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This report
This report has been prepared jointly by Knowsley Council, the Clinical Commissioning
Group (CCG) and partners of the Knowsley Health and Wellbeing Board (HWB).
Its purpose is to provide an analysis of smoking & tobacco in order to determine the
following:
o
o
o
o

How much impact does this issue have on local people?
Can this impact be reduced through local action?
Can local action reduce health inequalities?
Will local action on this help address other issues too?

Understanding these things helps the HWB determine the level of priority that this issue
should be given in the Borough’s Health and Wellbeing Strategy.
This is one of a series of reports that comprise Knowsley’s Joint Strategic Needs Assessment
(JSNA).

Contacts
For information about this report please contact:
Paul Langton, Public Health Epidemiologist
Phone: (0151) 443 4913

E-mail: paul.langton@knowsley.gov.uk

Dr. Gabriel Agboado, Public Health Programme Manager
Phone: (0151) 443 2641

E-mail: gabriel.agboado@knowsley.gov.uk

Further information
For a PDF copy of this report, and other research intelligence products, visit Knowsley
Knowledge – the website of Knowsley’s JSNA.
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A number of acronyms have been used throughout this document and are given below:
ASH

Action on Smoking and Health

BS

British Standard

CO

Carbon monoxide

COPD

Chronic Obstructive Pulmonary Disease

GP

General Practitioner

HFSC

Home Fire Safety Check

LES

Locally Enhanced Service

LGBT

Lesbian, Gay, Bisexual and Transgender

MFRS

Merseyside Fire and Rescue Service

NEET

Not in Employment, Education or Training

NHS

National Health Service

NICE

National Institute for Health and Care Excellence

NRT

Nicotine Replacement Therapy

PSHE

Personal, Social, Health and Economic education

QOF

Quality and Outcomes Framework

UK

United Kingdom
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Smoking & Tobacco

1. WHY SMOKING & TOBACCO IS IMPORTANT
Smoking is the largest preventable cause of death in the country with almost 80,000 people
dying every year due to smoking related causes1. As a result, smoking accounts for 17% of
all deaths for adults aged 35 or over. It is the biggest cause of health inequalities in the UK,
accounting for half of the difference in life expectancy between the least deprived areas and
the most deprived areas, with more people in disadvantaged communities being regular
smokers.
The health implications of smoking are substantial and people who smoke are more at risk
of developing lung cancer, chronic obstructive pulmonary disease (COPD), other respiratory
conditions and heart disease. Smoking is also associated with a number of other cancers
such as mouth, lip, throat, liver, kidney, stomach and cervical. It is also strongly associated
with problems in pregnancy, infant mortality and child health. Passive smoking (or secondhand smoke) can have a harmful effect on the health of non-smokers, particularly children.
The impact of passive smoking in children is greater owing to their smaller lungs and
underdeveloped immune systems2, as a result they have an increased risk of sudden infant
death, developing asthma, serious respiratory conditions such as bronchitis or pneumonia
and middle ear infections. Unlike most adults, children have little control over their home
environment, and are therefore generally unable to remove themselves from areas of
passive smoke exposure3. Children from socio-economically disadvantaged backgrounds are
generally more heavily exposed to smoke than other children, probably because of heavier
smoking inside the family home and in other places visited by children.
Smoking costs the UK economy £13.8bn per year4. The cost to the NHS of treating smoking
related illnesses is estimated to be £1.7bn per year, including the costs of hospital
admissions, GP consultations and prescriptions. Further costs to the UK economy include:


£2.9bn loss in productivity (premature deaths)



£6.5bn cost to businesses of smoking breaks



£1bn smoking related sick days



£1.1bn social care costs of older smokers



£259m cost of fires caused by smoker's materials



£242m passive smoking

In Knowsley, the total annual cost to the economy of smoking is estimated to be £46.6m5,
with £7m of that total relating to costs to the NHS (including the treatment of smoking
related illnesses and treating the effects of passive smoking in non-smokers).
Not only does smoking cost society, but there are high costs for individuals and their
families, particularly creating a financial drain on the income of poorer families. For
7
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example, a 20-a-day smoker of a premium cigarette brand spent around £2,900 a year on
cigarettes in 20144.
2. LINKS TO NATIONAL AND LOCAL DRIVERS
2.1 Healthy Lives, Healthy People: A Tobacco Control Plan for England6
The Tobacco Plan for England from March 2011 set out the Government's strategy for
tackling issues around tobacco including legislation, policies and support to local services. It
includes ambitions to reduce smoking prevalence among adults and young people as well as
reducing smoking during pregnancy.
The Plan includes three goals:


Reduce adult smoking prevalence to 18.5% or less by the end of 2015



Reduce smoking prevalence amongst 15 year olds to 12% or less by the end of 2015



Reduce smoking during pregnancy to 11% or less by the end of 2015.

These national ambitions will not be translated into centrally driven targets for local
authorities but focus in particular on the action that the Government will take nationally to
drive down the prevalence of smoking and to support comprehensive tobacco control in
local areas. Local areas will decide on their own priorities and ways of improving health in
their communities, in line with the evidence base and local circumstances. Through this
plan, the Government supports comprehensive tobacco control in England across the six
internationally recognised strands, which are:


Stopping the promotion of tobacco



Making tobacco less affordable



Effective regulation of tobacco products



Helping tobacco users to quit



Reducing exposure to second-hand smoke



Effective communications for tobacco control

2.2 A Tobacco Control Plan for Knowsley 2014-20177
The document outlines the key issues regarding tobacco use which have informed
Knowsley’s Tobacco Control Plan to reduce the prevalence of smoking and impact of
tobacco harm across the population of Knowsley.
Tobacco control is a field of public health, policy and practice dedicated to reducing the use
of tobacco and thereby reducing the morbidity and mortality it causes. It includes any
initiative which aims to reduce the demand for tobacco products. Important areas of
tobacco control include:


Enforcement
8
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Education and awareness raising to increase public knowledge



Smokefree workplaces



Smokefree cars and homes



Cessation services



Reducing health inequalities



Helping those who cannot stop smoking



Protecting children and young people from smoking



Preventing people (including children) from taking up smoking

2.3 Recent Legislation
2.3.1 Smokefree Legislation: The Health Act 2006
Smoking has been prohibited by law in virtually all enclosed and substantially enclosed work
and public places throughout the United Kingdom since July 2007. Smokefree legislation in
England forms part of the Health Act 20068.
Under the Health Act, “substantially enclosed” means premises or structures with a ceiling
or roof (including retractable structures such as awnings) and where there are permanent
openings, other than windows or doors, which in total are less than half the area of the
walls.
2.3.2 Smokefree Legislation: The Children and Families Act 2014
The Children and Families Act 2014, granted Royal Assent on 13th March 2014, gave the
Secretary of State for Health powers to make private vehicles smokefree when carrying
children under the age of 189. This came into force on 1st October 2015.
2.3.3 Increase in Minimum Age for Purchase of Tobacco
From 1st October 2007, the minimum age for the purchase of tobacco was raised from 16 to
18 across England and Wales10.
2.3.4 Picture Warnings on Cigarette Packaging
The Secretary of State for Health, in accordance with the Consumer Protection Act 1987,
amended the regulations on cigarette packaging to include additional health warnings in the
form of a picture warning11. This came into force on 1st October 2008. Warnings on tobacco
products inform people of the health risks of smoking. They can help deter young people
from taking up smoking and also help smokers to quit.
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2.3.5 Removal of Cigarettes from Vending Machines
The Secretary of State exercised powers conferred by the Children and Young Person
(Protection from Tobacco) Act 1991 to prohibit the sale of tobacco from an automatic
(vending) machine in 201012. This came into force on 1st October 2011.
2.3.6 The Display of Cigarettes in Shops
The Secretary of State exercised powers conferred by the Tobacco Advertising and
Promotion Act 2002 to prohibit the display of cigarettes and tobacco products in shops13.
These regulations came into force on 30th June 2011. The original Act comprehensively bans
the advertising and promotion of tobacco products including the use of brand-sharing and
sponsorship of cultural and sport events.
2.4 NICE Public Health Guidance
Public health guidance makes recommendations for populations and individuals on
activities, policies and strategies that can help prevent disease or improve health. The
guidance may focus on a particular topic (such as smoking and tobacco), population or
setting. It is aimed at public health professionals and practitioners and others with a direct
or indirect role in public health within the NHS, local authorities and the wider public,
voluntary, community and private sectors.
In relation to smoking and tobacco, the following nine guidelines are available from NICE14:


PH45 - Smoking: harm reduction



PH23 - Smoking prevention in schools



PH14 - Smoking: preventing uptake in children and young people



PH1 - Smoking: brief interventions and referrals



PH26 - Smoking: stopping in pregnancy and after childbirth



PH5 - Smoking: workplace interventions



PH10 - Stop smoking services



PH48 - Smoking: acute, maternity and mental health services



PH39 - Smokeless tobacco: South Asian communities

2.5 Public Health Outcomes Framework15
The Public Health Outcomes Framework identifies six outcome indicators directly relate to
smoking:


2.03 - Smoking status at time of delivery



2.09i - Smoking prevalence at age 15 - current smokers
10
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2.09ii - Smoking prevalence at age 15 - regular smokers



2.09iii - Smoking prevalence at age 15 - occasional smokers



2.14 - Smoking prevalence



2.14 - Smoking prevalence routine and manual

2.6 Tackling Illicit Tobacco
Illicit tobacco relates to illegal products such as cigarettes, hand-rolling tobacco or niche
products (e.g. blunts and Shisha) that have been smuggled, bootlegged or counterfeit. The
effects of this practice can have a serious effect on the community.
There are three sources of illicit tobacco:


Smuggled: These are generally legitimately-manufactured tobacco products which
have evaded payment of tax by being illegally transported, distributed and sold.



Bootlegged: Also known as ‘illicit whites’ - Tobacco products which are purchased in
a country with a low level of taxation and illegally brought into the UK, evading
payment of tax.



Counterfeit: These are illegally-manufactured tobacco products which are often
made abroad, but sometimes in the UK. They are sold cheaply and tax free, with vast
profits being made throughout the supply chain.

Illicit Tobacco is known to harm local communities in many different ways:


It damages local businesses as they are being undercut by criminals selling illegal
tobacco cheaply.



Illicit tobacco is normally found to be sold alongside drugs and other counterfeit
goods.



It brings criminal activity to the area, helping to fund crime and organised gangs.



Illicit tobacco helps young people start smoking from an early age.



It discourages people from quitting smoking.

There is strong evidence to show that illicit tobacco causes house fires. Illegal cigarettes do
not meet the 'Reduced Ignition Propensity' safety standard. Since 2011, all cigarettes sold in
the UK have to be manufactured to meet this standard (BS EN 16156 Cigarettes Assessment of the ignition propensity – safety requirement16) which makes sure that
cigarettes left unattended go out quickly using fire retardant paper.
Since illegal cigarettes are not manufactured legitimately, it cannot be determined if this
safety method is being used, leading to cigarettes staying lit and fires occurring.
Knowsley Trading Standards, in conjunction with partners aims to:
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Disrupt and eliminate criminal organisations which deal in illegal and non-duty paid
tobacco products.



Assist local agencies and other key partners to thoroughly investigate the
importation and distribution of illegal and non-duty paid tobacco products.



Raise awareness of the harmful effects of tobacco products on young people, peers
and the Knowsley community.



Investigate and prosecute any person concerned in the sale or supply of tobacco
products to any child.

3. WHO IS MOST AT RISK?
Age: The prevalence of smoking decreases with age after the 25-34 age group (25.5%) to
10.7% of those aged 60 years or over1. This pattern is mirrored for males, but is relatively
stable for females between the ages of 16 and 59, before falling to 9.6% of females aged 60
years or over.
The financial burden of smoking is greatest for those aged between 50 and 64 nationally
with the average weekly household expenditure on cigarettes of £4.70 in 2013, higher than
any other age group1.
The proportion of adults quitting smoking tends to increase with age. Nationally, adults
aged 60 years or over were 1.4 times more likely than those aged 18 years or under in
2014/15 to quit smoking, 57% compared to 41% respectively.
Lung cancer incidence is highest for people aged 75 years and over, which may be expected
due to the long time lags that can occur between smoking and the development of the
disease.
Sex: Figures from national surveys in 2013 show that 21.6% of males were smokers
compared to 16.8% of females in Great Britain. As a result, on average males are 1.3 times
more likely to be smokers than females1.
Deprivation: As mentioned previously, smoking is the biggest cause of health inequalities in
the UK, accounting for half of the difference in life expectancy between the least deprived
areas and the most deprived areas, with more people in disadvantaged communities being
regular smokers. In disadvantaged communities, smoking is more socially acceptable and
poorer smokers are usually more addicted, and smoke more each day. All smokers make
similar numbers of quit attempts each year, but people from more affluent areas are more
likely to succeed.
Nationally, the decline in smoking prevalence has been greater in higher income groups of
the population than among those in lower income groups17. Adults working in jobs
classified as routine and manual are more than twice as likely to be smokers than those
working in jobs classified as managerial and professional, 29% compared to 14% in 20131.
12
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Ethnicity: Smoking rates vary considerably between ethnic groups. In men, compared to
the general population, rates are particularly high in the Black Caribbean (37%) and
Bangladeshi (36%) populations but these differences are explained by socioeconomic
differences between the groups. Among women, smoking rates are low (at 8% or below)
with the exception of Black Caribbean (22%) and Irish (24%) compared with the general
population18. Overall, smoking rates among ethnic minority groups are lower than the UK
population as a whole.
Smokeless tobacco is used by some ethnic minority groups, particularly those from South
Asia. Chewing tobacco is most commonly used by the Bangladeshi community with 9% of
men and 19% of women reporting that they use chewing tobacco19.
LGBT: More than a quarter (26%) of gay and bisexual men currently smoke compared to
22% of men in general20.
Lesbian, gay and bisexual people aged 16 years or over are more likely to be current
smokers, less likely to have never smoked, and less likely to have given up smoking than the
general population21.
A higher proportion of transgender people (32%) smoke cigarettes regularly compared to
the lesbian, gay and bisexual people in general22.
Young People: The initiation of smoking is associated with a wide range of factors including:
parental and sibling smoking, the ease of obtaining cigarettes, smoking by friends and peer
group members, socio-economic status, exposure to tobacco marketing and depictions of
smoking in films, television and other media23.
Children become aware of cigarettes at an early age with three out of four children aware of
cigarettes before they reach the age of five, whether their parents smoke or not24. Parental
smoking and approval/disapproval of the habit are critical factors in the uptake of
smoking25. Children who live with parents or siblings who smoke are up to three times
more likely to become smokers themselves than children of non-smoking households26.
Experimentation is an important predictor of future use with 39% of adults who smoke
regularly stating that they started before the age of 161. As peer influence increases over
familial influence, peer pressure encourages many young people to initiate smoking. Illicit
and cheap tobacco also makes it possible for many young people to smoke and smoke more
heavily27. The younger the age of uptake of smoking, the greater the likelihood of heavier
smoking, higher levels of dependency and a lower chance of quitting23.
Smoking during pregnancy: Smoking rates vary significantly throughout the country.
Mothers who are younger, women in disadvantaged circumstances and who have never
worked tend to be more likely to smoke throughout their pregnancy 28,29. In 2010, mothers
under the age of 20 were nearly four times as likely to smoke before or during pregnancy
compared to mothers aged 35 or over (57% compared to 15%)29.
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Mental Health: There is long standing evidence that smoking prevalence is substantially
higher among people with mental disorders than in the general population 30,31,32,33,34. The
strength of this association tends to increase with increasing severity of mental disorder,
and the highest prevalence of smoking is found among psychiatric patients 30,35,36,37. The
proportion of people with schizophrenia who smoke is more than twice that of the general
population38.
Smoking in Prison and the Criminal Justice System: Around four in five prisoners smoke
compared to around one in five of the general population39,40,41,42. High rates of smoking
have also been observed across the criminal justice system43,44,45. A survey of offenders on
probation in 2007 found 83% to be smokers, compared to the national average of 22% at
that time44. In another survey that year, 63% of detainees in police custody reported
dependence on cigarettes45.
4. THE KNOWSLEY PICTURE
4.1 Smoking Prevalence
Estimating smoking prevalence can be difficult as it is not routinely collected in a robust
manner that is representative at a local authority geographical level or lower, but at
national and regional levels. However, smoking specific or lifestyle surveys are occasionally
undertaken which provide local information about prevalence and can be used in
conjunction with other data sources to estimate the number of smokers and their
characteristics. The following sections outline smoking prevalence in Knowsley using the
information available.
4.1.1 Smoking Prevalence in Knowsley
The Merseyside Health and Lifestyle Survey 2012/1346 found that one in three Knowsley
adults currently smoke (32%). This was higher than observed across Merseyside (28%) and
higher than reported across the whole of England (20%) in the Health Survey for England 47.
Although a third of Knowsley adults currently smoke, 50% reported that they have smoked
at some stage in their lives, higher than Merseyside as a whole (44%). Of those that
currently smoke, 63% do so on a daily basis and on average smoke 15 cigarettes, cigars or
roll-ups per day.
The findings in the Merseyside Health and Lifestyle Survey 2012/13 may differ from other
sources of information pertaining to smoking prevalence, however analysis from other
sources reflect similar patterns with Knowsley having relatively high rates of smoking
prevalence compared to most other areas.
Nationally, and across Merseyside, smoking rates do not vary greatly according to gender
and tend to show that males are more likely to smoke than females. However, smoking
rates in Knowsley are in contrast to this as smoking rates amongst females are higher in
Knowsley than for males, 35% compared to 30% respectively.
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Prevalence of smoking in Knowsley increases steadily with age and peaks at 40% of adults
aged 45-54 reporting that they currently smoke. Thereafter, prevalence decreases sharply
to 19% of adults aged 65 years or over who currently smoke.

Figure 1: Smoking Prevalence by Age
Source: Merseyside Health and Lifestyle Survey, 2012/13

It is commonly found that those living in the most deprived areas are most likely to smoke.
This is reflected in Knowsley with adults living in socially rented accommodation (such as
housing association homes) are more than twice as likely to smoke than adults who own
their own home , 46% compared to 22% respectively.
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4.1.2 Smoking Prevalence Inequalities in Knowsley
Knowsley’s Public Health Intelligence Team have worked with Merseyside Fire & Rescue
Service (MFRS) for several years to estimate smoking prevalence across Merseyside.
Estimates are derived from Home Fire Safety Checks (HFSC) undertaken by MFRS in
households across Merseyside which includes a question asking how many people smoke
within the household. The information provided gives a robust estimate of smoking
prevalence due to the large number of households receiving a check each year. Estimates
are derived at a lower super output area level of geography.

Figure 2: Correlation between Smoking Prevalence and Deprivation
Sources: Merseyside Fire and Rescue Service; English Indices of Deprivation 2015

Of the 910 Lower Super Output Areas (LSOAs) in Merseyside, data was available for 873
(96%) of the areas from the HFSC. Figure 2 demonstrates that there is a strong correlation
between smoking prevalence and deprivation (outlined in section 4.1.1), i.e. as deprivation
increases then so does smoking prevalence. Indeed, the r2 statistic referenced in Figure 2
shows that 75% of the variation in smoking prevalence is explained by deprivation.
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Figure 3: Smoking Prevalence by Lower Super Output Area, 2014
Source: Merseyside Fire and Rescue Service

Smoking prevalence derived from the MFRS HFSCs for Knowsley in 2014 was 17.9%, the
highest across Merseyside. These estimates are considerably lower than the prevalence
observed in the Knowsley Adult Health & Lifestyle Survey 2012/13 (see section 4.1.1).
Although prevalence is lower, the estimates can be deemed as robust due to the correlation
obtained at lower levels of geography between prevalence and deprivation (see Figure 2) as
smoking prevalence is known to be higher in more deprived areas and lower in more
affluent areas.
Since 2006, prevalence has fallen by more than 8% when prevalence stood at 26.2%. The
decrease has been steady; a pattern mirrored across Merseyside.
Within Knowsley, smoking prevalence ranges from 8.1% in Halewood North electoral ward
to 27.6% in Stockbridge electoral ward, the latter being more than 3 times higher than the
former. Out of 111 electoral wards in Merseyside, Stockbridge had the 3 rd highest
proportion of smokers whereas Halewood North had the 13th lowest proportion of smokers.
17
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4.1.3 Smoking Prevalence Amongst Young People
The Young Person’s Alcohol and Tobacco Survey commissioned by Trading Standards North
West has been undertaken across the North West region every two years since 2005. The
latest survey was undertaken in 2015 and the questionnaire was broadly similar to previous
surveys although additional questions were asked regarding Shisha and electronic
cigarettes.
Overall, 11% of young people aged between 14 and 17 stated that they currently smoke, a
rise of 1% since 2013 but similar to levels across the North West region (10%). Young
females in Knowsley are more likely to smoke with 15% claiming that they do so in the 2015
survey, compared to 6% of males. The proportion of females smoking has increased from
8% in 2011; young males’ smoking has fallen from 9% over the same period.
An increasing number of young people claim to have tried electronic cigarettes with 29%
stating that they had done so in 2015, compared to 20% in 2013. Of those that have tried ecigarettes, 30% had done so in the month prior to the survey.
Similarly, there was an increasing number of young people surveyed from Knowsley who
had tried Shisha smoking in 2015, with 25% of young people aged 14-17 stating that they
had tried Shisha smoking in 2015 compared to 13% of young people in 2013.
Another source used to estimate smoking prevalence amongst young people in Knowsley is
the Health Related Behaviour Survey which has been undertaken annually since 2004. The
survey is carried out predominantly amongst children in school years 6, 8 and 10, with the
latest results coming from the 2014 survey.
Findings have shown consistently that secondary school children are more likely to smoke
the older that they get as smoking prevalence for year 10 pupils tends to be higher than
year 8 prevalence for both boys and girls, and has been since 2004. Furthermore, secondary
school girls are more likely to smoke than boys in years 8 and 10. In the majority of years
since 2004, prevalence for girls has been higher than it has for boys. In 2014, 8% of year 10
girls said that they smoked in the week before being surveyed, the 2nd lowest level recorded
since 2004. However, this was higher than the proportion of year 10 boys who said that
they had smoked in the previous week to the survey (6%), a reduction from the 8% recorded
in 2013.
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4.2 Smoking At Home
Passive smoking is particularly harmful to young children due to their underdeveloped
immune systems and they have little control over their home environment, therefore they
are less able to remove themselves from areas of passive smoke exposure.
One of the questions from the Health Related Behaviour Survey asks schoolchildren
whether anybody smokes in their home on a regular basis.

Figure 4: Primary Schoolchildren Exposure to Smoking at Home, 2004-2014
Source: Health Related Behaviour Survey, SHEU

There has been a sharp decline in the proportion of year 6 children living in households
where somebody smokes indoors. For girls, there has been a 31% decrease since 2004
whilst at the same time there has been a reduction of 43% in the proportion of boys living in
households where somebody smokes indoors. There has not been an increase in the
proportion of primary school aged children living in households where somebody smokes
indoors since 2006.
The proportion of primary school boys in year 6 who live in a home where somebody
smokes indoors regularly was 26% in 2014. Similarly in 2014, 27% of primary school girls in
year 6 live in a home where somebody smokes indoors regularly.
4.3 Smoking At The Time Of Delivery
Smoking in pregnancy has well known detrimental effects for the growth and development
of the baby and health of the mother. On average, smokers have more complications
during pregnancy and labour, including bleeding during pregnancy, placental abruption and
premature rupture of membranes.
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Encouraging pregnant women to stop smoking during pregnancy may also help them kick
the habit for good, and thus provide health benefits for the mother and reduce exposure to
secondhand smoke by the infant.
Smoking during pregnancy can cause serious pregnancy-related health problems. These
include complications during labour and an increased risk of miscarriage, premature birth,
stillbirth, low birth-weight and sudden unexpected death in infancy.
Data relating to the smoking status of pregnant women is collected in maternity units by
midwives when their infant is born. This data collection is well established over the last
decade and there is currently a national ambition in the Tobacco Control Plan 6 to reduce
smoking during pregnancy to 11% or less of pregnant females by the end of 2015.

Figure 5: Smoking at the Time of Delivery, 2003/04-2014/15
Source: Health and Social Care Information Centre

The proportion of pregnant women who were recorded as smoking at the time of the
delivery of their child(ren) in Knowsley during 2014/15 was 19.4%, down from 20.6% in
2013/14. The proportion of pregnant women smoking at the time of delivery peaked in
2007/08 at 27.7% and has since generally fallen steadily each year. The overall reduction in
7 years since has been 8.3%.
Although progress has been made in Knowsley with pregnant women smoking at the time of
delivery, the proportion remains significantly higher than England (11.4%), the North West
region (14.5%) and the Liverpool City Region (15.8%).
4.4 Smoking Quitters
Stop smoking services are commissioned by local authorities and information about the
number of people quitting smoking is derived from these services. This is very likely to be
an underestimation as some people will quit smoking without the use of stop smoking
services.
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The latest full year of data received from stop smoking services shows that in the 2014/15
financial year, Knowsley had 1,220 successful quitters per 100,000 population aged 16 years
or over. This was higher than across the whole of England (522) and the North West region
(582). Indeed, Knowsley had the 3rd highest quit rate nationally during 2014/15 and the
highest in the North West region.
The proportion of those adults setting a quit date who successfully quit smoking was 47% in
Knowsley during 2014/15, slightly lower than England (51%). Males in Knowsley were more
likely to be successful than females once setting a quit date, 51% compared to 45%
respectively. When analysing by age in Knowsley, quit rates ranged from 41% in the 18-34
age group to 55% for those aged 60 years or over.
4.5 Smoking Related Illness
4.5.1 Lung Cancer Incidence
Lung cancer is the second most common cancer diagnosed in the UK and is difficult to treat.
The five-year survival rate for those diagnosed between 2001 and 2005 was 8% nationally.
Lung cancer is the most common cause of cancer death in the UK, accounting for more than
1 in 5 deaths.
Around 90% of cases of lung cancer are caused by smoking, and the link between tobacco
and lung cancer was established more than 50 years ago. Stopping smoking before middle
age avoids most of the risk of smoking-related lung cancer. Lung cancer registration is
therefore a direct measure of smoking-related harm. Given the high proportion of these
registrations that are due to smoking, a reduction in the prevalence of smoking would
reduce the incidence of lung cancer.

Figure 6: Lung Cancer Incidence, 2001-03 to 2011-13
Source: National Cancer Registration Service
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Between 2011 and 2013, there were 551 new cases of lung cancer in Knowsley, around 184
per year. This gave a rate of 144.3 new cases per 100,000 population, significantly higher
than England (76.8), the North West region (98.7) and the Liverpool City Region (117.5).
In the ten years since 2001-03, the incidence of lung cancer has increased by 11% in
Knowsley, however increases have also been observed in all of the other comparator areas
over this period.
The rate of lung cancer incidence for males in Knowsley was higher than it was for females
in 2011-13, 149.2 new cases per 100,000 males compared to 143.3 new cases per 100,000
females. Although lung cancer incidence is higher for males than females in Knowsley, there
has been a reduction in the rate of new male cases of 10% since 2001-03. Conversely, the
rate of new female cases of lung cancer has increased by 32% over the same period. This
pattern is replicated for other comparator areas.
4.5.2 COPD Prevalence
Chronic Obstructive Pulmonary Disease (COPD) is a common disabling condition with a high
mortality. The most effective treatment is smoking cessation. Oxygen therapy has been
shown to prolong life in the later stages of the disease and has also been shown to have a
beneficial impact on exercise capacity and mental state. Some patients respond to inhaled
steroids. Many patients respond symptomatically to inhaled beta agonists and anticholinergics. Pulmonary rehabilitation has been shown to produce an improvement in
quality of life. The majority of patients with COPD are managed by GPs and members of the
primary healthcare team with onward referral to secondary care when required.
Information about the number of people living with COPD in local areas and GP practices
are available via the Quality and Outcomes Framework (QOF).
Latest available data for COPD prevalence shows that the proportion of people on GP
registers for this condition in Knowsley was 3.5% in 2014/15. This was almost twice the rate
across England (1.8%) and also higher than the North West region as a whole (2.3%).
Indeed, Knowsley had the 2nd highest rate in the North West region out of 33 clinical
commissioning group areas and the 3rd highest rate nationally (out of 209 areas).
Within Knowsley's 29 GP practices, COPD prevalence ranges between 2.1% and 5.4%, the
former remaining above national levels and latter being three times higher than nationally
indicating the impact that historically high smoking prevalence rates in Knowsley have had.
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4.6 Smoking Related Mortality
4.6.1 Smoking Attributable Mortality
Smoking attributable deaths are the number of deaths per 100,000 population aged 35 or
over, that are thought to be directly related to smoking. Each cause of death is ascribed a
relative risk and these risks are applied to the deaths in a given population over a period of
time in order to calculate the number of deaths attributable to smoking.

Figure 7: Smoking Attributable Mortality, 2007-09 to 2011-13
Source: Local Tobacco Control Profiles, Public Health England

The smoking attributable mortality rate in Knowsley between 2011 and 2013 was estimated
to be 444.5 deaths per 100,000 population. This was significantly higher than the North
West region (346.7) and England (288.7). Although the methodology for smoking
attributable mortality is relatively new and has only been calculated over five time periods,
there has been a 7% reduction in Knowsley between 2007-09 and 2011-13. Similarly, the
gap between Knowsley and England has reduced by 5% between 2007-09 and 2011-13.
Knowsley had the 4th highest smoking attributable mortality rate in the North West region
during 2011-13 (out of 23 local authority areas). Local analysis estimates that 24% of all
deaths in Knowsley between 2011 and 2013 for people aged 35 or over were attributable to
smoking. In comparison, 20% of deaths in the North West region and 18% of deaths across
the whole of England were attributable to smoking.
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4.6.2 Lung Cancer Mortality

Figure 8: Under-75 Lung Cancer Mortality, 2001-03 to 2011-2013
Source: Office for National Statistics

There were 393 deaths due to lung cancer in Knowsley between 2011 and 2013, 30% of all
cancer deaths. Of these deaths, 197 were people under the age of 75. The rate for
premature lung cancer mortality during 2011-13 was 57.1 deaths per 100,000 population,
significantly higher than the rate across the whole of England (34.3) and the North West
region (43.0). Knowsley had the 8th highest premature lung cancer mortality rate in England
during 2011-13, out of 326 local authority areas. Although lung cancer mortality was higher
in Knowsley than the Liverpool City Region (50.8), there was no statistically significant
difference in the premature lung cancer mortality rate between these areas.
Although premature lung cancer mortality in Knowsley is relatively high, the rate of
mortality fell by 24% between 2001-03 and 2011-13. Over the same period, the absolute
gap between Knowsley's premature lung cancer mortality rate and that of England
narrowed by 35% in those 10 years.
It is estimated that there were 83 excess premature deaths due to lung cancer for people
under the age of 75 in Knowsley between 2011 and 2013 (approximately 27 per year), that
is if death rates were the same as England.
Premature female lung cancer mortality was 58.0 deaths per 100,000 females in 2011-13, a
fall of 11% since 2001-03. Over the same 10-year period, premature male lung cancer
mortality decreased by 34% and was 55.9 deaths per 100,000 males between 2011 and
2013 (lower than the female rate).
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4.6.3 COPD Mortality

Figure 9: Under-75 COPD Mortality, 1995-97 to 2011-13
Source: Office for National Statistics

There were 373 COPD deaths in Knowsley between 2011 and 2013, 49% of all respiratory
related deaths. Of these deaths, 117 were under the age of 75. The premature COPD
mortality rate in Knowsley during 2011-13 was 35.0 deaths per 100,000 resident population.
Knowsley's premature COPD mortality rate was significantly higher than England (17.5) and
the North West Region (23.6) in 2011-13, and also higher than the Liverpool City Region
(28.7), although the difference was not statistically significant. Knowsley had the 7th highest
premature COPD mortality rate in England, out of 326 local authorities.
In the 10 years between 2001-03 and 2011-13, the premature COPD mortality rate for
Knowsley decreased by 13%. Over the same 10-year period, the absolute gap between
Knowsley's premature COPD mortality rate and England's premature COPD mortality rate
decreased by 12%.
It is estimated that there were 59 excess premature deaths from COPD in Knowsley during
2011-13 (20 per year) than if Knowsley had the same COPD death rates as England. These
premature deaths occurred over the age of 50 and were particularly high over the age of 70.
Premature female mortality from COPD was 32.9 deaths per 100,000 females in 2011-13, a
decrease of 11% since 2001-03. Premature male COPD mortality was slightly higher at 37.4
deaths per 100,000 males in the same period, however this represented a reduction of 15%
over the previous 10 years.
4.7 Electronic Cigarette Usage
From the Smokefree Britain Surveys commissioned by ASH, it is estimated that there are
currently 2.6 million adults in Great Britain using electronic cigarettes. Of these,
approximately 1.1 million are ex-smokers while 1.4 million continue to use tobacco
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alongside their electronic cigarette use. Regular use of the devices is confined to current
and ex-smokers and use amongst never smokers remains negligible.
Awareness of electronic cigarettes is widespread among adults. A 2015 survey found that
95% of smokers and 93% of non-smokers had heard of electronic cigarettes. Between 2010
and 2014 there was a rise in the number of current smokers who also use electronic
cigarettes, from 2.7% in 2010 to 17.6% in 2014. However, between 2014 and 2015 the
proportion did not rise and remained at 17.6%.
Smokers and ex-smokers give a number of reasons for using, or having tried electronic
cigarettes. Among current vapers (the term commonly used for people who use electronic
cigarettes), the principal reasons given by ex-smokers are “to help me stop smoking
entirely” (61%) and “to help me keep off tobacco” (53%). The principal reasons given by
current vapers who still smoke tobacco are to “to help me reduce the amount of tobacco I
smoke, but not stop completely” (43%) and “help me stop smoking entirely” (41%).
At the time of writing, there are no sources of information available that estimate the
prevalence of electronic cigarette usage amongst adults in Knowsley.
A similar survey undertaken for children and young people by ASH in 2015 showed that
although children’s awareness of and experimentation with electronic cigarettes is
increasing, regular use remains rare and is most common among those who currently smoke
or have previously smoked. This indicates that it is unlikely that electronic cigarettes are
currently acting as a gateway to smoking.
In 2015, 7% of 11-18 year olds said they had not heard of electronic cigarettes, down from
33% in 2013. Of those surveyed, 13% had tried e-cigarettes at least once, this is up from 5%
in 2013. In 2015 more young people (21%) had tried cigarettes than electronic cigarettes
and 64% of those using e-cigarettes had tried tobacco first. Regular use (once a month or
more) was rare and largely among children who currently or have previously smoked; 2.4%
of respondents said they used electronic cigarettes once a month or more, including 0.5%
who used them weekly.
As outlined in section 4.1.2, 29% of Knowsley young people aged 14-17 had tried electronic
cigarettes with 30% doing so in the month prior to the 2015 Trading Standards survey.
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5. LOCAL SMOKING & TOBACCO SERVICES
Overview
There are three levels of smoking cessation service in Knowsley:
1. Specialist services (e.g. smoking cessation clinics)
2. Intermediate services (e.g. in primary care and/or pharmacies)
3. Brief interventions made opportunistically by any health professional.
Recently the distinction between the specialist and intermediate services has narrowed due
to both types of service offering similar range of interventions.
5.1 Knowsley Specialist Stop Smoking Service
The specialist stop smoking service commissioned by Public Health is provided by City
Health Care Partnership CIC who provide a wide range of interventions for residents who
need support to stop smoking. This includes one-to-one support, group sessions, home
visits, telephone, text (Quit Buddy) and online support (Quit Online) services. Services are
provided in a number of settings including clinics within community, workplaces, schools
and GP practices and are delivered across Knowsley each week.
There are several referral sources into the service including GP referral, referrals from
Knowsley Lifestyle Hub, hospital referrals and self-referrals.
5.2 Smoking Services for Expectant Families
The Specialist Stop Smoking Service offers a range of support for pregnant women, their
partners and other family members. All pregnant women are offered home visits.
As part of the poverty reduction plan, a reward scheme is in place to support pregnant
women who wish to stop smoking. Additionally, in conjunction with maternity services, the
specialist service is implementing the babyClear scheme which is an evidence-based
pathway for pregnant women smoking at the time of booking to improve their chances of
quitting successfully.
5.3 Intermediate Stop Smoking Services
The intermediate service is delivered by 33 Pharmacies across Knowsley. Trained pharmacy
advisors provide smoking cessation support to clients who want to stop smoking.
Pharmacies also provide nicotine replacement therapy voucher scheme services.
5.4 Opportunistic Brief interventions
Brief interventions are delivered by health professionals across Knowsley. The Specialist
Stop Smoking Service provides brief intervention training for professionals including those
working with voluntary sector organisations. Additionally, Public Health has provided brief
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intervention training on a range of health promotion issues including smoking and produced
the “2-Minute Health Message” to support the provision of brief interventions in various
settings.
5.5 Performance of Stop Smoking Services in Knowsley
NICE PH10 recommends that local stop smoking services should:


aim to treat at least 5% of the estimated local population of people who smoke or
use tobacco in any form each year



aim for a success rate of at least 35% at 4 weeks, validated by carbon monoxide
monitoring.

The most important source of referral into the service has been self-referrals which
accounts for more than 66% of all referrals received by the service.
The 4-week quit rate for 2014/15 was 47.2%. This was lower than 2013/14 achievement of
48.6% but better than that for 2012/13 of 45.6%. The table below shows the 4-week quit
rate by setting. The highest quit rate was achieved in schools while the lowest was achieved
in GP practices. Overall local services are meeting the minimum requirements set out by
NICE.
Setting
Community setting
Hospital setting
Pharmacy setting
General practice setting
School setting
Workplace setting
Total

Number setting quit date
1,754
4
813
82
95
304
3,052

Number quitting at 4 weeks
826
2
362
34
59
157
1,440

4-week quit rate
47.1%
50.0%
44.5%
41.5%
62.1%
51.6%
47.2%

Table 1: Smoking Quitters in Knowsley by Setting, 2014/15
Source: Health and Social Care Information Centre

5.6 Knowsley Trading Standards
Knowsley Trading Standards (KTS) undertake a number of key responsibilities pertaining to
tobacco control within the borough, including the sale of illicit tobacco, enforcement, and
the provision of information and guidance to the public.
KTS promote the dangers of illicit tobacco and offer a confidential hotline where people can
report information about potential supplies in the borough. Any information received from
the community helps to target enforcement activities effectively. Any information received
from the public about manufacturers, importers, distributors, businesses or individuals
dealing in illegal tobacco products will be investigated by KTS, with action being taken
against those found to be breaking the law, including prosecutions.
KTS provide information for retailers to help staff make the correct decisions when it comes
to selling age-restricted products, such as tobacco, in order to prevent underage sales.
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6. COMMUNITY, PATIENT & STAKEHOLDER VIEWS
Over the last ten years, a great deal of research has been carried out with Knowsley
smokers. Insights summarised in this section are taken from the following reports:


Segmenting smokers in Knowsley (2009)



Not giving up on giving up (2009)



NHS Knowsley smoking project (What sort of quitter are you?) (2010)



Smoking prevalence amongst young people (2009)



Reducing smoking prevalence in young people in Knowsley: A review of current
activity (2010)



Knowsley Smokefree (2010)



Evidence and Engagement for Knowsley’s Stop Smoking Services (2013)

6.1 Segmenting Smokers in Knowsley, 2009
Social marketing techniques were used to differentiate the 38,000 adult smokers in the
borough by their lifestyle, environmental factors and attitudes to stopping smoking. The
resulting 5 key adult smoking segments are:


Young Invincibles (5,000): Quitting is for another day in the future.



Driven by Job Pressures – Health Concerned (10,500): Busy home and work life
prevents leading a preferred healthy lifestyle.



Economic Hardship (10,000): Mistrusting of authority and heavily influenced by their
social network.



Economically Inactive – Bored and apathetic (11,000): Smoking to relieve boredom
and a lack of self-belief to remain smoke free.



Old School Values (1,500): They quit under social/family pressure as smoking is no
longer ok.

The segments Driven by Job Pressures and Old School Values are typically at preparation,
action and relapse in Prochaska and DiClemente’s Stages of Change model and so likely to
be the most receptive to campaigns targeted at them.
The remaining groups are likely to be at the pre-contemplation or contemplation stages of
Prochaska and DiClemente’s Stages of Change model and so not as likely to be receptive to
campaigns. However those in Driven by Job Pressures and Old School Values could be used
as advocates and endorsers of the stop smoking service offering and help move the
remaining groups through the Stages of Change model.
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6.2 Tackling Relapse
The study Not Giving Up On Giving Up (2009) looked at how to get smokers who had tried to
quit and failed, back into the system. It was found that it is possible to get lapsed clients
and ‘lost to follow up’ clients back into the service. Knowsley stop smoking services have
their permission to stay in contact and indeed they expect it.
However, many will be serial lapsers so engagement will be difficult. The challenge is to
identify and keep alive the smoker’s feeling of self-loathing about smoking while at the
same time bolster their self-esteem, sense of hope and control over their lives. It may be
that cheating, guilt and personal trust need to be explicitly discussed between client and
advisor.
It might be possible to be more inventive with modern media (e.g. picture texts) and keep
up the supportive contact during the first four weeks. An active tool against lapsing.
Sharing experiences with other people who have been through it and know what it's like, is
a powerful tool. Group sessions can exert a strong influence and are popular. Smoking
buddies can be very effective too. For some, Facebook will be the way forward for staying
in touch with their support network.
The initiative What sort of quitter are you? was developed on the back of the findings of Not
Giving Up On Giving Up. Research carried out specifically for the initiative looked at the
concept of community. It was found that most people related the word ‘community’ to an
‘old-fashioned’ concept and visualised geographical areas rather than groups of people
which does not motivate behaviour change. However when described in relation to a group
of likeminded people (such as a group of friends) the concept of community did resonate
and provide a reason for and support to change behaviour. Further, even if they currently
didn’t support a campaign themselves, they found others proactively getting involved with
community issues motivating and inspiring.
In short, support and motivation is actively required by those who are contemplating,
currently undertaking or sustaining a quit attempt. This support and motivation is best
provided by those within a social network of friends and/or family.
6.3 Young People and Smoking
The study Smoking Prevalence Amongst Young People in Knowsley (2008) characterised the
current and previous smoking behaviour of young people in Knowsley, aged 11-18 years.
Pupils aged 11 to 16 years old completed an online survey conducted via a secure link during
school lesson time. Five schools took part and 630 completed questionnaires were
received.
Street interviews targeted 16 to 18 year olds including those not in employment, education
or training (NEET). This achieved 248 interviews and so the final total number of interviews
across the 11-18 age range was 878.
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Three fifths of all respondents lived in households where other family members smoked.
Almost one third said they had ever smoked, and more than two fifths of these were current
smokers.
More than half of the young people that had ever smoked had been smoking for longer than
two years.
The main reasons given for smoking by all respondents were; to look hard; to look cool; to
be sociable; to fit in; because their friends encourage them and to be a rebel. Almost two
fifths of the 11-16 year olds also stated that not caring about the risks was a factor.
Most respondents who smoked used manufactured cigarettes, with one in ten rolling their
own. A large majority of respondents stated that they are able to buy cigarettes from
corner shops and off licences, with nearly two thirds of under 16 year olds buying from off
licences. More than one in ten Under 16’s obtained their cigarettes from their parents.
Cannabis use appeared to be more prevalent amongst under 16 year olds than those aged
16 and over. This may be due to early experimentation, which declines throughout the
teenage years.
Advertising was found not to be a significant influencing factor on young peoples’ attitudes
to smoking.
Three fifths of respondents who smoked stated that they wanted to give up smoking. More
had actually tried (and this was more prevalent amongst female respondents than male) but
nearly a third of respondents overall thought that they could not give up.
The most commonly cited incentive which would help to give up was if a friend also gave up.
The second most common incentive was to save money, which was slightly more popular
amongst male respondents than female. In addition, respondents were more likely to want
to give up smoking if they lived in a household where another family member had tried to
give up.
Despite the fact that significant numbers of young people were smoking at school age, there
appeared to be low level uptake of support/information on smoking.
It was recommended that the following key issues should be tackled:


Availability of tobacco products.



Target support/information through familiar channels eg GP’s, school nurses.



Target the hardest to reach groups.



Prevalence of cannabis use amongst key groups. Social desirability and the
availability of cannabis will need to be explored in order to establish whether this is a
real trend or whether there is some degree of ‘bravado’ in over reporting cannabis
use.
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As a result of these findings, an in depth review of the Young Persons Stop Smoking Service
was carried out and reported in Reducing smoking prevalence in young people in Knowsley:
A review of current activity (2010). Key recommendations were;


To move the Young People’s Stop Smoking Service from the School Health Team
to the Community Development Team. This is key to improving outcomes by
enabling the service to work in a broader health promoting way and become an
integral part of Smokefree Knowsley.



The service should make better use of other services such as THinK and
Children’s Centres to provide stop smoking advice. It should work with the Antisocial Behaviour Unit in a more planned and consistent way to target most at risk
young people. It should also target vulnerable groups including pregnant
women.



The service should take an active role in supporting the training of youth
workers, health professionals and school staff to make sure that all staff working
with young people understand the importance to health of stopping smoking.



Involving young people in the design of the service, consider introducing
evidence-based peer-led intervention into secondary schools. Promote the
service to young people through a range of media including developing a mobile
phone texting service to motivate and keep in touch with young people
attempting to stop smoking. Out of hours targeted provision would also increase
access.



The service should work with local communities to increase understanding of the
harmful role that tobacco plays in their young people’s lives and encourage
strong role models amongst adults.



The service should also work closely with Trading Standards partners around
messages to reduce use of illicit tobacco and under age sales.

6.4 Smokefree
The aim of Smoke Free Communities is to deliver health messages around the dangers of
second-hand smoke for the family, particularly children, babies, partners and pets. The
study Knowsley Smokefree (2010) used a questionnaire survey and two focus groups to
gather insights to inform development of the Knowsley Smokefree scheme including
marketing and promotional materials.
Key insights from this were:


Societal pressure impacts on smoking habits (both indoors and outdoors), but
smoking outside is now the new norm.
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There was some concern about passive smoking on young children – less so for other
adults. It was acceptable to have some no smoking zones in public outside spaces
where children congregate – but hard to enforce without penalties.



Non-smokers who detest the habit had much stronger views about passive smoking
than others. Smokers were more concerned about being social outcasts than the
health implications of passive smoking.



There was low awareness of the Knowsley Smokefree scheme. The perception was
that Smokefree is the same as quitting so the scheme had an unclear core message.
The Take 7 Steps campaign was unambiguous and seen to be more practical.

6.5 Service Review
Perceptions of GPs, pharmacies, current service providers, service users and the general
public about stop smoking services were explored with the aim of informing future delivery
of the service. These are reported in Evidence and Engagement for Knowsley’s Stop
Smoking Services (2013) and summarised below.
Comments from GPs showed that they have a keen interest in the stop smoking services and
would like to be kept up to date both on the progress of patients and on the achievements
and outcomes of the service overall. Some GPs expressed an interest in becoming more
involved via a Locally Enhanced Service (LES) contract.
It was evident that pharmacies remained interested in providing a stop smoking service,
however they sometimes felt under-resourced and that there was a lack of support and
training. This was perceived to have an effect on the quality of support they could provide
for patients; an issue that had been highlighted to current providers by patients and
reinforced by a number of comments made by service users.
It was evident that the current providers of stop smoking services in Knowsley were highly
knowledgeable about their patients and the best ways of engaging with them to provide
support that met their needs. Their comments show them to be dedicated, enthusiastic
with a clear passion for providing comprehensive and effective support for patients. This is
reinforced by the overwhelmingly positive comments received from patients.
However, some providers identified the need for more effective partnership working
between the individual providers. The overall priority of each service must remain on
meeting the needs of the patient and helping them receive the support that is best for
them, regardless of whether this is the service they have contact with or not. It was
suggested that the willingness of some service providers to ‘share patients’ may be affected
by the targets set by the commissioner and therefore this issue needed further attention.
Members of the public generally felt that service users need regular, non-judgemental
emotional support and encouragement, which could be provided in the form of counselling
and/or therapy. Help and support would need to be provided close to home (including the
option of home visits), at convenient and accessible times and venues, and also be
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complemented by a choice of available medicinal products e.g. patches. It was commented
that increased advertising of the support available and times/venues was needed.
Service users were highly complementary about the support they received from the stop
smoking services. It is evident that providers have a thorough awareness of the needs of all
their clients and are reactive and flexible enough to adapt to meet all their needs. The
ability to provide a variety of support, tailored to individuals is clearly beneficial to patients
and reflected in the consistently exceptional number of quitters achieved across Knowsley
in recent years.
It was noted that a number of questionnaires returned from the Quit at Work service had
the ‘Fagends’ option selected to the question ‘What stop smoking service do you currently
use?’. This may indicate some confusion between the identity and branding of the Quit at
Work service, and a possible need for increased advertising to increase awareness of this
being a separate service to Fagends. ** Note: In 2013, City Health Care Partnership CIC was
awarded the contract to deliver stop smoking services in Knowsley offering the same support
and interventions to smokers wanting to stop smoking in Knowsley)**.
7. EVIDENCE OF WHAT WORKS
A series of NICE Guidance provide the evidence-base for what works in smoking cessation.


PH45 - Smoking: harm reduction
o There is moderate evidence that NRT is more effective than placebo in
percentage reduction in cigarettes per day.
o There is strong to moderate evidence from studies looking at 50% or more
point prevalence reduction in cigarettes smoked per day compared to
baseline, that NRT, with or without a brief motivational interviewing
component, is more effective than placebo.
o There is strong evidence from studies investigating smoking cessation in
populations not looking to quit that NRT, with or without associated
behavioural interventions, has a statistically significant effect
o There is moderate evidence relating to patients undergoing elective surgery
that nicotine patch versus placebo is effective in reducing post-operative
smoking consumption, a statistically significant self-reported reduction was
observed 30 days post-operation but this was not maintained at 6 months.



PH23 - Smoking prevention in schools
o There is evidence from meta-analysis of 27 randomised controlled trials
showing a significant intervention effect for school-based intervention for
preventing uptake of smoking among children.
o There is moderate evidence indicating that multi-component interventions
incorporating both school and community components (with or without an
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additional family component) are ineffective in preventing the uptake of
smoking compared to usual education.
o There is moderate evidence that ethnicity is an important predictor of
smoking behaviour, such that white students were less likely to be smokers.
Similarly, there is moderate evidence that the observed association between
race and smoking behaviour depended on how the outcome was measured.
NICE made the following recommendations based on the existing evidence:
o The smoking policy should support both prevention and stop smoking
activities and should apply to everyone using the premises.
o Information on smoking should be integrated into the curriculum.
o Anti-smoking activities should be delivered as part of personal, social, health
and economic (PSHE) and other activities related to health promotion in
schools.
o Anti-smoking activities should aim to develop decision-making skills and
include strategies for enhancing self-esteem.
o All staff involved in smoking prevention should be trained to do so.


PH14 - Smoking: preventing uptake in children and young people
o There is evidence that mass-media campaigns can prevent the uptake of
smoking and also influence knowledge, attitudes and intentions of children
and young people.
o Prevention campaigns produced by the tobacco industry are less effective
than anti-tobacco campaigns produced by tobacco control bodies and
adolescents perceive tobacco industry sponsored advertisements less
favourably and as less effective in reducing smoking than other smoking
prevention advertisements. However, neither the industry sponsored nor
other prevention advertisements seem to change adolescent's intention to
smoke.
o Increased exposure to anti-tobacco messages over time decreases intent to
smoke and smoking initiation and increases negative attitudes towards the
tobacco industry



PH1 - Smoking: brief interventions and referrals
o Evidence directly applicable to UK health care settings supports the efficacy
of physician advice as a brief intervention for smoking cessation.
o Evidence directly applicable to the UK supports the efficacy of nurse
structured advice as a brief intervention for smoking cessation in primary
care and community settings.
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o Evidence directly applicable to the UK supports the efficacy of nicotine
replacement therapy (NRT) as part of a brief intervention for smokers wishing
to make a quit attempt.


PH26 - Smoking: stopping in pregnancy and after childbirth
o Evidence shows that cessation interventions reduce smoking in late
pregnancy and reduce the incidence of low birth weight and pre-term births
whilst increasing birth weight. Smoking cessation interventions used in early
pregnancy can reduce smoking in later pregnancy by up to 6%.
o There is good evidence that financial incentives for promoting smoking
cessation in pregnancy are effective.
o There is mixed evidence on the effectiveness of nicotine replacement therapy
(NRT) for promoting smoking cessation in pregnancy.
o There is good evidence on the effectiveness of self-help interventions for
smoking cessation in pregnancy, although the extent of UK evidence is
limited.
o There is evidence that NHS Stop Smoking Services are effective in supporting
pregnant women to stop smoking.
o There is limited evidence about whether the form of delivery can affect the
effectiveness of smoking cessation interventions for pregnant women.
o There is good evidence that women in the UK under-report smoking during
pregnancy and that CO monitoring can aid in the identification of pregnant
smokers.
o There is moderate evidence that multi-component interventions that include
free nicotine replacement therapies are effective in encouraging partners
who smoke to stop smoking



PH5 - Smoking: workplace interventions
o A variety of workplace intervention types, offered in the context of a
localised smoking ban involving more intensive interventions produce higher
success rates than less intensive interventions.
o There is strong evidence that group therapy, individual counselling and
pharmacological treatments all have an effect in facilitating smoking
cessation in the workplace. There is also evidence that minimal interventions,
including brief advice from a health professional, are effective.
o Evidence shows that men and women were equally successful in achieving
abstinence in workplace smoking cessation programmes. Important gender
differences exist in smoking attitudes and behaviours - women had less
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confidence in their ability to quit and required extra stimuli in order to quit
smoking.
o Evidence shows that a key way that employers can encourage smokers to
quit is by offering smoking cessation support. Such support is particularly
important in the context of workplace smoking bans.
o Evidence shows that making a variety of smoking cessation strategies
available to employees may meet the needs of more employees and increase
participation in workplace programmes.
o While the addition of incentives does not appear to increase the quit rates of
smoking cessation interventions in the workplace, there is evidence that such
incentives do improve recruitment rates into worksite cessation programmes,
which may lead to higher absolute numbers of successful quitters in the long
term.

8. FUTURE CHALLENGES
• Financial pressures would make it difficult to sustain the provision of stop
smoking services based on the current service delivery model.
• Engagement with partner agencies especially acute trust and primary care with
whom the Public Health Department has no service contracts.
• Electronic cigarettes: 2015 Public Health England evidence48 showed the use of
electronic cigarettes is effective in helping smokers quit successfully. Electronic
cigarettes would be licensed as quit aids but it is currently not clear how they
would be dispensed. The challenge relating to its use as a prescribed quit aid
would mainly be related to the cost of prescribing.
 A baseline of the use of electronic cigarettes amongst adults needs to be
established in order to understand prevalence in Knowsley.
• Sustaining decline in smoking prevalence: there has been a significant reduction in
smoking prevalence in Knowsley over the years. However, there are indications
both at local and national levels that the numbers of clients using stop smoking
services has been declining. Reversing this downward trend would be a major
challenge especially in the face of dwindling financial resources to support health
promotion campaign at local level.
• Identifying effective models of service delivery that meets the needs of the
population in the face of rapid technological developments in how clients access
services.

37

KNOWSLEY JSNA REPORT

SMOKING & TOBACCO

REFERENCES
1

Statistics on Smoking 2015. Health and Social Care Information Centre (2015). Available
online at: http://www.hscic.gov.uk/catalogue/PUB17526/stat-smok-eng-2015-rep.pdf
(Accessed October 2015).
2

Passive Smoking and Children. Tobacco Advisory Group of the Royal College of Physicians
(2010). Available online at:
https://www.rcplondon.ac.uk/sites/default/files/documents/passive-smoking-andchildren.pdf (Accessed October 2015)
3

Ashley MJ, Ferrence R. Reducing children’s exposure to environmental tobacco smoke in
homes: issues and strategies. Tob Control 1998;7(1):61–5.
4

Smoking: the true economic cost. ASH (May 2015). Available online at:
http://ash.org.uk/localtoolkit/docs/cllr-briefings/Cost.pdf (Accessed October 2015)
5

Tobacco Control: JSNA Support pack 2016-17. Public Health England (2015).

6

Healthy Lives, Healthy People: A Tobacco Control Plan for England. Department of Health
(2011). Available online at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213757/d
h_124960.pdf (Accessed October 2015)
7

A Tobacco Control Plan for Knowsley 2014-17. Knowsley Metropolitan Borough Council
(2014). Available online at: http://www.knowsley.gov.uk/pdf/tobacco-plan-2014-17.pdf
(Accessed October 2015)
8

Health Act 2006 (c.28) London: The Stationery Office. Available online at:
http://www.legislation.gov.uk/ukpga/2006/28/pdfs/ukpga_20060028_en.pdf (Accessed
November 2015)
9

Children and Families Act 2014 (c.6) London: The Stationery Office. Available online at:
http://www.legislation.gov.uk/ukpga/2014/6/pdfs/ukpga_20140006_en.pdf (Accessed
November 2015)
10

Children and Young People Act 1991 (c.23) London: The Stationery Office. Available
online at: http://www.legislation.gov.uk/ukpga/1991/23/pdfs/ukpga_19910023_en.pdf
(Accessed November 2015
11

The Tobacco Products (Manufacture, Presentation and Sale) (Safety) (Amendment)
Regulations 2007 (SI 2007/2473 London: The Stationery Office. Available online at:
http://www.legislation.gov.uk/uksi/2007/2473/pdfs/uksi_20072473_en.pdf (Accessed
November 2015)
12

The Protection from Tobacco (Sales from Vending Machines) (England) Regulations 2010
(SI 2010/864) London: The Stationery Office. Available online at:
http://www.legislation.gov.uk/uksi/2010/864/pdfs/uksi_20100864_en.pdf (Accessed
November 2015)
13

The Tobacco Advertising and Promotion (Display and Specialist Tobacconists) (England)
(Amendment) Regulations 2011 (SI 2011/1256) London: The Stationery Office. Available
38

KNOWSLEY JSNA REPORT

SMOKING & TOBACCO

online at: http://www.legislation.gov.uk/uksi/2011/1256/pdfs/uksi_20111256_en.pdf
(Accessed November 2015)
14

NICE guidelines on Smoking and Tobacco. Available online at:
https://www.nice.org.uk/guidance/lifestyle-and-wellbeing/smoking-and-tobacco (Accessed
November 2015)
15

Improving outcomes and supporting transparency part 1A: A public health outcomes
framework for England, 2013-2016 (2013). Department of Health. Available online at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/263658/2
901502_PHOF_Improving_Outcomes_PT1A_v1_1.pdf (Accessed October 2015).
16

British Standard EN 16156:2010 - Cigarettes. Assessment of the ignition propensity. Safety
requirement (2011). Available online at: http://www.firesafercigarettes.org.uk/3#BSEN
(Accessed November 2015).
17

Robinson S, Bugler C. General Lifestyle Survey 2008: Smoking and drinking among adults,
2008. Office for National Statistics (2010). Available online at:
http://www.ons.gov.uk/ons/rel/ghs/general-lifestyle-survey/2008-report/smoking-anddrinking-among-adults--2008.pdf (Accessed November 2015).
18

Millward D & Karlsen S. Tobacco use among minority ethnic populations and cessation
interventions. A Race Equality Foundation Briefing Paper, May 2011. Available online at:
http://www.healthcaretoday.co.uk/doclibrary/documents/pdf/639_tobacco_use_minority.pdf (Accessed
November 2015).
19

Sproston K and Mindell J. (eds) Health Survey for England 2004. The health of minority
ethnic groups. Leeds, The Information Centre, 2004
20

Guasp A. The Gay and Bisexual Men’s Health Survey 2013. London: Stonewall. Available
online at:
http://www.stonewall.org.uk/sites/default/files/Gay_and_Bisexual_Men_s_Health_Survey_
_2013_.pdf (Accessed November 2015).
21

“I Exist” Survey of the Lesbian, Gay and Bisexual people in the UK. The Lesbian and Gay
Foundation, 2012. Available online at: http://lgbt.foundation/downloads/159 (Accessed
November 2015).
22

Rooney E. All Partied Out? Substance Use in Northern Ireland’s Lesbian, Gay, Bisexual and
Transgender Community. The Rainbow Project (2012). Belfast. Available online at:
http://www.rainbow-project.org/assets/publications/All%20Partied%20Out.pdf (Accessed
November 2015).
23

Passive Smoking and Children. Royal College of Physicians (2010), London. Available
online at: https://cdn.shopify.com/s/files/1/0924/4392/files/passive-smoking-andchildren.pdf?15599436013786148553 (Accessed November 2015).
24

Teenage Smoking Attitudes Survey, 1996. Office for National Statistics.

39

KNOWSLEY JSNA REPORT

SMOKING & TOBACCO

25

Smoking and the Young. Royal College of Physicians (1992), London. Available online at:
http://tobaccocontrol.bmj.com/content/1/3/231.full.pdf (Accessed November 2015).
26

Leonardi-Bee J, Jere ML, Britton J. Exposure to parental and sibling smoking and the risk of
smoking uptake in childhood and adolescence: a systematic review and meta-analysis.
Thorax 15 Feb. 2011 doi:10.1136/thx.2010.153379.
27

Reducing Health Inequalities through Tobacco Control: a Guide for Councils. Local
Government Group (2011).
28

Fleming K, et al. Smoking in pregnancy: a systematic review of qualitative research of
women who commence pregnancy as smokers. J Adv Nurs 2013; 69(5): 1023-36.
29

Dietary supplements, smoking and drinking during pregnancy. Infant Feeding Survey –
UK, 2010 (NS). Health and Social Care Information Centre (2012).
30

Meltzer H, Gill B, Hinds K, Petticrew M. OPCS Surveys of Psychiatric Morbidity in Great
Britain, Report 6: Economic activity and social functioning of residents with psychiatric
disorders. London: HMSO, 1996.
31

Lasser K, Boyd JW, Woolhandler S, et al. Smoking and mental health illness. Journal of
the American Medical Association 2000; 284: 2606-10.
32

Pasco JA, Williams LJ, Jacka FN, et al. Tobacco smoking as a risk factor for a major
depressive disorder: a population-based study. The British Journal of Psychiatry 2008; 193:
322-326. Available online at: http://bjp.rcpsych.org/content/193/4/322.full (Accessed
November 2015).
33

Lawrence D, Mitrou F Zubrick SR. Smoking and mental illness: results from population
surveys in Australia and the United States. BMC Public Health 2009; 9:285. Available online
at: http://www.biomedcentral.com/1471-2458/9/285/ (Accessed November 2015).
34

De Leon J, Becona E, Gurpegui M, et al. The association between high nicotine
dependence and severe mental illness may be consistent across countries. The Journal of
Clinical Psychiatry 2002; 63 (9): 812-816. Available online at:
http://cat.inist.fr/?aModele=afficheN&cpsidt=13941727 (Accessed November 2015).
35

Farrell M, Howes S, Taylor C, et al. Substance misuse and psychiatric comorbidity: An
overview of the opcs national psychiatric morbidity survey. Addictive Behaviours 1998;
23:909-18.
36

Smoking and mental health, The Royal College of Physicians. London, RCP, March 2013
Available online at:
https://cdn.shopify.com/s/files/1/0924/4392/files/smoking_and_mental_health__full_report_web.pdf?7537870595093585378 (Accessed November 2015).
37

Jochelson J, Majrowski B, Clearing the Air. Debating Smoke-Free Policies in Psychiatric
Units. King’s Fund. 2007. Available online at:
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/clearing-the-airdebating-smoke-free-policies-psychiatric-units-karen-jochelson-bill-majrowski-kings-fund18-july-2006.pdf (Accessed November 2015).
40

KNOWSLEY JSNA REPORT

SMOKING & TOBACCO

38

Brown S, Kim M, Mitchell C, Inskip H. Twenty five year mortality of a community cohort
with schizophrenia. Br J Psychiatry 2010; 196(2): 116-121. Available online at:
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4560167/pdf/emss-64853.pdf (Accessed
November 2015).
39

Singleton N, Farrell M, Meltzer H. Substance Misuse among Prisoners in England and
Wales. London: Office for National Statistics. 1999
40

Lester C, Hamilton-Kirkwood L, Jones N. Health Indicators in a prison population: asking
prisoners. Health Education Journal 2003;62:341-349.
41

Plugge EH, Foster CE, Yudkin PL, Douglas N. Cardiovascular disease risk factors and
women prisoners in the UK: the impact of imprisonment. Health Promotion International
2009;24:334-343.
42

Public Health England (PHE). Survey of local prisons. Unpublished, 2014.

43

Payne-James JJ, Green PG, Green N, McLachlan GM, Munro MH, Moore TC. Healthcare
issues of detainees in police custody in London, UK. Journal of Forensic and Legal Medicine
2010;17:11-17.
44

Brooker C, Fox C, Barrett P, Syson-Nibbs L. A Health Needs Assessment of Offenders on
Probation Caseloads in Nottinghamshire & Derbyshire: Report of a Pilot Study. Lincoln:
CCAWI University of Lincoln, 2008.
45

MacLeod L, MacAskill S, Eadie D. Rapid literature review of smoking cessation and tobacco
control issues across criminal justice system settings. Stirling: Institute for Social Marketing,
2010.
46

Merseyside Adult Health and Lifestyle Survey 2012/13. Available online at:
http://www.knowsley.gov.uk/pdf/knowsley-health-and-lifestyle-survey-2012-13.pdf
(Accessed November 2015).
47

Health Survey for England – 2013 Trend Tables. Health and Social Care Information
Centre. Available online at:
http://www.hscic.gov.uk/searchcatalogue?productid=16572&q=health+survey+for+england
&sort=Relevance&size=10&page=1#top (Accessed November 2015).
48

McNeill A et al. E-cigarettes: an evidence update – A report commissioned by Public
Health England. Public Health England (2015). Available online at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/457102/E
cigarettes_an_evidence_update_A_report_commissioned_by_Public_Health_England_FINA
L.pdf (Accessed November 2015).

41

