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SERVICE SPECIFICATION 

B Document 
TENDER NO:  

014
CONTRACT TITLE:     Specialist Stop Smoking Training & Update Training
CONTRACT PERIOD:
1 May 2017 – 30 April 2020 (with the option to extend for two periods of up to 12 months to 30 April 2022) 

	GLOSSARY

Unless otherwise defined in the Service Specification, where terms are capitalised in the Service Specification, the definition as detailed in the PHA General Terms and Conditions (Document E) shall apply.



	Term
	Definition

	Evidence Based 
	Evidence based practice refers to the use of research and scientific studies as a base for determining the best practices in a field

	Ten Year Tobacco Strategy
	The Ten Year Tobacco Strategy of DHSSPS NI as described in section 1 of this Service Specification

	Delivery of Services
	Means the delivery of evidenced based Specialist Stop Smoking Support Services to smokers across Northern Ireland, in line with the Regional Training Framework for stop smoking services.

	Training Provider
	Means the entity, whether a limited company, a partnership, a sole trader or consortium lead contractor, or all members of a consortium or otherwise, who by the Contract undertakes to deliver the Specialist Stop Smoking Service Training to Service Providers

	Service Provider
	Means the entity, whether a limited company, a partnership, a sole trader or consortium lead contractor, or all members of a consortium or otherwise, who by the Contract undertakes to supply the Services

	Service User
	a person who is referred for / signposted to or participates in a specialist stop smoking service 

	Services
	The Services to be provided by the Service Provider under the Contract as detailed in this Service Specification

	Health & Social Care Trust (HSCT)
	5 HSC Trusts are situated across Northern Ireland: Belfast HSC Trust, South Eastern HSC Trust, Western HSC Trust, Southern HSC Trust and Northern HSC Trust.  

	Local Commissioning Group (LCG) area
	5 LCG areas are situated across Northern Ireland: Belfast LCG, South Eastern LCG, Western LCG, Southern LCG and Northern LCG.  

	Definition of Training  
	PHA defines Specialist Stop Smoking Training as:
‘Interventions that provide behavioural support and evidence-based behaviour change techniques, provided to service providers either face to face (individually or in groups)’ or via e learning methods’. 
This type of training increases quitting success rates by:

· Helping clients to avoid, escape from or cope with urges to smoke and to manage withdrawal symptoms

· Maximising motivation to remain abstinent and achieve the goal of permanent cessation

· Boosting self-confidence

· Maximising self-control

· Optimising the use of pharmacotherapy (in line with the NI Formulary)
Examples of training include (but not limited to):

· Cancer Focus 2 day face to face smoking cessation training

· NICPLD Public Health – Smoking Cessation – 12 hour distance learning

· NCSCT training

· Maudsley Training
Specialist Stop Smoking Training programmes will only be identified as training where there is evidence which links the outcomes to stopping smoking and in line with the Regional Training Framework for Stop Smoking Services in Northern Ireland (2015).


	Update training / Assimilation training
	Assimilation to the new standards must be equivalent to a minimum 3 hour period and will be considered to be an update session for the subsequent three year period.



	Elite
	Elite is an electronic monitoring system that captures monitoring data (client details, 4 & 52 week follow up, equality monitoring etc) on all clients that enrol with a specialist stop smoking Service Provider in NI.  
Elite has a Service Provider communication interface to allow messages to go out to all existing Training Providers.

	PMR (Progress Monitoring Report)
	A PMR is completed quarterly by the Training Provider to highlight activity against the KPIs.


1. Background / Strategic context 

Smoking is the single greatest cause of preventable illness and premature death in Northern Ireland, killing about 2,300 people each year. It is a significant cause of morbidity and reduced quality of life and consequent increased demand on health services. The hospital cost of treating smoking related illnesses in Northern Ireland is estimated to be in the region of £164m each year.   
Tobacco control is a key priority of both the Public Health Agency (PHA) and the Department of Health Social Services and Public Safety (DHSSPS) to fulfil their obligations to address the causes and associated inequalities of preventable ill health and to meet the targets set out in the Ten Year Tobacco Strategy for NI, which was launched by the DHSSPS in February 2012.  The overall aim of the strategy is to create a tobacco-free society for the population of Northern Ireland and there are three main objectives:

1. Fewer people starting to smoke

2. More smokers quitting

3. Protecting people from tobacco smoke.

Objective 2 of the Ten Year Tobacco Strategy (More smokers quitting) states 

‘Cessation services need to be properly targeted for the priority groups which have been identified in order to reduce smoking prevalence by 2020:

· NI: Overall prevalence 24% to 15% 

· Children and young people:  11-16 prevalence 8% to 3% 

· Pregnant women: prevalence 15% to 9% 

· Manual groups: prevalence 31% to 20% 

In addition, cessation services must ensure a minimum of 5% of the smoking population in NI access cessation services annually.  Provision of stop smoking training will allow provision of services in relation to all these targets, whilst also helping to reduce hospital costs of smoking related diseases.
The Public Health Agency Implementation Model can be found in Appendix 1.
One of the strategic objectives within the Ten Year Tobacco Strategy for Northern Ireland is to ‘Update the existing framework for training services’.  The previous framework for Smoking Cessation Training was developed in April 2003 and training is currently delivered by one of two mechanisms:

1. 2 day face – face course.
2. 12 hour distance learning course offered through NICPLD for pharmacists.
The PHA currently commission over 650 specialist stop smoking services across Northern Ireland.  The specialist stop smoking providers in each of these services has received training in line with the Regional Training Framework (April 2003).  New providers sign up to become specialists and are trained on an on-going basis via the two named courses above, and those currently trained require update training every three years.

These trained specialists offer a specialised stop smoking support service to smokers wanting to quit.  It is expected, according to the Quality Standards for the Delivery of Stop Smoking Services in NI (September 2011), that all Service Providers trained to deliver a stop smoking service will achieve a minimum quit rate at 4 weeks of 45% and at 52 weeks 20%.  Currently in Northern Ireland, 22% of the adult population smoke, equating to 320,000 smokers.  

In Northern Ireland, Specialist stop smoking services are provided over a 6 – 12 week period, with structured support being offered for at least 4 weeks after the quit date. The client receives a total individual contact time of 1.5 hours and carbon monoxide validation of quit attempts is completed at 4 weeks.  Service Providers use an electronic system (www.stopsmokingni.com) to collect monitoring data on:

• Client details 

• Four week follow up 

• 52 week follow up (only for clients that have successfully quit at 4 weeks)

In 2015/16, a total of 21,283 people set a quit date through the Public Health Agency funded stop smoking services. At the 4-week follow-up 12,475 reported that they had successfully quit, 59% of those setting a quit date. Further information on stop smoking statistics is available at 
https://www.health-ni.gov.uk/publications/statistics-smoking-cessation-services-northern-ireland-201516
2. Details of the Tender
The PHA wishes to invite applications from Tenderers to deliver Specialist Stop Smoking Training and Update Training across Northern Ireland.

The PHA intends to appoint one provider to develop and manage the following on-line training modules:

· Specialist Stop Smoking Training  (core training programme)
· Stop smoking services assimilation/update training course
· Specialist training add on module specific to mental health clients that smoke
· Specialist training add on module specific to pregnant clients that smoke
· Specialist training add on module specific to second hand smoke
The provider will also be expected to deliver the Specialist Stop Smoking Training course on a face to face basis when required. 

For the avoidance of doubt a Tenderer may be either a single organisation, a consortium, or a lead contractor sub-contracting all or part of the delivery of services to other parties.
3. Budget

The total budget over the three year period of the Contract will be a maximum of £50,000.  
If additional funds are made available to the PHA for the Services there could potentially be up to 50% being added to the contract value on an in year basis. However, this would be at the discretion of the PHA and subject to (i) demand for the Services and (ii) satisfactory performance monitoring.
For the avoidance of doubt, the PHA will not consider Tender Responses which exceed the total budget outlined above.

The PHA reserves the right to reduce / alter / change requirements depending on Service needs, budgetary constraints or evidence base and with the agreement of the Training Provider. 
4. Objectives of Service

The key objectives of the service are:

· To develop and manage the delivery of a range of Specialist Stop Smoking training courses that  are in line with all components of the Regional Training Framework for Stop Smoking Services in Northern Ireland (2015) as outlined in Appendix 2. 
· To train Service Providers to a level that allows them to meet the Quality Standards for the Delivery of Stop Smoking Services in NI (September 2011), as outlined in Appendix 5.

· To ensure current stop smoking specialists are assimilated to the new training standards.
· To ensure, for each of the training courses available, all training participants are assessed to ensure they have the knowledge and skills to deliver the service they are being trained to deliver.

· To maintain accurate records of all trained specialists in relation to their training status.
· To keep trained Service Providers up to date with evidence based practice regarding smoking cessation, tobacco control and pharmacotherapy (in line with the NI Formulary)
· To demonstrate outcomes through the quarterly monitoring and evaluation reports to flag key milestones and successes.
5. Scope of Service 
The Provider will be expected to develop and manage the delivery of the following on-line training modules:
Specialist Stop Smoking Training (Core training)

· Core Training will be required to be delivered to all new stop smoking Service Providers. 
· The course content should cover all 21 Standards for Specialist Training for Stop Smoking Services as set out in Appendix 2 and take a minimum of 15 hours to complete.
Stop smoking services assimilation/update training
· Assimilation/Update training will initially be delivered to existing Service Providers who have previously completed Specialist Stop Smoking Training. Update training should be offered to all providers to refresh stop smoking specialist knowledge and skills every 3 years.  
· This training module will cover all new standards set out in the Regional Training Framework with particular focus on changes and new approaches regarding all stop smoking medication, and be in line with the NI Formulary.
· The course content should assimilate existing Service Providers to ensure they cover all 21 Standards for Specialist Training for Stop Smoking Services as set out in Appendix 2 and should take 3 hours to complete. A copy of the previous standards ‘The Regional Training Framework for Stop Smoking Services, April 2003’ (for comparative purposes) can be found at in Appendix 6.
Specialist training add on module specific to mental health clients that smoke
· This will be delivered to individuals that work predominantly with this target group.

· This training should only be offered to individuals already trained as a stop smoking specialist provider.

· In relation to the Regional Training Framework (Appendix 2), this training should provide an enhanced level of detail regarding mental health clients that smoke and be in line with associated NICE Guidance.

· This course should take 3 hours to complete.

Specialist training add on module specific to pregnant clients that smoke 
· This will be delivered to individuals that work predominantly with this target group.

· This training should only be offered to individuals already trained as a stop smoking specialist provider.

· In relation to the Regional Training Framework (Appendix 2), this training should provide an enhanced level of detail regarding pregnant clients that smoke and be in line with associated NICE Guidance.

· This course should take 3 hours to complete.

Specialist training add on module specific to second hand smoke
· This will be delivered to individuals that work predominantly / regularly come into contact with families and children. 
· In relation to the Regional Training Framework (Appendix 2), this training should provide an enhanced level of detail regarding second hand smoke (smoke free homes & cars) and be in line with associated NICE Guidance.

· This course should take 30 minutes - 1 hour to complete.

Face to Face training for Specialist Stop Smoking Training (Core training)

There may be demand on an annual basis for the Specialist Stop Smoking training to be delivered on a face to face basis. Where there are sufficient numbers identified (minimum of 20 people) to run a face to face session the Training Provider will be expected to deliver the course in this format.

· The face to face course will cover all components of the Regional Training Framework for Stop Smoking Services in Northern Ireland (2015) – see appendix 2. 
· Where trained specialists will be working with groups, additional training skills (facilitation & group work skills) should be covered as per the standards set out in the Regional Training Framework (2015) – see Appendix 2.
· The face to face course should be run over a 2 day period to ensure adequate time is provided to cover the training materials.
· The Training Provider must identify and provide venues and associated facilities, including hospitality (if required) and equipment as part of this Service.
· The Training Provider must have the facility to register participants on the course. 
· Training Providers must ensure that methods used in the delivery of the training and premises are accessible to participants. For the purposes of this clause accessible means, as far as possible, ensuring the removal of barriers, or potential barriers to the full participation of those with disabilities e.g. wheelchair access.
· Training Providers must detail options they have for training those people with particular needs e.g. sight difficulty and those with a disability.
Course Assessment

All courses must include an assessment that demonstrates that, upon completion of the course, participants have gained the knowledge and skills required under the Regional Training Framework to deliver specialist advice to people wishing to quit smoking. 
Course Materials

All training materials must be made available to the Public Health Agency for approval prior to the training being commenced, to ensure that the materials are consistent with the Regional Training Framework (Appendix 2).

The Training Provider will be expected to review course training materials on an annual basis to ensure they are accurate and up to date in terms of promoting best practice.  Any changes to course materials, including online content, must be approved by the PHA prior to implementation by the Training Provider.

Information relating to smoking and specific to NI will be made available by the PHA for the training provider to use to populate their training materials (online or hard copy).  The information provided will contain facts and figures, like those set out in appendix 7 (Tobacco Control in NI, 2015).
Intellectual Property

All intellectual property rights in the training materials, in whatever format, developed by the Training Provider for the purposes of the Services and/or the Contract shall vest in the PHA and the Training Provider shall only by entitle to use such training materials for the purpose and duration of the Contract. 
6. Target Audience for Training

The Training Provider must ensure that all individuals availing of the training are a minimum age of 16 years old.
Specialist Stop Smoking Training (Core training)
The Training Provider will be expected to target new Service Providers to include HPSS staff who have the capacity, resources, dedicated time, and capability to develop and /or maintain a local sustainable, and accessible specialist stop smoking service.  
Stop smoking services assimilation/update training
Assimilation training will be required for all existing Service Providers.
The Training Provider will be expected to link with all existing Service Providers to demonstrate they have offered 90% of Service Providers assimilation/update training by the end of the first year of training and all providers have been offered by the end of the second year of training.
The additional add on modules for mental health and for pregnancy will be required for Service Providers that work predominantly with these client groups. 
PHA will work with stakeholders and the training provider to promote Core training and Assimilation / Update training.  Details of how courses are promoted across all 5 LCG areas will be required as part of the evaluation report, as per detail set out in KPI item 3, Appendix 3. Promotion could be achieved via the use of leaflets / emails / advertising / active engagement with key individuals/groups and should be completed regionally.  Add on modules will be promoted by the Public Health Agency.  
Any applications from new Service Providers to complete face-face specialist stop smoking training (core training) must be forwarded to the respective local area PHA tobacco officer to approve their place on the course.  Contact details of these officers can be found in Appendix 4. 
7. Training locations and  training volumes

Map showing LCG areas and major towns
Table 1
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PHA will expect the Training Provider to ensure training courses are being accessed by service providers across all 5 LCG areas. Where there is low uptake in a particular LCG area the Training Provider will be expected to work with PHA to target promotional information to increase uptake levels. Projected levels of activity over the contract period are shown in table 2.

Table 2

Stop Smoking Training delivery requirements across Northern Ireland
	
	Core training

Specialist Stop Smoking Training (for new providers)
	Specialist Stop Smoking Update Training (for assimilating existing providers in line with new standards)
	Add on Mental Health Speciality Module
	Add on Pregnancy Speciality Module
	Add on Second Hand Smoke Speciality Module

	
	
	
	
	
	

	Regional projection for online training 
	600 – 750
	600

(90% in year 1 and the remaining 10% in year 2)
	150 - 200 
	150 – 200 
	150 – 200 

	Regional Projection for face - face training 
	150*
	Assimilation Training is only available online
	Add on Mental Health Training is only available online
	Add on Pregnancy Training is only available online
	Add on  Second Hand Smoke  Training is only available online


*Any new applications to complete face-face specialist training must be forwarded to the respective local area PHA tobacco officer to approve their place on the course.  Contact details of these officers can be found in Appendix 4.
8. Management of the Service

The Training Provider must have in place processes for the effective administration of the training service.
The Training Provider will be expected to keep a detailed record of all course participants. Key information should include:

· Individuals name, 

· Contact address (including post code)

· Phone number

· Email address

· Provider type (pharmacy / GP/ Community etc),

· Contractor / practice number (where appropriate).
The Training Provider must capture and submit an annual summary report on the equality monitoring of training participants.   Please note equality monitoring must be in line with Section 75 of the NI Act, details can be found at http://www.nidirect.gov.uk/section-75. 
The Training Provider will supply information to trainees on the resources available to advertise and promote a stop smoking service in line with PHA policy, and the regulations for producing materials so as to ensure all Service Providers promote and advertise stop smoking services in a regionally consistent manner

All training offered should be promoted using PHA branding and be in line with PHA brand guidelines in accordance with the provisions of Document E General Terms and Conditions.  The inclusion of any other brandings must be approved by the PHA.
9. Quality Standards  
· The Training Provider must meet the Standards for Specialist Training for Stop Smoking Services as set out in Appendix 2. 
· The Training Provider must train Service Providers to a level that allows them to meet the Quality Standards for the Delivery of Stop Smoking Services in NI (September 2011), as outlined in Appendix 5.
· Specialist Stop Smoking Training must be evidence based, and in keeping with NICE Guidance and the NI Formulary.
· The Training Provider must train Service Providers in the full range of all NICE approved stop smoking medication available, not promoting any brand product over another and in keeping with the NI Formulary.  The Training Provider must highlight specifically only the products / options available through PHA commissioned stop smoking services.
· The Training Provider should provide options/methods for Service Providers to practice interpersonal skills and learn how to complete a successful intervention.

· All participants must pass an assessment that demonstrates that, upon completion of the course, participants have gained the knowledge and skills required under the Regional Training Framework to deliver specialist stop smoking support to people wishing to quit smoking.  
· All training will be evaluated through Service Provider assessment of the achievement of learning objectives on completion of the training programme. 
· Historically, delivery of stop smoking services in NI has achieved quit rates in line with the Quality standards for the Delivery of Stop Smoking Services in Northern Ireland i.e. 45-50%.  If quit rates fall below the requirements set within the Quality Standards appropriate action will be taken following a review between PHA and the Training Provider.
· The Training Provider must ensure that all training materials; individual training records and monitoring information will be stored in a safe way and that contingency / back-up systems will be set up to ensure no content or monitoring information is lost.
10.  Hours of Service 
Accessibility/flexibility is essential for this tender.  Due to the nature of the work, flexibility is required which may include evening and occasionally weekend work.
PHA will expect on-line training courses to be accessible 24 hours a day, 365 days a year. Where planned maintenance is required to update materials or fix any technical problems, a message should be provided indicating when the system will be operational again. Any periods where access to the on-line training courses will be down for more than 12 hours should be notified to PHA immediately. 

11. Performance Indicators and Monitoring  
The Training Provider will be required to provide numerical and qualitative information as part of the monitoring process in an agreed format and timescale to the Public Health Agency, and facilitate monitoring by PHA officers as requested.  

In order to ensure that services are delivered to a high standard a number of key performance indicators have been developed by the PHA.   Table 2 (above) highlights the Key Performance Indicators (KPIs) in relation to the number of staff that are to be trained across the five LCG areas of Northern Ireland and Appendix 2 outlines Regional Training Framework training standards, detail of what is to be included and Outcomes / Performance measures that will be expected under this contract.  Training Providers will be expected to demonstrate how they have addressed these KPIs as well as those listed in appendix 3.
An example of the Progress Monitoring Report to be used to report on achievement against KPIs is contained within Schedule 1 and 2 of Document E Terms and Conditions of Contract.
12. Evaluation
The Provider will be expected to complete and send to the PHA an annual evaluation that will include:
· Detail in line with the KPI item number 3 (Pre, Post and 6 month questionnaire) set out in Appendix 3. 
· Detail of challenges and learning regarding any / all aspects of the training.
· Actions taken to address challenges and learning.
· Recommendations for future training delivery.
· Detail of resources and mechanisms used to promote training courses to participants across all 5 LCG areas in NI.
As part of any evaluation the Training Provider will be expected to include baseline and post training programme information.  The Training Provider will work with the Public Health Agency to develop and finalise the pre, post and 6 month evaluation questions.  
The Pre training questions will be brief and measure knowledge and skills relating to stop smoking training.  The post training questions will check if the course met expectations, if training content and mode of delivery was suitable, if participants have everything they need to deliver an effective intervention, and for areas for improvement. It is anticipated that the pre and post evaluation questions will be included as part of the on-line training course.  
The 6 month post questions will determine if the participant is active in delivery, their percentage quit rate, if they are using the knowledge and skills from the training and their level of confidence in delivering a stop smoking service.  It will also ask for suggestions and areas for improvement. It is anticipated that this will require the Training Provider to email those individuals that have completed the training after 6 months and requesting that they complete a questionnaire.
Evaluation and statistical reports will be prepared and presented by the Training Provider. 
Appendix 1
Public Health Agency – Implementation Model

The Public Health Agency has developed a Thematic Action Plan to outline the approach to the implementation of the Ten Year Tobacco Strategy for Northern Ireland (Feb 2012).  This plan is driven by the work of the Tobacco Strategy Implementation Steering Group (TSISG) and its 5 associated work streams which align themselves to the WHO MPOWER Framework for Tobacco Control (2008):

Research & Information 

Protection and Enforcement

Services & Brief Intervention

Communication & Education

Policy & Legislation
One of the objectives of the Ten Year Tobacco Strategy is ‘to update the existing regional training framework’.  This objective is being addressed through action via the Services & Brief Intervention Workstream.  

Updating the framework will result in a new set of regional training standards for the delivery of Stop Smoking Services in Northern Ireland, thereby providing training to Service Providers across Northern Ireland that will be assessed to ensure each Service Provider has the appropriate knowledge and skills to deliver effective smoking cessation services in line with evidence based practice and to achieve the standards set out within the Quality Standards for the delivery of Stop Smoking Services in NI (September 2011).  This will provide smokers, who are motivated to quit, with the best possible chance of successfully quitting smoking.

Appendix 2 

Introduction
Standards of Service Delivery in Training

· All organisations commissioned to deliver training by the PHA in the area of stopping smoking must demonstrate how they meet these Standards.

· All relevant standards set out within this document should be adhered to in conjunction with ethical principles, codes of professional conduct and/or standards set out by professional bodies with which relevant personnel will have affiliation. 

· Additional requirements may be detailed in any contracts that are issued. 

· The Public Health Agency reserve the right to review the standards set out within this document.  As such, standards may be subject to change within the life of any contracts awarded e.g. where new legislation / guidance has been developed. 
· The Public Health Agency reserve the right for them or their agent, to review contracted Service Providers against relevant standards as defined within this document.  
Appendix 2 continued
Standards for Specialist Training for Stop Smoking Services
All organisations who are commissioned to deliver training by the Public Health Agency in the area of stopping smoking must meet the following 17 Training Standards and 4 Delivery Standards.
Specialist Stop Smoking Service Training Standards

	
	Training Standard
	What this means
	Outcomes / Performance Measures

	
	Explicit statement of expected quality
	A brief guidance note explaining the standard
	Not exhaustive i.e. other forms of evidence may also be presented

	1
	Specialist Stop smoking Training programme will be developed and delivered in line with the Regional Training Framework 
	· A specialist stop smoking training course & material is available, which is accurate, evidence based and reflects best practice.
· A Specialist Stop Smoking Training programme will be delivered to provide participants with the knowledge and skills base necessary to run effective specialist stop smoking services, either on a one to one or group basis.

· Training lasts minimum period equivalent to 15 hours (for new providers) or 3 hours (to assimilate those who have been trained previously).
· Public Health Agency protocols will be taught (available to Training Provider from PHA).

	· Course content available.
· Training content and materials reflects up to date research.

· Training content and materials are reviewed in line with evolving understanding and research.

· Information and data is referenced and dated.

· Training content and materials are consistent with key messages outlined within current Ten Year Tobacco Control Strategy for NI.
· Evidence that the recommended training duration is adhered to.

· Trainer and participants confirm that the relevant programme content and programme materials are adhered to (e.g. through evaluation).
· Participant knowledge has increased pre and post programme.
· Trained providers aware of and adhere to the Quality Standards for the Delivery of Stop Smoking Services in Northern Ireland (September 2011) – Appendix 5.

· Management processes are established to quality assure planning, delivery, evaluation and assessment of all training.
· Data will be captured and available regarding Section 75 of those participating in training.

	2
	Knowledge of Smoking in the population (Specific to Northern Ireland and further afield)

	· Describe smoking prevalence and patterns of smoking (nationally and locally) and stop smoking rates as functions of demographic characteristics over time such as gender, age, ethnicity and socio-economic status 

· Policy directives and political context (including legislation and targets), 

· Marketing practices and target groups of tobacco industry, 

· Addiction and dependence issues (including the lack of understanding and empathy for smokers, compared to other substance abuse), 

· Smoking and health inequalities


	Number and percentage of participants that pass the Multiple Choice Question assessment.  

Raise awareness of the potential communication needs of particular Section 75 groupings e.g. information in different languages / possibility of a translation service.


	3
	Knowledge of Smoking and Health


	· Highlight the consequences of smoking - risks (including the effects of smoking on the body),

· Identify the potential adverse effects of smoking (and passive smoking) in pregnancy and during breastfeeding, including those on mother, foetus, baby and siblings


	Number of participants and the percentage that pass the Multiple Choice Question assessment.  



	4
	Knowledge of why stopping smoking can be difficult


	· Demonstrate comprehensive knowledge of smoking behaviour.

· Demonstrate knowledge of relapse prevention strategies.

· Demonstrate a basic knowledge of motivational interviewing.

· Describe what brief intervention is (3 As);

· Describe background information to aid motivation (e.g. the health benefits of stopping smoking and the effects of passive smoking and the increased risk of premature death from smoking at different ages) and describe effectiveness of interventions to help trigger motivated client quit attempts.

· Understand withdrawal, including symptoms and signs of withdrawal and how to cope with withdrawal.

· Emphasise to the client the importance of, and secure commitment to, the ‘not a puff’ rule once the quit date has been reached.

· Explain what is meant by tobacco addiction and nicotine dependence and how these develop

· understand the views and experiences of smokers (particularly young smokers and disadvantaged smokers) and the need for empathy;

· Understand what the barriers are to intervening and advising.

· Describe environmental, socio-demographic and psychological factors associated with cigarette addiction.

· Demonstrate knowledge of the physical, psychological, pharmacological and social effects of tobacco use including any anticipated symptoms on stopping such as weight gain

· Demonstrate knowledge of the importance of a balanced diet when stopping
	Number of participants and the percentage that pass the Multiple Choice Question assessment.  


	5
	Knowledge of Smoking cessation treatments


	· Highlight all NICE approved medications in line with the NI Formulary (http://niformulary.hscni.net/Pages/default.aspx) for trained specialists. Provide a full description of each product, how it works, who it can/cannot be used with and success rates.

· Highlight the role of harm reduction and that only an abrupt quitting service is currently funded in Northern Ireland.

· Provide information which is factual and in line with the PHA position statement on e-cigarettes (For our information on e-cigarettes, please visit www.want2stop.info). 
· Utilise knowledge of the timeliness and frequency of intervention – suggested annually.

· Explain why complementary therapies and unproven commercial treatment programmes for stopping smoking should not be made available on the NHS.

· Understand the health and safety issues relating to use of carbon monoxide monitors including calibration and hygiene issues.

· Utilise knowledge to deal appropriately with carbon monoxide readings and know acceptable cut off points.


	Number of participants and the percentage that pass the Multiple Choice Question assessment.  

	6
	The wider context


	· Role of cessation in wider tobacco control strategies.

· Cost effectiveness of Stop Smoking services vs other lifesaving critical interventions.
· Identify the attitudes of healthcare professionals towards smoking.
· Place their specialist service in the context of local and regional strategies and action plans.
· Demonstrate knowledge of the specific needs of certain client populations especially those of pregnant women who smoke, and how they might be best supported. Other client groups with specific needs might include young people, people from an ethnic minority background, people with a disability, particularly those who are deaf or with a hearing impairment or have mental health problems.
· Specialist Stop Smoking training course organisers should consider the use in training programmes of role play and case studies
	Number of participants and the percentage that pass the Multiple Choice Question assessment.  
Raise awareness of the potential communication needs of particular Section 75 groupings e.g. information in different languages / possibility of a translation service.


	7
	In relation to Practical skills, participants will be trained in assessment of clients


	· Establish a rapport with client, ask open questions, know how to get started and the opening line.

· Assist client in identifying his/her reasons for wanting to stop smoking and address concerns they may have about possible negative aspects of stopping.

· Assess motivation and readiness to quit.

· Assess suitability of client for one-to-one or group therapy.

· With client - affirm a strong commitment to start, continue or start a new quit attempt in line with the Quality Standards for the Delivery of Stop Smoking Services in Northern Ireland.

· Rapidly assess and categorise smoker’s level of nicotine. addiction/dependence using validated tools such as Fagerstrom and assess client’s nicotine withdrawal symptoms.

· Assess past smoking behaviour, including past history of quit attempts.  

· Assess client’s current self-reported and CO validated smoking behaviour.

· Assess client’s available social support (including assessment of client’s contacts who smoke).  

· Pragmatically assess a client’s psychological state (e.g. depressed mood) insofar as it is relevant to the quit attempt.

· Assess client’s suitability and experience regarding pharmacotherapy – usage, side effects, and benefits.  
	Number of clients that enrol more than once in a 6th Month period.



	8
	Planning behavioural support
	· Plan and support implementation of the selected intervention (or series of interventions) relevant to the needs of an individual.
· Clarify goals of client, set relevant objectives and plan an appropriate evidenced based intervention(s).
· Utilise basic knowledge of behavioural change e.g. “cycle of change model / PRIME Theory”.
· Identify barriers to quitting.
· Accurately describe the process of stopping smoking in a way that reflects the extent to which attempts to stop can be arrived at suddenly or gradually, the importance of avoiding ‘lapses’ and dealing with cravings, the factors that promote and deter quit attempts and factors that protect against and promote relapse.  
· Identify potential reasons for relapse and discuss potential ways of changing client’s daily routines and physical environment in order to minimise exposure to smoking cues and avoid relapse/deal with cravings (e.g. remove ashtrays).
· Identify appropriate sources of information and support on stopping smoking across Northern Ireland.
· Provide advice on the client’s use of social support from friends, relatives, colleagues or ‘buddies’. 
· Utilise listening skills, and be able to interpret smoker’s response to the intervention.
· Describe the common reasons smokers give for why they smoke and how far these reflect the true effects of smoking.
· Assist client to set a quit date.


	

	9
	Delivery of behavioural support -  Directly addressing motivation in relation to smoking and smoking cessation


	· Elicit client’s views/questions on smoking and provide clear and accurate answers.

· Demonstrate the benefits and use of CO monitor/measurement to validate the quit attempt and motivate quitters in line with the most recent NICE Guidance for the general population and those who are pregnant. 

· Deal appropriately with lapses/cravings to minimise likelihood of full relapse.

· Provide feedback on a client’s performance and progress towards becoming a permanent non-smoker, including praising client on successfully remaining abstinent.

· Motivate client to continue with quit attempt.

· Emphasise the importance of the ‘not a puff’ rule.


	

	10
	Delivery of behavioural support - Supporting the client to exercise self-control
	· Enhance client motivation and self-efficacy.

· Empathise with smokers.

· Suggest ways to minimise stress and other psychological demands so as to conserve mental resources. Also, for concerned clients, outline weight and alcohol/caffeine consumption control methods.

· Understand and suggest evidence based approaches on the use of pharmacotherapies to aid withdrawal.

· Assist client to develop relapse/withdrawal prevention strategies.

· Encourage ex-smoker identity – no longer part of your life.


	

	11
	Promoting effective medication use and other supporting activities
	· Provide information (in line with the NI Formularyiv) on all effective therapies including behavioural support and pharmacotherapies such as nicotine replacement therapies (NRT), buproprion and varenicline.

· Provide behavioural support to clients wishing to use unlicensed nicotine containing products (such as e-cigarettes) or products not supplied through PHA commissioned stop smoking services as part of a quit attempt.

· Mental health - describe effects of stopping smoking on dosages of drugs used to treat mental health conditions, e.g. psychotic disorders.

· Provide advice, where appropriate, on the use of pharmacotherapies in pregnancy, cardiovascular disease and, to under 16s, having taken account of the evidence of effectiveness, the licensed indications for use and Northern Ireland protocols.

· Describe use of the full range of effective pharmacotherapies, including practical knowledge and demonstration of use of range of products, their contraindications, drug interactions and side effects. 

· Advise clients appropriately on adjusting stop smoking medication in light of their experiences.  

· Monitor continued suitability of chosen pharmacotherapy.


	Number of participants and the percentage that pass the Multiple Choice Question assessment.


	12
	General communication
	· Describe to client expectations regarding stop smoking programme, length and content.

· Non-judgemental and use reflective listening.

· Market services internally and externally, based on capacity and resources.


	

	13
	Professional practice
	· Keep up-to-date with changes in evidence base and policy and complete update training in line with the Quality Standards for the Delivery of Stop Smoking Services in Northern Ireland.

· Demonstrate knowledge of key points in the Quality Standards for the Delivery of Stop Smoking Services in Northern Ireland, including data protection and equality issues.

· Assess and monitor stop smoking services in line with the Elite electronic monitoring system.

· Organise local specialist stop smoking services.

· Liaise with other professionals in the development of local services.

· Use computer technology to enhance efficiency and effectiveness of service.

· Regularly reflect on own practice and quit rates of clients and assess possible areas for improvement.

	Consider training each provider with knowledge of the potential communication needs of particular Section 75 groupings e.g. information in different languages / possibility of a translation service.
All providers trained in use of local protocols and electronic monitoring system (Elite).

	14
	Group-based behavioural support -  Planning behavioural support in (closed) group contexts


	· Describe when an individual would benefit most from the delivery of individual support or group intervention.

· Assess client suitability for group support.

· Plan, organise, establish and run a stop smoking group.

· Organisation of infrastructure and group setting to ensure maximum participation and safety of group.

· Identify potential difficulties associated with providing group based support, such as patient recruitment and organisational logistic demands and how these can be addressed.


	Number of participants and the percentage that pass the Multiple Choice Question assessment.


	15
	Group-based behavioural support - Maximising motivation to quit within the (closed) group context and enhance mutual group support and/or bonding

  
	· Active encouragement of all members of the group to participate.

· Encourage clients to make public promises/contracts with other group members. Use name badges, encourage clients to talk about themselves.

· Use of techniques and aids to encourage participation and cohesiveness within groups.

· Follow up missing members to maintain motivation.


	Number of participants and the percentage that pass the Multiple Choice Question assessment.


	16
	Group-based behavioural support - Supporting activities in the (closed) group context


	· Manage problems of co-morbidity (psychological and physical) within group appropriately.

· Basic use of group dynamics theory.

· Use of range of methodologies to evaluate group outcomes.

· Foster a sense of responsibility to the group.

· Encourage group members to share their CO readings.

· Facilitate choice of medications in a group context.


	Number of participants and the percentage that pass the Multiple Choice Question assessment.


	17
	Group-based behavioural support - Communication in the (closed) group context
	· Possess skills to communicate, facilitate and control groups.

· Encourage sharing of experiences and ways of dealing with cravings.


	


Specialist Stop Smoking Service Delivery Standards
	
	Training Standard
	What this means
	Outcomes / Performance Measures

	
	Explicit statement of expected quality
	A brief guidance note explaining the standard
	Not exhaustive i.e. other forms of evidence may also be presented

	18
	Training Providers have in place processes for the administration of the training service.
	· The effective management and administration of training is key to a well organised efficient training service that supports all aspects of the training lifecycle.

· This function is not dependent upon having dedicated administration staff, but is achievable through well documented procedures which support the efficient, consistent and equitable delivery of training.  
	· Documented procedures including programme application, registration and cancelling processes, programme information, contingency plans for programme disruption etc.
· Relevant forms.
· Programme contents/description.

· Evidence of planning and co-ordination. 
· Evidence of plans communicated to the trainer / training team.
· Marketing / promotion of training courses.
· Training protocols in place and communicated to the training team.
· Venue information including suitability for a range of learner groups. 
· Complaints / feedback procedure.
· Method for collecting, analysing, storing and using monitoring and evaluation information. 
· Documentation reviewed and communicated to relevant personnel.

	19
	Training programmes are fully described and communicated with prospective learners.
	· By providing details of training programmes in advance prospective learners can make an informed choice in relation to the suitability of the programme for them / their needs.  

· This may include programme description, who the programme is aimed at, anticipated / stated outcomes, aims and objectives, application/registration process, programme accreditation / certification, entry requirements, time commitment required, programme delivery methodology etc.
	· Copies of information that has been shared with prospective learners. 

· Details of how training programmes are communicated.

	20
	Persons delivering training have sufficient subject matter knowledge and skills in training delivery.
	· For training to be successful in meeting the needs of the learner group, providers and commissioners it is important that persons delivering the training are knowledgeable and have a deep understanding of the subject matter, can communicate this in a range of ways to meet the needs of the learner without compromising the integrity of the training, have the facilitation skills to manage the group and any issues which may arise and the technical ability to utilise relevant technology.
	· Trainers are given supported learning time to support and develop their subject matter knowledge.

· Personal development and training plans.

· Evidence of appropriately trained personnel.

· Trainers are skilled in training /material development, design, delivery, evaluation, review and assessment.

· Evidence of using a range of communication and training techniques and methods. 

	21
	Providers ensure that training programmes are monitored and evaluated.


	· Evaluation and monitoring of training programmes is important to capture and measure the satisfaction of participants, determine changes in learners knowledge, skills, competencies and attitudes and improve the training process.
	· Evaluation, feedback and monitoring methodologies that capture relevant data and information and which begin at the outset of the training process;

· Evidence that feedback received has influenced training programme(s) / delivery etc.

· Evidence that learning from training is fed back to appropriate stakeholders


Appendix 3
Key Performance Indicators

	Items
	Measure
	KPI
	Reporting period

	1. Continuous availability of all specified training courses in line with specification requirements.


	All training courses are available for participants to register and complete in line with Specification requirements

	All courses are developed and are available in the format agreed

Evidence that courses are open for application and that courses are being successfully completed 

100% of those registered are able to complete the training requested
Details of any instances where the system has not been available for more than 12 hours due to technical issues. 
Annual evaluation report on face-face training undertaken.
	Quarterly via PMR

	2. Number of people trained and accredited
	Number attending
	All those people that receive any of the training should be accredited and supplied with a training certificate.
	Quarterly via PMR

	3. Increase participants knowledge
	Pre, Post course and 6 month questionnaire
	Evaluate 100% of training participant’s pre and post course.  Evaluate a minimum of 30% of training participants after 6 months.
Detail of challenges and learning regarding any/all aspects of the training.

Actions taken to address challenges and learning.

Recommendations for future training delivery.

Detail of resources and mechanisms used to promote training courses to participants across all 5 LCG areas in NI.
	Annually and a 3 year report for years 1-3.


	4. Location of training
	Record of all training courses, including location (face – face only) and number of attendees / location of attendees.
	Training courses available / specialists trained in all 5 LCG areas across NI annually.  
	Quarterly via PMR

	5. PHA service protocols
	Trained specialists fully informed of local monitoring systems and protocols e.g.  how to use the Elite electronic monitoring system, data monitoring return timeframes, payment schedule timeframes etc… 
	All (100%) trained providers are fully trained in the use of PHA protocols and monitoring systems 
	Quarterly via PMR

	6. Monitoring systems
	Data capture system in place to identify number of staff trained and their equality status.

	100% record of staff trained.

80% of those trained complete an Equality Monitoring Return.
	Quarterly via PMR

	Items 7-10 will be captured by the PHA via their reporting procedures from the Elite electronic monitoring system.

	7. Specialist Stop Smoking Service enrolment
	Number of smokers enrolled in specialist services
	Minimum of 5% of NI smoking population.
	Quarterly 

	8. Service Provider quit rates
	4 and 52 week quit rates
	· Successfully trained providers will annually achieve a minimum 45% 4 week quit rate and 20% quit rate at 52 weeks.

· The number of providers involved in the PHA Quality Improvement process (under 35% performance at 4 weeks) is less than 10% for each provider type.
	Quarterly

	9. Pharmacotherapy for stopping smoking
	Specialist stop smoking provider use of pharmacotherapy
	In line with the NI Formulary:

· Number and percentage of clients using stop smoking pharmacotherapy.

· Number of items supplied per client by each Service Provider (average should be between 1 and 2).
	Quarterly

	10.  CO validation
	Percentage of clients that have been CO validated at 4 weeks.
	Aim for 100% with a minimum 85% validation rate.

	Quarterly


Appendix 4
PHA locality Tobacco Control Teams – Contact Points

Any new applications to complete specialist training must be forwarded to the respective local area PHA tobacco control officer to approve their place on the course.  Contact details of these officers 
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Appendix 5
Quality Standards for the Delivery of Stop Smoking Services in NI
All stop smoking services are required to comply with the requirements of each of the following 18 standards.

1. Specialist stop smoking services should be available for the whole population but Service Providers are required to focus primarily on the target groups set out in the DHSSPS Ten Year Tobacco Strategy.

These include people who smoke and are:

· disadvantaged

· routine and manual workers

· pregnant women

· children and young people

2. Staff providing specialist stop smoking advice and support are required to have attended a minimum of a two-day recognised training programme or a recognised training course. This training must be in keeping with the NI Regional Training Framework for Specialist Stop Smoking (April 2003). Staff should ensure continuing competency in delivering the service and are responsible for ensuring they complete refresher / update training every three years.

3. The service is delivered in accordance with an agreed protocol for one-to-one or group intervention, based upon the DHSSPS Monitoring Guidelines (2001).

4. The staff providing specialist stop smoking support should have allocated time to deliver the service.

5. Clients should be offered a total individual contact time of 1.5 hours. Some of the support may be provided by telephone contact if more suitable for the client.

6. For all Stop smoking support, offered on a one to one basis, a specific area will be provided in which a conversation can be conducted in private, free of interruptions and without the possibility of being overheard. Strict confidentiality will be observed in respect of any personal information relating to the client.

7. Only smokers motivated, ready to quit and prepared to set a quit date should be registered for specialist support. Smokers should be offered an initial consultation of at least 15 minutes; this should include assessment of motivation and readiness to quit. If suitable a quit date should be set and advice regarding therapeutic interventions e.g. NRT / Bupropion / Varenicline given. Smokers may be referred to a General Practitioner or Pharmacist for further guidance. If a smoker is referred to you (for guidance / product dispensing only) from another stop smoking Service Provider, you MUST NOT enter this person onto the electronic system and must not claim payment for them. Guidance of this type does not warrant submission of a claim under the Stop Smoking Service delivery protocols.

8. Specialist stop smoking services should be provided over a 6 – 12 week period, with structured support being offered for at least 4 weeks after the quit date.

9. The 4 week follow up must be carried out promptly and at the latest 6 weeks after a quit date. A client is considered to have successfully quit smoking if they have not smoked in the third and fourth week after the quit date.

10. All services are expected to aim for at least a quit rate of 45-50% at four weeks. Services who have quit rates of less than 35% will be subject to review by the PHA/HSCB.

11. Service Providers will be required to undertake carbon monoxide validation of quit attempts at 4 weeks and to record the outcome on the monitoring form (in accordance with Crest Guidelines on Infection Control). A carbon monoxide reading of less than 10ppm validates non-smoking status (DH, 2010). Carbon monoxide monitors must be calibrated according to manufacturer’s recommendations for use.

12. All Service Providers are expected to achieve a 52 week quit rate of 20%. The 52 week follow-up is to be carried out promptly either in person with the client or via telephone. Only smokers who have quit smoking at 4 weeks should be reviewed at 52 weeks.

13. A minimum of 6 months must lapse before a client who has previously participated in a PHA funded specialist stop smoking programme can be re-registered with a PHA stop smoking service. A client may be accepted prior to the 6 month re-entry in exceptional circumstances following consultation with your local PHA office.

14. Service Providers will be required to use the electronic system (www.stopsmokingni.com) to collect the following monitoring data:

• Client details – form 1

• Four week follow up form

• 52 week follow up form (only for clients that have successfully quit at 4 weeks)

All returns should be submitted by the end of each calendar month.

15. Payments claims must be submitted to the PHA monthly as indicated in the schedule for submission of claims. Failure to complete, maintain and submit appropriate records may result in non-payment. Schedule for submission of claims:

	Quit date set during this month
	Latest date for submission of claim to the PHA (or first working day thereafter)

	January
	21 March

	February
	21 April

	March
	21 May

	April
	21 June

	May
	21 July

	June
	21 August

	July
	21 September

	August
	21 October

	September
	21 November

	October
	21 December

	November
	21 January

	December
	21 February


16. Equality, Human Rights and Data Protection legislations must be adhered to in service provision. Equality monitoring forms must be given to smokers availing of stop smoking services, along with a prepaid envelope for return.

17. Service Providers are required to keep copies of consultation forms and client details to facilitate review by PHA/HSCB.

18. The PHA reserves the right to suspend/ terminate the contract of any Service Provider that fails to meet any of these standards.
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The impact of smoking
Deaths attributable to smoking 
Smoking has been identified as the single greatest cause of preventable illness and premature death in Northern Ireland with 2014 data revealing approximately 16% or 1 in 6 of all deaths in Northern Ireland (NI) were attributable to smoking.1,2 
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Indeed smoking has been shown to contribute to deaths from a wide variety of causes and is thought to account for:2

· 86% of all deaths from lung cancer;

· 85% of all deaths from Chronic Obstructive Lung Disease;

· Over half the deaths from Stomach/Duodenum ulcers;

· 1 in 4 of all cancer deaths and;

· 1 in 10 of all circulatory disease deaths. 
During the past decade the number of deaths attributable to smoking has been estimated to be between 2,300-2,400 per year, equating to approximately 6 deaths a day.1 

Moreover, research has shown a smoker’s life span is shortened by about five minutes for each cigarette smoked and on average, those killed by smoking have lost 10-15 years of life.3                                                                                                            
Inequality and smoking related mortality 

The regional standardised death rate due to smoking related causes in NI was 168 per 100,000 in the period 2009-13, a decline from previous years.4,5 

Nevertheless, the ‘standardised death rate due to smoking related causes in the most deprived areas
 was 54% higher than the overall regional rate and 129% higher than the standardised death rate in the least deprived areas’5
. 

Furthermore, over the past decade, there is now a widening  inequality gap between the standardized death rate in the most deprived and the least deprived areas of NI (see Figure 1).5
Figure 1: Inequality gap in the standardized death rate due to smoking in NI (2004/08-2009/13) 5
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Smoking related mortality among males is twice that of females (244 vs. 115 deaths per 100,000 population) (see Figure 2). Moreover, the inequality divide is strongly evident within the genders. The standardised death rate due to smoking related causes is highest among males in the 20% most deprived areas, more than twice that of males in the 20% least deprived areas and almost five times that of females in the 20% least deprived areas.6 

Figure 2: Standardised death rate per 100,000 (2009-13) from smoking related causes by gender and deprivation6 
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Smoking not only causes death but reduced quality of life through illness. 

While it is difficult to quantify the extent and impact of these illnesses, it has been estimated 17,889 people were admitted to hospitals in NI due to smoking related causes in 2013.7 

The costs of smoking

In Northern Ireland it has been estimated the costs of treating smoking related illness in NI hospitals alone is around £164m a year.8 

However, hospital costs are only one of the many financial outlays associated with smoking. Several studies conducted within the UK have examined the overarching costs of smoking to society. These studies have accounted for a wide range of smoking related costs including health care, premature death, excess sickness absence, smoke breaks, second hand smoke (early deaths), smoking related litter and fire in the business place or home. The costs of smoking have been estimated to be £790m per year in Wales, £1.1 billion in Scotland and £12.9 billion in England with an additional one billion pounds required for social care costs in England alone.9,10,11,12  

Based on the economic studies above, (and accounting for the number of smokers within the Northern Ireland population) it is estimated that smoking costs the Northern Ireland economy around £450 million per year.

Given the economic costs outlined above, it is estimated the total cost of smoking to the UK as a whole could substantially outweigh the tax generated through cigarettes by an excess of £5 billion a year.13
 Moreover, nationally it has been reported a 1% decrease in the prevalence of smoking could be estimated to produce a net revenue gain of £240 million pounds per year in the UK.14 

Asides from the societal costs of tobacco, the financial burden to individual smokers is considerable. In 2014, a 20-a-day smoker would spend on average, over £3,000 a year on cigarettes with lower income groups in the UK spending twice as much of their total income on cigarettes compared to the more affluent groups (4% vs 2%).15,16

The extent of smoking in Northern Ireland

Population prevalence 

Twenty two percent of the NI population currently smoke, a figure which has declined from 24% in 2012 but still remains the highest prevalence rate (equal to Scotland, 22%), within the UK and Republic of Ireland (ROI), (Figure 3).17,18,19,20,21

Figure 3: Smoking prevalence throughout the UK and ROI
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It is now estimated around 320,000 adults aged 16 and over smoke in Northern Ireland with the prevalence of smoking among males being 23% and females 21%.17 

Smoking prevalence differs substantially by local government district (LGD). Belfast (25.1%) and Londonderry/Strabane (23.3%) LGD’s  have the highest estimated smoking prevalence compared to the LGD areas of Lisburn and Castlereagh with a prevalence of only 16.5% and North Down and Ards with a prevalence of 17.4% 
 (see Figure 4, overleaf).22 

The Northern Ireland Ten Year Tobacco Control Strategy for Northern Ireland identifies a number of priority groups for targeted action owing to the high prevalence of smoking or the particularly detrimental health impact smoking can cause within these groups. These priority groups have been identified as:  disadvantaged adults who smoke, pregnant women who smoke and children and young people (11-16 years old).23 

Disadvantaged adults who smoke Smoking prevalence analysis by deprivation quintile (see page 5, footnote ii for further information on deprivation quintiles) shows a strong gradient exists. The most recent NI data for 2014/15 shows three times as many smokers living within the most deprived quintile (36%) compared to the least deprived quintile (12%), (Figure 5).5 

Figure 5: Smoking prevalence by deprivation quintile 2011/12-2014/15
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Likewise, the smoking prevalence among routine and manual workers remains around one third higher than the general population average at around 30% and substantially higher than that observed in professional occupations (9%).24,25 

Figure 4: Smoking prevalence by Local Government District (LGD)22 [image: image7.jpg]Public Health Agency ﬁ
Smoking prevalence by Local Government District, 2013/14

Northernireland

Causeway Coast & Glens = 20.0%

Mid & East
Antrim = 20.7%

Derry &
Strabane = 23.3%

Antrim &
Newtownabbey =21.5% Belfast =25.1%

Fermanagh
& Omagh = 18.1%

Armagh, Banbridge
& Craigavon = 19.6%

NI prevalence = 21.0%
Newry, Mourne

& Down =19.8%

—— Local Govemment District boundary 2014)

Source: Quality and Outcomes Framework 2013114

Reproduced withhe permission of Land and Property Services under delegated authorty from the
Controller of Her Majesty's Stationery Office, ® Crown copyright and database ights NMAES8LA2104

Produced by Heatn ntegence.Pr
Reren 2015






Pregnant smokers 

Fifteen percent of pregnant women self-reported being a smoker at the time of their first antenatal appointment during 2014/15, a fall from the 16% level observed in 2013/14.26
Pregnant women who smoke are more likely to have a baby of low birth weight (under 2,500g), a factor which can result in future health problems for the child. NI data shows over twice as many mothers who smoke had a low birth weight baby 11.1%, compared to only 4.5% of mothers who do not smoke.26 

The extent of the relationship between smoking in pregnancy and deprivation is shown in Figure 6. 27% of pregnant women in the most deprived areas of NI smoke compared to only 6% of pregnant women in the least deprived quintile who smoke.26   

Figure 6: Prevalence of smoking in pregnancy by deprivation quintile 2014/15 
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Children and young people: 11-16 year olds 

Smoking prevalence among 11-16 year olds has declined over the last seven years from 8.7 % in 2007 to 8.4% in 2010 and then to 5% in 2013 (see Figure 7).27,28,29
Figure 7: Smoking habits of 11-16 years old 2007-2013
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Further analysis of 11-16 years olds smoking prevalence (2013) has shown for the first time no deprivation difference is now evident among children who smoke (see Table 1).30 

Table 1: Smoking status of 11-16 years old by deprivation quintile (2013)

(Deprivation quintiles: 1 most deprived -5 least deprived). 

	Deprivation 

quintile 
	1

	2
	3
	4
	5


	All  

	Current  smoker (%)
	5
	5
	5
	4
	6
	5


Prevalence of E-cigarette use

E-cigarettes are designed to look and feel like cigarettes; however, E-cigarettes are not licensed nicotine replacement products. These products are not regulated in terms of their safety and therefore the level of risk associated with their use is unknown.31 Trend data from England has shown E-cigarette use among adults has taken a downturn, due to a reduction in use by people who continue to smoke; nevertheless use for quitting continues to increase somewhat.32 Currently data from England shows the prevalence of any E-cigarette use among smokers and ex- smokers to be 24%, (around 5% of the overall population) while the prevalence of daily use is approximately 15% and use for quitting purposes is 38%.32 
NI data has shown that around 14% of the overall population have ever used an E-cigarette, with 5% of the population currently using these products.
 Similar to the prevalence of smoking, this use is focused within the more deprived areas (8%) compared to the least deprived areas (4%).5,33  

Data from England has shown that the majority of 11-15 year olds are aware of E-cigarettes (88%), with over a fifth of children and young people having reported ‘ever’ to have had an E-cigarette (22%). Indeed young people’s experimentation with E-cigarettes has now overtaken that of the traditional cigarette (18%).34 This finding coupled with the close linkages between E-cigarette use and smoking behaviour is therefore a concern for public health given its potential to displace the current downward trend in smoking prevalence among young people. 

Second hand smoke exposure

Exposure to second hand smoke (SHS) is a major health concern owing to its association with smoking related illnesses such as lung cancer, heart disease and stroke.35 Second hand smoke is also a threat to the health of children and babies due to the established links between SHS and respiratory disease, cot death, middle ear disease and asthma.36

Information from the infant feeding survey (UK including NI) has shown almost one fifth of mothers (19%) lived in a household in which someone other than the mother herself smoked. 37

Beyond the physical damage caused by SHS, exposure to SHS has been shown to have an impact on the uptake of smoking and nicotine dependence symptoms in young people. Becklake et al., (2005) showed that the proportion of nicotine absorbed from that available in SHS during childhood was associated with subsequent smoking in adolescence. This was after adjustment for a number of factors such as sex, socio-economic group and number of adult smokers at home.38
Indeed, it has been shown that children who live with parents or siblings who smoke are up to 3 times more likely to become smokers themselves than children living in non-smoking households.39 Additionally local data (2008) indicates approximately 45% of primary seven children reported having at least one parent who smokes, with 14% from homes in which both parents smoke.40
Furthermore, a multi–country study carried out in NI, Wales and Scotland pre and post smoke free legislation showed SHS exposure was highest, and private smoking restrictions least frequently reported, among children from lower socio-economic groups.41 

Research has shown the home and car to be the major sources of children’s smoking exposure, however the most recent results from the 2014/15 Health Survey Northern Ireland found that 8 in 10 respondents did not allow smoking in the home and just over 8 in 10 respondents (85%) who had a family car did not allow smoking in their car at all.17 

Nevertheless, a 2013 omnibus survey, which also examined smoking in the car found rules on smoking in the car varied significantly depending on whether the individual was a smoker or not. 81% of those who never smoked reported not allowing smoking in the car compared to only 24% of current smokers.42

Tobacco control vs tobacco industry

Key advertising strategies

One key mechanism by which tobacco has emerged as a social norm within our society is the extensive advertising carried out by the tobacco industry. 

Advertising may be defined as ‘above the line’ (ie TV, radio or billboards) or ‘below the line’ (sales promotion, point of sale etc), however few jurisdictions across the globe have introduced comprehensive bans on smoking advertising, (ie above and below the line advertising bans). This, thereby allows the tobacco industry to simply divert its resources to fill market gaps, thus maintaining visibility and hence tobacco consumption.

While the tobacco industry in the UK has traditionally carried out ‘above the line’ advertising this is now prohibited through the UK Tobacco advertising and promotion Act 2002.43 This ban was then supplemented in 2005 with the European union (EU) Directive which regulates tobacco advertising and sponsorship with cross-border implications in the media other than television. 44 
Owing to these bans, the industry has shifted its advertising strategies to ‘below the line’ activities including point of sale displays and product placement in various guises from alibi
 branding of tobacco companies in formula one to more mainstream tobacco imagery
 in the media.
 While evidence has shown the extent of this type of advertising within the film industry has somewhat declined it continues to occur in films deemed by the British Board of Film Classification as suitable for children and young people.45 

Indeed more recent research has revealed this tobacco imagery extends beyond the film industry into mainstream television broadcasts. 34% of programmes shown on free to air prime time (18:00-22:00) United Kingdom (UK) TV contained some tobacco imagery with 12% of these programmes showing actual tobacco use. Indeed, over 60% of these incidences of tobacco use occurred before the 21:00 watershed thereby exploiting a potential source of young people’s tobacco exposure.46
Further analysis showed tobacco use on mainstream TV to be highly variable depending on the programme genre with over half of feature films (59%) and reality TV shows (56%) shown during the peak viewing times of 18:00-22:00 showing actual tobacco use (see Figure 8). Nevertheless, 8% of soap operas also showed tobacco use, while 49% of soap operas showed any tobacco imagery.46   

Figure 8: The proportion of each programme genre that contained any tobacco use on prime time (18:00-22:00) UK free to air television, 2010
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In addition, tobacco imagery appears in 22% of YouTube music videos while e-cigarette imagery appears in 2%.47 

The impact of this ‘below the line’ marketing has clearly proved lucrative for the tobacco industry with data showing that in the United States of America, the tobacco industry is investing 97% of expenditure in ‘below the line’ marketing despite ‘above the line’ advertising still being allowed in the USA.48

The value of anti-tobacco advertising is an important component in tobacco control. The United States National Cancer Institute released a comprehensive scientific review of international evidence concerning the impact of media on smoking attitudes and behavior. The Institute concluded on balance that well-funded anti-tobacco campaigns can reduce smoking prevalence, with the extent of reductions highly related to levels of media expenditure.49

While the amount spent by the tobacco industry in the UK is unknown, in the US figures released by the Federal Trade commission in 2012, report over 9 billion dollars was spent on advertising by the tobacco industry 
 (around $285 per second).50 This is in stark contrast to the approximately £11.7m spent on mass media anti-tobacco advertising in England (approx. 37p per second) and the £440,000 in NI in 2013/14 (approx. 1p a second).51,52 

The key value of local anti-tobacco advertising has been observed with the 2012/13 NI anti-tobacco campaign estimated to have reached 72% of NI smokers and aided 6.8% smokers to make a quit attempt.53 Nevertheless, media spend restrictions in NI on public sector advertising may impinge on the frequency and sustainability of anti-tobacco advertising and the resultant impact on smoking prevalence. 

While above the line advertising, such as TV advertising is no-longer permitted for tobacco products, this is not the case for E-cigarettes. The evolution of E-cigarettes has led to ‘above the line’ advertising of these devices in the UK, an issue of concern for tobacco control given the increasing number of 11-18 year old users observed in the UK.34
Point of sale advertising

Point of sale is a key mechanism in below the line advertising. A strong positive relationship has been shown between point of sale (POS) advertising and increased tobacco consumption with POS displays reportedly increasing young people’s susceptibility to smoke, stifling ex-smokers ability to remain quit or detracting smokers from making a quit attempt.54 As a result point of sale display bans have come into force in large retailers since 31 October 2012 in NI and in small retailers from 6 April 2015 as a key mechanism to reduce public exposure to cigarettes.

Packaging as advertising

One key strategy the tobacco industry still utilizes to sell tobacco is branding. While the industry implies this is to influence brand choice, plain packaging has been found to reduce the appeal of cigarettes and smoking while enhancing the salience of health warnings on packs.55 Visibility of cigarettes is an important advertising strategy for the tobacco industry with some companies having increased the range of tobacco products displaying their branding to maximize the visibility of their products.54 

Nonetheless, Australia has led the way globally in instigating a comprehensive advertising ban on tobacco products including the introduction of standardised packaging. The value of this strategy has been observed with the daily smoking rate falling pre plain packaging from 15.9% (2010) to a level of 13.3% post plain packaging (2013) in those aged 18 and over.56 Furthermore, emerging evidence has shown the introduction of standardised packaging in Australia has increased the effectiveness of health warnings, reduced the ability of packaging to mislead about smoking harms and reduced the appeal of cigarettes to adults and adolescents.57,58  Furthermore, larger graphic health warnings on the new standardised packets have been associated with increasing rates of thoughts of quitting among adult cigarette smokers.59 

More recently the Republic of Ireland and the UK have followed in the footsteps of Australia and have taken steps towards the introduction of standardised packaging.

One counter-argument provided by the industry for plain packaging is that this will increase illicit tobacco, however, the Chantler review has strongly refuted this argument.60 Moreover, recent evidence from the implementation of standardised packaging in Australia has shown no evidence of increased use of two categories of manufactured cigarettes likely to be contraband, no increase in purchase from informal sellers and no increased use of unbranded illicit tobacco.61
Taxation/illicit tobacco

Increased taxes placed on tobacco in recent years have played a significant role in the increased costs of the products. Price increases are considered to be the most effective mechanism for decreasing consumption; yet, these increases are still not substantive enough to cover the economic costs of smoking within society.62 While, the tobacco industry claims price rises simply result in increased smuggling and illicit tobacco, this argument is contradicted by the downward trends displayed in the illicit market share for cigarettes from 15% in 2005/06 to 10 per cent in 2013-14.13
Stop Smoking Services

Current evidence shows combined pharmacotherapy and behavioral 

interventions to be the most effective mechanism to aid smokers to quit.63 In line with this evidence, the Public Health Agency (PHA) commission specialist quality assured Stop Smoking Services as recommended by the National Institute for Health and Clinical Excellence.64,65
These services are designed specifically for those smokers who are motivated, ready to quit and prepared to set a quit date. The services are offered in a range of local settings including GP practices, pharmacies, hospitals and community/voluntary settings across Northern Ireland.

The Stop Smoking Services are delivered by specialist providers who have received specific training for this role.  The services offer intensive treatment, over the course of 6-12 weeks, with structured support being available for at least four weeks after the clients quit date. To date, the provision of specialist Stop Smoking Services in NI has supported over 200,000 people to stop smoking since 2001/02, and over 50% of these clients remain quit at 4 weeks.

In 2014/15, 21,779 smokers registered with the NI Stop Smoking Services, thereby reaching approximately 6.8% of all smokers in Northern Ireland, and above the 5% reach of Stop Smoking Services recommended within the NI Ten Year Tobacco Strategy.66

Cross country comparisons have shown the reach and effectiveness of NI Stop Smoking services compare favorably with elsewhere in the UK (see Table 2 and Figure 9). 66,67,68,69   

Table 2: Uptake and reach of services across the UK 2014/15

*2014 only data 

	
	Uptake (n)
	Reach (%)

	Scotland* 
	73,338
	7.0

	Northern Ireland 
	21,779
	6.8

	England 
	450,582
	5.4


The four week quit rate of smokers registered with the NI Stop Smoking Services was 59% in 2014/15, thereby maintaining the highest rate since the launch of the services in 2001/02. Indeed, this quit rate exceeded that observed throughout the UK (Figure 9).66, 67, 68
Figure 9: 4 week quit rates within the Stop Smoking services, across the UK, 2014/15
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NI services collect and collate 52 week quit rates for all smokers who quit at four weeks. For those smokers registering with the Stop Smoking services in 2014/15, a 52 week quit rate of 24.4% was observed, a figure considerably higher than the 5% 52 week quit rate observed in Scotland. 66,67
Furthermore, the observed 52 week quit rate in NI was the highest rate since the services began and equated to the Stop Smoking services aiding 2.0% of all smokers to remain abstinent from smoking for at least one year.  

Despite the demonstrated effectiveness of the Stop Smoking Services, these services alone cannot eliminate tobacco as a public health issue in NI. Recently, observed unexplained declines in the number of smokers using Stop Smoking Services have been noted throughout the UK, a fact which limits the reach and effectiveness of a key evidenced based service. 66,67,68 Estimates suggest, if the number of clients utilizing the Stop Smoking Services in NI continue to decline at the current rate
, it would take a minimum of 32 years for the services alone to aid NI approach the target 15% smoking prevalence level depicted within the current Ten Year Tobacco Control Strategy for Northern Ireland, and 102 years to eliminate smoking from society.

Conclusion 

Tobacco remains a key public health issue in society with over a fifth of the NI population still smoking. Moreover, the health effects and financial costs of smoking to the individual and to society as a whole are immense. 

The impact of tobacco is greatest among the poorest in our society impacting on their income, health and the health and social norms their children are inadvertently exposed to.  

It is evident the tobacco industry continually utilizes a plethora of mechanisms to promote tobacco products and encourage tobacco use within the population, thereby comprehensive tobacco control policies are a necessity. 

The 2010 inquiry into the cost and cost effectiveness of tobacco control in the UK estimated overall costs of tobacco control to be around £300 million a year, money which is primarily spent on the anti-smuggling strategy, Stop Smoking Services and mass media. The inquiry reported the net annual revenue benefits to government given the decline in smoking prevalence since 1998 stood at £1.7 billion per year and that Government expenditure on tobacco control ‘provides substantial economic value and a positive return on investment. Cutting back on expenditure in this area would almost certainly result in net revenue losses rather than gains to the Exchequer’14 
While this briefing paper summarizes some but not all of the key mechanisms of tobacco control in NI (advertising, taxation and Stop Smoking Services) it is clear comprehensive, sustained and adaptive evidenced based tobacco control measures are required to counteract and overcome the influence of the tobacco industry in NI. 
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Appendix 2 

Further information on tobacco control - smoking prevention, protection and smoking cessation. 

Smoking Prevention & Protection

The main evidence on prevention focuses on children and young people given that the majority of adults beginning smoking within the adolescent or pre-teen years. The evidence base for prevention of smoking is incomplete, however it is widely recognised that multi-component programmes have the strongest evidence-base. The current evidence suggests the most effective components of these programmes are:

· Sustained, intense mass media campaigns with messages tailored to the target audiences.

· Restricting opportunities (access) to buy tobacco, or smoke. 

· Increase the price of tobacco and the age of purchase.

· Reduce marketing of tobacco through plain packaging, restricting vending machines and point of sale displays.
Mass Media

Mass media campaigns can prevent smoking uptake and influence children and young people’s smoking knowledge, attitudes and intentions. Campaigns are the most successful when they are long-lasting with high intensity exposure, and are combined with broader tobacco control initiatives
. Evidence for computer and internet interventions to delay smoking onset is mixed and inconclusive
.

New Media

‘New media’ include electronic forms of communication methods such as email, mobile phone text, photo and video messaging, and the internet, encompassing examples such as social networking websites, photo and video sharing websites, and downloadable podcasts. No high quality research has been published on the effectiveness of these methods in preventing smoking in young adults.

Interventions 

Community interventions targeted at young people may reduce smoking prevalence, however the evidence is variable and not strong
. Some evidence exists for school based programmes although this tends to be effective in the short term only. Incentives in young people aged 11 to 19 have been found to be effective in the context of school-based programmes, however the number of studies is small and the benefit is uncertain in other settings
.

The evidence on primary care based interventions is limited. However a positive relationship between physician training and delivery of preventive services around tobacco use has proven effective
.

Access to tobacco 

Interventions to reduce underage access to tobacco by deterring shopkeepers from making illegal sales have no clear effect on young smokers’ perceptions of ease of access to tobacco or on smoking prevalence
.The National Institute for Health and Clinical Excellence (NICE 2008a) currently recommend a number of interventions to deter shopkeepers from making illegal sales. These include enforcement and raising awareness of legislation among retailers.

Tobacco Marketing

The mass media ban on advertising has reduced young people’s awareness of tobacco marketing and branding, as well as their susceptibility to smoking
. Point of Sale marketing remains legal in small retailers and standardised packaging also remains legal. Cigarette brand image and familiarity are powerful predictors of adolescents’ intention to smoke
. Packaging remains an active marketing tool. Young people use branded cigarettes to appear fashionable, popular and smart
. 
Enforcement by Councils 

The PHA works with, and commissions Councils to enforce smoking legislation.   Tobacco Control Officers in Councils ensure compliance through spot checks and investigation of complaints and through test purchasing to ensure that cigarettes are not sold to children.  The latest available figures for April 2012 to March 2013 show that across Northern Ireland, 98.9% of premises have been found to comply with the no smoking law and 93.2% were displaying the correct signage. 

Smoking Cessation  

To help those who smoke to quit, it is necessary to understand the reasons for smoking as well as the barriers to quitting within different population sub groups  

Smoking and deprivation

Studies have shown that smokers are more likely to live in rented accommodation, receive state benefits, have no access to a car, be unemployed or live in overcrowded accommodation.  In addition, there is emerging evidence that those from disadvantaged backgrounds experience higher nicotine dependency than those from areas which do not experience economic or social deprivation
.    

Smoking cessation rates are lower among people in routine and manual groups than among those in higher socio-economic groups. This suggests that some groups face social and economic barriers that may inhibit their ability to quit. Reducing smoking prevalence among people in routine and manual groups will help reduce health inequalities more than any other public health measure. 

Background evidence shows that smokers from routine and manual groups are often more highly addicted, have been smoking since a young age, and smoke more cigarettes per week compared to professional workers, which is a key factor in explaining the lower cessation rates achieved by stop smoking support services
. 

Lower socio-economic status has also been linked to less successful quit attempts and having no intention to quit
.  Societal factors influence quit attempts; a smoker living in an environment where several friends and family members smoke will have less motivation to give up, and receive less support in their efforts to stop.  All these factors make it more difficult for those from deprived areas to stop smoking, and therefore contribute to the gap in health inequalities.

Smoking in Lesbian Gay Bisexual and Transgender (LGB and T) Communities 

There is a general perception that smoking rates are higher for LGB and T communities. Local research has shown that 28% of LGB &T people smoke regularly compared to 24% of the general population. In addition a further 16% of LGB &T people smoke occasionally
. Research from America suggests that smoking prevalence in LGB and T communities may be far higher than that of the general population
 
. Sections of the LGB and T population may have a higher smoking prevalence because of daily stress caused by homophobia and discrimination 
. There is evidence that smoking causes rather than relieves stress
 
. One American study suggested that younger LGB and T people were more likely to be depressed, lonely, isolated, victimised or discriminated against, attempt suicide, and be physically or verbally victimised compared to their heterosexual counterparts
. Other theories for higher smoking prevalence in LGB and T communities include the stresses caused by being different; subject to homophobia; anti-gay violence; lack of support from family and friends; and body image issues, such as fear of weight gain
. Homo-phobia may also lower self-esteem and undermine a person’s ability to avoid pressures to drink or smoke
.

Smoking and mental health

There is a strong link between smoking and mental health disorders, with smoking being responsible for a large proportion of the excess mortality of people with mental illness.  Studies carried out in the UK have shown smoking prevalence amongst inpatients in mental health units to be up to 70%, with around half of inpatients recorded as being heavy smokers. However, it has been shown that patients with mental illness are frequently motivated and generally able to quit provided they are given evidence-based support
.

Smoking and Prisons

It has been estimated that around 80% of the prison population smokes in the UK, a figure similar to that observed in Northern Ireland 
. Data for 2009/10 from the English stop smoking services shows a self-reported success rate of 56%
.

There is not yet enough evidence to suggest what the best type of intervention for prison settings may be. It would seem appropriate, however, that interventions offered to the general population should be available to a group with such high levels of smoking and high levels of mental illness. The basic quality principles remain the same, irrespective of the intervention setting: 

· offer a menu of evidence-based support options.

· ensure that the intervention is delivered by a trained stop smoking adviser. 

· allow access to pharmacotherapy.

· use CO validation in at least 85% of cases. 

· provide support for the duration of the treatment episode.

A health needs assessment conducted by the PHA determined: 

Smoking cessation services are essential for a prison population where prevalence is higher than the general population, as evidenced by the data for 2012 from PRISM. The presence of a waiting list indicates a demand from prisoners for help to stop smoking. Anecdotal reports indicate a poor success rate. In the community, success rates of 45% are required from providers of cessation services. This is less likely to be met in a prison environment where stopping smoking is more difficult. However if the current model is unsuccessful then alternative methods and models of providing this service to prisoners should be explored. 

Other options include harm reduction for those prisoners unable to completely stop smoking, incentivising prisoners with rewards such as increased access to physical activity and an exploration of policy options to reduce smoking and exposure to secondhand smoke, for example by limiting the number of cigarettes that prisoners can buy at one time, and extending smoke-free areas. In aiming to reduce smoking among prisoners it must be recognised that due to the unique environment and culture, other resources may be required, such as increased opportunity for purposeful activity, to help prisoners in being successful. The recent Department of Health, Social Services and Public Safety (DHSSPS) Tobacco Strategy specifically includes prisoners as a priority group, under the umbrella term of disadvantaged people. Partnership working between the HSCB, PHA and SEHSCT is required to address this issue. 

The health needs assessment within prisons recommended
:

1. The Health Improvement strategy recommendations should be implemented 

2. Prevalence of smoking among prisoners and by prison site should be available 

3. Smoking cessation services should be provided for prisoners and the effectiveness of services monitored 

Smoking cessation medicines 

There are currently three stop smoking medicines approved by the National Institute for Health and Clinical Excellence.  They are: Nicotine Replacement Therapy (NRT); bupropion (Zyban) and varenicline (Champix).  Following a review in 2005
, NRT was declared as safe for use by adolescents aged 12+, pregnant women and people with cardiovascular disease.  NRT is available free of charge to clients as part of specialist stop smoking services in community pharmacies. It is also available on prescription from GPs and may be purchased over the counter in pharmacies and supermarkets. The non-nicotine containing products, bupropion and varenicline, both help to reduce the craving for nicotine and are only available on prescription.   
Table 1: The relative impact of a variety of evidence-based stop smoking interventions and pharmacotherapies upon four-week quit rates

	Four-week quit rates
	No medication
	NRT
	Bupropion
	Varenicline

	No support
	16%
	25%
	28%
	37%

	Individual behaviour support
	22%
	37%
	39%
	52%

	Group behavioural support
	32%
	50%
	55%
	74%


Guidance for health professionals produced in 2000 indicates impact at 6 months post quit date. This study suggests that intensive behavioural support from a smokers clinic plus NRT or Buproprion will achieve an incremental effect of between 13-19% compared to no intervention.
 Clinical trials using Varenicline have shown this drug to be more effective than Buproprion and placebo over a 9-12 week quitting period or a longer term 9-52 week quitting period
. 

In line with the evidence, all smokers should be given the optimum chance of success in any given quit attempt, licensed pharmacotherapy, currently nicotine replacement therapy (NRT), varenicline (Champix) and bupropion (Zyban) should all be made available in combination with intensive behavioural support.  The Northern Ireland Formulary provides guidance on first and second line drug choices and will cover the majority of prescribing choices in Northern Ireland.  The Formulary for the prescribing of stop smoking medication is available at: http://niformulary.hscni.net/Formulary/Adult/4.0/4.10/4.10e/Pages/default.aspx#NRT  The aim of the Northern Ireland Formulary is to promote safe, clinically effective and cost-effective prescribing of medicines. 
Smokers’ SMS text service

The smokers’ SMS text service provides a service tailored primarily to the needs of adult smokers seeking help and advice to stop smoking. A wide range of PHA and other printed materials on quitting smoking are available in a number of healthcare and community settings.

Want 2 Stop Website

The ‘Want2stop’ website www.want2stop.info provides information, advice to help and support smokers stop smoking. The website includes a quit plan, details on the stop smoking support services, health information, quit smoking tips and smokers can also order a ‘quit kit’.

	
	Sex and Age
	1983
	1986
	1988
	1990-91
	1992-93
	1994-95
	1996-97
	1998-99
	2000-01
	2002-03
	2004-05
	2006-07
	2007-08
	2008-09
	2009-10
	2010/11
	2011/12
	2012/13
	2013/14
	2014/15

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	ALL 
	16-19
	25
	31
	23
	26
	24
	24
	23
	20
	26
	31
	19
	24
	15
	15
	21
	[18]
	[14]
	20
	14
	12

	
	20-24
	42
	37
	40
	34
	35
	36
	34
	38
	31
	33
	35
	35
	29
	40
	39
	32
	31
	32
	31
	37

	
	25-34
	42
	41
	40
	40
	33
	35
	37
	37
	33
	32
	35
	33
	31
	32
	34
	34
	33
	32
	25
	25

	
	35-49
	39
	39
	36
	37
	35
	32
	33
	33
	32
	27
	31
	30
	30
	27
	27
	25
	28
	27
	26
	24

	
	50-59
	36
	35
	30
	32
	30
	27
	28
	28
	26
	27
	27
	28
	24
	26
	24
	25
	25
	22
	25
	25

	
	60+
	22
	21
	21
	22
	21
	19
	19
	18
	17
	16
	15
	14
	13
	14
	14
	14
	16
	14
	13
	14

	
	All 
	33
	34
	33
	32
	30
	28
	29
	29
	27
	26
	26
	25
	23
	24
	24
	24
	25
	24
	22
	22

	Males 
	16-19
	31
	33
	25
	24
	24
	20
	23
	15
	23
	33
	19
	13
	18
	17
	[11]
	[19]
	[15]
	24
	12
	[15]

	
	20-24
	46
	38
	37
	39
	40
	37
	39
	36
	26
	32
	32
	37
	20
	52
	36
	35
	37
	29
	27
	38

	
	25-34
	42
	43
	40
	40
	34
	34
	39
	37
	30
	32
	37
	38
	33
	38
	38
	32
	35
	32
	23
	25

	
	35-49
	45
	38
	38
	38
	34
	32
	34
	30
	33
	26
	33
	29
	32
	27
	26
	26
	30
	29
	28
	26

	
	50-59
	41
	36
	33
	34
	32
	30
	33
	29
	26
	27
	29
	28
	25
	25
	24
	24
	27
	24
	24
	26

	
	60+
	30
	26
	26
	24
	23
	22
	21
	20
	16
	18
	16
	13
	12
	16
	15
	17
	17
	16
	17
	14

	
	All Males
	39
	36
	34
	33
	31
	29
	31
	28
	26
	27
	27
	25
	23
	26
	24
	25
	27
	25
	23
	23

	Females 
	16-19
	19
	30
	20
	27
	24
	27
	23
	24
	27
	28
	19
	31
	[12]
	13
	27
	[18]
	[14]
	17
	15
	9

	
	20-24
	39
	37
	43
	31
	32
	35
	30
	39
	34
	35
	38
	33
	35
	34
	41
	29
	28
	35
	34
	36

	
	25-34
	41
	39
	40
	40
	33
	35
	37
	37
	34
	33
	34
	30
	29
	28
	31
	35
	32
	32
	26
	26

	
	35-49
	33
	39
	35
	37
	36
	32
	32
	35
	32
	29
	30
	30
	28
	27
	28
	25
	26
	25
	24
	23

	
	50-59
	32
	35
	29
	31
	27
	25
	24
	28
	26
	28
	25
	27
	24
	26
	24
	25
	24
	21
	25
	24

	
	60+
	16
	17
	18
	21
	20
	17
	17
	17
	17
	13
	13
	15
	13
	13
	13
	13
	15
	14
	12
	14

	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	All Females
	29
	34
	32
	31
	29
	27
	27
	29
	28
	26
	25
	26
	23
	24
	24
	23
	23
	23
	21
	21


Table 1: Prevalence of cigarette smoking by sex and age, 1983-2014-15. 
Source: Continuous Household Survey 1983-2009/10, Health Survey Northern Ireland 2010/11-2014/15 (Please note that CHS data is not weighted whilst HSNI data has been weighted by age and sex)

Table 2 - Prevalence of cigarette smoking by socio-economic group, 2001/01 to 2013/14.
	Socio-Economic Group (SEG8)
	

	
	2000-01
	2002-03
	2004-05
	2006-07
	2007-08
	2008-09
	2009-10
	2010-11
	2011-12
	2012-13
	2013-14

	All 
	
	
	
	
	
	
	
	
	
	
	

	Professional
	10
	15
	13
	10
	12
	7
	7
	9
	18
	9
	11

	Employer, manager
	17
	25
	21
	18
	17
	20
	15
	20
	23
	18
	17

	Intermediate non-manual
	18
	18
	17
	16
	16
	16
	18
	14
	16
	13
	14

	Junior non manual
	23
	23
	26
	22
	21
	24
	23
	23
	21
	23
	19

	Skilled manual
	30
	27
	28
	28
	28
	26
	26
	29
	30
	26
	28

	Semi-skilled manual
	36
	35
	36
	35
	31
	34
	34
	31
	34
	37
	32

	Unskilled manual
	39
	31
	44
	40
	35
	34
	36
	36
	36
	35
	33

	No SEG, ref etc,armed forces
	27
	28
	23
	28
	23
	24
	22
	23
	22
	23
	17

	All
	27
	26
	26
	25
	23
	24
	24
	24
	25
	24
	22


Source: Continuous Household Survey (2000/01-2009/10.  Northern Ireland health survey (2011/12-2013/14).

Appendix 4: Monitoring information 

A quarterly dashboard is produced for tobacco which details a range of key outcome/ process measures including: 

· Stop Smoking Services (regional and local data): overall uptake and 4 week quit rates







· Stop Smoking Services (regional and local data): Uptake and 4 quit rates by priority group including young people (11-16 years old), pregnant women, disadvantaged adults which incorporates routine and manual workers, unemployed/ economically inactive smokers.


· Stop Smoking Services (regional and local data): Uptake and 4 week quit rates by service provider 

· Stop Smoking Services (regional and local data): 52 week quit rates 









· Number of key workers receiving Brief intervention and specialist training









· Quit kit request activity
















· Traffic to www.want2stop.info 

· Compliance with Smoke Free legislation – Workplaces/Vehicles

· Test purchasing – available annually
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Figure 1.1 Number and location of Stop Smoking Service providers 2014/15 by provider type across Northern Ireland by super output area* multiple deprivation measure 2010 (MDM)





Produced by Health Intelligence 2015


Source: Stop Smoking Services Database 2014/15


Reproduced with the permission of Land and Property Services under delegated authority from the Controller of Her Majesty’s Stationery Office, © Crown copyright and database rights NIMA ES&LA 210.3





*Super output area:  A SOA is equivalent to an electoral ward or sub-division of an electoral ward.  Northern Ireland consists of 890 SOAs with an average of 2,000 people.








� Deaths relate to deaths registered in the 2012 year.  


� Deprivation level is assessed in Northern Ireland by the use of the Northern Ireland Multiple Deprivation Measure (NIMDM) 2010. This measure examines 7 areas of deprivation which are given individual weights to produce an overall combined measure of deprivation. The small geographical area used for the NIMDM is the super output area (SOA). Northern Ireland consists of 890 SOA areas, each with an average population of 2,000 people. These 890 areas are divided into 5 equal quintiles representing a measure of the diversity of deprivation in the population. 


� Smoking related death rate in most deprived areas: 258 per 100,000, regional average 168 per 100,000 and in least deprived areas 113 per 100,000. 


� Total costs exclude any social care costs in Northern Ireland, Scotland and Wales. £5 billion is calculated as the total costs of tobacco throughout the UK (minus tax revenue) plus an additional one billion lost through illicit tobacco. Note: additional pension costs or costs of quitter’s health care gained through extra life years are not included in the calculation. 


� Smoking prevalence by LGD is calculated from Quality outcomes framework (QOF) data.22   Raw QOF data is available to download from:  � HYPERLINK "http://www.dhsspsni.gov.uk/index/statistics/qof/qof-achievement/qof-practice-13-14.htm" �http://www.dhsspsni.gov.uk/index/statistics/qof/qof-achievement/qof-practice-13-14.htm�. Data analysis indicates an overall smoking prevalence of 21% as opposed to the 22% estimate derived from the Health Survey for Northern Ireland data17 Smoking information has been recorded for 85% of all patients aged 16+ who have registered with a General Practitioner (GP) in NI. 


� E-cigarette use in NI is reported from the overall population, in contrast to England which reports on prevalence among smokers and ex-smokers only. Nevertheless equivalent overall rates of E-cigarette use within the overall population of around 5% are evident in both countries.  


� Alibi branding refers to the use of colours and branding representative of that of a product but omitting the product name. 


� Tobacco imagery refers to actual tobacco use, implied tobacco use, the appearance of tobacco paraphernalia, tobacco brands and other references to tobacco.  


� Tobacco imagery in television programmes for artistic or editorial purposes is exempt from the Tobacco Advertising and Promotion Act. 


� Figure 8: reproduced from Lyons et al, 2014.46 


� For comparison purposes the prevalence of smoking in USA was 21.3%% in 2012-13. 


� Approx. 18% yearly decline in service use has been observed between 2012/13-2014/15. Future declines are calculated at -18% until a limit whereby the services reach the 5% of smokers recommended by NICE guidance and the ten year Tobacco control strategy for Northern Ireland. 


� Estimates only account for quitting activity and do not take into account uptake of smoking. Predictions are therefore likely to vastly underestimate the necessary timelines for a smoke free society. 
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