Interest low Interest high

It is important to consider what the role and contribution of each stakeholder 
will be because it will help to define roles and responsibilities once the 
Alliance is functioning. 

The individuals and groups most likely to have a stake in tobacco control and 
levers to engage with them are summarised in Table 1. A detailed stakeholder 
analysis is provided in Appendix 1. 
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Table 1: Key tobacco control stakeholders and levers for engagement at a glance
 Key: Very interested 

Moderate interest 

Mild interest 

Low interest 

High influence +++++ 

Moderate influence +++ 
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Local Councillors +++++ +++ +++ +++ +++ +++ +++ 

LSP +++++ +++ +++++ +++++ +++ +++ +++ +++ +++++ +++++ 

Trading Standards +++++ +++++ +++ +++ +++++ 

Environmental Health +++ +++++ +++ +++++ 

Drug Action Team +++ +++ +++++ +++ +++ +++ 

Community Safety Team +++ +++ +++ +++ +++++ 

Children’s Trust +++++ +++++ +++++ +++++ +++ +++++ +++ +++++ +++ 

Healthy Schools +++ +++ +++ +++ +++ +++ +++ +++++ 

Director of Public Health +++++ +++++ +++++ +++++ +++ +++ +++ +++++ 

Stop Smoking Services +++++ +++++ 

Secondary Care Services +++ +++ +++ +++ +++ 

Commissioners +++ +++ +++++ +++++ +++++ +++ +++ 

Community and Voluntary Sector +++ +++++ 

HM Revenue and Customs (HMRC) +++++ 

Fire Brigade +++ +++++ 
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2.2.1   building  understanding  of  stakeholders 
The  initial  conversations  you  have  with  stakeholders  can  be  used  to  build  up 
what  you  know  about  them,  which  in  turn  can  be  used  to  engage  them 
effectively  in  the  Alliance.  Table  2  may  help  you  to  structure  discussions  with 
the  stakeholders  and  systematically  collect  the  information. 

Table	2:	Assessing	stakeholder	interests 

You  can  further  build  your  understanding  of  the  partnership  context  by 
considering  how  important  the  Alliance  is  to  the  stakeholders  and  what  their 
view  is  of  the  benefits,  costs  and  risks  of  involvement. 

Table	3:	Assessing	stakeholder	involvement 

Individual/ Role/ 	 	Level of interest 	 	Concerns and 
Organisation contributions constraints 

  Are these clear?   What can build 
these? 

Individual/ 
Organisation 

	Alliance 
importance 

Benefits 	 	Costs and Risks 

 What could 
 generate interest 

 and involvement? 

2.3  membership 
The  membership  of  tobacco  control  alliances  will  vary  between  Boroughs 
depending  on  local  circumstances,  and  where  the  interest  and  influence  for 
tobacco  control  lies. 

A  list  of  the  range  of  potential  tobacco  control  partners  is  outlined  in  Figure  3. 
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Figure	3:	Potential	tobacco	control	partners 

Public  Health 

Trading  Standards 

Environmental  Health  Officers 

Councillors 

Leisure  and  Children’s  Services 

Council  housing  and  planning 
departments 

Health  and  social  care  departments 

Education  department 

Children’s  centres 

Health  promotion  team 

Health  and  Safety  representatives  
from  the  Local  Authority 

Respiratory  specialists 

Cancer  specialists 

CHD  specialists 

Midwives  –  both  hospital  and 
community  based 

Health  visitors 

Pharmacists 

School  nurses 

Dentists 

Primary  Care  Trust  patient  panels 

HM  Revenue  and  Customs 

Business  leaders 

Chamber  of  Commerce 

Small  business  associations 

Hospitality  sector  representatives 

Business  Link 

Schools  and  further  education  
colleges 

Healthy  School  schemes 

Sure  Start 

Teachers 

Students 

Parents’  organisations 

Youth  clubs 

The  media 

Women’s  and  children’s  groups 

Environmental  groups 

Consumer  organisations 

Regional  Tobacco  Policy  Managers 

Adapted from: Department of Health (2008) 10 high impact changes for tobacco control2  

2.4  Terms  of  reference 
Terms  of  Reference  are  a  set  of  rules  that  define  how  partners  will  work 
together  in  the  Alliance.  They  enable  partners  to  check  how  governance 
arrangements  of  the  Alliance  fit  into  their  own  governance  structures.  For 
instance,  Local  Authority officers may want to understand how elected 
members are involved. 

Developing  Terms  of  Reference  is  an  important  step  in  defining  the  terms  of 
the  partnership  to  provide  clarity  to  members  and  wider  stakeholders  and  can 
save  a  lot  of  time  later  on  when  partners  may  be  confused  about  who  does  what. 
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The  name  of  the  Alliance 

The  aims  of  the  Alliance  and  the  outcomes  you  want  it  to  achieve 

The  governing  body  or  partnership  of  the  Alliance  and  the 

reporting  requirements
�

Membership,  including  status  of  different  members,  how  membership 
can  be  terminated  and  delegated  authority  for  a  partner  from  its 
organisation  to  participate  in  decision  making 

How  the  Chair  of  the  Alliance  will  be  nominated,  and  how  long  the 

Chairship  will  last
�

Partner  roles  –  who  is  responsible  for  what  and  the  reporting 

requirements  to  the  Alliance
�

Funding 

Meetings:  notice  and  frequency  of  meetings,  quorum  rules,  chairing 

arrangements
�

Voting  arrangements;  and  representation  of  other  members 

Administration  of  day  to  day  activities 

Decision-making  processes  (scope  and  timescales) 

Exit  strategy/arrangements  for  dissolution 

A  Terms  of  Reference  template  is  provided  in  Appendix  2. 

Terms of Reference should include the following elements: 

2.5  The  structure  of  the  alliance 
The comprehensive tobacco control agenda requires a structure that 
supports clear accountability and strategic decision-making as well as 
allowing for a wide range of partners with different fields of expertise and 
interests to engage at different levels. Most partners will have a specific area 
of tobacco control in which they are interested and may be put off by the 
prospect of having to sit through long discussions that are not directly 
relevant to their area of interest or expertise. 

Below is a suggested structure for the governance and coordination of 
tobacco control. It is essentially made up of a core group of partners, who 
meet regularly to take a strategic overview and co-ordinate the successful 
implementation of the action plan. Five operational groups are suggested to 
focus on the implementation of delivery streams. This may be adapted to fit 
local priorities for tobacco control and it may not be necessary to address 
each delivery stream in a separate group. 

21 



      

	 	 	 	 	   
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

	 	

            
          

             
    

            
          

          
        

  	 	 	 	 	 	

Tobacco conTrol alliances: a ToolkiT for london 

Figure 4: Example structure for Alliance 

Local Strategic Partnership and 
thematic sub­groups e.g. Health and  

Wellbeing, Children’s Trust  

Tobacco Control Core Group 

Delivery Streams 
Assisting and 

motivating  
smokers to quit  

Communication 
and education 

Smokefree  
environments 
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 Action on illicit and 
niche tobacco 

Stopping the inflow of 
young people recruited 

as smokers 

a) Core group 

This group is generally made up of senior level officers, who are responsible 
for raising the profile of tobacco control across local organisations and 
partnerships. This should be led by either the PCT or the Local Authority, or 
jointly led by both organisations. 

The ideal reporting arrangement is for the core group to be accountable to 
the Local Strategic Partnership (LSP), for example via the Health and 
Wellbeing thematic partnership. They should also ensure that they keep other 
relevant thematic partnerships informed and engaged with tobacco control, 
notably the Children’s Trust Board and Safer Communities Partnership. 



 

          
          

         

 

           
          

           
          

     

          
             

           
        

        
           

           
           

            
           

         

 

 

 

 

 

 

 

 

 

 

 

 

 

This group works together to understand external risks and challenges to 
achieving the partnership objectives, to steer the collective work of the 
delivery streams and report on tobacco control to the LSP. 

Potential members: 

Tobacco  Control  Lead 

Head  of  Regulatory  Services 

Public  Health  Consultant 

HM  Revenue  and  Customs  (HMRC) 

Local  councillor  (consider  a  member  of  the  Health  and  Wellbeing 

thematic  partnership) 


Children’s  Trust 

Senior  Trading  Standards  Officer 

Senior  Environmental  Health  Officer 

Stop  Smoking  Service  Manager 

Leisure  and  Children’s  Services 

Healthy  Schools  representative 

Community  Safety  representative 

Fire  Service  representative 

b)	Communication	and	education 

Good communication is central to tobacco control. The focus of this group 
would be to communicate tobacco control messages to raise awareness of 
the harms caused by tobacco within families and communities and to motivate 
smokers to quit. Communications activity also needs to ensure that local 
stakeholders are kept informed and engaged. 

This group should focus on the development of an annual communications 
plan (see page 36), liaising closely with the core group and using the local 
strategy (see page 26) and/or action plan (see page 27) to develop 
communications for local activity. Tobacco control communications are most 
effective when the communication teams from key statutory organisations, 
notably the PCT, the Local Authority, the acute and mental health trusts, 
Police and Fire Service work together to join up messaging around tobacco 
control and present the scope of activity being delivered across the Borough. 

Communications is also a key issue for HMRC, as they are working to 
denormalise the buying and selling of illicit tobacco in some communities. 
It would be worthwhile to engage them in this group. 
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Potential  members: 

Tobacco  Control  Lead  or  other  representative  from  core  group 

Communications  officers  from: 

– PCT 

– Acute trust 

– Mental health trust 

– Local Authority 

– Police 

– Fire Service 

– HMRC 

c) Stopping the inflow of young people recruited as smokers 

This working group would focus on the objectives related to young people and 
smoking in the action plan. These objectives should include work to regulate 
the availability of tobacco, including underage and proxy sales of tobacco and 
point-of-sale regulations. They should also include work to prevent young 
people from starting to smoke such as ensuring the consistent delivery of high 
quality PSHE education to young people in schools, communications campaigns 
and youth advocacy. They should also aim to encourage quitting by delivering 
targeted messages to young people through local organisations and 
programmes, for example Healthy Schools, Healthy Further Education 
Programme, Healthy Child Programme (see Appendix 1). This group would also 
work to ensure that local Stop Smoking Services are young people friendly. 

This group will need to ensure they have access to local young people’s smoking 
prevalence data, which can be collected through the health-related behaviour 
survey if schools are engaged with this, or a locally developed survey. 

Potential members: 
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Children’s  Trust  or  Healthy  Schools  representative  from  core  group 

Tobacco  Control  Lead 

Trading  Standards 

Healthy  Schools  Officer 

Youth  clubs 

Teachers 

Students 

Schools  and  further  education  colleges 



 

           
         

          
          

            
     

           
           

 

             
         

        
         

             
   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Leisure  and  Children’s  Services 

Health  promotion 

School  nurses 

Community  and  voluntary  sector  organisations 

Local  Authority  education  department 

d)	Action	on	illicit	and	niche	tobacco 

This working group would deliver on objectives related to tackling the supply 
of illicit tobacco, increasing local knowledge and information about niche 
tobacco products, such as shisha and smokeless tobacco, and ensuring these 
products comply with standards such as product safety and labelling. Local 
action on illicit tobacco should link to the Regional strategy on illicit tobacco 
through the Regional Tobacco Policy Team. 

Work to enforce the point-of-sale regulations will be ongoing and could be 
overseen by this group as the membership is relevant to this work. 

Potential members: 

Trading  Standards  representative  from  core  group 

Trading  Standards  Officers 

Tobacco  Control  Lead 

Business  link 

Police 

Community  Safety  representative 

Student  or  youth  representative 

Regional  Tobacco  Policy  Manager 

HMRC 

Schools  and  further  education  colleges 

e)	Smokefree	environments 

This working group is important to ensure that there is a focus on maintaining 
compliance with the requirements of Smokefree legislation. The group should 
develop work to communicate the importance of smokefree environments, 
particularly those shared by children, young people and other non-smokers. 
This work should feature in objectives on the action plan for which this group 
can then ensure delivery. 
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Potential members: 

Environmental  Health  representative  from  core  group 

Environmental  Health  Officers 

Tobacco  Control  Lead 

Acute  trust  representative,  for  example  site  manager 

Prisons 

Housing 

Public  health  representative 

Health  promotion 

Health  visitors 

Community-based  midwives 

Parents’  organisations 

Healthy  schools 

Sure  Start 

Children’s  centres 

Health  professionals,  for  example  School  Nurses 

f)	Assisting	and	motivating	smokers	to	quit 

This group will focus on motivating, identifying and supporting smokers to 
quit to achieve the local 4-week quit target. It would also be well-placed to 
deliver on supporting smokers to cut down to quit, a new area of work outlined 
in the National Tobacco Control Strategy. 

It can provide an opportunity to engage a wide range of organisations in stop 
smoking work. Making ‘stop smoking’ everyone’s business is central to 
generating enough activity to produce adequate referrals to the service, and 
to ensuring that NHS support is widely accessible across the Borough. 

This group would work to deliver on the relevant objectives in the action plan; 
identifying and pursuing opportunities for training additional advisors, 
integrating stop smoking advice into care pathways and targeting specific 
groups with information, advice and support. 

This group could be chaired by the Stop Smoking Service Manager and should 
have input from decision-makers within the organisations and sectors into 
which stop smoking activity needs to be integrated. 
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Potential members: 

 Stop  Smoking  Service  Manager 

Tobacco  Control  Lead 

Acute  Trust  representative(s)  e.g.  pre-operative  care  lead,  representative 
from  Directorate  of  Surgery 

Mental  health  trust  representative 

Primary  Care  commissioning  representative 

Public  Health  Consultant 

Community  and  Voluntary  Sector  lead 

PCT  provider  services 

Prisons 

Children’s  centres 

Children’s  Services  commissioner 

Respiratory  specialists 

Cancer  specialists 

Midwives  –  both  hospital  and  community  based 

Health  visitors 

Pharmacists 

School  nurses 

Dentists 

Sure  Start 

2.6  The  role  of  Tobacco  control  alliance  lead 
The Tobacco Control Alliance Lead should ideally be a dedicated post working 
at a senior level to provide strategic leadership to partnership development 
and the delivery of tobacco control work programmes in the Borough. Due to 
the cross-cutting nature of comprehensive tobacco control, this role could be 
jointly funded between the PCT and Local Authority. This may be helpful in 
embedding the agenda in both organisations. This role could usefully include 
overall responsibility for the following: 
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Working  with  local  partners  to  develop  and  implement  a  tobacco 

control  strategy.
�

Ensuring  the  development  of  clear  priorities,  action  plans  and 
outcomes  for  a  tobacco  control  programme,  with  links  to  key  national  
and  local  strategies. 
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Ensuring  that  all  work  programmes  are  based  on  evidence  of  effectiveness 
and  are  responsive  to  local  need. 

Co-ordination  of  the  Alliance,  ensuring  robust  process,  reporting  and 
review  mechanisms  are  in  place  to  deliver  on  tobacco  control. 

Developing  proposals  to  secure  funds  from  a  wide  range  of  sources  to 
increase  resources  for  tobacco  control. 

Developing  a  communications  strategy  in  order  to  raise  public  and 

stakeholder  awareness  of  tobacco  control.
�

Supporting  the  identification  and  adoption  of  appropriate  systems  for 
the  monitoring  and  evaluation  of  interventions  and  ensuring  that  all 
programmes  follow  them. 

Promoting  the  Alliance  as  a  key  resource  within  the  area  for  evidence  and 
research  in  this  area. 

Ensuring  that  the  Alliance  is  linking  with  Smokefree  London  and  actively 
contributing  to  London-wide  planning  and  information  exchange. 

2.7  appointing  a  chair  for  the  alliance 
The Chair of the Alliance is a really important role which not only steers the 
partnership but also represents the Alliance to other organisations and 
partnerships. The Chair of the Alliance should be a person who is able to 
advocate for tobacco control at a senior level and advise as to the purpose 
and work of the group. Some points to consider: 
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A  Chair  must  be  willing  and  able  to  give  time  to  this  role.  They  will  need  to 
be  available  for  Alliance  meetings  and  for  other  activities  and 
responsibilities  outside  of  meetings. 

The  Chair  will  need  to  have  a  good  understanding  of  tobacco  control  issues 
and  the  local  context  that  the  Alliance  is  operating  in. 

The  Chair  will  need  to  be  able  to  advocate  for  the  partnership  and 

represent  it  in  other  forums.
�

The  Chair  will  need  to  be  proactive  in  making  links  between  tobacco-
related  harm  and  other  local  priorities  in  forums  outside  of  the  Alliance. 

Consider  rotating  the  Chair  so  that  one  partner  is  not  perceived  to 

dominate  the  Alliance.
�
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3.0 geTTing sTarTed 

This section will cover: 

Visioning 

Setting  outcomes  and  indicators 

Developing  a  tobacco  control  strategy 

Action  planning 

Monitoring  and  evaluation 

3.1  creating  the  vision 
To create the vision for the Alliance, it is essential that partners are brought 

together to share ideas and values and to build connections with each other. 


“When people connect with each other, they build trust, and when they build 

trust they are able to create synergy.”1
�

Allowing time for partners to build connections is vital to creating an effective 

partnership. An important first step in building connection is working as a 

group to define the vision that unites you. Visioning is used to create a set of 

common aims and objectives and to construct a single, preferred future, 

captured in a statement, which can provide a shared goal for stakeholders.2
�

Engaging stakeholders in the visioning process is vital as the written 

statement, however articulate, will not engage people. It is the dialogue about 

the purpose that engages people and provides an opportunity for them to 

attach their own meaning to it. Inviting stakeholders along to a visioning event 

is a good way of creating a vision because it helps engage and connect people.
�

Below are some good examples of vision statements:
�

“To work towards a healthier tobacco free future for (...) children and young 

people” (Smokefree North West)3 

“...to be a place where it is hard to start smoking or using tobacco, easy to give 
up and where no one is exposed to the harmful effects of second hand smoke” 
(Smokefree Tower Hamlets)4 

“There will be a personal computer in every home running Microsoft software” 
(Microsoft)5 
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3.1.1 visioning evenT 
In planning a visioning event, it is worthwhile to set-up a time-limited project 
group to support the planning, promotion and co-ordination of the day. The 
project group will need to work together to get the right people along to the 
event. Senior level involvement in the event (e.g. Director of Public Health) will 
help to raise the profile across organisations and with stakeholders. Opening 
remarks from a senior colleague or a presentation at the event will also serve 
to frame the partnership within the strategic priorities for the Borough. 

A sample agenda for the event is detailed in Appendix 3. 

3.2  setting  outcomes  and  indicators 
Key steps to setting outcomes and indicators6: 

1.	�Start by identifying the desired outcomes and indicators and work back 
to ascertain what needs to be delivered to achieve progress against 
the indicators. 

2.	�Establish indicator baselines to show the current position and the local 
trend. The local trend shows the baseline over the previous few years and 
an estimation of its activity over the next few years if you stay on the 
current course. 

3.	�Consider what factors are creating the trend to build the local story behind 
the baseline data. 

4.	�Consider and involve all potential partners who can contribute to 
improving outcomes. 

5.	�Explore local and national evidence to inform discussions about what 
actions would improve the baseline and the trend. 

6.	�Agree what the Alliance will achieve over a specific period of time. 

Table 4 details national indicators with themes that could cut across tobacco 
control outcomes. A good place to start when identifying the desired 
outcomes and indicators for tobacco control work programmes is with non-
negotiable Government targets. Local Authorities, PCTs and other statutory 
organisations are required to include these targets in their work programmes 
as a priority. Effective working with such organisations will often mean 
setting out clearly what the Alliance can contribute to these targets and the 
added value of the partnership over and above this contribution. 
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Tobacco conTrol alliances: a ToolkiT for london
�

Table 4: Cross-cutting national outcomes and indicators
 

Outcome National Indicators 
Stronger 
communities 

NI 3 Civic participation in the local area PSA 15 

NI 6 Participation in regular volunteering CO DSO 
Safer communities NI 42 Perceptions of drug use or drug dealing as a 

problem PSA 25 

NI 49 Number of primary fires and related fatalities 
and non-fatal casualties, excluding precautionary 
checks CLG DSO 

Children and young Make a positive contribution 
people NI 115 Substance misuse by young people 

Economic wellbeing 
NI 116 Proportion of children in poverty PSA 9 

Adult health and NI 119 Self-reported measure of people’s overall 
wellbeing health and wellbeing DH DSO 

NI 120 All-age all cause mortality rate PSA 18 

NI 121 Mortality rate from all circulatory diseases 
at ages under 75 DH DSO 

NI 122 Mortality from all cancers at ages under 75 
DH DSO 

NI 123 16+ current smoking rate prevalence PSA 18 

NI 124 People with a long-term condition supported 
to be independent and in control of their condition 
DH DSO 

NI 134 The number of emergency bed days per head 
of weighted population DH DSO 

NI 137 Healthy life expectancy at age 65 PSA17 
Local economy NI 158 % decent council homes CLG DSO 

NI 173 People falling out of work and on to 
incapacity benefits DWP DSO 

NI 183 Impact of Local Authority regulatory services 
on the fair trading environment BERR DSO 

Environmental NI 188 Adapting to climate change PSA 27 
sustainability NI 191 Residual household waste per head Defra DSO 

NI 193 Municipal waste land filled Defra DSO 

NI 195 Improved street and environmental 
cleanliness (levels of graffiti litter, detritus and fly 
posting) Defra DSO 

NI 197 Improved local biodiversity – active 
management of local sites PSA 28 

Source: Department of Local Government and Communities (2007) The New Performance Framework for Local 
Authorities and Local Authority Partnerships: Single Set of National Indicators7 
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3.3  developing  a  local  tobacco  control  strategy 
A local tobacco control strategy will help to formalise the commitment of 
partners and will provide strategic direction to the Alliance. The process of 
developing a strategy should engage partners from as early on in the process 
as possible. Senior management support is important at every stage of 
developing a strategy, and regular feedback to senior colleagues to keep 
them updated about emerging themes and actions will help to maintain their 
support and position the tobacco control strategy in the context of local 
priorities as it develops. 

A local tobacco control strategy should include: 

The  local  case  for  tobacco  control 

Where  we  are  now  e.g.: 

–  The  local  smoking  population 

–  Smoking  in  pregnancy 

–  Use  of  smokeless  tobacco  and  niche  products 

–  C urrent  delivery  of  interventions  to  reduce  smoking  prevalence, 
including  within  priority  groups  (Routine  and  manual,  pregnancy,  BME, 
mental  health  and  prisons) 

–  Exposure  to  second  hand  smoke 

–  Underage  sales 

Where  we  want  to  get  to  i.e.  the  vision 

Aims  and  objectives  of  the  strategy 

Workstreams  for  achieving  the  vision 

Milestones  to  indicate  progress 

A  plan  for  monitoring  success  and  evaluating  outcomes 

Figure	5:	Outline	structure	for	tobacco	control	strategy 	

One overall strategic objective/vision 
E.g. reduce prevalence of tobacco use 

Strategic aims/priorities 
E.g. 4-week quit target, reduce health inequalities 

Operational objectives 
E.g. prevent uptake of tobacco use, support smokers from target groups to quit, tackle 

illicit tobacco sales
�

Key performance indicators 
E.g. Secondary school survey reported smoking prevalence, number of 4-week quitters 

broken down by occupational group, test purchasing success rate
�

Actions 
E.g. Test purchasing, stop smoking services in community venues, communication campaigns 

Source: Mintzberg (2007)8 
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3.3.1 furTher reading 
The following links to tobacco control strategies may provide more ideas on 
this topic. 

A smokefree future: A comprehensive tobacco control strategy for England 2010 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@ 
en/@ps/documents/digitalasset/dh_111789.pdf 

Southwark Tobacco Control and Smoking Prevention Strategy 2008-2012 
http://www.southwark.gov.uk/Uploads/FILE_36482.pdf 

Smokefree Tower Hamlets Tobacco Control Strategy 2008-2011 
http://www.towerhamlets.nhs.uk/publications/corporatepublications/?entryi 
d4=2385&q=0%C2%ACstrategy%C2%AC 

Salford Tobacco Control Strategy 2006-2010 
http://www.salford.gov.uk/smoking.htm 

Leeds Tobacco Control Strategy 2006-2010 
www.leedsinitiative.org/WorkArea/downloadasset.aspx?id=10168 

3.4  action  planning 
Action plans are a key component of successful Alliance and programme 
management and evaluation, helping you summarise what inputs and 
processes are needed and at what times to achieve the desired objectives. 
Objectives should be Specific, Measurable, Achievable, Result-orientated and 
Time bound (SMART). 

In preparing your action plan, you will need to take into account the following: 

34 

Objective –  Objectives  are  the  outcomes  that  demonstrate  progress 
towards  the  overall  vision  of  the  Alliance.  Consider  what  outcomes  you  are 
trying  to  achieve  by  taking  action  and  whether  these  outcomes  are 
relevant  to  the  vision. 

Priority –  consider  whether  the  issue  requires  urgent  attention  or  if  there 
are  other  issues  which  need  to  be  addressed  first. 

Benefits –  consider  partner  services  and  organisations,  local  communities, 
commissioners,  and  the  wider  health  community. 

Risk –  establish  a  way  of  identifying  and  recording  all  the  issues  and  risks 
that  could  prevent  successful  delivery  of  the  outcomes. 

Timescales	and	milestones –  consider  when  the  actions  should  take  place 
and  also  whether  other  issues  need  to  be  addressed  first  i.e.  what  are  the 
constraints  to  completing  the  task  and  achieving  your  objectives. 

www.leedsinitiative.org/WorkArea/downloadasset.aspx?id=10168
http://www.salford.gov.uk/smoking.htm
http://www.towerhamlets.nhs.uk/publications/corporatepublications/?entryid4=2385&q=0%C2%ACstrategy%C2%AC
http://www.southwark.gov.uk/Uploads/FILE_36482.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_111789.pdf


 

           
         

               
             

         
              

           
          

          
   

           
           

          
   

            
               
             

            
            
 

 

 

 

Financial	and	other	resources –  consider  the  financial  cost  of  undertaking 
the  action,  as  well  as  the  financial  implications  of  not  taking  action  and 
identify  possible  sources  of  funding. 

Responsibility –  consider  who  will  be  responsible  for  implementing  the 
actions  and  who  will  be  accountable  for  making  sure  this  happens. 

Measuring	success –  what  will  ensure  your  objectives  are  achieved  and 
what  will  you  use  to  measure  successful  outcomes?  You  will  also  need  to 
identify  a  monitoring  strategy  to  ensure  you  have  a  process  for  reviewing 
whether  actions  have  been  implemented  and  objectives  achieved. 

Appendix 4 provides an outline for an action planning workshop. A template 
for a SMART action plan is provided in Appendix 5. 

3.4.1   managing  risks 
As a group, you will need to establish a way of identifying and recording all the 
issues and risks that may occur. Once identified it is useful to categorise risks 
to enable common influences, causes, potential impacts and counter actions 
to be discussed and agreed upon. Risks can be difficult to quantify as they are 
future events which may never happen. There should be periodic reviews and 
events scheduled into the mainstream project plan to address risk. Only 
through regular review can emerging risks and change be considered, and 
counter actions be updated. 

3.5  monitoring  and  evaluation 
The process for monitoring and evaluation actually starts at the point where 
the partnership develops a vision, and the evaluation plan needs to develop 
from this early stage, alongside the agreement of outcomes, targets and 
actions to achieve them. 

There are many models for evaluation and it is worth exploring these to 
ensure you use a framework that is best suited to your needs. A list of key 
models and frameworks is provided at the end of this section to help you. 

The LEAP planning and evaluation cycle is described in more detail in the 
remainder of this section as one possible example of a useful monitoring and 
evaluation framework. 
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3.5.1 The leaP Planning & evaluaTion cycle 
Figure 6: The LEAP planning and evaluation cycle 
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PLANNING) 
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(EVALUATION) 

HOW 
WILL WE KNOW? 

(AGREEING 
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HOW 
WILL 
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(ACTION 

Source: Barr A and Dailly J (2007) Step-by-step: An introductory guide to the LEAP framework9 

Steps 1 to 3 describe the processes already covered in this toolkit, namely 
creating a vision, setting outcomes and indicators and action planning. Step 4 
of this cycle describes monitoring and evaluation activities. Monitoring 
should focus on the relationships between the objectives, the inputs and the 
processes. Each objective, its inputs and processes can be assessed on the 
basis of efficiency, effectiveness and equity. 

Monitoring is about having in place the means of checking that every partner 
named in the action plan meets the commitments that they have made and 
that the plan is actually put into action. This involves identifying indicators 
that will tell you whether the planned activities are carried out in the manner 
intended. Specific targets should be set for when, where and how you will 
undertake the activities planned. 

Partners need to agree how they will report to one another and establish a 
way of working that ensures that their activities are open to scrutiny by 
others. It may be helpful to have an overall action plan co-ordinator, ideally 
the Tobacco Control Lead. 

Step 5 describes evaluation, which can be seen as both the first and last step 
of the cycle. In this stage the value of the work delivered is assessed and 
judged to help the partnership reflect on what it is trying to achieve, assess 
whether it has been successful and identify required changes. 
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The  critical  questions  to  ask  in  Step  5  include: 

Do  we  have  the  evidence  and  information  we  need? 

What  have  we  learnt  about  the  appropriateness  of  the  methods  chosen? 
Look  at  the  objectives  achieved  and  consider  if  actions  have  been  well 
planned,  if  there  has  been  good  quality  support  provided,  if  problems  or 
obstacles  have  been  dealt  with? 

What  have  we  learnt  about  the  inputs  or  resources  available  to  us:  our 
budget  and  its  use,  our  staff  and  their  deployment,  partner  projects  or 
departments  and  their  actual  or  potential  contribution,  the  policy  and 
strategic  framework  in  which  we  operate? 

To  what  extent  have  the  actions  we’ve  taken  led  to  the  outcomes  sought?   
What have been the factors that contributed to success or failure and why?  

What  needs  to  change  in  order  to  deliver  more  effectively  against  our 
outcomes  and  indicators? 

What  has  the  impact  of  our  work  been?  How  much  of  the  change  can  be 
ascribed  to  the  work  of  our  project  –  what  could  (or  would  not)  have 
happened  if  our  project  had  not  been  there? 

Do  we  have  useful  evidence  and  indicators,  or  lessons  that  we  can  publish 
or  share  with  our  Regional  Tobacco  Control  colleagues? 

Has  the  project  been  effective?   To  what  extent  has  it  brought  about  the 
changes  it  intended? 

Has  the  project  been  efficient?   Has  it  brought  about  change  at  a 

reasonable  cost  (of  money,  time  and  energy)?
�

Has  the  project  been  equitable?   Has  it  targeted  communities  with  the 
greatest  need?   What  steps  have  we  taken  to  ensure  that  equalities  issues 
have  been  identified  and  addressed? 

Plan  how  you  will  use  evaluation  findings  from  the  start.  Evaluation  reports 
and  findings  should  be  able  to  be  used  for  at  least  one  of  the  following: 

To  get  even  better  at  what  you  do  and  motivate  partners 

To  involve  and  engage  wider  stakeholders,  e.g.  local  councillors,  senior 
officers 

To  get  more  funding 

To  lobby  for  change 

To  improve  your  understanding  of  what  works  and  why 

It  is  worthwhile  exploring  different  ways  to  communicate  evaluation  findings 
(for  example  through  meetings,  events  and  videos  as  well  as  reports  and 
briefings).  Identify  the  stakeholders  who  might  be  interested  in  the  evaluation 
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findings and think about which findings they might be interested in. Involving 
communities in sharing and learning from evaluation findings helps to 
maintain public support for tobacco control, and this in turn is important to 
engaging with local councillors and the community and voluntary sector. 

You should also think about how you will handle bad news. Difficult findings 
should not be buried but addressed as an opportunity for learning. 

Evaluation reports and findings can be useful when they include a mix of 
different types of data: 

Activity  information  –  to  help  us  understand  the  numbers  and  types  of 
activities,  details  about  participants  etc. 

Quantitative  data  –  e.g.  numbers  of  people  who  have  stopped  smoking, 
number  of  test  purchases  failed,  number  of  smokefree  home  pledges  made. 

Qualitative  data  –  e.g.  views  of  young  people  about  tobacco  use. 

Case  studies  –  examples  to  illustrate  and  bring  complex  or  statistical 
data  to  life. 

3.5.2   further  reading 
The evaluation of Lambeth’s 2006–2009 Tobacco Control strategy – a case 
study of examples of evaluation outcomes 

http://www.smokefreelondon.org/article.php?id=135&sub=33#presentation 
This presentation was given at the London Tobacco Control annual conference 
and outlines the stages of an evaluation of comprehensive tobacco control, 
and key outcomes. You will need to register with Smokefree London in order 
to access this part of the site. 

UK Evaluation Society 
http://www.evaluation.org.uk/ 
A professional membership organisation that promotes effective evaluation. 
Website provides guidelines for both evaluators and commissioners, and has 
a good section detailing further online resources on evaluation. 

W.K. Kellogg Foundation Evaluation Handbook 
http://www.wkkf.org/knowledge-center/Resources-Page.aspx 
Outlines a framework with three components of project evaluation. Provides 
case studies from funded projects giving real examples of ways in which 
evaluation can support project delivery. 
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Resources for Methods in Evaluation and Social Research 
http://gsociology.icaap.org/methods 
This page includes links to resources for programme evaluation and social 
research methods, most of which can be accessed for free and read online. 
The focus is on “how-to” do evaluation research and the methods covered 
include surveys, focus groups, sampling and interviews. 

A handbook of data collection tools: companion to a guide to measuring 
advocacy and policy 
http://www.evaluationsupportscotland.org.uk/article.asp?id=201 
The Evaluation Support Scotland website is an excellent resource for evaluation 
case studies, tools and guidance. This particular resource is a compendium of 
examples of tools and approaches to gathering evaluation data in relation to 
advocacy and policy. It covers six main outcome areas: shifts in social norms; 
strengthened organisational capacity; strengthened Alliances; strengthened 
base of support; improved policies and changes in social impact. 
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4.0 creaTing The righT mix 
of inTervenTions 

Figure 7: Overview of tobacco control workstreams 
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This  section  will  cover: 

 Advocacy 

 Communications 

 Social  marketing 

 Reducing  underage  sales  and  availability 

 Reducing  desirability  of  smoking 

 Delivering  interventions  with  children  and  young  people 

 Stop  Smoking  Services 

 Targeting  priority  groups 

 Illicit  tobacco 

 Niche  tobacco  products 

 Smokefree  environments 

4.1  core  functions 

4.1.1 advocacy 
Advocacy can be defined as ‘the pursuit of influencing outcomes – including 
public policy and resource allocation decisions within political, economic and 
social systems and institutions – that directly affect people’s lives.’ 1 

Advocates are needed to engage local politicians and the public in the debate 
about tobacco use and the harm it causes. A key part of the role of an Alliance 
is to champion the issue of tobacco control at a local level and to influence 
strategic decisions to denormalise tobacco and reduce prevalence. 

Working collaboratively as an Alliance increases the impact of advocacy work, 
as the messages come from a coalition of organisations and professionals, 
who may be unable to speak as freely or as influentially as individual officers. 

In developing and recruiting to your Alliance, you will need to identify your 
supporters. These are people who can act as local advocates for tobacco 
control; champions to speak out about the issue, and influential supporters 
who can raise the profile of tobacco control at senior levels. Among these 
advocates is likely to be an individual suitable for the role of Chair. There will 
be many potential advocates for tobacco control within your area, but 
bringing people on-board will require some thought as tobacco use is likely to 
be only one issue among many other competing priorities. Some people to 
consider might be: 
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Local councillors are concerned with local issues and will have experience of 
speaking publicly about them. Executive councillors, particularly the Leader 
of the Council and both Health and Children’s portfolio holders, will have 
influence over high level decisions. 

Directors of Public Health have a key role in advocating for the health of the 
local population, and are usually an influential and trusted voice in high level 
decisions across the NHS and Local Authority. 

Members of the Professional Executive Committee are concerned with 
ensuring that clinical practice is of a consistently high quality, cost-effective 
and based on the best available evidence. They are particularly well-placed to 
advocate for increasing activity to support smokers to quit. 

Within the Acute Trust, consultants working in areas directly affected by 
tobacco use, such as respiratory medicine, oncology or cardiology can make 
passionate and respected advocates. 

Human Resources and Occupational Health for whom sickness absence is a 
key concern may well be willing to advocate for tobacco control issues. 

Young people are often concerned about many of the issues which are 
important to tobacco control, and they have great potential to add energy 
to your campaign and to make it relevant to other young people. 

As an Alliance, you will need to ensure you are aware of the opportunities 
locally to raise the issue of tobacco and initiate a debate. Presenting to local 
committees is an excellent way of scoping the issue and linking it to other 
priorities in the Borough. Key links may include: 

Smoking  and  productivity 

Illicit  tobacco  and  local  business 

Underage  sales  and  the  health  of  young  people 

Smoking-related  illness  and  the  demand  for  local  health  services 

Make clear how reducing tobacco use will impact on other National Indicators 
and PSA targets to strengthen your case (see Section 3.2). Find out the timings 
of local committees, such as the LSP or relevant sub-groups and of key points 
in negotiation and decision-making processes, such as the LAA and funding 
allocations. This will be important information in planning your advocacy work. 

If the Alliance takes the view that local decisions do not reflect the extent of 
the harm caused by tobacco use, the Overview and Scrutiny Committee can be 
approached to request that tobacco work is considered through the scrutiny 
process. Overview and Scrutiny committees have cross party membership and 
have a mandate to independently assess whether decisions about health and 
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healthcare reflect local needs, health inequalities are being tackled and 
proposed changes to health services are reasonable. 

As well as presenting directly to local committees and partnerships, Alliances 
can also work to incorporate tobacco into other strategies and reports, for 
example health inequalities and the Children and Young People’s Plan. In this 
way, tobacco becomes integrated with other priorities and shared 
accountability for reducing prevalence is encouraged. 

The media is arguably the most effective vehicle for advocacy, and so 
advocacy work is intrinsically linked to the communications plan of the 
Alliance. In delivering the communications campaigns for the year ahead, local 
advocates should be supported to speak to the local media to outline why 
tobacco control work is important in the Borough. 

Advocacy work conducted at a local level needs to be linked to work being 
conducted at both Regional and National levels. Action on Smoking and Health 
(ASH) is a key lobby organisation with a long history of advocating for tobacco 
control at a national level. They provide regular news and events bulletins that 
can be sent to you directly by e-mail. Other links to websites and guidance are 
includes under the Further Reading section. 

4.1.2 youTh advocacy 
Working with young people to develop their role in advocacy work will usually 
require a long-term commitment in order to build relationships with young 
people, develop skills and local opportunities for youth advocates. 

Some partners within the Alliance will already be working with young people, 
for example in schools, and may be able to provide opportunities to talk with 
young people about a specific campaign or to provide information about 
tobacco use. Involving young people in the design of communications or advocacy 
campaigns can be powerful as they will bring their own perspective, and the 
protection of young people is important to decision-makers and the public. 

Asking young people to express their views on camera is an excellent way of 
bringing young people’s voices into a debate. These recorded testimonies can 
be played to a range of audiences as well as used to influence the debate in 
local meetings. 

Further reading 

www.ash.org.uk 
ASH is a campaigning charity that provides a wealth of information about 
advocacy issues and a national network to develop opinion and awareness 
about the harm caused by tobacco. They also advocate and lobby for policy 
measures to reduce tobacco-related harm. Website includes details of how to 
get involved and access regular updates. 
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www.globalink.org 
An international tobacco control community serving all those active in 
tobacco-control and public health. Includes news bulletins, information on all 
aspects of tobacco control and discussions forums, where you can seek 
advice from others. 

http://strategyguides.globalink.org/main_guides.htm 
A link to a section on the Globalink website featuring a ‘Strategy Planning for 
Tobacco Control Advocacy Guide’, which can be downloaded outside of the 
members area. 

http://www.d-myst.info/index.php 
D-MYST provides an excellent example of youth advocacy in action. It is a 
smokefree movement led by and for young people in Liverpool. The movement 
provides young people with an opportunity to air their views about tobacco 
and to take organised action to denormalise smoking through advocacy. 

The D-MYST website is an excellent resource to help you think about the 
potential benefits of youth advocacy and the opportunities for getting young 
people involved in tobacco control. D-MYST are currently campaigning to 
certify films which glamorise smoking at 18, for action to protect children 
from second hand smoke and to inform young people that they are a target 
for recruitment by the tobacco industry. 

http://www.iscvt.org/what_we_do/advocacy_and_leadership_center/ 
This is a detailed guide to tobacco control advocacy in the 21st Century. 
Public Health Advocacy and Advocacy and Leadership Centre website 
includes a range of tools and resources for advocates. 

Public Health Advocacy and Tobacco Control: Making Smoking History 
Chapman, S. (2007) London: Wiley-Blackwell 

Tobacco control is divided into two sections. The first contains chapters 
spanning key topics such as the place of advocacy in tobacco control, ethical 
issues, smoking cessation and prevention, harm reduction and product 
regulation and the denormalisation of smoking. The second section provides 
an invaluable A-Z of tobacco control advocacy strategy from Accuracy to 
Whistleblowers. 

4.1.3 communicaTions 
Developing a communications strand as part of a strategic approach to tobacco 
control is important to ensuring that all partners are on message and that 
clear and consistent tobacco control messages are being relayed to the public.1 
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The communications plan for the Alliance should be integrated into the 
communications activity of all key local organisations, notably the PCT, Local 
Authority, acute and mental health trusts. It is good practice to have a shared 
communications plan for the year, identifying in advance the opportunities 
for tobacco control work, key actions and named leads. At the very least, 
communications officers from these organisations should know who each 
other is and be able to make contact easily. 

The communications plan could include actions to deliver on the following: 

Ensure  senior  management  within  the  PCT  and  Local  Authority  cascade  the 
overall  vision  and  commitment  to  tobacco  control  to  build  understanding 
and  motivation  among  staff. 

Development  of  social  marketing  approaches  to  segment  the  population 
and  target  groups  with  relevant  messages,  encouraging  access  to  Stop 
Smoking  Services. 

Effective  targeting  of  groups  and  communities  with  high  smoking 

prevalence,  for  example  routine  and  manual  occupations,  deprived 

neighbourhoods,  BME  communities.
�

Development  of  resources  appropriate  for  local  communities,  including 
translated  materials  where  appropriate. 

Ways  to  use  new  media  to  communicate  effectively  with  people 

in  the  Borough.
�

Plans  to  manage  the  communications  for  enforcement  work  across 

the  Borough.
�

Ways  to  increase  referrals  into  the  Stop  Smoking  Service  from 

partner  organisations.
�

Ensure  Smokefree  branding  is  used  on  all  resources. 

Build  links  between  forthcoming  National  and  Regional  communications 
work  and  the  local  communications  plan. 

4.1.4   social  marketing 
Since the publication of Choosing Health2 work to develop social marketing 
techniques has gathered momentum and proved to be a useful approach to 
targeting messages to key communities and groups. 

The social marketing approach places importance on gaining insight into the 
factors that motivate people in priority groups and the sorts of messages 
that are likely to resonate with them. It is marketing with a ‘social rather than 
a financial goal’ involving programmes that are planned, researched and 
implemented to enable a targeted population to make changes that benefit 
themselves and society.3 
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The National Centre for Social Marketing has developed 8 benchmark criteria 
for social marketing work, which are detailed in Figure 8: 

Figure 8: Benchmark criteria for social marketing interventions 

Customer or consumer orientation – A strong ‘customer’ orientation with 
importance attached to understanding where the customer is starting from, 
their knowledge, attitudes and beliefs, along with the social context in which 
they live and work. 

Behaviour and behavioural goals – Clear focus on understanding existing 
behaviour and key influences upon it, alongside developing clear behavioural 
goals. These can be divided into actionable and measurable steps or stages, 
phased over time. 

Theory – Using behavioural theories to understand human behaviour, and to 
build programmes around this understanding. 

Insight – Gaining a deep understanding and insight into what moves and 
motivates people. 

‘Exchange’ – Use of the ‘exchange’ concept – understanding what is being 
expected of people, and the real cost to them. 

‘Competition’ – Use of the ‘competition’ concept. This means understanding 
factors that impact on people and that compete for their attention and time. 

‘Intervention mix’ and ‘marketing mix’ – Using a mix of different 
interventions or methods to achieve a particular behavioural goal. At the 
strategic level this is commonly referred to as the ‘intervention mix’, and 
when used operationally it is described as the ‘marketing mix’. 

Audience segmentation – Clarity of audience focus using audience 
segmentation to target effectively. 

Source: http://www.nsmcentre.org.uk/what-is-social-marketing.html?start=14 

The principles of social marketing are to put the client at the heart of the 
process by producing what they want rather than something that needs 
advertising in order to be sold – ’producing what you can sell rather than 
selling what you produce’.3 

In health campaigns, this means asking what clients will find most useful, 
being aware of what they do in their everyday lives and why they do it. This 
insight helps to develop a true picture of an individual and their place in society 
by describing their purchasing habits, leisure and work activities. This then 
helps in developing the materials and delivering the messages to the client. 
It usually involves ‘segmenting’ the audience according to specific characteristics. 
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In addition to developing messages for target audiences within the general 
public, these techniques can be used to influence policy makers, professionals 
and funding bodies in order to gain support for tobacco control, and to secure 
more sustainable funding. 

The images and messages used in national campaigns have been developed 
from extensive research with routine and manual smokers to identify 
motivational factors for this group across the country. Local areas should 
align their work with national messaging, both to ensure consistency and to 
maximise on this evidence base. 

4.2  stopping  the  inflow  of  young  people  recruited 
as  smokers 
Since 1998, we have seen a decline in smoking prevalence among 11–15 year 
olds, from 11% to 6% in 2007.1 Key achievements in tobacco control have 
contributed to this, not least the raise in age of sale from 16 to 18 years. 

The key issues which undermine progress in reducing smoking prevalence among 
young people are availability, affordability and perceived attractiveness of 
tobacco. The National Tobacco Control Strategy provides a focus on reducing 
the availability of tobacco to young people. This includes the enforcement 
of age of sale legislation, enhanced sanctions for tobacco retailers who 
persistently sell to underage persons and a ban on vending machines of which 
the majority of users are young people.2 

Perceived attractiveness is being addressed through the continued enforcement 
on a complete ban on tobacco advertising3, enforcement of Smokefree 
legislation4, mass media campaigns, removal of the display of tobacco products 
in retailers at the point-of-sale and developing work around plain packaging 
of cigarettes.2 

At a local level, Alliances must work with key partners to build upon these 
national initiatives and communicate messages locally to young people. 
Working with educational settings will be central to delivering on this agenda. 
Local Healthy Schools, Healthy Child and Healthy Further Education programmes 
all provide frameworks in which to deliver interventions to children and young 
people. NICE have also published guidance and recommendations on how to 
deliver school-based interventions to prevent smoking among children and 
young people.5 

The following are key areas of work within the workstream ‘stopping the 
inflow of young people recruited as smokers’. 
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4.2.1 reducing underage sales 
Test purchasing 

Test purchasing uses young volunteers to attempt to purchase tobacco in 
order to monitor the compliance of local retailers with the age of sale law. 
This work is led by Trading Standards services, and the outcomes will provide 
useful information about the scale of the problem locally. It will also help to 
identify retailers who make illegal sales of tobacco, which can lead to a 
warning being issued and a fine of up to £2500. 

Providing education and guidance to local retailers to inform and deter them 
from making underage sales can be helpful in reducing this activity.6 This also 
ensures that retailers are offered support to comply with the law alongside 
enforcement activity, which generally serves to maintain good relationships 
between themselves and regulatory officers. The Trading Standards Institute 
(TSI) has developed a Fair Trading Award training module for Local 
Authorities and businesses to specifically address underage sales of age 
restricted products. TSI can deliver this course to Local Authorities and 
businesses, and there is the option to accredit a trainer with TSI so that the 
course can be delivered locally. 

Visit the TSI website for further information (www.tradingstandards.gov.uk) 

Education and guidance should include information about asking for proof of 
age and maintaining an ‘age-restricted products refusal’ register. Local 
Authorities are also encouraged to publicise the age of sale legislation and 
work with the local media to provide coverage of successful prosecutions. 

Case study: Hampshire Age Restricted Goods Retailer Pack7 

Hampshire County Council has developed a retailer pack with the aim of 
reducing underage sales of all age-restricted products. The pack was funded 
by Local Public Service Agreement monies, specifically to reduce underage 
sales of alcohol. The County Council recognised that while providing 
education about alcohol sales, it made sense to cover the full-range of 
age-restricted products, including tobacco. 

The pack was developed by the Trading Standards service at Hampshire 
County Council and is available online at http://www3.hants.gov.uk/ 
underagesales/underagesales-retailerpack.htm 

Once completed, the packs were hand delivered to local retailers by a Trading 
Standards Officer or a Community Safety Officer. Officers spent approximately 
20 minutes with the retailer to introduce the pack, outline the key points and 
discuss any issues or questions the retailer may have. The Trading Standards 
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team visit new retailers of age-restricted products to give them the pack 
and a short briefing, including new applicants for alcohol licenses. They also 
conduct follow-up visits to premises where test purchases have been failed. 

The resources section of the pack includes a training questionnaire, which 
each member of staff can complete and return in order for the store to 
receive a certificate for public display, indicating that the store is up-to-date 
and following best practice. There is also a pledge for each member of staff 
to sign to commit them to not selling age-restricted products to persons 
underage, or where there is any doubt about their age. 

An age restricted sales newsletter has been mailed out to local retailers in 
2008/09 in Hampshire and in 2009/10 for all the 19 South East Trading 
Standards Authorities before the school summer holidays, when the team 
notices an increase in reports about underage sales being made. This 
newsletter aimed to remind local retailers of the issues in a timely way. 

The retailer information pack and pre-summer newsletter (together with 
targeted test purchasing) have been successful in reducing underage sales 
in Hampshire, both for alcohol and tobacco. At the end of October 2009, 
11% of tobacco test purchases had been failed compared to 25% in 2008/09. 

The Trading Standards team have also found that where persistent underage 
sales have been made, the pack provides evidence of work delivered to 
support the retailer to comply with the law, which may be requested in 
further legal actions or with Licence reviews. 

Enforcing enhanced retailer sanctions for persistent underage sales 

The Criminal Justice and Immigration Act 2008 adds new sections to the 
Children and Young Persons Act 1933 to tackle the persistent sale of tobacco 
products to persons under 18 years.9 

Local Authorities may, under this new legislation, apply to a Magistrate’s court 
for a Restricted Premises Order. This can be done in cases where a person 
has already been convicted of a tobacco offence and permits other tobacco 
offences in the same premises on at least two occasions within a 2-year period. 

A restricted premises order prohibits the sale of tobacco or cigarette papers 
by any person or automatic machine within the premises. The summary 
conviction maximum fine is £20,000. 

A restricted sale order prohibits a named person from selling tobacco or 
cigarette papers from any premises, from having any management functions 
in respect of the sale of tobacco or cigarette papers, or from keeping a vending 
machine. The summary conviction maximum fine is £20,000. 
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Trading Standards Officers are responsible for the enforcement of the new 
legislation pertaining to underage tobacco sales. Their involvement in tobacco 
control alliances is therefore crucial. The enforcement approach is 
intelligence-led, so seeking opportunities to share intelligence between 
agencies will be a key function of the Alliance. 

Proxy sales and adults supply to children 

Proxy sales are where a child gives money to an adult to buy an age-restricted 
product on their behalf. It is recognised that more needs to be done to reduce 
proxy sales and adults supplying to children and young people. At present a 
proxy sale is only an offence for alcohol under Section 149 of the Licensing 
Act 2003, but best practice procedures should be adopted for all age-
restricted products. It is the person making or attempting to make the 
purchase who is responsible for the sale. 

Work can be delivered locally to help retailers spot a proxy purchase. Figure 9 
is an example adapted from Hampshire that provides retailers with advice on 
best practice. 

Figure 9: Hampshire underage sales retailer pack – Proxy sales 

Proxy Sales 

What is a proxy sale? 

As many members of staff employed by local businesses live within the 
community, it is important they are aware of the activity of “Proxy Sales” 
which is basically when third party adults attempt to purchase age 
restricted products such as alcohol, cigarettes, DVD’s, fireworks, etc on 
behalf of an underage person. Such attempts to purchase these products 
can be spotted and recognised by responsible employees. 

Some easy ways to spot proxy sales 
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Being  aware  of  groups  of  youth  congregating  outside  the  store 

approaching  members  of  the  public  who  enter  the  store.
�

If  an  adult  asks  for  the  same  product  that  you  have  just  refused  to  sell 
to  an  underage  person. 

If  the  adult  pays  separately  for  the  product  and  keeps  the  change 

separate.
�

If  the  age  restricted  product  is  kept  separate  from  their  other  shopping. 

If  you  know  your  local  community  and  your  customers,  and  the  purchase 
of  such  a  product  is  totally  out  of  character,  remind  them  that  it  is  an 
offence  to  “proxy”  purchase. 
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If  the  adult  re-enters  the  store  just  to  buy  an  age-restricted  product 
after  they  have  left. 

Remember,  feel  empowered  you  do  not  have  to  sell  anything  to  anyone 
if  you  are  in  doubt. 

           

	 	 	 	 	

             
 

      
	

            
             

         
       

        

	 	 	

          
           

       

        
           

        
           

          
          

            
           

        

Such Best Practice procedures should be adopted for all age restricted products. 

Who is responsible for the sale? 

The person making or attempting to make the purchase (unless by the parent 
or legal guardian for responsible consumption within the home). Just consider, 
how you would feel if a stranger provided your son or daughter with an 
age-restricted product. 

Adapted from: http://www3.hants.gov.uk/underagesales/underagesales-retailerpack.htm7 

4.2.2 denormalising Tobacco and reducing availabiliTy 
Point-of-sale displays 

Tobacco displays at the point-of-sale were banned in the Health Bill 20098 

and the regulations come into force in 2011 for large retailers and 2013 for 
smaller retailers. Trading Standards services will be responsible for enforcing 
these regulations, ensuring local retailers understand their responsibilities 
and that tobacco products are covered at all times. 

Communicating with young people 

NICE guidance currently advises local areas to work with their Regional 
Tobacco Policy Team to develop and test messages on young people to 
effectively convey the dangers of tobacco.5 

There are some good examples of communications campaigns targeted 
towards young people. A notable example is from Florida, where the ‘Truth’ 
campaign was associated with smoking prevalence reductions between 1998 
and 2001 among young people attending both middle and high schools.10 

The Truth campaign communicated key messages about the practices of the 
tobacco industry to young people, presenting messages about how they were 
being targeted for recruitment to a deadly addiction in order to make profits 
for tobacco companies. Some key lessons emerged which may be helpful in 
planning how to approach working with young people locally. 
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Case Study: The Florida truth campaign10 

Involve young people 

A youth summit was organised to hear the views of young people about where 
the focus of the campaign should be and a Youth Review Board was set-up to 
oversee and offer guidance to the campaign as it developed. Communications 
professionals took advice from young people but independently developed 
the campaign to ensure it engaged, led and surprised the target audience, 
and did not just present what they expected to see. 

Learning from effective youth marketing 

Qualitative research was conducted in places where young people naturally 
gather, for example skate parks. The interviewers were adults young enough 
to have things in common with the interviewees, so they were seen as peers. 
This approach created trust and trust led to truthful answers. 

Messages were distributed in a tabloid style magazine, which was available 
through venues such as music stores and sports shops, as well as through 
roadshow events. 

Tone 

There was 100% awareness that tobacco killed among young people in Florida. 
Despite this, they did not see tobacco as a big deal, and relative to their 
other concerns, such as unwanted pregnancies, it did not seem as important. 
Young people expressed distaste for being told what to do. They wanted the 
facts about tobacco, and then to be left to make up their own minds. 

Understanding and working with the reasons why young people smoke 

The reasons that the young people smoked were based on emotion rather 
than logic. Tobacco use was a form of rebellion that enabled them to prove 
that they made their own decisions and were in control of their lives. The 
deadly qualities of tobacco were part of the appeal to young people, and the 
campaign needed to find a way of providing an alternative form of rebellion. 
Attacking the manipulative practices of the tobacco industry to recruit 
young people as smokers became this outlet in the campaign. 

Developing a brand 

The ‘truth’ campaign was developed into a brand, so that all communications 
could build on the concept, increasing awareness through cumulative 
effects. Messages elicited a strong emotional reaction from young people, 
presenting tobacco as a deadly product and personal testimonials from 
people to whom they could relate were considered effective. 
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4.2.3 delivering Tobacco conTrol inTervenTions wiTh 
children and young PeoPle 
The delivery of tobacco control interventions with children and young people 
will involve the wide range of professionals involved in children’s services, 
including those working in health, education and youth settings. 

Work to develop the Healthy Child, Healthy Further Education and Healthy 
Schools programmes (see Appendix 1) locally will provide an opportunity to 
deliver interventions directly with children and young people and to integrate 
tobacco control into the way key organisations work. 

Whole-systems approaches 

NICE guidance5 outlines good practice in delivering education setting-based 
interventions to prevent smoking among children and young people, and 
should be used to guide local work. Key recommendations are: 

Develop  a  smokefree  site  policy  consulting  with  young  people  and  staff. 

Integrate  messages  about  tobacco  into  the  wider  curriculum. 

Support  tobacco  education  in  the  school  with  booster  activities, 
e.g.  health  fairs,  external  speakers. 

Consider  offering  evidence-based  peer-led  interventions  to  prevent 

smoking  uptake.
�

Provide  training  for  all  staff  who  will  be  involved  in  smoking  prevention  work. 

Ensure  smoking  prevention  interventions  delivered  in  educational  settings 
are  evidence-based  and  are  part  of  the  local  tobacco  control  strategy. 

PSHE 

Tobacco education is a key part of the PSHE core theme, which includes Sex 
and Relationship Education (SRE) and Drug Education (including alcohol, 
tobacco and volatile substance abuse). 

Tobacco control alliances need to engage with Healthy Schools to help build 
on the existing delivery of tobacco education by providing information and 
resources for lessons and additional training to teachers about the local 
issues and services. 

The Alliance can help to raise the profile of tobacco use to make sure it 
is given the appropriate amount of attention within wider drug and 
alcohol education. 
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Suggested  topics  to  be  covered  within  PSHE  are:
�

The  harm  caused  by  smoking 

Smoking  prevalence,  which  indicates  smoking  is  no  longer  the  norm 

Stop  Smoking  Services 

Second  hand  smoke 

Smokefree  public  places  and  homes 

Illicit  tobacco 

How  tobacco  companies  market  their  products  to  recruit  young  people 
as  smokers 

Anti-tobacco  youth  movements 

Smokefree	schools 

The  development  of  a  No  Smoking  Policy  for  the  school  is  a  criterion  for 
Healthy  Schools  and  is  recommended  by  NICE.  The  smokefree  policy  should 
meet  the  following  criteria: 

The  school  is  a  smoke-free  site  (with  the  exception  of  the  caretaker’s  house). 

Children,  young  people,  staff,  parents/carers  and  governors  have  been 
involved  in  the  development  and  implementation  of  a  smoke-free  site. 

The  school  is  proactive  in  providing  information  and  support  for  smokers 
to  quit  e.g.  promoting  access  to  stop  smoking  support. 

The  school  provides  information  on  smoking  cessation  sessions  for  children, 
young  people,  staff  and  parents/carers.  It  may  even  provide  these  on  the 
school  site.  Children  and  young  people  understand  the  Non-Smoking  Policy 
and  support  it. 

Young	people	friendly	Stop	Smoking	Services 

Local  Stop  Smoking  Services  should  also  be  considered  in  terms  of  young 
people,  particularly  if  such  interventions  are  delivered  as  part  of  local 
programmes  in  schools  and  colleges.  The  Department  of  Health’s  You’re  Welcome 
Criteria  provides  a  framework  for  commissioners  and  service  providers.11 

The  You’re  Welcome  quality  criteria  lay  out  principles  that  will  help  health 
services  deliver  appropriate  interventions  with  young  people,  and  become 
young  people  friendly.  Health  promotion  for  young  people  on  smoking 
cessation  is  cited  as  a  key  health  issue  for  adolescents  that  should  be 
addressed.  The  young  people  friendly  criteria  include: 

Accessibility 

–  e .g.  Accessible  by  public  transport,  outside  of  school  and  college  hours 
and  at  weekends,  close  to  school  or  college  sites 
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Publicity 

–  e .g.  Leaflets  explaining  what  to  expect  and  how  personal  information  is 
used  and  shared 

Confidentiality  and  consent 

–  e .g.  Staff  are  trained  in  these  issues  regarding  young  people,  clear 
protocols  for  management  of  child  protection  concerns,  protocols  are 
displayed  for  young  people,  parents  and  carers  in  waiting  areas 

Environment 

–  e .g.  Sensitive  questions  are  not  asked  in  public  areas,  appropriate 

reading  material  in  waiting  areas,  welcoming  environment
�

Staff  training,  skills,  attitudes  and  values 

–  e.g.  Communicating  with  young  people 

Joined-up  working 

–  e .g.  Co-location  of  other  young  people’s  services,  information  provided 
about  other  local  services 

Monitoring  and  evaluation  and  involvement  of  young  people 

–  e .g.  Consultation  with  young  people,  feedback  encouraged  and  reviewed, 
mystery  shopper  exercises 

4.3  motivating  and  assisting  every  smoker  to  quit 
The NHS Stop Smoking Services provide the most effective method of 
stopping smoking. This method of quitting is up to four times more likely to 
achieve prolonged abstinence compared to quitting without any support.1 

Over the last ten years, Stop Smoking Services have supported over 2 million 
people to quit at 4 weeks.2 As smoking prevalence decreases, so the need for 
targeted marketing, treatment and medicinal support increases, in order to 
reach those who find it harder to access services and to quit. 

The following are key areas of work within the workstream ‘Motivating and 
assisting every smoker to quit’. 

4.3.1 very brief and brief inTervenTions 
Overall, there are not as many referrals to NHS Stop Smoking Services from 
primary care and other health and social care settings as there could be, 
considering the range of health and community services available.3 Working to 
engage other health professionals in advising and referring smokers into Stop 
Smoking Services is a key area of work to ensure the range of health and 
community services that treat and advise smokers are optimised. 
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NICE3 recommend that all healthcare practitioners give brief stop smoking 
messages to all smokers (unless exceptional circumstances make it 
inappropriate to discuss smoking). Brief advice from health professionals can 
double the natural quit rate for stopping smoking (estimated at 1% per year).4 

A typical brief intervention lasts between 5 – 10 minutes and includes3: 

Simple  opportunistic  advice  to  stop. 

An  assessment  of  the  patient’s  commitment  to  quit. 

An  offer  of  pharmacotherapy  and/or  behavioural  support. 

Provision  of  self-help  material  and  referral  to  more  intensive  support. 

Very  brief  interventions  typically  last  less  than  1  minute  and  include4: 

Ask and  record  smoking  status. 

Advise patient  of  personal  health  benefits. 

Act on  patient’s  response,  including  referral  to  NHS  support  from  the 
range  of  services  that  come  into  regular  contact  with  smokers,  e.g.  social 
services,  housing  services,  citizen’s  advice  bureau  and  voluntary  services. 

4.3.2 sToP smoking services 
The NHS Stop Smoking Services Monitoring Guidance 2010/11 outlines 
the criteria for a high-quality NHS Stop Smoking Service.5 These are 
summarised below: 
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Services  should  aim  to  treat  at  least  5%  of  their  local  population  of 

smokers  each  year.
�

Services  should  be  delivered  by  advisors  who  have  received  specific 

training  to  fulfil  their  role.
�

Services  should  target  support  to  routine  and  manual  occupational  groups, 
deprived  neighbourhoods  and  BME  groups  with  high  smoking  rates, 
pregnant  women,  prisoners  and  those  with  a  mental  illness. 

Success  rates  for  overall  services  as  well  as  each  intervention  type  should 
fall  between  35–70%. 

CO  testing  should  be  carried  out  on  all  adult  smokers,  wherever  possible, 
to  provide  both  a  pre-quit  baseline  level  and  a  four-week  post-quit 
validation  level.  It  is  expected  that  a  minimum  of  85%  of  self-reported 
four-week  quitters  undertake  expired  CO  validation. 

All  NICE  approved  pharmacotherapies  should  be  offered  as  first  line 

treatments  to  optimise  success. 
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4.3.3 Training sToP smoking advisors 
A new NHS Centre for Smoking Cessation and Training (NCSCT) was set-up 
in April 2009 to develop evidence-based national standards for training, 
competence-based training programmes and professional development for 
the NHS stop smoking workforce. As of 1st April 2010, the NCSCT national 
training standards have superseded the HDA standard as the official benchmark 
of quality training for Stop Smoking Service personnel in England. The training 
will be delivered in two stages. Stage 1 covers knowledge competencies and 
can be assessed using an online resource. Once a practitioner has passed this 
stage, they will receive preliminary certification. Stage 2 covers skill-based 
competencies and is assessed through face-to-face training courses and 
assessments, which once passed, will entitle the practitioner to full 
certification. The standards will be available to all at www.ncsct.co.uk. 

It is planned that by 31st March 2012 all services will have received this training, 
but local services should ensure they take advantage of early opportunities to 
complete the training and align their practices with the new standards. 

4.3.4 TargeTing PrioriTy grouPs 
In order to reach smokers from priority groups and have an optimal impact on 
reducing health inequalities, services should focus on specific segments of 
the population – in particular, increasing access for smokers from routine and 
manual groups who make up 44% of the overall smoking population in England.5 

Services also need to increase access for BME groups with high smoking 
rates (e.g. Bangladeshi men), prisoners, mental health service users and 
pregnant smokers. 

Routine and manual occupational groups 

Commissioners should monitor the use of services by local routine and 
manual smokers, and monitor success rates as there is a higher failure rate of 
quit attempts in more deprived groups. 

Reaching these smokers often means delivering services in different ways, 
and so the first step is to include this priority group in the design and 
targeting of Stop Smoking Services and campaigns. Considerations should 
include delivering services from non-clinical settings, in venues where people 
are likely to encounter the service in the course of their everyday lives, such 
as work places, job centres, schools and pubs. Services should also be 
available outside of the usual working day. 
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BME communities 

Nationally, smoking rates are highest among Bangladeshi (40%), Irish (30%) 
and Pakistani (29%) males, and there is anecdotal evidence to indicate that 
smoking prevalence is high amongst recent migrants from Eastern Europe and 
in the Gypsy and Traveller community.6 

In order to build support for work to target BME communities, local areas 
with large BME populations might consider developing local targets to 
support smokers from these populations. In the first instance, a local needs 
assessment to identify the local BME profile, and the prevalence of smoking 
within these communities would need to be undertaken. 

Measuring the existing levels of awareness within BME communities about 
tobacco-related harm and local services provides an excellent starting point, 
and will also strengthen evaluation of the impact of interventions, particularly 
communication campaigns, at a later date. 

Consulting with local BME communities can add value to the process of 
designing interventions and services and help make them accessible and 
culturally relevant. For example, Stop Smoking Advisors may need to be 
gender specific, they may need to be able to speak a community language, 
understand the issues with smokeless tobacco products, and be able to offer 
appropriate advice and support. 

A number of areas have developed work with local faith groups to support 
work to raise the issue of tobacco and signpost to NHS Stop Smoking 
Services, building activity around key points in the religious calendar, for 
example Ramadan (e.g. Burnley, Pendle and Rossendale district, cited in 
Department of Communities and Local Government, 20086). 

Figure 10: A useful summary of questions to ask in targeting support to quit 
tobacco towards BME communities 

1. What is the size and profile of the BME population in the local area? 

2. What information on tobacco use prevalence and trends do you have for 
the BME population, including smokeless tobacco and shisha (water pipes)? 

3. Has a local pattern of health inequalities been identified? 

4. Are there local targets and/or appropriate interventions to reduce health 
inequalities, particularly on tobacco and particular BME groups? 

5. Are there already successful culturally specific interventions operating? 

6. Are all partners fully engaged? Who else could be involved? 
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7.  Are  local  communities  consulted  about  the  design  and  delivery  of 
services? 

8.  Are  existing  services/interventions  evaluated,  and  is  the  evaluation  being 
used  to  drive  improvement? 

9.  How  are  services  adapted  for  the  full  range  of  diversity  themes,  including; 
gender;  disability;  age;  sexual  orientation;  and  religion  or  belief? 

(Department of Communities and Local Government, 2008)6 

Pregnant and breastfeeding women who smoke 

Smoking in pregnancy increases the risk of complications in pregnancy and 
labour and places the health of mother and baby at risk. Smoking in pregnancy 
is strongly linked to deprivation and age, with mothers under 20 years 
showing higher rates of smoking compared to older mothers. 

NICE guidance for Stop Smoking Services7 outlines that in order to make a 
sustained impact on smoking in pregnancy, concerted action is required from 
all those responsible for providing healthcare and support for pregnant 
women, women planning a pregnancy and their partners. This includes 
midwives, GPs, those working in fertility clinics, dentists, pharmacists, 
children’s centres, voluntary organisations and occupational health services. 
The recommendation is provided in Figure 11. 

Figure 11: NICE recommendation for addressing smoking in pregnancy 

Smoking Cessation in Pregnancy 

NICE Recommendation 8 

Who is the target population? 
Women who smoke and who are either pregnant or are planning a pregnancy, 
and their partners and family members who smoke. 

Who should take action? 
All those responsible for providing health and support services for pregnant 
women, for those wishing to become pregnant, and for their partners. This 
includes: those working in fertility clinics, midwives, GPs, dentists, hospital 
and community pharmacists, and those working in children’s centres, 
voluntary organisations and occupational health services. 

What action should they take? 
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At  the  first  contact  with  the  woman,  discuss  her  smoking  status;  provide 
information  about  the  risks  of  smoking  to  the  unborn  child  and  the 
hazards  of  exposure  to  second  hand  smoke.  Address  any  concerns  she 
and  her  partner  or  family  may  have  about  stopping  smoking. 



 

 

 

 

Offer  personalised  information,  advice  and  support  on  how  to  stop 
smoking.  Encourage  pregnant  women  to  use  local  NHS  Stop  Smoking 
Services  and  the  NHS  Pregnancy  Smoking  Helpline  by  providing  details 
on  when,  where  and  how  to  access  them.  Consider  visiting  pregnant 
women  at  home  if  it  is  difficult  for  them  to  attend  specialist  services. 

Monitor  smoking  status  and  offer  smoking  cessation  advice, 
encouragement  and  support  throughout  the  pregnancy  and  beyond. 

Discuss  the  risks  and  benefits  of  NRT  with  pregnant  women  who  smoke, 
particularly  those  who  do  not  wish  to  accept  the  offer  of  help  from  the  NHS 
Stop  Smoking  Service.  If  a  woman  expresses  a  clear  wish  to  receive  NRT, 
use  professional  judgement  when  deciding  whether  to  offer  a  prescription. 

Advise  pregnant  women  using  nicotine  patches  to  remove  them  before 
going  to  bed. 

 

          
         

             
    

 

 

 

 

 

 

Source: NICE (2008)7 

NICE is developing guidance8 for quitting smoking in pregnancy and following 
childbirth. The provisional recommendations in the draft guidance provide a 
useful outline of the scope of activity to be delivered to reduce smoking in 
pregnancy. These are summarised below: 

Identifying  women  who  smoke  and  referring  them  to  NHS  Stop  Smoking 
Services 

NHS  Specialist  Pregnancy  Services  and  NHS  Stop  Smoking  Services 
for  women  who  smoke 

NHS  Specialist  Pregnancy  Services  and  NHS  Stop  Smoking  Services 
to  ‘significant  others’ 

Training  for  health  professionals 

Incentive  schemes  for  validated  quitters,  locally  evaluated 

Preventing  a  smoking  relapse,  locally  evaluated 

Evidence  indicates  that  there  are  numerous  barriers  to  recruiting  pregnant 
women  into  Stop  Smoking  Services.  One  barrier  is  the  tendency  for  pregnant 
smokers  to  not  disclose  their  true  smoking  status,  and  another  is  that  healthcare 
professionals  are  often  unwilling  to  raise  the  issue  of  smoking  based  on  an 
unfounded  fear  that  it  will  jeopardise  their  relationship  with  their  client. 

Brief  and  very  brief  interventions  are  central  to  addressing  smoking  in 
pregnancy.  If  all  professionals  who  come  into  contact  with  a  woman  during  the 
course  of  her  pregnancy  and  early  motherhood  raise  the  issue  and  offer 
information  on  how  to  access  support,  then  the  message  about  tobacco  use 
becomes  clear  and  consistent,  serving  both  to  denormalise  it  and  to  prompt 
women  in  this  group  to  think  about  stopping  smoking. 
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The evidence about the use of NRT during pregnancy is inconclusive9, although 
there is general consensus that using NRT is safer than continuing to smoke, 
and should therefore be offered to women who are unable or unlikely to stop 
without it. 

Prisons 

The provision of stop smoking support in prison settings improves prisoner 
health and can make an important contribution to achieving stop smoking 
targets. The checklist provided in Figure 12 provides an excellent overview of 
best practice in this area. It was produced as an outcome of a study conducted 
between April 2004 and March 2005 in prisons in North West England. 

Figure 12: Best practice checklist to support prisoners to stop smoking 

Effective partnership should be developed between the PCT and the prison: 
this is essential for any intervention and means building relationships 
throughout the healthcare and wider prison system through continuous 
planning and feedback mechanisms for cessation and wider tobacco 
control issues. 

A range of cessation delivery models should be available, including both 
group and one-to-one support. These should offer flexible support that 
meets individual needs. Services can be offered through a range of prison 
staff, not just healthcare staff but others such as physical education 
instructors or prison officers. External stop smoking specialists may run 
support sessions but it is vital that internal prison staff remain involved. 

Protected staff time and role development for those delivering the service 
need to be secured: this means not just time for core interactions with 
quitters, but for administration and record-keeping activities that may be 
more demanding in prisons than in community settings. If dedicated time is 
set aside, then prison staff and stop smoking advisers will be able to plan 
programme sessions in advance. There should be enough staff to provide a 
substantial service, led by an enthusiastic ‘champion’ who co-ordinates 
activities and liaises across organisations. Cessation can therefore form 
part of their core work. 

Clear record keeping will make it easier to promote the service: telling 
people what is happening and ‘selling’ the successes of the service are 
important ways of providing rewarding feedback to those delivering the 
service and making a case for future developments. 

Assessing and exploiting the expressed desire to quit among prisoners, 
as well as interest from staff, will contribute to building the service. 
Conducting needs assessments and keeping track of waiting lists will help. 
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Ring-fenced NRT budgets for prisoners and a long-term funding commitment 
are recommended. Efficient and economical ordering procedures and 
effective supply mechanisms should be developed across areas, in 
conjunction with prison pharmacies and pharmaceutical companies. 

Straightforward NRT prescribing and dispensing should be developed within 
the context of safety issues. Experience shows that dispensing NRT on a 
weekly basis, with used patches being returned, achieves a better balance 
between empowering prisoners and minimising the misuse of NRT as currency. 

Staff training and ongoing support by stop smoking specialist services will 
contribute to high standards and will increase confidence among those 
delivering the service. Network meetings are valuable. 

Care pathways should be developed with mechanisms to cope with prisoners 
being transferred from one prison to another or released during a course of 
treatment (Prison Service Order 3050). 

Staff cessation support should be considered, within the prison or through 
links to community settings. 

Being aware of relevant legislation and anticipating guidance on prisoner 
health and workplace issues will help planning and preparation and so 
increase the effectiveness of your interventions. 

Source: Department of Health (2009)5 

The full Prison Service Instruction regarding Smokefree legislation and its 
application to the prison service can be accessed at www.psi.hmprisonservice. 
gov.uk/PSI_2007_09_ smoke_free_legislation.doc. 

Mental health service users 

People with mental health problems have higher rates of smoking than the 
general population. In a large population survey of psychiatric morbidity in 
the UK, 64% of those with probable psychosis were smokers compared with 
29% without psychosis. The highest levels of smoking occur within 
psychiatric inpatient settings, where up to 70% of patients are smokers and 
50% heavy smokers.10 An increasing amount of research indicates that long-
term smoking is associated with the onset and worsening of depression and 
anxiety disorders.11 It is thought that this association is caused by the effect 
of nicotine on serotonin levels in the brain. 

Since 2008, mental health facilities have been smokefree and these high 
smoking prevalences have posed a challenge to implementation. High smoking 
rates amongst this group will contribute to health inequalities. People with a 
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mental illness have been less likely to receive stop smoking interventions in 
primary care, which is a key contact point for the majority of patients, who are 
treated in the community.11 

A London toolkit ‘Stop smoking interventions in mental health settings’ is 
due from the London Regional Tobacco Policy Team in April 2010. This toolkit 
will detail the systematic implementation of integrated stop smoking 
interventions for all mental health services. It will be available on the 
Smokefree London website. 

4.3.5 furTher reading 
There are several key documents and toolkits that Stop Smoking Services should 
work with in order to develop and maintain high-quality services. These are: 

Brief interventions and referral for smoking cessation in primary care and 
other settings 
http://guidance.nice.org.uk/PH1 

Smoking Cessation Services in primary care, pharmacies, Local Authorities 
and workplaces, particularly for manual working groups, pregnant women and 
hard to reach communities 
http://guidance.nice.org.uk/PH10 

Stop Smoking Services Monitoring Guidance 2010/11 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@ 
en/@ps/@sta/@perf/documents/digitalasset/dh_109889.pdf 

Quitting in Mind: A guide to implementing stop smoking support in mental 
health settings 
http://www.quittinginmind.net 

Department of Communities and Local Government (2008) Working with Black 
and Minority Ethnic Communities: A guide for Stop Smoking Service Managers 
http://www.communities.gov.uk/publications/communities/stopsmoking 

Department of Health (2009) Stop smoking interventions in primary care: 
A systems-based approach. London: HMSO4 

A toolkit to support Stop Smoking Services to engage with primary 
healthcare settings to integrate brief stop smoking advice into their work. 
The toolkit presents a systems-based approach to introducing stop smoking 
advice into a practice. 
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Department of Health (2009) Stop Smoking Interventions in Secondary Care. 
London: HMSO6 

A toolkit to support local areas through a pilot phase of developing stop 
smoking interventions in secondary care. This can be a difficult area in which 
to ensure stop smoking advice and support is routinely provided, and the 
toolkit and pilot scheme provide a step-by-step guide to implementation and 
evaluation of success. 

A pilot is underway and the hospitals involved are working to set-up systems 
to identify every smoker admitted to ensure they are offered support to quit, 
with care pathways for brief interventions and referrals to NHS Stop Smoking 
Services. A ‘hospital champion’ to act as a link person for all stop smoking 
activity will also be appointed. 

The toolkit is likely to be rolled out across more areas in 2010, and London 
Boroughs should liaise with the Regional Tobacco Policy Team to identify 
opportunities to take part. 

4.4  Protecting  families  and  communities  from 
tobacco-related  harm 
Smokefree legislation has done much to reduce the harms caused to families 
and communities by tobacco use in England. The legislation continues to be 
well-supported by the public, and compliance rates are consistently high.1 

The key issues that remain are the exposure of children and families to 
second hand smoke in homes and cars, and the efforts that now need to be 
undertaken to further denormalise tobacco use.2 

These efforts need to focus on extending smokefree environments where 
appropriate, for example ensuring that schools and hospitals maintain 
smokefree buildings and sites. 

Stop smoking support needs to be targeted at those working with children 
and young people to further decrease their exposure to smoking. Developing 
work locally to promote smokefree homes and cars will ensure people 
understand how exposure to second hand smoke damages the health of others. 

A review of Smokefree, including an assessment of the merits of establishing 
smokefree requirements for all children’s play areas is proposed in the 
National Tobacco Control Strategy. The Alliance may decide to explore 
options to develop this policy locally, ahead of a national decision. 

At a national level, HMRC and the UK Border Agency are working in partnership 
to tackle illicit tobacco. HMRC have set up a network of regional inland excise 
enforcement teams to increase activity to detect and seize illicit tobacco in 
our communities. 
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A London Illicit Tobacco Strategy is being developed to co-ordinate action 
in London. It will include actions to better inform the public about issues 
associated with illicit tobacco, and to support partnership working between 
local Alliances and inland enforcement actions. 

4.4.1 illiciT sales of Tobacco 
Illicit tobacco refers to the following activities: 

Smuggling: illegal transportation, distribution and sale of legitimately 
manufactured tobacco products, which evade payment of tax. 

Bootlegging: tobacco products purchased in a country with a low level of 
taxation and illegally brought into countries with higher rates of taxation. 

Counterfeiting: fake tobacco products, illegally manufactured, transported, 
distributed and sold, avoiding tax. 

HMRC have been provided by the tobacco manufacturers with handheld 
scanners, which will enable them to quickly identify tobacco products that do 
not contain an official fiscal mark. In 2008, anti-counterfeit security marks 
were introduced to cigarette packets and packets of hand-rolled tobacco. 
Product scanning can be done on retail premises, which enables Trading 
Standards Officers who have access to a scanner to take prompt action against 
retailers who are buying tobacco products from illicit sources. There is scope 
for Trading Standards officers and HMRC to share intelligence in this area. 

There are two telephone lines to report possible suspicious tobacco activity 
to HM Revenue and Customs: 

0800 595 000 – Customs Hotline 

0800 788 887 – Tax Evasion Hotline 

The intelligence gathering capability was extended through the introduction 
of a new secure online webpage, available to all members of the public to 
report suspicious activity in relation to tobacco. Online reporting can be 
found at: http://www.hmrc.gov.uk/customs-hotline/ 

4.4.2 niche Tobacco ProducTs 
Smokeless tobacco 

Smokeless tobacco is used in the UK predominantly by members of the Indian, 
Pakistani and Bangladeshi communities. The most commonly used form is 
tobacco mixed with lime and additional psychoactive compounds, most notably 
areca nut. The resulting “quid” is chewed or held in the mouth. Many studies 
have shown that smokeless tobacco can cause oral cancer, and may cause 
pancreatic cancer.3 

66 

http://www.hmrc.gov.uk/customs-hotline


 

        
            

          

         
           

           
          
 

        

             
           

             
             

          
 

             
           

         
            
           

    

           
 

 

 

 

 

 

 

 

 

Examples  of  smokeless  tobacco  products  are: 

Gutkha 

Pan  Masala  or  Betel  Quid 

Zarda 

Snus 

Tobacco  blunts 

Gutkha,  Pan  Masala,  Betel  Quid,  Zarda  and  Snus  are  all  products  that  are 
chewed  or  sucked.  Snus  is  banned  in  the  UK  and  across  most  countries  in  the 
European  Union.  Tobacco  blunts  refer  to  manufactured  rolling  papers  made 
from processed, and sometimes flavoured, tobacco. These products are 
usually packaged individually and are also known as blunt wraps. They are not 
intended to be smoked alone but filled with other smoking substances. 

LACORS are developing an online resource to support Trading Standards 
services to regulate the sale of smokeless tobacco products. It will provide 
product images and details to aid recognition, translation of text on the 
packaging, reports of toxic contents and links to relevant regulations. These 
regulations include: 

Age  of  sale 

Point-of-sale  regulations 

Product  labelling  e.g.  health  warnings  and  accurate  content  information 

This website will be available at www.ntpd@lacors.gov.uk during 2010. 

Shisha 

Shisha is also included in this category of tobacco products. It is essentially a 
water pipe used for smoking purposes, originating in the Middle East about 
500 years ago. The tobacco is heated by coals and the smoke cooled through 
the water after which it emerges through the suction tube, from where it is 
smoked. Shisha use is popular with Middle Eastern communities and young 
people alike. 

Smoking shisha is harmful to health as is the second hand smoke that it 
produces.4 Work to address commercial shisha provision at a local level will 
need to include both enforcement and communications activity. Alliances will 
need to consider how to communicate the dangers of shisha use effectively to 
local users, while ensuring that shisha bars are compliant with Smokefree and 
all other tobacco control legislation. 

A report from The London Shisha Project is available on the Smokefree 
London website. 
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Supporting	niche	tobacco	users	to	quit 

There  have  been  few  evaluations  of  interventions  to  support  users  of 
smokeless  tobacco  to  quit.  However,  what  evidence  there  is  suggests  that 
advice  to  stop  coupled  with  behavioural  support  and  counselling  may  increase 
long-term  abstinence  rates  by  some  5-10%.5  

Dentists,  GPs  and  other  relevant  health  professionals  could  routinely  assess 
and  record  smokeless  tobacco  use  in  patients  belonging  to  relatively  high 
prevalence  groups.  They  could  be  equipped  to  communicate  the  potential 
health  risks  (as  well  as  the  health  risks  of  smoking)  and  advise  users  to  stop 
and  keep  a  record  of  the  outcome.  This  is  likely  to  involve  the  delivery  of 
training  by  the  local  Stop  Smoking  Service  to  motivate  and  equip  these 
professionals  to  deliver  this. 

Dental  professionals  should  also  examine  the  oral  cavity  of  smokeless 
tobacco  users  for  lesions  when  the  opportunity  arises.  Patients  expressing  
an  interest  in  stopping  should  be  referred  to  local  Stop  Smoking  Services  
for  behavioural  support. 

Stop  Smoking  Services  in  areas  of  high  smokeless  tobacco  use  will  need  to 
ensure  that  their  services  are  accessible  to  these  users.  There  is  insufficient 
evidence  to  recommend  the  use  of  nicotine  replacement  therapy  or  bupropion 
to  aid  smokeless  tobacco  cessation.5 

4.4.3   smokefree  environmenTs 
Maintaining  the  high  levels  of  compliance  with  Smokefree  legislation  is 
important  for  continued  progress  towards  denormalising  tobacco.   Prisons 
and  mental  health  facilities  should  be  a  focus  for  enforcement  work  because 
higher  smoking  prevalence  within  these  groups,  and  issues  with  smokers 
accessing  outside  areas  may  make  implementation  more  difficult. 

The  Prison  Service  has  set  out  an  aspiration  of  attaining  a  100%  smokefree 
prison  estate  in  the  future6,  which  will  require  sensitive  advice  from 
Environmental  Health  Officers  and  tobacco  control  alliances  because  of 
competing  demands  on  Prison  Governors. 

The  following  areas  of  work  could  be  considered  locally  to  maintain  the 
momentum  of  Smokefree: 

 Creating  smokefree  buildings  and  sites  as  a  way  of  extending  Smokefree 
and  helping  to  further  denormalise  tobacco  use.  
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Working  to  ensure  NHS  sites  are  completely  smokefree.  Achieving  this 
has  proved  challenging  in  many  areas  and  requires  senior  level  support 
from  within  the  acute  and  mental  health  trusts,  strong  messaging  and 
consistent  enforcement. 

Identifying  public  spaces  where  children  spend  time  and  play.  There  is 
considerable  support  for  protecting  children  and  young  people  from 
second  hand  smoke,  and  there  may  be  scope  to  develop  and  enforce 
smokefree  play  areas  and  parks  locally. 

	 	 	 	 	 	 	 	
	 	 	 	 	 	

	 	 	 	 	 	 	 	

          
          

            
           

         
            

      

           
           

            
         

	 	 	 	 	 	 	

           
         

            
          

           
     

          
          

     

The main sources of exposure to second hand smoke are in homes and cars. 
A recent qualitative piece of research in Scotland explored the issues raised 
through primary research and experience about smokefree homes with two 
panels comprising both local and national experts.7 The outcomes of these 
discussions have been summarised below. These could be considered as part 
of a local programme. 

Case study: Key actions to achieve smokefree homes; 
findings from an expert panel in Scotland7 

Improving carers’ and professionals’ knowledge about second hand smoke 

Research indicated that passive smoking was a well recognised term, and 
that children were generally seen as being vulnerable to exposure. However, 
people had varied understandings of the risks of second hand smoke, with a 
few rejecting evidence of such risks. The study identified that health and 
other professionals also had gaps in knowledge, including uncertainty about 
the risks, which could impact on both the priority given to addressing this 
issue and the likely effectiveness of interventions. 

In delivering an effective smokefree homes and cars initiative, it was widely 
agreed that knowledge first needed to be addressed. Working with people to 
make changes in their homes and cars was unlikely to be effective unless 
people fully understood the harm caused by second hand smoke. 

Use incremental approaches to developing smoke free homes 

Although the aim of smokefree homes and cars is to be completely 
smokefree, the study recognised that working with people to implement 
change in their lives may require a staged approach. While the ultimate goal 
of becoming completely smokefree should not be lost, a gradual approach 
may enable programmes to work with people at different levels, which is 
likely to lead to wider engagement. 

Many programmes stage an approach to becoming smokefree by using gold, 
silver and bronze level promises. Below is an example from Smokefree 
Lincolnshire, who have used this approach. 
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Example	of	staged	promises	from	Smokefree	Lincolnshire	9. 

Gold  Promise  –  I/We  promise  to  make  the  house  totally  smoke  free  at 
all  times. 

Silver  Promise  –  I/We  promise  to  allow  smoking  only  in  a  well-ventilated 
room  and  never  in  the  presence  of  children. 

Bronze  Promise  –  I/We  promise  to  never  smoke  in  the  presence  of  children. 

Source: http://microsites.lincolnshire.gov.uk/smokefreelincs/section.asp?catId=76678 

      

	 	 	 	 	 	 	 	 	 	

           
         

          
          

           
            

           

          
          

        
           

    

             
             

            

	 	 	 	 	 	 	

          

           

             
           

            
           

             
             

Respect individual choice in private spaces such as homes and cars 

The panels were very aware of the sensitivities around crossing the ‘private’ 
boundary of the home with ‘public’ smoke-free health promotion interventions. 
The importance of having a range of messages to promote smoke-free 
homes that emphasise choice was identified as an essential component of 
interventions. These need to be provided at key points, for example in 
primary care, and at key times, for example at post-natal midwife or health 
visitor visits. The staged approach described above will help to deliver this. 

There needs to be careful avoidance of disapproval within programmes, as 
stigmatising people who smoke only serves to add additional pressure on 
people, which is unhelpful in addressing smoking. Messages about 
smokefree homes and cars can be sensitive as these are private spaces 
where people can exercise choice. 

For many people, access to outside space is limited at best, and this does 
affect the choices people are able to make about a smokefree home. On the 
one hand this needs to be dealt with sensitively by professionals, while on 
the other, information about second hand smoke needs to be clearly provided. 

Making protecting children the central aim and message 

Protecting children from second hand smoke is generally seen as important. 
Significant childhood illnesses experienced by children of smokers contribute 
to existing inequalities and impact upon the life chances of many children. 

The protection of children should be a central aim and message of a local 
smokefree homes and cars campaign, and where possible the voice of children 
in the family should be central to creating a smokefree home. Children can 
be potential agents of change in homes where they can have influence, 
although it should be noted that in deprived areas, smoking is still seen as 
the norm, and children may not identify smoking in their homes as an issue. 
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5.0  mainTaining  The  alliance 

72 

This  section  will  cover: 

Annual  review  of  Alliance  functionality 

Alliance  improvement  plans 

To  ensure  that  the  Alliance  is  achieving  its  objectives  and  improving  on 
outcomes  for  the  Borough,  you  will  need  to  review  the  partnership  regularly. 
This  section  sets  out  a  partnership  review  process  and  improvement  planning 
templates  under  five  headings: 

Leadership  and  governance 

Delivery  and  performance 

Efficiency 

Evidence  base  and  consultation 

Communication  and  advocacy 

Learning  and  development 

This  is  a  self-assessment  process,  which  should  involve  all  partners  and  be 
carried  out  at  least  once  a  year.  This  self-assessment  is  not  scored,  rather  it 
provides  an  opportunity  for  partners  to  identify  which  areas  they  need  to 
focus  on  to  help  the  Alliance  function  more  effectively  and  achieve  its  aims. 
The  results  should  be  discussed  by  the  Alliance  and  actions  identified  to 
address  areas  of  weakness  in  the  improvement  plans  in  Section  5.2. 

A  sample  agenda  for  a  review  session  is  provided  in  Appendix  6. 



 

      

	 	 	
      

     

	 	 	
	 	 	

	 	 	
	 	

	 	 	 	 	

      
       

   
       

  
       

       
      

  
    

    
  

       
       
      

   
      

    
     

      
   

5.1 annual review of alliance functionality
�

Leadership and Governance 
How partners come together to agree common 
priorities and related actions and milestones 

Yes and we 
can show real 
benefits 

Yes, but we 
need to 
improve 

Work is 
planned 

Action is 
needed 

Key example 

Partners share a common vision of the 
difference they want to make and the direction 
they want to take 
Partners have an agreed action plan to deliver 
vision and aims 
Partners are clear about the added value of 
partnership – how they can achieve more together 
Partners are willing to make changes to 
achieve shared goals 
Partners facilitate partnership working and 
encourage support within their own 
organisation or group 
Partners are clear about their role in delivering 
the Alliance’s aims, and are accountable for it 
The Alliance has clear lines of accountability 
to a high-level partnership 
The Alliance regularly reports to its governing 
body, and reporting requirements are 
understood and met by all members 
There are clear systems for reporting and 
unblocking barriers to progress 

73 



 
 

 
 

 
 

	 	 	
       

  

	 	 	
	 	 	

	 	 	
	 	

	 	 	 	 	

     
     

    
   

  
      

     
     

     

     
       

     
   
     

  

T
o

b
a

c
c

o
 c

o
n

T
r

o
l a

llia
n

c
es

: a
 T

o
o

lk
iT

 fo
r

 lo
n

d
o

n

�

Delivery and Performance 
How the Alliance works to aims and objectives 
and manages performance 

Yes and we 
can show real 
benefits 

Yes, but we 
need to 
improve 

Work is 
planned 

Action is 
needed 

Key example 

The Alliance structure fits its purpose 
The Alliance has developed a performance 
management process which includes clear 
milestones, outcomes, performance indicators 
and delivery dates 
Objectives, targets and milestones are set and 
owned by those responsible for them 
Progress is regularly reviewed and remedial 
actions promptly agreed by Alliance where 
necessary 
Adequate resources are devoted to achieving 
the goals of the Alliance and used effectively 
Partners use effective methods to manage 
projects and co-ordinate activity 
Partners consistently deliver what they have 
signed up to 
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Efficiency 
How the Alliance works to make fair and 
effective decisions and ensures resources are 
used productively 

Yes and we 
can show real 
benefits 

Yes, but we 
need to 
improve 

Work is 
planned 

Action is 
needed 

Key example 

The full costs of running the Alliance and 
implementing action plans is known 
There are adequate financial and staff 
resources to enable the Alliance to meet its 
aims and objectives 
The Alliance has good administration and 
support arrangements 
The Alliance structure is conducive to decision 
making 
Meetings are effective, timetabled and 
partners communicate with each other 
regularly between meetings 
Partners ensure there is a fair sharing of risks, 
contributions and rewards amongst partners 
Future funding streams for Alliance work are 
considered 
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Evidence Base and Consultation 
How the Alliance actively involves all key players 
in the development of tobacco control work 

Yes and we 
can show real 
benefits 

Yes, but we 
need to 
improve 

Work is 
planned 

Action is 
needed 

Key example 

There are suitable arrangements to ensure the 
Alliance has effective input from each partner 
and their organisations, other stakeholders 
and the general public 
Partners undertake tobacco-related 
communications, consultation and research 
together, and share data 
The partnership ensures that the needs of 
disadvantaged areas and groups in particular 
are addressed 
The partnership has enough evidence, 
statistics and data to make confident 
decisions 
Decisions are based on sound evidence, 
statistics, audience insights and data 
Projects are based on national evidence of 
best practice and are aligned to regional 
approaches 
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Communication and Advocacy 
How the Alliance plans and delivers work to 
inform of local issues, champion work and 
influence local policy 

Yes and we 
can show real 
benefits 

Yes, but we 
need to 
improve 

Work is 
planned 

Action is 
needed 

Key example 

The Alliance benefits from high-level 
champions who are proactive in raising 
tobacco issues at senior levels 
Alliance members have the skills and 
knowledge required advocate for tobacco 
control 
The Alliance has an agreed plan for 
communications, which is proactive not 
reactive 
The communications plan is jointly owned and 
delivered by partner organisations 
Advocacy work is planned and delivered at key 
points where high-level decisions are made 
Communications campaigns use national 
branding and signpost to local Stop Smoking 
Services 
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Learning and Development 
How the Alliance uses best practice and 
supports learning and development across 
partner organisations 

Yes and we 
can show real 
benefits 

Yes, but we 
need to 
improve 

Work is 
planned 

Action is 
needed 

Key example 

Systems are in place to monitor and evaluate 
progress of each work stream 
Findings from evaluations are reviewed and 
the lessons learnt inform future practices 
The Alliance disseminates good practice and 
incorporates it into its work 
The Alliance finds out why members leave or 
fail to engage and learns lessons for the future 
The Alliance reviews its structure, operation 
and governance arrangements from time to time 
The Alliance consults with other partnerships 
to integrate tobacco into wider agendas and 
ensure gaps are filled 
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5.2 alliance improvement Plans 
Leadership and Governance Improvement Plan 

Considering the points scored in the first two columns of the assessment table, what does the Alliance do particularly well? 

Considering the areas for improvement highlighted in the assessment table what does your Alliance need to improve on 
or reconsider? 

Things the Alliance should start doing or could do better Outcomes 
required 

Responsibility Timescale 

Things the Alliance should consider stopping, or which may no longer be necessary 

79
 



 
 

 
 

 
 

	 	 	 	

                   

                  
  

	 	 	 	 	 	 	 	 	 	

            

Delivery and Performance Improvement Plan 

Considering the points scored in the first two columns of the assessment table, what does the Alliance do particularly well? 

Considering the areas for improvement highlighted in the assessment table what does your Alliance need to improve on 
or reconsider? 

Things the Alliance should start doing or could do better Outcomes 
required 

Responsibility Timescale 

Things the Alliance should consider stopping, or which may no longer be necessary 
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Efficiency Improvement Plan 

Considering the points scored in the first two columns of the assessment table, what does the Alliance do particularly well? 

Considering the areas for improvement highlighted in the assessment table what does your Alliance need to improve on 
or reconsider? 

Things the Alliance should start doing or could do better Outcomes 
required 

Responsibility Timescale 

Things the Alliance should consider stopping, or which may no longer be necessary 

8
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Evidence Base and Consultation Improvement Plan 

Considering the points scored in the first two columns of the assessment table, what does the Alliance do particularly well? 

Considering the areas for improvement highlighted in the assessment table what does your Alliance need to improve on 
or reconsider? 

Things the Alliance should start doing or could do better Outcomes 
required 

Responsibility Timescale 

Things the Alliance should consider stopping, or which may no longer be necessary 

Communication and Advocacy Improvement Plan
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Considering the points scored in the first two columns of the assessment table, what does the Alliance do particularly well?
�

Considering the areas for improvement highlighted in the assessment table what does your Alliance need to improve on 
or reconsider? 

Things the Alliance should start doing or could do better Outcomes 
required 

Responsibility Timescale 

Things the Alliance should consider stopping, or which may no longer be necessary 

8
3 



 
 

 
 

 
 

	 	 	 	

                   

                  
 

	 	 	 	 	 	 	 	 	 	

            

Learning and Development Improvement Plan 

Considering the points scored in the first two columns of the assessment table, what does the Alliance do particularly well? 

Considering the areas for improvement highlighted in the assessment table what does your Alliance need to improve on 
or reconsider? 

Things the Alliance should start doing or could do better Outcomes 
required 

Responsibility Timescale 

Things the Alliance should consider stopping, or which may no longer be necessary 
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6.0 aPPendices 

This section will cover: 

Key  Local  Authority  tobacco  control  stakeholders  and  levers  for 

engagement
�

Key  NHS  tobacco  control  stakeholders  and  levers  for  engagement 

Wider  stakeholders  and  levers  for  engagement 

6.1  appendix  1:  key  stakeholders  and  priorities 
This section provides an overview of key tobacco control stakeholders and 
levers to engage them in local tobacco control work. This stakeholder analysis 
is by no means exhaustive, and there will be other people in your Borough who 
could contribute to both the Alliance and local work programmes. 

This section is presented in three main sections: 

1.	� a) Key Local Authority stakeholders 
b) Key levers to engage with Local Authority stakeholders 

2.	� a) Key NHS stakeholders 
b) Key levers to engage NHS stakeholders 

3.	� Wider stakeholders 

6.1.1 key local auThoriTy sTakeholders 
a) Local councillors 

The primary role of councillors is to represent the views and needs of their 
electorate, who are defined by geographical areas known as wards. They hold 
surgeries to hear the views of local people and to help individuals by 
representing their interests. They campaign on local issues, and work to 
develop links with all parts of the community. They take on different roles 
within an area and therefore some will be more relevant to tobacco control 
than others. 

Local Authorities are political organisations, and therefore engaging Local 
Authority staff in tobacco control will be that much easier if the issue is 
deemed politically salient and is supported by local politicians. 

Executive councillors are the members of the executive group (often called 
‘Cabinet’), which is responsible for the overall business of the council. 
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Executive councillors take the decisions in respect of resource allocation, 
which subsequently determines the work undertaken by Local Authority 
departments. Within this group, executive councillors will take lead 
responsibility for a portfolio of work for areas such as children and families, 
health and wellbeing and business and enterprise. 

Each Local Authority also has an Overview and Scrutiny Panel, made up of a 
separate group of cross-party councillors who check and monitor the 
decisions taken by the executive group. 

Non-executive councillors have the benefit of being able to question and 
make proposals to the executive group. One of the roles of the non-executive 
councillor is to overview and scrutinise the work of the executive group, which 
legitimises their questioning role. Councillors from wards where the 
prevalence of tobacco use is high may be well-placed to advocate for local 
tobacco control issues. 

Details of your local councillors and their roles can be found on the Local 
Authority website. The Alliance Chair may be best placed to approach 
individual Councillors, and the Overview and Scrutiny Panel could be 
approached through the Director of Public Health or senior Local Authority 
officer. 

b) Local Strategic Parterships 

LSPs bring together at a senior level the different parts of the public sector 
with private, business, community and voluntary sectors so that different 
initiatives and services support each other and work together. It provides a 
single overarching local co-ordination framework within which other 
partnerships, like tobacco control alliances, can operate. 

LSPs provide the forum for identifying and articulating the needs and 
aspirations of local communities, which are set out as a shared local vision 
within the Sustainable Community Strategy. 

The LSP is a non-statutory partnership, and the executive group is the 
ultimate decision making group. The LSP exercises a leadership and governing 
role in collectively reviewing and steering public resources towards local 
priorities for action, but all target-setting and consequent commissioning, 
contracting and resource allocation decisions must be formalised through the 
executive group. 

The LSP structure will be driven by local circumstances to reflect local need. 
It will usually include an executive board, which is able to take strategic 
decisions. The Board is supported by the main thematic partnerships for 
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Health  and  Well-being  partnership 

Children  &  Young  People’s  partnership 

Employment  and  Enterprise  partnership 

Community  Safety  partnership 

Housing 

Sustainable  Development 

Environment  and  Liveability  

Stronger  Communities 

the area. These partnerships will vary from place to place, but typical 
groupings are: 

The Chair of the LSP executive board is formally recognised by the executive 
group of councillors, making it important to brief and engage this individual in 
local tobacco control work. 

c) Drug Action Team 

Drug Action Teams (DATs) are the partnerships responsible for delivering the 
drug strategy at a local level. They typically comprise representatives 
from Local Authorities (education, social services, and housing) health, 
probation, the prison service and the voluntary sector. 

The DATs ensure that the work of local agencies is brought together 
effectively and that cross-agency projects are co-ordinated successfully. 
They commission services and supporting structures, monitor and report on 
performance, and keep stakeholders informed. The DAT may be able to share 
key lessons about partnership working in the area, which may be relevant to 
tobacco control. 

DATs take strategic decisions on expenditure and service delivery to meet the 
aim of the National Drugs Strategy (2008-18).1 This strategy aims to reduce 
the harm that drugs cause to society, communities, individuals and their 
families. It comprises four strands of work: 
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Protecting  communities  through  tackling  drug  supply,  drug-related  crime 
and  anti-social  behaviour 

Preventing  harm  to  children,  young  people  and  families  affected  by  drug 
misuse 

Delivering  new  approaches  to  drug  treatment  and  social  re-integration 

Public  information  campaigns,  communications  and  community 

engagement
�



 

            
              

           
          

           
      

	 	

         
          
      

        
       

          
           

   

        
       

            
 

 

 

 

 

The strategy outlines a wider preventative view that is not focused just on 
illegal drugs, but on all substances and the risk factors that are known to lead 
to drug use, alcohol misuse and volatile substance abuse (gases, glues and 
solvents). It proposes a package of interventions to support parents to 
educate their children about the risks of drugs, supporting families to stay 
together and providing intensive interventions where needed. 

d) Trading Standards 

Trading Standards services are found within Regulatory Services in Local 
Authorities. They are responsible for ensuring a fair and safe trading 
environment and protecting consumers within the area. 

Trading Standards services support legitimate businesses by working to 
remove counterfeit products, including cigarettes and other tobacco 
products, from the market. By preventing and prosecuting underage sales of 
tobacco, alcohol, knives, glue and other items, they contribute to better public 
health and safer communities. 

Increasingly, Trading Standards work involves internet investigations as more 
items are bought and sold in this way. 

Trading Standards services are central to tobacco control. They have a lead 
role in: 
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Reducing  underage  sales  of  age-restricted  products,  including  tobacco. 

This  involves  providing  information  and  education  to  local  retailers, 

conducting  test  purchases,  enforcing  sanctions  on  retailers  and  retail 

outlets  who  persistently  sell  to  persons  underage.
�

Reducing  the  availability  of  counterfeit  and  illegal  tobacco  products  in 

partnership  with  HMRC.  This  involves  identifying  counterfeit  products 
 
on  sale,  building  and  sharing  intelligence  about  illegally  sold  smokeless 

tobacco  products,  and  seizing  products  where  there  is  due  cause 
 
for  concern.
�

Monitoring  compliance  with  Tobacco  Advertising  and  Promotion  Act. 

This  involves  receiving  complaints  and  conducting  follow-up  enquiries  and 

visits  in  relation  to  these  complaints.  They  may  also  provide  businesses 

with  advice  and  guidance.
�

Forthcoming  point-of-sale  regulations,  ensuring  tobacco  products  are  not 

displayed  at  the  point-of-sale  and  taking  action  where  necessary.
�
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e) Environmental Health 

Environmental Health services are often built around a number of professions 
working together to improve and protect public health. Their work covers 
areas as diverse as: 

Environmental  protection: 

Noise 

Litter 

Pollution 

Animal  welfare 

Food  safety 

Workplace  health  and  safety 

Health  protection: 

Air  quality 

Smokefree  legislation 

Communicable  disease  control 

Housing 

Pest  control 

Environmental Health Officers are public health professionals primarily 
concerned with protecting the public from harmful exposures in the 
environment and improving public health. They act as advisers, educators, 
consultants and enforcement officers. As part of their role, Environmental 
Health Officers will carry out site visits and give advice and support to 
businesses, employers, employees and individual householders. 

Environmental Health Officers are responsible for monitoring compliance and 
enforcing Smokefree legislation. They will work closely with local businesses, 
as they do for a wide range of legislative requirements, to provide education, 
advice and support to ensure compliance is achieved. 

Environmental Health will respond to complaints of non-compliance with 
Smokefree legislation and associated complaints, such as noise and litter. 
They will work with businesses to address the complaints, and take 
enforcement action where legislation is consistently breached. Monitoring 
data to indicate local levels of compliance will be compiled from site visits, 
and offers a useful source of information to inform local tobacco control 
programmes. 
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f) Children’s Trust 

The children and young people’s agenda is politically prominent and widely 
supported across organisations in both the statutory and non-statutory 
sectors. Integrating work to protect children and young people from tobacco 
related harm with the wider children and young people’s agenda is an excellent 
way of aligning the emerging tobacco control agenda with local priorities. 

At a strategic level, the Children’s Trust is the embodiment of the local 
partnership between all commissioners, current and potential providers of 
services for children, young people and their families. A number of partners 
have a ‘duty to cooperate’ with Children’s Trusts, and the Children’s Trust 
Board is a statutory body, required in every area, with legal responsibility for 
producing and delivering the Children and Young People’s Plan.2 

The Children and Young People’s Plan is a single, strategic and overarching 
plan for all local services for children and young people. The overall aim of the 
local Children and Young People’s Plan is to deliver on the five outcomes 
outlined in ‘Every Child Matters’3. These are: 

Be  healthy 

Stay  safe 

Enjoy  and  achieve  through  learning 

Make  a  positive  contribution  to  society 

Achieve  economic  well-being 
Department of Children, Schools and Families, Every Child Matters3 

The tobacco control alliance will need to engage with the Children’s Trust and 
Children’s services to strengthen the mandate for tobacco control work 
programmes and encourage tobacco to be addressed as a part of service 
delivery to children, young people and families. 

There is a wide range of professionals delivering work with children and young 
people, including social workers, teachers, school and community nurses, 
health visitors, youth workers, probation officers, employment and skills 
advisors. 

There is a wide range of children and young people’s services delivered by 
these professionals to meet the five outcomes. These include children’s 
centres providing integrated services, Connexions, Youth Service, Youth 
Offending Team, School Nursing services, contraception and sexual health 
services. 
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6.1.2 key levers To engage local auThoriTy 
sTakeholders 
a) The Local Government Act 20004 

This Act created a discretionary power for Local Authorities to do anything 
they consider likely to promote or improve the economic, social or 
environmental wellbeing in their area. This was introduced to help Local 
Authorities contribute locally to shared national priorities, such as those 
within health improvement programmes. The powers enable Local Authorities 
to improve the quality of life, opportunity and health of their local 
communities. The Act recognises that an integrated approach to improving 
economic, social and environmental well-being is essential to improving heath 
and reducing inequalities. 

Demonstrating an impact on economic, social or environmental wellbeing will 
help engage the Local Authority and comprehensive tobacco control can be 
aligned with this approach: 

Economic wellbeing – tackling the sale of illicit tobacco to support local 
retailers; reducing the prevalence of smoking in the workplace provides 
considerable cost-savings to local employers in terms of increased 
productivity, lower rates of absenteeism and accidental fires; reducing 
smoking prevalence among low-income families can play a significant role in 
reducing the number of children living in poverty. 

Social wellbeing – reducing the disproportionate burden of tobacco and 
smoking on deprived communities supports the development of an equitable 
society; working to make smoking history will protect our children and young 
people from the harms of tobacco. 

Environmental wellbeing – reducing exposure to second hand smoke is central 
to environmental wellbeing, particularly for children and young people. 

b) Joint Strategic Needs Assessment (JSNA)5 

Working to ensure that the local burden of tobacco use is adequately 
reported in the JSNA is an excellent lever with which to raise the issue of 
tobacco with the LSP and more widely. 

The JSNA is a comprehensive needs assessment of a local area, which looks 
ahead 3 – 5 years. It is the process in which PCTs and Local Authorities 
describe the future health, care and wellbeing needs of the local population, 
and the strategic direction of service delivery to meet those needs. It is an 
ongoing process of data collection, analysis and reporting on the needs of the 
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local population. Hard data (e.g. statistics) and soft data (e.g. views of local 
people) are compiled to identify: 

a) the major issues to be addressed in relation to health and well-being, 
and 

b) the actions that local agencies need to take to address those issues 

Local areas are required to analyse and report on a core dataset to inform 
local priority and target setting, commissioning and resource allocation. 

Within the core dataset, there are multiple indicators to which actions to 
reduce tobacco use are relevant. The JSNA is an opportunity to assess the 
impact of tobacco on local health, social, economic and environmental 
wellbeing. Alliances should engage in this process to help to co-ordinate 
the data in the local area related to tobacco use and to scope the impact 
of tobacco on all the relevant indicators in the core dataset. These are 
set-out below: 

All-age  all  cause  mortality  rate 

Deaths  attributable  to  smoking 

Life  expectancy 

Healthy  life  expectancy  at  age  65 

Self-reported  measure  of  people’s  overall  health  and  wellbeing 

Working  age  people  on  out-of-work  benefits 

Working  age  people  on  out-of-work  benefits  in  worst  performing 

neighbourhoods
�

Proportion  of  children  living  in  poverty 

Modelled  and  or  recorded  smoking  prevalence 

Quit  rates  per  100,000 

c) Local Area Agreement 

The Local Area Agreement (LAA) is a three-year plan that commits the LSP 
and local organisations to a set of measurable targets, chosen to represent 
progress towards the aspirations in the Sustainable Community Strategy. 
It sets out the ‘deal’ between central government and Local Authorities and 
their partners to improve services and the quality of life for local people. 

The LSP drives and co-ordinates the delivery of targets and the Local 
Authority is the lead partner and the statutory ‘responsible body’. 

Each LAA includes up to 35 national priority targets, the decisions about 
which are based on the outcomes of the JSNA. They are agreed between LSPs 
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and Government and are measured against national indicators. The national 
indicator directly related to reducing smoking is defined as ‘NI 123 16+ 
current smoking rate prevalence’. However, tobacco control work will have a 
positive impact on many of the indicators, creating many useful levers with 
which to place tobacco control on the agenda (See Section 3.2). 

d) PSA targets for drugs and alcohol 

Aligning tobacco control work with the PSA targets that underpin the 
National Drugs Strategy and provide a focus for the work of the DAT will be 
important to engaging the DAT in joined up approaches to tackle tobacco, 
drugs, alcohol and volatile substances. The PSA targets are: 

PSA  25  Reduce  the  harms  caused  by  alcohol  and  drugs  is  a  key  cross-
Government  priority 

PSA  14  Increase  the  number  of  children  and  young  people  on  the  path 
to  success 

Within the strategy, the strand of work relating to the prevention of harm to 
children, young people and families affected by drug misuse provides an 
opportunity to join up approaches to prevent harm caused by smoking and 
drug misuse. Early interventions are central to this work, targeting young 
children and families before problems have arisen. These interventions are 
delivered through schools, children’s services and youth support targeted to 
vulnerable young people. 

As smoking is strongly associated with other substance misuse, and smoking 
in adolescence can be an early warning sign for future substance abuse 
problems, there may be a strong case for the integration of work to reduce 
tobacco use with work to address substance misuse. 

A survey of young people’s health behaviours in England in 2008 found6: 
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Pupils  who  had  taken  drugs  at  least  once  in  the  previous  year  had  more 
than  10  times  the  odds  of  being  regular  smokers  compared  with  pupils 
who  had  never  taken  drugs. 

The  prevalence  of  regular  smoking  increased  with  the  number  of  units  of 
alcohol  drunk  in  the  previous  week. 

Secondary  school  pupils  are  more  likely  to  take  cannabis  more  than  any 
other  drug.  Cannabis  is  typically  smoked  with  tobacco,  exposing  users  to 
nicotine  addiction. 

Pupils  who  have  truanted  from  school  or  been  excluded  are  more  likely  to 
be  regular  smokers  than  those  who  have  not. 



 

             
             

              
         

            
          
             
    

	 	 	 	 	 	

            
         

              
            

         
              

       

             
          

          
             

 

One of the indicators to measure the PSA 25 target to reduce the harm 
caused by alcohol and drugs is the percentage of the public who perceive drug 
use or dealing and drunk and rowdy behaviour to be a problem in their area. 
The implementation of Smokefree legislation has moved smokers to the 
outside of licensed venues. Reducing the prevalence of smoking in an area will 
serve to reduce the numbers of people gathering outside licensed venues, 
which help improve the perceptions of people living in an area that drunk and 
rowdy behaviour is an issue. 

e) The emerging role of Trading Standards 

Trading Standards have a clear role in tobacco control, and reducing the sale 
of age-restricted products to persons underage is well supported politically, 
and so there may be a mandate for this work to be prioritised locally within 
the LAA. The local service plan for Trading Standards services will provide 
information about the level of tobacco-related activity agreed for the 
financial year, and will enable you to see this activity in the context of the 
wider priorities for which Trading Standards is responsible. 

It is worth noting that the current economic recession is likely to result in 
public sector cuts from the financial year of 2010/11. Many Trading 
Standards services are facing uncertainty about the number of posts 
which will be funded in the future, and the budgets available to deliver on 
their priorities. 
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f) The continuing role of Environmental Health 

Environmental Health continues to be very much engaged with the tobacco 
control agenda at a national level. The guidance and support provided by the 
Chartered Institute for Environmental Health (CIEH), as the professional 
body, continues to be helpful in engaging with Environmental Health 
colleagues at a local level. 

Compliance with Smokefree legislation has been high since its introduction in 
2007, but there is wide agreement that the momentum needs to be 
maintained to continue to denormalise tobacco use in society. 

There are still some areas where there are issues with the enforcement of 
Smokefree legislation. In prisons, Smokefree legislation applies to all indoor 
areas except cells solely occupied by prisoners who are smokers aged 18 
years and over. However, the Prison Service has set out the aspiration of 
attaining a 100% smokefree prison estate in the future.7 

In addition to enforcing Smokefree legislation, Environmental Health 
colleagues are well-placed, in their public facing role, to provide very brief or 
brief interventions, information and advice to local businesses about Stop 
Smoking Services. 

Local Authorities Coordinators of Regulatory Services (LACORS) provides 
advice and guidance to regulatory services in the UK. They have produced 
guidance about the implementation of Smokefree and the management of 
litter and noise complaints.8 
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g) Healthy Schools Partnerships 

Healthy Schools Partnerships are partnerships between health, education and 
other sectors, working together to improve the health and wellbeing of pupils, 
a key factor in increasing levels of educational attainment and success. 

Healthy Schools programmes aim to: 

Support  children  and  young  people  in  developing  healthy  behaviours 

Help  raise  the  achievement  of  children  and  young  people 

Help  reduce  health  inequalities 

Help  promote  social  inclusion 

In  order  to  gain  Healthy  School  status,  schools  are  required  to  meet  criteria  in 
all  four  of  the  following  core  themes: 

PSHE 

Healthy  eating 

Physical  activity 

Emotional  well-being 

h) Healthy Schools Enhancement Model9 

The Healthy Schools programme has recently developed an enhancement 
model. This will support schools to build on their past achievements and to 
widen and deepen their work across the four core themes to achieve health 
and wellbeing behaviour change and outcomes for children and young people. 
Enhanced status pays particular attention to working with those who are 
most at risk, providing support in a targeted way. 

This new stage for Healthy Schools emphasises the ongoing development of 
schools to be better able to respond to the Government’s health and wellbeing 
agenda within the school environment. 

Nationally, the expectation from the Health in Schools Board is that by 2020 
all schools will be Enhanced Healthy Schools. Therefore, there is scope to 
work with the local Healthy Schools programme to support the delivery of 
effective tobacco education, to ensure schools have a written policy on 
actions to be taken if pupils are found smoking on school premises and have 
good links with the tobacco control alliance and local Stop Smoking Services. 

i) Personal Social and Health Education (PSHE) 

In October 2008, it was announced by Government that PSHE will become a 
statutory part of the school curriculum in 2011.10 An independent review is 
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being undertaken to provide recommendations on how to take this 
announcement forward in a practicable way. 

j) Healthy Further Education Programme 

The Healthy Further Education Programme (Healthy FE) is a new national 
initiative to help improve the health and wellbeing of students and staff in the 
further education sector. 

This programme is led by further education establishments, who will identify 
what is wanted by their staff and learners; and, what can be delivered by them 
(in collaboration with community partners) as part of their mainstream 
business. 

It should not seek to create new infrastructure and processes – but should 
make use of and develop existing arrangements wherever possible. 

Reducing tobacco use is a key health priority in the programme and further 
education establishments are encouraged to work in partnership with the 
NHS and other local organisations to increase the number of health and 
wellbeing services available to staff and students. 

k) Healthy Child Programme 5 to 19 years11 

The Healthy Child Programme 5 to 19 years focuses on prevention and early 
intervention services for children and young people between these ages. The 
programme is designed to help commissioners and planners of local children’s 
services to use their resources effectively. 

The Healthy Child Programme provides an overview of the services that 
should be available to parents and children as they progress through 
childhood and adolescence. The full range of practitioners involved in 
children’s services are recognised, including health service providers, 
education providers and wider services for children and young people. 

Tobacco use among children and young people is identified as a key health 
priority in the programme. It is recommended that young people and parents 
who smoke are proactively advised about smoking and referred to local 
services. Work needs to be developed locally to ensure local Stop Smoking 
Services are young people friendly. 

l) New Ofsted Inspection Framework12 

A new Inspection Framework for Schools has been effective since the 
beginning of the academic year 2009-2010. Within it, there is a legal 
requirement to assess the contribution made by the school to the wellbeing of 
their pupils. In terms of pupil outcomes, there are seven areas of judgment, 
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which are considered as part of the inspection. “The extent to which pupils 
adopt healthy lifestyles” features among these judgements and provides an 
opportunity to work with schools, parents and pupils to reduce smoking and 
denormalise tobacco. 

k) Children and Young People’s Plan 

The Children and Young People’s Plan for your Borough will contain 
information about relevant local priorities and services, enabling you to 
identify opportunities to reduce and denormalise tobacco use, and protect 
children from second hand smoke. 

Children’s Trusts will be preparing a new Children and Young People’s Plan for 
2011 to reflect the changes proposed for Children’s Trusts. This creates an 
opportunity to raise the issues of the harm that smoking and tobacco use 
inflicts on the health, wellbeing and safety of local children and young people. 

Nationally, the publication of the Child Health Strategy13 set out priorities for 
the health of children through three stages: 

Pregnancy  and  the  early  years, 

School-age  children 

Young  people 

Work to improve health behaviours and to provide more support to children 
and families most at risk of poor health outcomes is prioritised in this 
strategy. Smoking cuts across all of these stages, and poses a significant risk 
to the health of children and young people. The strategy proposes a 
strengthened role for children’s centres in delivering health improvement 
services, an improved healthy child programme, expansion of the Family 
Nurse Partnership Programme, improvement of the quality and consistency of 
PSHE and development of the health visitor workforce. 

There are many opportunities within the priorities in this strategy to 
integrate work to reduce smoking prevalence with wider services and 
interventions to improve child and family health. 

6.1.4   key  nhs  sTakeholders 
a) Director of Public Health 

Directors of Public Health (DsPH) provide strategic leadership and advocacy 
for public health across key organisations in the Borough. They serve as chief 
public health adviser to the PCT Board and are accountable to the Chief 
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Executive. They are also likely to be involved in representing the PCT on the 
LSP and relevant sub-groups, working in strategic partnerships, with a 
particular focus on reducing health inequalities. 

Around a quarter of London Boroughs have made joint DPH appointments, in 
recognition of the fact that councils lead work programmes which 
significantly influence public health, for example in schools, through leisure 
and sports services, older people’s services, environmental health and 
housing. 

The DPH takes a strategic overview of work across the three domains of 
public health, which are detailed in Figure 13, and they will lead a public health 
team in partnership with others to deliver work across the ten public health 
competencies. These can be accessed at: 
http://www.nwph.net/NWTPHN/Lists/Courses/competencies.aspx1 

Each year the DPH is required to prepare an annual public health report, which 
is a public, independent report on the health and health needs of the local 
population. It is independent in that it is not influenced by local political, 
funding or resource issues. 

The DPH is responsible for health improvement and will take overall strategic 
responsibility for many of the outcomes and targets that relate directly to 
reducing smoking prevalence in the Borough. At present the key target is to 
generate 4-week quitters through Stop Smoking Services. However, the case 
must be made that the forthcoming development of a prevalence target will 
require a broader approach to control the availability, affordability and 
desirability of tobacco. 

A core area of public health practice is assessing the evidence of 
interventions, programmes and services to improve population health and 
wellbeing. A key part of engaging the DPH will involve building confidence 
that tobacco control work programmes are based on sound national and local 
evidence that assures progress towards key outcomes. 

DsPH take a strategic lead on health inequalities and provide leadership to 
programmes that reduce them. Working to quantify the impact of 
comprehensive tobacco control on health inequalities will help you to present 
a strong case to the DPH. 
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Figure 13: The role of the Director of Public Health 

The DPH 

DPH 

Health 
Protection 

Service 
Quality 

Health 
Improvement 

• disease & injury prevention 
• communicable disease control 
• environmental health hazards 
• emergency planning 

• Quality 
• Clinical effectiveness 
• Efficiency 
• Service planning 
• Audit and evaluation 
• Clinical governance 

• Employment 
• Housing 
• Family & Community 
• Education 
• Inequalities & Exclusion 
• Lifestyles 

Source: www.adph.org.uk 2 

b) Stop Smoking Services 

The local Stop Smoking Service is responsible for co-ordinating the delivery 
of stop smoking interventions across the Borough. The Stop Smoking Service 
provides a behavioural support programme and access to pharmacotherapy to 
support smokers to quit. Success in quitting is quantified by carbon monoxide 
readings, which are taken at each session to verify smoking status. 

The Stop Smoking Service commissioner usually takes overall responsibility 
for achieving the Borough’s 4-week quit target, and a range of organisations 
and professionals are likely to be involved in delivering stop smoking 
interventions in order to achieve this. For example, GPs are well-placed to 
deliver brief interventions to ask about their patient’s smoking status and 
whether they would like specialist support to quit. 

The service manager will have a good overview of how local smokers are 
referred and supported to quit, and the Stop Smoking Service is likely to 
benefit from exposure to partner organisations concerned with tobacco 
control, as they may also have a role to play in helping smokers to quit. 

c) Secondary Care Services 

Secondary care is usually delivered in hospitals or clinics and patients have 
usually been referred by their GP or a primary care provider. 
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Secondary care services have a potentially large, though often unrealised role 
to play in tobacco control. Patients receiving treatment in secondary care 
services may be motivated to address their smoking behaviour, particularly if 
the complaint for which they are being treated is related to tobacco-use. 

d) Commissioners 

Commissioning is happening across the NHS and Local Authorities in order to 
allocate resources to meet local needs, and to improve the quality and 
efficiency of local services. There are four basic stages to commissioning, 
which are outlined below: 

1.	� The JSNA – engaging with local people and service users, understanding 
their needs and taking a sophisticated approach to the use of data. 

2.	� Planning and service design – identifying what services are needed to 
address current and emerging needs and prevent problems arising in the 
first place. 

3.	� Deciding how to deliver those services – identifying which organisations 
are best placed to deliver, contract, broker partnerships; or put Service 
Level Agreements in place. 

4.	� Reviewing and challenging – assessing effectiveness and monitoring the 
impact on the needs of the local population. 

This is sometimes referred to as the ‘understand’, ‘plan’, ‘do’ and ‘review’ cycle. 

The NHS is working towards ‘World Class Commissioning’ to deliver a more 
strategic and long-term approach to commissioning services, with a clear 
focus on delivering improved health outcomes and reducing inequalities. 
Commissioners are working towards demonstrating 11 competencies in their 
work. These are outlined below: 
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Locally  lead  the  NHS 

Work  with  community  partners 

Engage  with  public  and  patients 

Collaborate  with  clinicians 

Manage  knowledge  and  assess  needs 

Prioritise  investment 

Stimulate  the  market 

Promote  improvement  and  innovation 

Secure  procurement  skills 



 

           
 

	 	

            
              

           
         

         

             
   

	 	 	

           
         

         
            

          
  

           
           

           

            
           

            
            

          
 

          
         

             
          

 

 

Manage  the  local  health  system 

Make  sound  financial  investments 

More information on World Class Commissioning can be found on the DH 
website: http://www.dh.gov.uk/en/Managingyourorganisation/ 
Commissioning/Worldclasscommissioning/index.htm3 

6.1.5   key  levers  To  engage  nhs  sTakeholders 
a) Vital signs 

Vital signs are a set of indicators against which NHS Operational Plans are 
measured. Smoking prevalence is a tier 2 vital sign, which means that it is a 
national priority for which work can be planned and managed locally. The 
indicator for smoking prevalence measures the number of 4-week quits 
locally, and is expressed as a rate. The definition is: 

“Smoking prevalence among people aged 16 or over, and aged 16 or over in 
routine and manual groups.” 

b) Health Inequalities 

The PSA targets for health inequalities are measured in terms of life 
expectancy at birth and infant mortality between the poorest socio-economic 
classes or deprived geographical areas compared to population averages. 
The PSA targets come to an end in 2010, however commitment remains within 
public services to reduce the gap in health outcomes between different 
groups in society. 

The Mayor of London is developing a strategy on health inequalities in 
London, in which smoking is recognised as a key contributing factor, and 
partnership working between Local Authorities and the NHS is a key priority. 

Health inequalities have been made a priority for the NHS in the NHS 
Operating Framework for 2010/114, putting the issue, and the target, at the 
heart of NHS service planning and performance. All age all cause mortality, as 
a proxy for life expectancy, is an indicator in both the NHS Operating 
Framework – Vital Signs and the New Performance Framework for Local 
Authorities.5 

The Marmot Review6 of health inequalities identified the importance of the 
role of preventing ill-health and health promotion. Support for stopping 
smoking was seen as central to this work, and support for targeted work with 
priority groups to reduce the social gradient in smoking and ill-health. 
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The London Health Observatory has the national lead in monitoring health 
inequalities, ethnicity and smoking. They have developed a Health Inequalities 
Intervention Tool, which details local inequalities target and indicator data 
related to health inequalities, and enables you to model the impact of 
reducing the number of smokers in an area on these targets and indicators in 
the most deprived quintile in the Borough and across the Borough as a whole. 

http://www.lho.org.uk/LHO_Topics/Analytic_Tools/Hea lthInequalitiesTool.aspx7 

You can also access local data about targets and indicators and see how they 
compare to national or forecast data. 

http://www.lho.org.uk/LHO_Topics/Analytic_Tools/ 
HealthInequalitiesForecastCharts.aspx8 

b) Delivering stop smoking interventions within health services 

Engaging with primary and secondary care services requires work both with 
service providers, but also with NHS commissioners. NHS Services are 
commissioned by the PCT, and therefore will work to their contractual 
arrangements set-out in the Service Level Agreement. It is important to 
recognise that service providers may need support to deliver fully on the 
aspirations to support smokers to quit, set out within their Service Level 
Agreements. Key examples of where stop smoking interventions have been 
highlighted as part of local health services are listed below. 

Stop	smoking	interventions	in	secondary	care 

Supporting  a  smoker  to  quit  at  least  8  weeks  prior  to  surgery  has  been  
shown  to9: 

Reduce  wound  related,  lung  and  heart  complications; 

Decrease  wound  healing  time; 

Reduce  bone  fusion  time  after  fracture  repair; 

Reduce  length  of  stay; 

Reduce  the  risk  of  heart  disease,  cancer  and  premature  death  in  the 

long  term
�

The Department of Health has developed guidance for stop smoking 
interventions in secondary care11, which provides example care pathways and 
resource templates to enable the development of stop smoking support and 
withdrawal management in acute settings, for both planned and unplanned 
admissions. The toolkit is currently being piloted in trusts across the country, 
and the scheme provides an excellent opportunity to engage hospital trusts in 
a structured programme of service development. The pilot is likely to be 
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 Stop	smoking	interventions	in	Mental	Health	settings 

rolled out further, and opportunities for involvement will be communicated 
through the Regional Tobacco Policy Team. 

Improving the physical health of mental health service users is an issue on the 
mental health agenda. The Government has recently consulted on the future 
of mental health services in order to develop a new approach from 2010.12 It 
is recognised that the new approach needs to include a focus on the physical 
wellbeing of mental health service users, working with councils, the NHS and 
others to make sure people get services that look after all their needs. 

Part of the emerging vision for 2020 is that people with mental health 
problems will not have more physical health problems than others. For 
example they will not be more likely to smoke, to be overweight or to have 
heart problems. Achieving this vision will require sharing of knowledge and 
expertise across mental health and health improvement services to work 
effectively with this group. 

Smoking rates are significantly higher among people living with a mental 
illness compared with the general population.13 Since 2008; there has been a 
ban on smoking in all in-patient mental health units in England, in line with 
Smokefree legislation. This is encouraging mental health services to consider 
how best to manage smokers while they are in-patients. 

Reducing	Smoking	in	Pregnancy 

Improving the quality and outcomes of maternity services across all groups 
within the population is a key priority within ‘Maternity Matters’ and the NHS 
Operating Framework 2010/11.4 

Smoking in pregnancy increases infant mortality, a key indicator of the 
national health inequality target, by about 40%.14 

Maternity services are tasked with collecting data about women’s smoking 
status at the time of delivery, prompted by a compulsory screen on the 
Patient Information System (PIS) computer in the maternity unit. This data is 
submitted to the Department of Health, via the PCT on a quarterly basis. 
Good performance is indicated by the percentage of women smoking at the 
time of delivery reducing over time. 

Delivering smoking cessation routinely with maternity services would support 
the sign off criteria for one of the Local Delivery Plans that contribute to the 
monitoring of the health inequalities PSA target. This is detailed below: 
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“Smoking cessation: deliver a 1% point reduction per year in the proportion 
of women continuing to smoke throughout pregnancy, focusing especially on 
smokers from disadvantaged groups.” 

Maternity care provides a unique opportunity for health care professionals to 
meet, engage and support women and their partners, who might not otherwise 
present to health services. Pregnancy can often be a ‘teachable moment’ in a 
woman’s life, as it is a natural time to review current behaviours and consider 
their impact on the unborn child. 

NICE have developed guidance for Stop Smoking Services, which included a 
review and recommendation for interventions with pregnant smokers.15 Draft 
NICE guidance on quitting during pregnancy and following childbirth is out for 
consultation.16 

c) World Class Commissioning 

‘World Class Commissioning’ is the guiding policy in the NHS driving 
improvements in commissioning3. World class commissioning requires that 
PCTs develop dynamic partnerships with clinicians, local authorities and other 
commissioners, communities and providers of healthcare services. Working 
together, they will define, develop and deliver high quality and integrated 
services that are closely matched to the health and care needs of the local 
population. 

Practice-based commissioning (PBC) is at the heart of world class 
commissioning. It empowers and supports local clinicians to work in 
partnership with PCTs to innovate and shape how resources are invested to 
deliver better health, better care and better value for their local communities. 

World Class Commissioning relies on good information and data and it is 
therefore imperative that tobacco control work programmes are evaluated to 
demonstrate their impact on local targets, health outcomes and health 
inequalities. 

The JSNA will underpin commissioning decisions taken by the NHS and the 
Local Authority. The Alliance should influence tobacco control commissioning 
by providing data and recommendations to the JSNA. 

6.1.5   wider  sTakeholders 
a) HM Revenue and Customs 

HMRC are responsible for the collection and enforcement of tobacco duties; 
detecting and disrupting inland illicit tobacco supply chains, investigating and 
disrupting criminal offences. 
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In 2008, the UK Border Agency was launched to integrate the work of HMRC 
with the Border and Immigration Agency and UK Visa Services. The UK Border 
Agency is responsible for detecting and seizing smuggled tobacco at the UK 
Border, arresting suspects of tobacco smuggling offences and referring them 
to HMRC for investigation. 

Key levers to engage with HMRC 

Tackling tobacco smuggling is now an explicit priority for both HM Revenue 
and Customs and the UK Border Agency, and a joint strategy, ’Tackling 
Tobacco Smuggling Together’, was published in November 2008.1 

This strategy identifies the importance of tackling illicit tobacco within our 
communities, where the availability of illicit tobacco undermines efforts to 
reduce smoking prevalence, especially among young people and those in 
routine and manual groups. Illicit tobacco products are available in our 
communities at less than half the price of their duty paid equivalent. 

A key action in this strategy, which is the responsibility of HM Revenue and 
Customs, is to complete the introduction of a nationwide network of regional 
inland excise enforcement teams. These teams will build links with Local 
Authorities, particularly Trading Standards to increase the impact of inland 
enforcement. 

b) London Fire Brigade 

The Fire Brigade work to prevent fires and provide information about smoking 
in the home, and how to avoid accidental fires from starting. They offer home 
visits to assess fire risk, provide personalised advice and fit fire alarms where 
needed. They communicate tobacco control messages to the public to reduce 
harm caused by tobacco-related fires. Working with the Fire Brigade within 
the Alliance will help to join up local tobacco control messages and raise the 
profile of these issues. 

Key levers to engage with London Fire Brigade 

Fires caused by smokers’ materials are more likely than other domestic fires 
to cause death or serious injury. In London it is estimated that around 40 per 
cent of all fatalities in accidental house fires are caused by smoking 
materials, while nationally this figure is a third. 

Throughout 2007 the London Fire Brigade worked as part of the RIP coalition2 

(Reduced Ignition Propensity Cigarettes) – organisations which included 
other UK fire services, health and tobacco control groups, calling for the 
introduction of a fire safer standard which could prevent thousands of fires 
and hundreds of deaths across Europe every year. 
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European Union countries have now agreed to set a new “fire safer standard” 
for all cigarettes sold in the EU. The decision will now go the European 
standards body, for a new standard to be developed. 

The standard will require all cigarettes sold in EU countries to be ‘reduced 
ignition propensity’ cigarettes. This would mean that each cigarette has 
bands in the paper down its length, which cause it to go out if not puffed by 
the smoker. 

The Brigade will continue to work as part of the RIP coalition to encourage the 
introduction of the standard in the UK and across the European Union without 
delay to prevent further avoidable fires, injuries and deaths. 

You can find out details of the Fire Service in your Borough and the Borough 
Commander on the London Fire Brigade website: 
http://www.london-fire.gov.uk/A-ZFireStations.asp3 
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6.2  appendix  2:  draft  Terms  of  reference 
Name of Alliance 

Introduction 

Who  partners  are  and  their  status  (e.g.  organisation,  individual,  voluntary 
group,  elected  member) 

Background  to  the  development  of  the  Alliance  and  rationale 

Vision and objectives 

A vision is a statement describing the Alliance’s aspiration of the future that 
it will work towards achieving. 

Objectives are the outcomes and results that serve as steps, taking you 
towards the future vision. They should be Specific, Measurable, Achievable, 
Result-orientated and Time-bound (SMART), so that you can assess 
performance and progress. 

Running the partnership 

Include the following elements: 

109 

Participation  and  representation  on  the  partnership  (including  any  lead 
partner) 

Elected  member  involvement  and  role 

Information/data  sharing  and  storing  protocols 

How  Alliance  business  will  be  communicated  to  partners  and  wider 

stakeholders
�

Each  partner’s  role  and  responsibilities 

Resources  required  and  how  they  will  sourced 

Identify  who  is  to  own  any  assets,  including  intellectual  property 

Structure  and  frequency  of  meetings 

Decision-making  procedures  (voting  arrangements,  how  decisions  will  be 
documented  and  reported  back  to  other  organisations) 

Who  will  provide  secretariat  functions? 

Process  for  monitoring,  evaluating  and  reporting  back  on  partnership 
activities 

Performance  management  arrangements 

Frequency  of  review  of  partnership  agreement 
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Partnership  structure  and  reporting  (it  may  be  useful  to  include  a  diagram 
indicating: 

–  Who  is  responsible  for  what 

–  Reporting  lines  (how  often,  what,  to  whom) 

Management	and	Timescale 

 Produce  an  action  plan  identifying: 

–  Key  milestones  and  SMART  targets 

–  Costed  actions  to  achieve  SMART  targets 

–  Which  partner  is  responsible  for  each  action 

–  Reporting  requirements  (timescale  and  format)  against  each  action 

Other	matters 

How  the  Alliance  will  resolve  disputes 

How  breaches  of  procedure  protocols  will  be  dealt  with 

Employees/staffing  –  who  will  employ  and  manage  staff  and  where  will 
they  work?  Which  organisation’s  Human  Resource  policies  will  apply? 

Review 

Detail  when  will  this  agreement  be  reviewed  and  by  who 
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6.3  appendix  3:  Tobacco  control  visioning  event  – 
sample  agenda 
Suggested times: 09.30 – 13.30 or 12.30 -16.30 

Opening presentation 
Purpose of the session 
Suggested presenter – Tobacco Control Lead 

Suggested content 

Aims 

–  D evelop  a  shared  aspiration  for  what  we  want  to  achieve  locally  in 

tobacco  control
�

–  Agree  a  single  statement  to  reflect  our  shared  vision 

Objectives 

–  C onsider  tobacco  control  and  the  affect  of  tobacco  use  on  our  local 
population 

–  C onsider  the  future  impact  we  want  to  have  as  an  Alliance  on  the 
 
local  area
�

–  Describe  what  success  will  look  like  for  the  Borough 

–  Identify  our  current  position 

Presentation 2 
Tobacco control: The national picture 
Suggested presenter – Tobacco Control Lead 

Suggested content 
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What  is  tobacco  control? 

What  is  it  aiming  to  achieve  and  why  is  that  important  for  the  Borough? 

Key  achievements  since  ‘Smoking  Kills’ 

National  tobacco  control  strategy 

Importance of partnership working to reduce the prevalence of tobacco use 

Presentation	3 	
Tobacco	control:	The	local	picture:	The	burden	of	tobacco	on	health	in 		
the	Borough 	
Suggested  presenter  –  Director  of  Public  Health 

http:Suggestedtimes:09.30�13.30or12.30
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Suggested  content 

Key  demographics  of  the  Borough  (size  of  population,  age,  ethnicity, 

occupational  group  and  deprivation  breakdowns)
�

Health  inequalities  and  key  health  trends 

Key  contributors  to  local  mortality  profile 

Strategic  priorities  for  the  Borough  that  tobacco  control  will  contribute  to 

Smoking  prevalence  (broken  down  geographically  or  demographically,  by 
ward  if  available) 

Number  of  pregnant  women  smoking  at  time  of  delivery 

Smoking  prevalence  among  young  people  (Secondary  school  surveys) 

Maps  to  illustrate  are  useful  (often  found  in  the  Annual  Public  Health 
report) 

Key  local  challenges  to  tobacco  control 

Presentation	4 	
Tobacco	control	and	the	Local	Authority 	
Suggested  presenter  –  Head  of  Regulatory  Services 

Suggested  content 

Political  profile  of  Local  Authority 

The  local  priorities  in  the  Local  Area  Agreement 

Where  tobacco  control  fits  with  local  priorities 

Key  tobacco  control  activities  undertaken  by  the  Local  Authority, 

for  example:
�

–  Test  purchasing  –  activity  and  results 

–  Action  on  illicit  tobacco 

–  Action  on  smokeless  tobacco  products  in  the  Borough 

–  Enforcing  Smokefree  legislation 

–  Preparations  for  enforcing  Point-of-sale  legislation 

–  Key  local  challenges  to  tobacco  control 

Break 

Exercise	1:	Describing	the	vision 

You  will  need:
� 
Flipchart  paper  and  pens
�
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1.	� Imagine it is ten years from today and you have successfully delivered on 
every aspect of tobacco control for the Borough. As a team, describe what 
it looks like as if you could see it around you. Try and speak in present 
tense throughout this exercise as it helps to imagine you are in the future. 

2.	�Use the following questions as triggers, give everyone a chance to 
contribute and capture the conversation on flipcharts. 

What  have  we  achieved? 

Who  are  our  stakeholders  and  how  have  they  benefitted  from  what  we 
have  done? 

What  are  the  most  visible  indications  of  our  success? 

What  are  we  most  pleased  about? 

What  arrangements  have  we  put  in  place  to  make  sure  success  is 

sustained?
�

How  are  we  measuring  progress  and  success? 

Is  there  anything  we  still  need  to  tackle? 

What  are  the  challenges  we  face  now? 

What  have  we  learnt  from  our  successes  and  failures? 

3.	�  Summarise  the  values  and  achievements  that  have  been  raised  as 
important  during  the  discussions 

4.   Construct  a  clear  vision  statement  as  a  group,  based  on  these  principles. 

Exercise 2: Current reality 

Now come back to the present day and explore a set of related questions: 

1.	� How close are we to our vision? 

2.	� What do we need to change, improve upon or stop doing to achieve 
the vision? 

3.	� What resources do we need? 

4. What do we need to do now to get started? 

Next steps 

The vision statement should be typed up and circulated to all Alliance 
members for comment within two weeks. Once approval has been given by 
Alliance members, it can then be circulated to wider partners. 

Close 
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6.4  appendix  4:  action  planning  workshop  –  
sample  agenda 
Suggested times: 09.30 – 16.30 

Opening presentation 
Purpose of the session 

Suggested presenter – Tobacco Control Lead 

Suggested content 

114 

Aims 

–  I dentify  what  actions  need  to  be  taken  in  order  to  achieve  the  Alliance’s 
vision 

–  Identify  indicators  and  outcomes  with  which  progress  can  be  measured 

–  Develop  a  SMART  Alliance  action  plan 

Objectives 

–  Map  current  delivery  of  interventions 

–  Agree  objectives  and  outcomes 

–  I dentify  key  actions,  named  leads  and  processes  for  delivery,  reporting, 
monitoring  and  evaluation 

Presentation	2 	
The	vision	for	tobacco	control	in	the	Borough 	
Suggested  presenter  –  Tobacco  Control  Lead 

Suggested  content 

Overview  of  Visioning  Event  and  discussion  points  from  the  day 

The  vision  statement  developed  by  partners 

Strategic  priorities  for  the  Borough  that  tobacco  control  will  contribute  to 

Smoking  prevalence  (broken  down  geographically  or  demographically,  by 
ward  if  available) 

Overview  of  stop  smoking  interventions  being  delivered  with  reference  to 
priority  groups 

Number  of  pregnant  women  smoking  at  time  of  delivery 

Smoking  prevalence  among  young  people  (Secondary  school  surveys) 

Overview  of  tobacco  control  workstreams  (see  Figure  7) 

Overview  of  tobacco  control  work  already  being  delivered 

Presentation	3 	
Tobacco	control	in	London 	
Suggested  presenter  –  Regional  Tobacco  Policy  Manager 

http:Suggestedtimes:09.30�16.30


 

   

         
   

           
      

            
         

         
         

        
 

           

         

                
 

            
           

            
 

 

 

 

 

 

 

Suggested  content 

An  overview  of  tobacco  control  nationally  and  in  London 

Key  National  and  Regional  policy  documents  with  which  to  align  local 
programmes 

Forthcoming  Regional  strategies  and  initiatives 

Regional  examples  of  good  practice  in  tobacco  control 

Break 

Exercise	1:	Where	are	we	starting	from? 

In  this  exercise,  the  group  will  consider  the  vision  statement  and  identify  the 
current  position. 

You  will  need: 

Flipchart  paper  and  pens 

An  A3  size  copy  of  the  overview  of  tobacco  control  workstreams  diagram 

1.	� Display  the  partnership  vision  and  tobacco  control  workstreams  where 
everyone can see them. 

2.	�Split the partners into multi-disciplinary, multi-interest groups of between 
4 – 6 people. 

3.	�Allocate 10 minutes to the groups to discuss the following questions 
before feeding back to the wider group. 

– What tobacco control work are we currently delivering in each 
workstream? The responses to this question should be written on 
flipchart under the following headings: Stopping the inflow of young 
people recruited as smokers, assisting every smokers to stop their 
dependence on tobacco and protecting families and communities from 
tobacco-related harm 

– What is the cost and resource implication of this work? 

– What is the impact of our current work? 

– If we continue with our current efforts, how close will we get to achieving 
our vision? 

4.	�Ask the groups to feedback to the wider group, mapping the current 
activities on the A3 size diagram of the tobacco control workstreams as 
they do. This will be a useful reference point when developing the action 
plan later. 
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Lunch 

Exercise 2: Agreeing the objectives and actions 
The next stage of the action planning process is to identify the building blocks 
that will create the vision. These are the objectives, which are then broken 
down into deliverable actions with named leads. Both objectives and actions 
should be Specific, Measurable, Achievable, Relevant and Time bound (SMART). 

This exercise is delivered in the form of a facilitated discussion with partners. 
The tobacco control workstream headings may provide a useful prompt to 
ensure all areas of work that contribute to a reduction in smoking prevalence 
are covered. 

In developing the objectives and actions with your partners, the following 
questions provide a simple structure: 

‘Where  are  we  now? 

‘How  can  we  add  value  to  existing  activities  and  workstreams’ 

Clarify  the  current  position  by  summarising  the  outcomes  of  Exercise  1. 

‘What  are  the  key  outcomes  that  we  need  to  achieve  in  order  to  achieve 
our  vision? 

‘How  should  these  be  prioritised  in  terms  of  importance  to  achieving 

our  vision?’
�

Clarify  your  objectives  by  breaking  the  vision  down  in  SMART  outcomes. 

‘What  do  we  need  to  do  to  get  to  our  desired  position?’ 

Establish  the  steps  to  achieve  each  objective 

‘Who  and  what  is  required  to  deliver  on  the  action? 

Identify  the  named  lead  and  the  necessary  inputs 

‘When  and  how  often  does  this  need  to  be  delivered  to  make  expected 
progress  towards  the  objectives?’ 

‘How  will  the  partnership  be  kept  informed  of  the  progress  made,  and 
when  will  we  know  when  the  objective  has  been  achieved?’ 

Identify  the  processes  for  delivery,  communication,  monitoring  and 
evaluation 

Next steps 

The action plan should ideally be typed up and circulated to attendees for 
comment within two weeks. Once approval has been given by attendees, it can 
then be circulated to wider tobacco control stakeholders. 

Close 
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6.5 appendix 5: example action plan template 


Objective Actions Indicators/ 
Milestones 

Priority 
Level 

Cost By 
whom 

By 
when 

Risk of action 
not being 
achieved 

Counter 
actions 

1 1.1 

1.2 

1.3 

2 2.1 

2.2 

2.3 

2.4 
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6.6  appendix  6:  annual  health  check:  reviewing  
the  alliance 
This agenda is to be used in conjunction with Section 5.0: Maintaining 
the Alliance. 

Suggested times: 09.30 – 16.30 

Opening presentation 
Purpose of the session 
Suggested presenter – Tobacco Control Lead 

Suggested content 
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Aims 

–  To  assess  how  well  the  partnership  is  meeting  its  vision  and  objectives 

–  T o  identify  the  progress  that  has  been  made  towards  milestones  and 
objectives 

–  To  identify  areas  for  improvement  or  prioritisation 

Objectives 

–  C ollectively  review  and  discuss  how  well  the  Alliance  is  functioning 
across  six  areas  of  performance:  Leadership  and  governance,  delivery 
and  performance,  efficiency,  evidence  base  and  consultation, 
communication  and  advocacy,  learning  and  development 

–  D iscuss  areas  of  strength  and  agree  on  areas  where  improvement 
 
is  needed
�

–  D evelop  SMART  actions  as  part  of  an  improvement  plan  across  the  six 
areas  of  performance 

Presentation	2 	
The	purpose	of	the	Tobacco	Control	Alliance 	
Suggested  presenter:  Tobacco  Control  Lead 

Suggested  content 

The  burden  of  tobacco  in  the  Borough 

How  tobacco  contributes  to  local  mortality  and  morbidity  profiles 

Strategic  priorities  for  the  Borough  that  tobacco  control  will  contribute  to 

Smoking  prevalence  (broken  down  geographically  or  demographically,  by 
ward  if  available) 

http:Suggestedtimes:09.30�16.30


  

 Use  of  smokeless  tobacco  products 

Number  of  pregnant  women  smoking  at  time  of  delivery 

Smoking  prevalence  among  young  people  (Secondary  school  surveys) 

Key  local  challenges  to  local  tobacco  control 

Key  areas  of  work  in  the  action  plan 

 

 

 

 

Presentation	3 	
Overview	of	tobacco	control	workstreams	for	last	year 	
Suggested  presenters  –  Workstream  leads 

For  example:  Environmental  Health  Officer  –  Smokefree  legislation 
enforcement  and  compliance,  Trading  Standards  Lead  –  Reducing  underage 
sales,  point-of-sale  legislation,  smokeless  products,  Stop  Smoking  Service 
Manager  –  Supporting  smokers  to  quit,  Healthy  Schools  representative  – 
smoking  prevention  in  schools 

Suggested  content 

 Brief  overview  of  workstream 

Funding  sources 

Key  milestones  achieved 

Measurable  outcomes  delivered 

Key  local  challenges 

Plans  for  work  over  the  next  year 

 

 

 

 

 

Break 

Reviewing	the	Alliance 	
Exercise	1:	Identifying	level	of	progress 		

You  will  need: 

 41  sticky  dots  in  a  different  colour  for  each  group  of  between  4  –  8  people. 
The  number  of  colours  will  depend  on  the  number  of  partners  attending 
the  workshop. 

An  A4  size  copy  of  each  section  of  the  Annual  Health  Check  for  each  group. 

One  A3  size  copy  of  each  section  of  the  Annual  Health  Check,  blu-tac  and 
wall  space  or  display  boards  to  display  these  around  the  room. 

Pens 

Notepaper  to  take  down  key  points  from  the  group  discussion. 

 

 

 

 

6.0 aPPendices 
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1.	� Split partners into multi-disciplinary, multi-interest groups of between 
4 – 8 people (depending on the size of the group). Allocate a colour to 
each group and give them 41 sticky dots in the corresponding colour. 

2.	� Give each group an A4 size copy of the first section of the Annual Health 
Check – leadership and governance, and pens. 

3.	� Allocate 10 minutes to the groups to consider and discuss each 
statement under leadership and governance and reach an agreement 
about how the statements should be scored. 

4.	� Ask the group to mark down their scores with a pen and cite key examples 
where they are able to, noting these down in the final column. 

5.	� After 10 minutes ask the groups to approach the A3 size copy of the 
leadership and governance section, and mark their scores using one 
coloured dot per statement. 

6.	� Get everyone seated, and facilitate a whole group discussion to draw out 
the areas where there is strong agreement and differing views. Encourage 
partners to share their views, using their examples to illustrate their 
opinions to the group. 

7.	� Note down key discussion points to ensure the full range of views can be 
reflected in the final report of the Health Check. 

8.	� Count the dots for each statement and score to find the majority 
consensus, and check back with the group to see if the consensus has 
changed as a result of the discussion. 

9.	� Agree the final scores with the group. 

10. Repeat steps 2 – 9 for the remaining sections of the Annual Health Check. 

Lunch 
Exercise 2: Identifying areas for improvement 

You will need: 
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An  A4  size  copy  of  each  Improvement  Plan  for  each  group. 

One  A3  size  copy  of  each  Improvement  Plan,  blu-tac  and  wall  space  or 
display  boards  to  display  these  around  the  room. 

Pens 

Notepaper  to  take  down  key  points  from  the  group  discussion. 



 

          
          

              
    

               
         

             
            

     

          
          

          
 

         

	 	 	 	 	 	

        
        

	 	

            
          

           
         

 

 

 

1.	� Split partners into multi-disciplinary, multi-interest groups of between 
4 – 8 people (depending on the size of the group). 

2.	� Give each group an A4 size copy of the first Improvement Plan – 
leadership and governance, and pens. 

3.	� Allocate between 5 – 10 minutes for each group to discuss and agree on 
key points under the following headings in the Improvement Plan: 

Things  the  Alliance  should  start  doing  or  do  better 

Outcomes  required 

Things  the  Alliance  should  consider  stopping,  or  which  may  no  longer 
be  necessary 

4.	� Ask groups to feedback on their key points under the three headings, 
while the facilitator notes these down on the A3 size copy of the 
leadership and governance Improvement Plan 

5.	� Identify any additional information or intelligence required to take 
suggested actions forward, and task the relevant partners to source this 
before the next Alliance meeting, when these Improvement Plans will 
be completed. 

6.	� Repeat steps 2 – 5 for each section. 

Summarise the key points from the session 

Key achievements, areas for improvement or change, additional information 
or intelligence required to take key improvement actions forward. 

Next steps 

Preparation of the report from the workshop to be circulated with papers for 
the next Tobacco Control Alliance meeting, agenda at next Tobacco Control 
Alliance meeting to include work to complete Improvement Plans in terms of 
formally agreeing actions and outcomes, assigning work leads and timescales. 

Close 

121 



Tobacco conTrol alliances: a ToolkiT for london       

 

  
          

      
            

      
          

    
     

         

     
             

     

          
      

           
          

        
           

 
           

      
         

         
        

   

          
         
  

              
          

       
              

           
       

7.0 references
�

7.1 executive summary 
1.	� Department of Health (2010) A smokefree future: A comprehensive 

tobacco control strategy for England. London: HMSO 
2.	� Axelrod R. (2000) Terms of engagement: Changing the way we change 

organizations. San Francisco, CA: Berrett-Koehler Publishers, Inc. 
3.	� Foresight Horizon Scanning Centre. Exploring the future: Tools for 

strategic thinking [Online] Available http://www.foresight.gov.uk/ 
microsites/hsctoolkit/index.htm Accessed 18th January 2010 

4.	� Winchester City Council. Partnership Toolkit [Online] Available 
http://www.winchester.gov.uk/Documents/LSP/ 
settingyouroutcomesandtaregets.pdf Accessed 18th January 2010 

5.	� Barr A and Dailly J (2007) Step-by-step: An introductory guide to the 
LEAP framework. Scotland: Community Development Foundation 

7.2  introduction 
1.	� Department of Health (2010) A smokefree future: A comprehensive 

tobacco control strategy for England. London: HMSO 
2.	� Jarvis MJ, Wardle J (2006) Social patterning of individual health 

behaviours: the case of cigarette smoking. In Marmott M, Wilkinson RG 
editors Social determinants of health. Oxford: Oxford University Press 

3.	� Office for National Statistics (2009) Smoking and drinking among adults, 
2007. ONS 

4.	� Department of Health (2009) NHS Stop Smoking Services: Service and 
monitoring guidance 2009/10, London: Department of Health 

5.	� Department of Communities and Local Government (2008) Department 
of Communities and Local Government (2008) Working with Black and 
Minority Ethnic Communities: A guide for Stop Smoking Service 
Managers. [Online] Available: http://www.communities.gov.uk/ 
publications/communities/stopsmoking 

6.	� British Medical Association (2004) Smoking and reproductive life: the 
impact of smoking on sexual, reproductive and child health, London: 
British Medical Association 

7.	� Gardosi J, Beamish N, Francis A, Williams M, Sahota M, Tonks A, McGeown 
P and Hart M. Stillbirth and infant mortality, West Midlands 1997–2005: 
Trends, Factors, Inequalities. The West Midlands Perinatal Institute 

8.	� Parsons TJ, Power C, Manor O. (2001) ‘Fetal and early life growth and 
body mass index from birth to early adulthood in 1958 British cohort: 
Longitudinal study’ British Medical Journal December 8; 323 
(7325):1331-1335 

122 

http://www.communities.gov.uk/publications/communities/stopsmoking
http://www.winchester.gov.uk/Documents/LSP/
http://www.foresight.gov.uk/microsites/hsctoolkit/index.htm


  

           
      

            
   

 

7.0 references7.0 references 

9.	�  Matte  TD,  Bresnahan  M,  Begg  MD,  Susser  E.  (2001)  ‘Influence  of  variation 
in  birth  weight  within  normal  range  and  within  sibships  on  IQ  at  age  7 
years:  cohort  study’  British  Medical  Journal  August  11;323  (7308): 
310-314 

10.	�  US  Department  of  Health  and  Human  Sciences  (2004)  The  health 
consequences  of  smoking:  a  report  of  the  Surgeon  General,  Washington 
DC:  USA 

11.	�  Action  on  Smoking  and  Health  (2009)  Facts  at  a  glance:  tobacco 
economics  [Online]  Available  www.ash.org.uk/files/documents/ASH_95.pdf  
[20th  October  2009] 

12.	�  NICE  (2008)  Public  Health  Guidance  PH10  Smoking  cessation  services  in 
primary  care,  pharmacies,  local  authorities  and  workplaces,  particularly 
for  manual  working  groups,  pregnant  women  and  hard  to  reach 
communities  

13.	�  ASH  (2009)  Beyond  Smoking  Kills:  Protecting  children,  reducing 
inequalities.  London:  ASH 

7.3  setting  up  the  alliance 
1.	� Wilcox D. A short guide to partnerships [Online] Available www. 

partnerships.org.uk/part/partguide1.doc Accessed 18th January 2010 
2.	� DH (2008) Excellence in tobacco control: 10 High Impact Changes to 

achieve Tobacco Control 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@ 
en/documents/digitalasset/dh_084848.pdf 

7.4   getting  started 
1.	�  Axelrod  R.  (2000)  Terms  of  engagement:  Changing  the  way  we  change 

organizations.  San  Francisco,  CA:  Berrett-Koehler  Publishers,  Inc. 
2.	�  Foresight  Horizon  Scanning  Centre.  Exploring  the  future:  Tools  for 

strategic  thinking  [Online]  Available  http://www.foresight.gov.uk/ 
microsites/hsctoolkit/index.htm   Accessed  18th  January  2010 

3.	�  Smokefree  North  West.  Mission  statement  [Online]  Available  
http://www.smokefreenorthwest.org/   Accessed  18th  January  2010 

4.	�  Smokefree  Tower  Hamlets  (2008)  Tobacco  Control  Strategy  [Online] 
Available  http://www.towerhamlets.nhs.uk/EasySiteWeb/getresource.ax 
d?AssetID=2387&type=full&servicetype=Attachment   Accessed  18th 
January  2010 

5.	�  Beaumont  C.  (2008)  Bill  Gates’  dream:  A  computer  in  every  home.  Daily 
Telegraph,  27  June. 

6.	�  Winchester  City  Council.  Partnership  Toolkit  [Online]  Available  http:// 
www.winchester.gov.uk/Documents/LSP/ 
settingyouroutcomesandtaregets.pdf   Accessed  18th  January  2010 

123 

http://www.winchester.gov.uk/Documents/LSP/
http://www.towerhamlets.nhs.uk/EasySiteWeb/getresource.axd?AssetID=2387&type=full&servicetype=Attachment
http:http://www.smokefreenorthwest.org
http://www.foresight.gov.uk
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_084848.pdf
www.ash.org.uk/files/documents/ASH_95.pdf


Tobacco conTrol alliances: a ToolkiT for london       

          
       
       

           
 

             
     

       
  

           
        

          
  

             
  

7.	� Department of Local Government and Communities (2007) The New 
Performance Framework for Local Authorities and Local Authority 
Partnerships: Single Set of National Indicators London: HMSO 

8.	� Mintzberg H. (2007) Tracking Strategies: Toward a General Theory. 
OUP Oxford 

9.	� Barr A and Dailly J (2007) Step-by-step: An introductory guide to the 
LEAP framework. Scotland: Community Development Foundation 

7.5  advocacy 
1.	� The Advocacy Institute www.advocacy.org [Online] Available Accessed 

18th January 2010 

7.6   communications 
1.	� Department of Health (2008) Excellence in tobacco control: 10 High 

Impact Changes to achieve tobacco control, London: Department of 
Health. 

2.	� Department of Health (2005) Choosing Health: Making healthy choices 
easier. London: HMSO 

3.	� Hastings G (2007) Social Marketing: Why Should the Devil have all the 
Best Tunes? Butterworth-Heinemann. 

4.	�  National  Centre  for  Social  Marketing,  What  is  Social  Marketing?  [Online] 
Available:  http://www.nsmcentre.org.uk/what-is-social-marketing. 
html?start=1  

7.7   stopping  the  inflow  of  young  people  recruited 
as  smokers 
1.	�  The  Information  Centre  (2008)  Drug  Use,  Smoking  and  Drinking  among 

young  people  in  England  2007  [Online]  Available:  http://www.ic.nhs.uk/ 
pubs/sdd07fullreport  

2.	�  Department  of  Health  (2010)  A  Smokefree  Future.  London:  HMSO 
3.	�  United  Kingdom  (2000)  Tobacco  Advertising  and  Promotion  Bill.  London: 

HMSO  [Online]  Available  http://www.publications.parliament.uk/pa/ 
cm200001/cmbills/006/2001006.htm 

4.	�  England  and  Northern  Ireland  (2006)  Health  Bill  2006,  Part  1.  London: 
HMSO.  Regulations  available  at  http://www.smokefreeengland.co.uk/ 
thefacts/the-regulations.html 

5.	�  NICE  (2010)  School-based  interventions  to  prevent  the  uptake  of 
smoking  among  children  and  young  people.  London:  NICE 

6.	�  NICE  (2008)  Mass-media  and  point-of-sales  measures  to  prevent  the 
uptake  of  smoking  by  children  and  young  people,  London:  NICE 

7.	�  Hampshire  County  Council.  Underage  sales  retailer  pack.  [Online] 
Available  http://www3.hants.gov.uk/underagesales/underagesales-
retailerpack.htm 

124 

http://www3.hants.gov.uk/underagesales/underagesales-retailerpack.htm
http://www.smokefreeengland.co.uk/thefacts/the-regulations.html
http://www.publications.parliament.uk/pa/cm200001/cmbills/006/2001006.htm
http://www.ic.nhs.uk/pubs/sdd07fullreport
http://www.nsmcentre.org.uk/what-is-social-marketing.html?start=1
http:www.advocacy.org


 7.0 references 

8.	�  England  and  Northern  Ireland  (2009)  Health  Bill  2009,  Part  3.  London: 
HMSO  [Online]  Available  http://www.opsi.gov.uk/acts/acts2009/ 
ukpga_20090021_en_1 

9.	�  England  and  Northern  Ireland  (2008)  Criminal  Justice  and  Immigration 
Act.  London:  HMSO 

10.	�  Hicks  J  (2001)  The  strategy  behind  Florida’s  ‘Truth’  campaign.  Tobacco 
Control,  vol.  10:3-5 

11.	�  Department  of  Health  (2007)  You’re  welcome  quality  criteria:  making 
health  services  young  people  friendly.  London:  HMSO 

7.8  motivating  and  assisting  every  smoker  to  quit 
1.	�  West  R.  and  McNeill  A  (2000)  Smoking  cessation  guidelines  for  health 

professionals:  an  update.  Thorax,  55(2):  987-99 
2.	�  Department  of  Health  (2009)  70,000  lives  saved  by  NHS  Stop  Smoking 

Services.  News  article.  [Online]  Available:  http://www.dh.gov.uk/en/News/ 
Recentstories/DH_105581 

3.	�  NICE  (2006)  Brief  interventions  and  referral  for  smoking  cessation  in 
primary  care  and  other  settings.  London:  NICE 

4.	�  Department  of  Health  (2009)  Stop  smoking  interventions  in  primary  care: 
A  systems-based  approach.  London:  HMSO 

5.	�  Department  of  Health  (2009)  Stop  Smoking  Services  Monitoring 
Guidance  2010/11.  London:  HMSO  [Online]  Available:  http://www.dh.gov. 
uk/dr_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/@sta/@ 
perf/documents/digitalasset/dh_109889.pdf 

6.	�  Department  of  Communities  and  Local  Government  (2008)  Working  with 
Black  and  Minority  Ethnic  Communities:  A  guide  for  Stop  Smoking 
Service  Managers.  [Online]  Available:  http://www.communities.gov.uk/ 
publications/communities/stopsmoking 

7.	�  NICE  (2008)  Smoking  cessation  services  in  primary  care,  pharmacies, 
local  authorities  and  workplaces,  particularly  for  manual  working  groups, 
pregnant  women  and  hard  to  reach  communities.  London:  NICE  ASH 
(2008)  Beyond  Smoking  Kills:  Protecting  children,  reducing  health 
inequalities.  London:  ASH 

8.	�  NICE  (2010)  Draft  guidance  for  consultation:  Quitting  smoking  in 
pregnancy  and  following  childbirth  

9.	�  Coleman  T,  Thornton  J,  Britton  J,  Lewis  S,  Watts  K,  Coughtrie  MW,  Mannion 
C,  Marlow  N  and  Godfrey  C  (2007)  Protocol  for  the  smoking,  nicotine  and 
pregnancy  (SNAP)  trial:  double-blind,  placebo-randomised,  controlled 
trial  of  nicotine  replacement  therapy  in  pregnancy.  BMC  Health  Services 
Research  7:2 

10.	� Coultard  M,  Farrell  M,  Singleton  N.  and  Meltzer  H.  (2000).  Tobacco, 
alcohol  and  drug  use  and  mental  health.  London:  Stationery  Office. 

125 

http://www.communities.gov.uk/publications/communities/stopsmoking
http://www.dh.gov.uk/dr_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/@sta/@perf/documents/digitalasset/dh_109889.pdf
http://www.dh.gov.uk/en/News/Recentstories/DH_105581
http://www.opsi.gov.uk/acts/acts2009/ukpga_20090021_en_1


Tobacco conTrol alliances: a ToolkiT for london       

            
     

   

        
     

         
        

       
         

     
        

11. Quitting in Mind “A guide to implementing stop smoking support in mental 

health settings” [Online] Available: http://www.quittinginmind. 
net/2_1%20Prevalence%20&%20Impact.pdf Accessed 26th January 
2010 

7.9  Protecting  families  and  communities  from 
tobacco-related  harm 
1.	�  Smokefree  England.  National  Smokefree  compliance  data  [Online] 

Available:  http://www.smokefreeengland.co.uk/thefacts/national-
compliance-data.html 

2.	�  ASH  (2008)  Beyond  Smoking  Skills:  Protecting  children,  reducing  health 
inequalities.  London:  ASH 

3.	�  Cogliano  V,  Straif  K,  Baan  R,  Grosse  Y,  Secretan  B,  El  Ghissassi  F.  (2004) 
Smokeless  tobacco  and  tobacco-related  nitrosamines.  Lancet  Oncology 
5:  708 

4.	�  Paris  AFP  (2007)  Shisha  smoking  is  more  harmful  than  cigarettes:  report. 
[Online]  Available  http://tinyurl.com/2ptk9k 

5.	�  West  R,  McNeill  A,  and  Raw  M.  (2004)  Smokeless  tobacco  cessation 
guidelines  for  health  professionals  in  England.  British  Dental  Journal, 
196(10):  611-8. 

6.	�  Strickland  P  (2008)  Smoking  in  prisons  [Online]  Available 
www.parliament.uk/commons/lib/research/briefings/snha-04843.pdf 

7.	�  Ritchie  D,  Amos  A,  Phillips  R,  Cunningham-Burley  S,  Martin  C.  (2009) 
Action  to  achieve  smoke-free  homes- an  exploration  of  experts’  views. 
BMC  Public  Health  2009,  9:112. 

8.	� SmokefreeLincs,  Protect  your  family  from  tobacco  smoke.  [Online] 
Available:  http://microsites.lincolnshire.gov.uk/smokefreelincs/section. 
asp?catId=7667 

7.10  appendix  1:  key  local  authority  stakeholders 
and  priorities 
1.	� Home Office (2008) Drugs: protecting families and communities: 

The 2008 drugs strategy. London, HMSO. 
2.	� Department for Children, Schools and Families (2008) Children’s Trusts: 

Statutory guidance on inter-agency cooperation to improve well-being of 
children, young people and their families. London: HMSO 

3.	� Department for Children, Schools and Families (2004) Every Child 
Matters: Change for Children. London: HMSO 

4.	� United Kingdom (2000) Local Government Act. London: HMSO 

126 

http://microsites.lincolnshire.gov.uk/smokefreelincs/section.asp?catId=7667
www.parliament.uk/commons/lib/research/briefings/snha-04843.pdf
http://tinyurl.com/2ptk9k
http://www.smokefreeengland.co.uk/thefacts/national-compliance-data.html
http://www.quittinginmind.net/2_1%20Prevalence%20&%20Impact.pdf


 7.0 references 

5.	� Department  of  Health  (2007)  Guidance  on  Joint  Strategic  Needs 
Assessment.  London:  HMSO 

6.	� Fuller  E.  (Ed)  Smoking,  drinking  and  drug  use  among  young  people  in 
England  in  2008.  London:  Information  Centre  for  Health  and  Social  Care 

7.	� Strickland  P  (2008)  Smoking  in  prisons  [Online]  Available  www. 
parliament.uk/commons/lib/research/briefings/snha-04843.pdf 

8.	� LACORS  (2007)  Implementation  of  Smokefree  legislation  guidance  in 
England:  Guidance  for  local  council  regulatory  officers.  London:  LACORS 
[Online]  Available:  http://www.cieh.org/uploadedFiles/Core/Policy/ 
Public_health/Smokefree_work_places_and_public_places/LACORS_guide_ 
MAR07.pdf 

9.	� Department  of  Children,  Schools  and  Families  (2009)  Local  programme 
handbook:  A  guide  to  the  healthy  schools  enhancement  model.  London: 
HMSO 

10.	� Department  of  Children,  Schools  and  Families  (05  November  2009)  
Ed  Balls  confirms  all  young  people  to  learn  Personal  Social  Health  and 
Economic  education  [Online]  Accessed  18th  January  2010  Available: 
http://www.dcsf.gov.uk/pns/DisplayPN.cgi?pn_id=2009_0208 

11.	� Department  of  Health  (2009)  Healthy  child  Programme  5  to  19  years. 
London:  HMSO 

12.	� Ofsted  (2010)  The  framework  for  school  inspection.  London:  Ofsted 
13.	� Department  of  Health  (2009)  Healthy  Lives,  Brighter  Futures:  The 

strategy  for  children  and  young  people’s  health.  London:  HMSO 

7.11  key  nhs  stakeholders  and  priorities 
1.	� North  West  Teaching  Public  Health  Network  “Ten  public  health 

competencies”  [Online]  Available:  http://www.nwph.net/NWTPHN/Lists/ 
Courses/competencies.aspx  Accessed  27th  January  2010. 

2.	� The  Association  of  Directors  of  Public  Health  [Online]  Available:  
www.adph.org.uk  Accessed  27th  January  2010 

3.	�  Department  of  Health,  World  Class  Commissioning  [Online]  Available: 
http://www.dh.gov.uk/en/Managingyourorganisation/Commissioning/ 
Worldclasscommissioning/index.htm   Accessed  27th  January  2010 

4.	�  Department  of  Health  (2009)  The  Operating  framework  for  2010/11  for 
the  NHS  in  England.  London:  HMSO 

5.	�  Department  of  Communities  and  Local  Government  (2007)  The  New 
Performance  Framework  for  Local  Authorities  and  Local  Authority 
Partnerships:  Single  Set  of  National  Indicators.  London:  HMSO 

6.	�  The  Marmot  Review  (2010)  Fair  society,  healthy  lives.  [Online]  Available: 
www.ucl.ac.uk/marmotreview 

127 

www.ucl.ac.uk/marmotreview
http://www.dh.gov.uk/en/Managingyourorganisation/Commissioning
www.adph.org.uk
http://www.nwph.net/NWTPHN/Lists
http://www.dcsf.gov.uk/pns/DisplayPN.cgi?pn_id=2009_0208
http://www.cieh.org/uploadedFiles/Core/Policy


Tobacco conTrol alliances: a ToolkiT for london       

7.	�  London  Health  Observatory  (last  updated  2009)  “Health  inequalities 
intervention  tool”  [Online]  Available:  http://www.lho.org.uk/LHO_Topics/ 
Analytic_Tools/HealthInequalitiesTool.aspx  Accessed  27th  January  2010 

8.	�  London  Health  Observatory  “Health  inequalities  target  data”  [Online] 
Available:  http://www.lho.org.uk/LHO_Topics/Analytic_Tools/ 
HealthInequalitiesForecastCharts.aspx   Accessed  27th  January  2010 

9.	�  London  Health  Observatory  (2006)  Stop  before  the  op:  a  briefing  on  the 
short  term  benefits  of  preoperative  smoking  cessation  in  London  [Online] 
Available:  http://www.lho.org.uk/viewResource.aspx?id=10495  Accessed 
27th  January  2010 

10.	� Department  of  Health  (2009)  Stop  smoking  interventions  in  secondary 
care.  London:  HMSO 

11.	� Department  of  Health  (2009)  New  horizons:  Towards  a  shared  vision  for 
mental  health:  Consultation.  London:  HMSO 

12.	� Coultard  M,  Farrell  M,  Singleton  N.  and  Meltzer  H.  (2000).  Tobacco, 
alcohol  and  drug  use  and  mental  health.  London:  Stationery  Office. 

13.	� Department  of  Health  (2009)  NHS  Stop  Smoking  Services:  Service  and 
monitoring  guidance  2009/10,  London:  Department  of  Health 

14.	� NICE  (2008)  Public  Health  Guidance  PH10  Smoking  cessation  services  in 
primary  care,  pharmacies,  local  authorities  and  workplaces,  particularly 
for  manual  working  groups,  pregnant  women  and  hard  to  reach 
communities  

15.  NICE  (2010)  Draft  guidance  for  consultation:  Quitting  smoking  in 
pregnancy  and  following  childbirth  

7.12  wider  stakeholders  and  priorities 
1.	�  HMRC  and  UK  Border  Agency  (2008)  Tackling  tobacco  smuggling 

together.  London:  HMSO 
2.	�  RIP  Coalition  [Online]  Available:  www.firesafercigarettes.org.uk  Accessed 

27th  January  2010 
3.	�  London  Fire  Brigade  “A-Z  Fire  Stations”  [Online]  Available:  http://www. 

london-fire.gov.uk/A-ZFireStations.asp  Accessed  27th  January  2010 

128 

http://www
www.firesafercigarettes.org.uk
http://www.lho.org.uk/viewResource.aspx?id=10495
http://www.lho.org.uk/LHO_Topics/Analytic_Tools
http://www.lho.org.uk/LHO_Topics


© Crown copyright 2010 

302232 1p 150 copies Mar 10 (Printflow) 

Produced by COI for the Department of Health 

www.dh.gov.uk/publications 

www.dh.gov.uk/publications

	Tobacco Control Alliances: A Toolkit for London
	Acknowledgements
	Contents
	Executive Summary
	Alliance structure
	Role of the core group
	Terms of Reference
	The role of Tobacco Control Alliance Lead
	Vision, outcomes and indicators
	Action planning
	Monitoring and evaluation
	The LEAP planning & evaluation cycle
	Alliance health check

	1.0 Introduction
	1.1 Why is tobacco control important?

	2.0 Setting up the Alliance
	2.1 Building partnerships
	2.2 Stakeholder analysis
	2.3 Membership
	2.4 Terms of Reference
	2.5 The structure of the Alliance
	2.6 The role of Tobacco Control Alliance Lead
	2.7 Appointing a Chair for the Alliance

	3.0 Getting started
	3.1 Creating the vision
	3.2 Setting outcomes and indicators
	3.3 Developing a local tobacco control strategy
	3.4 Action planning
	3.5 Monitoring and evaluation

	4.0 Creating the Right Mix of Interventions
	4.1 Core functions
	4.2 Stopping the inflow of young people recruited as smokers
	4.3 Motivating and assisting every smoker to quit
	4.4 Protecting families and communities from tobacco-related harm

	5.0 Maintaining the Alliance
	5.1 Annual review of Alliance functionality
	5.2 Alliance Improvement Plans

	6.0 Appendices
	6.1 Appendix 1: Key stakeholders and priorities
	6.2 Appendix 2: Draft Terms of Reference
	6.3 Appendix 3: Tobacco control visioning event – sample agenda
	6.4 Appendix 4: Action planning workshop – sample agenda
	6.5 Appendix 5: Example action plan template
	6.6 Appendix 6: Annual Health Check: Reviewing the Alliance

	7.0 References
	7.1 Executive summary
	7.2 Introduction
	7.3 Setting up the Alliance
	7.4 Getting started
	7.5 Advocacy
	7.6 Communications
	7.7 Stopping the inflow of young people recruited as smokers
	7.8 Motivating and assisting every smoker to quit
	7.9 Protecting families and communities from tobacco-related harm
	7.10 Appendix 1: Key Local Authority stakeholders and priorities
	7.11 Key NHS stakeholders and priorities
	7.12 Wider stakeholders and priorities




