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FOREWORD

By Minister of Health, Social Services and Public Safety

When | launched the Investing for Health Strategy in March, | stressed
that the state of our health needed to improve if we were to compare
favourably with other countries in Europe.

Investing For Health seeks to shift the emphasis from treatment to
prevention by addressing the wider determinants of poor health. It
focuses on wider environmental factors, both to reduce exposure to
risks and to make it easier for people to lead healthier lives. It therefore
addresses the physical environment, wider living and working
conditions, and social and community networks, as well as individual
behaviour and way of life.

This 5 year Action Plan does not aim to provide a comprehensive
analysis of the complex issues surrounding the use of tobacco, but
rather sets out a programme of action to tackle the harm caused by its
use. The Programme for Government acknowledges that smoking is a
serious public health problem and my Executive colleagues share my
view that we must tackle the appalling toll of premature death and ill -
health caused by tobacco.

As a first step, in my capacity as Chair of the Ministerial Group on
Public Health (MGPH), | established an Inter-Sectoral Working Group to
develop this Tobacco Action Plan. lItis, in every sense, the product of a
partnership approach involving all of the key agencies including
Government departments, Health and Education Boards and the
voluntary and community sectors.

As the Plan illustrates, smoking claims around 3,000 lives here every
year and is the single greatest preventable cause of premature death
and avoidable iliness, causing suffering and hardship to thousands of
families. This premature loss of life and avoidable illness must be
addressed.

We have made a promising beginning by agreeing with administrations
in Britain to support a Bill to control tobacco advertising and promotion.
When enacted, this will remove a major obstacle to the work of health
and social care professionals who, in trying to combat tobacco use,
have had to compete over many years with the seemingly infinite
resources of the tobacco industry in promoting their products.

The overall aim of this Plan is to create a tobacco-free society. This will
take time but it is clear to me that, if we are to be successful, we must



change the public perception of tobacco use. There are encouraging
signs that progress is being made in this area with, for example, a
growing awareness among service industries of the importance of
providing smoke-free facilities for their customers.

However, much remains to be done and | will be closely monitoring
developments both here and in the South where an Office of Tobacco
Control has been established to advise on measures to tackle tobacco
use and to oversee their implementation. There may well be important
lessons for us in how best to safeguard children and protect the public
from tobacco smoke as they go about their day-to-day business, both
socially and in the workplace.

To help achieve the overall aim, the Plan sets key objectives around
education and prevention, services to motivate and provide support for
smokers wishing to quit and the widespread adoption of no smoking
policies. It highlights the specific action that will be taken in each of
these areas, identifies the lead organisations responsible for
implementation and the timescale.

| commend the Working Group for its diligence in producing this
comprehensive Action Plan and encourage everyone with an interest in
reducing the harm cause by tobacco use to read it carefully and submit
their views to my Department.

The Plan will be finalised as soon as possible following the end of the
consultation period. | will then establish a multi-agency Implementation
Group to take forward the agreed action points. The Group will be
under the direct control of the MGPH and will report progress on an
annual basis.

Bairbre de Brun
Minister of Health, Social Services and Public Safety



REAMHRA
On Aire Slainte, Seirbhisi Séisialta agus Sabhailteachta Poibli

Nuair a sheol mé an Straitéis Investing for Health sa Marta leag me
béim ar an bpointe gur theastaigh feabhas a chur ar &r slainte ma taimid
le coimead suas le tiortha eile san Eoraip.

Athraionn Investing For Health an bhéim & chéiredil go cosc tri aghaidh
a thabhairt ar chinntitheoiri forleathana drochshlainte. Dirionn sé ar
fhachtdiri comhshaoil nios forleithne chun an nochtadh i mbéal rioscai
a laghdu agus lena dhéanamh nios éasca do dhaoine saol nios follaine
a chaitheamh. Tugann sé aghaidh mar sin ar an gcomhshaol fisiciuil,
coinniollacha maireachtéla agus oibre nios forleithne agus gréasain
shoéisialta agus pobail chomh maith le hiompar daoine aonair agus
bealach beatha.

Nil sé d’aidhm ag an bPlean Gnimh 5 bliana seo anailis chuimsitheach
ar na ceisteanna casta a bhaineann le husaid tobac a sholathar ach
leagann sé amach clar gnimh chun tabhairt faoin dochar a dhéanamh
usaid tobac. Admhaionn Cléair an Rialtais gur fadhb slainte poibli
thromchuiseach é caitheamh tobac agus ta an tuairim chéanna ag mo
chomhghleacaithe san Fheidhmeannas go gcaithfimid tabhairt faoin
lion mor béas luath agus drochshlainte a thagann as caitheamh tobac.

Mar chéad chéim i mo rél mar Chathaoirleach ar an nGrapai Airi ar
Shlainte Phoibli (MGPH), bhunaigh mé Grapa Oibre Idir —Earnalacha
chun Plean Gnimh Tobac a fhorbairt. Is toradh é i ngach sli ar chur
chuige comhphdirtiochta lena raibh baint ag na
priomhghniomhaireachtai ar fad lena n-airitear ranna Rialtais, Boird
Slainte agus Oideachais agus na hearnalacha deonacha agus pobail.

Mar a léirionnn an Plean maraionn tobac thart ar 3,000 duine anseo
gach bliain agus is é caitheamh tobac an chuis ionchostha is mé do
bhéas luath agus tinneas is féidir a sheachaint agus a chruthaionn
cruatan do na milte teaghlach. Ni mér aghaidh a thabhairt ar an mbas
luath agus ar an tinneas inseachtanta.

Ta tus maith déanta againn tri aontu le lucht riartha sa Bhreatain tacu le
Bille chun fograiocht agus cur chun cinn tobac a riald. Nuair a bheidh sé
sin achtaithe beidh deireadh curtha le constaic mor maidir le hobair
lucht gairmidla chdram saisialta agus slainte agus iad ag cur in aghaidh
usaid tobac, agus iad le blianta fada in iomaiocht le hacmhainni
dotheoranta, ba Iéir, thionscal an tobac agus iad ag cur chun cinn a
gcuid tairgi.



Is € aidhm trid is trid an Phlean seo na sochai saor 6 thobac a chruthu.
Glacfaidh sé sin am ach is léir domsa ma ta uainn go n-éireoidh linn ni
moér duinn an iomha phoibli atd ag tobac a athri. Ta comharthai maithe
ann go bhfuil dul chun cinn & dhéanamh sa réimse sin, mar shampla ta
nios mo tuisceana sna tionscail seirbhisi faoin tabhacht a bhaineann le
saoraidi saor 6 thobac a sholathar dar gcuid custaiméiri.

Ta go leor afach le déanamh agus beidh mé ag coinneail suil ghéar ar
an méid a bheidh ag tarli anseo agus 6 Dheas, ait a bhfuil Oifig
Rialaithe Tobac bunaithe chun comhairle a thabhairt faoi bhearta chun
tabhairt faoi Usaid tobac agus chun feidhmia a mhaoirsia. D’fhéadfadh
ceachtanna tabhachtacha a bheith ann duinn faoi chosaint a thabhairt
dar gcuid leanai agus an pobal a chosaint ar dheatach tobac agus iad i
mbun a gcuid gno 6 la go 14, go soisialta agus san ionad oibre araon.

Chun cuidia leis an aidhm trid is trid a bhaint amach leagann an Plean
priomhaidheamma amach faoi oideachas agus cosc, seirbhisi chun
spreagadh a thabhairt agus tacaiocht a sholathar do lucht caite tobac a
bhfuil fonn orthu éiri as agus glacadh go forleathan faoi pholasaithe faoi
gan tobac a chaitheamh. Tugann sé ar aird an gniomh sonrach a
dhéanfar i ngach ceann de na réimsi, aithnitear na priomheagraiochtai
a bheidh freagrach as feidhmit agus amscala.

Molaim an Grupa Oibre as a dhathracht maidir leis an bPlean Gnimh
seo a chur ar fail agus mholaim d’aon duine a bhfuil spéis acu an
dochar a dhéanann tobac a laghdu € a léamh go curamach agus a
gcuid tuairimi a chur isteach chun mo Roinne.

Tabharfar an Plean chun criche chomh luath agus is féidir tar éis na
tréimhse comhchomhairle. Bunéidh mé ansin Grapa Feidhmithe
llghniomhaireachtai chun na pointi gnimh comhaontaithe a thabhairt ar
aghaidh. Beidh an grapa faoi rialt direach an MGPH agus tabharfaidh
siad tuairisc ar an dul chun cinn ar bhonn bliantuil.

Bairbre de Brun
Minister of Health, Social Services and Public Safety
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INTRODUCTION

1.

The Programme for Government includes a commitment to
develop a strategy to tackle on a cross-departmental basis the
harm caused by smoking, focusing on preventing young people
from taking up smoking, helping smokers to quit, and addressing
the issue of passive smoking in the workplace. The “Investing for
Health” Strategy, which outlines the Executive’s approach to
improving health and well-being and reducing health inequalities,
also identifies tackling smoking as a priority.

In March 2001, the Minister of Health, Social Services and Public
Safety, Bairbre de Brun, as Chair of the Ministerial Group on
Public Health representing all departments here, established an
inter-sectoral Working Group:

“To develop and oversee the implementation of a comprehensive
action plan to tackle tobacco use within specified timescales.”

Membership of the Working Group is set out in Annex 4.

Content of Plan

This 5 year Action Plan, which builds upon “Smoking Kills — A
White Paper on Tobacco”, published in 1998, provides a
framework for collaborative working across Government
departments, the statutory and voluntary sectors, as well as with
business and in local communities. It does not aim to provide a
comprehensive analysis of the complex issues surrounding the
use of tobacco. Rather, it seeks to combine an overview of the
background, scale and nature of the problem with a
comprehensive programme of action to reduce the harm caused
by tobacco use.

Structure of Plan

4.

Chapter 1 explains the rationale behind the Plan. The remainder
of the document is structured in line with the objectives set out in
Chapter 2. Chapter 3 outlines action to prevent smoking;
Chapter 4 sets out action to help smokers quit; Chapter 5
addresses measures to protect non-smokers; Chapter 6
summarises the action to be taken, by whom and the timescale;
and Chapter 7 examines the roles and responsibilities of the key
players and also covers issues such as research and resources.
In addition, Annex 1 looks at International and European



measures; Annex 2 outlines good practice in smoking cessation;
Annex 3 addresses equality implications; Annex 4 sets out
membership of the Working Group; and Annex 5 lists details of
useful contacts.

Equality

5.

The Department of Health, Social Services and Public Safety and
its associated bodies, conducted a 2-stage joint consultation
exercise on the equality implications of all of their policies
between December 2000 and June 2001. This helped to identify
priorities for an Equality Impact Assessment (EQIA) programme
which includes in year 1 the Tobacco Action Plan as a new policy
requiring EQIA. The Working Group has considered the equality
implications and an EQIA is included in Annex 3.

The Human Rights Act 1998 came fully into force in October
2000. It provides additional focus and emphasis to the rights and
freedoms of individuals guaranteed under the European
Convention on Human Rights. There are some 18 Convention
rights and protocols which range from the Right to Life and the
Right to Respect for Private and Family Life to the Right to
Education. The Act requires legislation, wherever enacted, to be
interpreted as far as possible in a way which is compatible with
the Convention rights; makes it unlawful for a public authority to
act incompatibly with the Convention rights; and, if it does, allows
a case to be brought in a court or tribunal against the authority.
The Department will ensure its policies are compatible with the
Human Rights Act.

Comments

The Working Group would welcome comments on the Action Plan
and the Equality Impact Assessment in Annex 3 by means of the
enclosed questionnaire. Completed forms must be received
by Friday 15 November 2002.

Tobacco Working Group
Health Promotion Team
Block C4

Castle Buildings

Belfast BT4 3PP



Copies of the Tobacco Action Plan are available on the internet
Wwww.dhsspsni.gov.uk|and in Irish, Cantonese, Braille, audio
cassette and large type on request from:

Deborah Walker

Department of Health, Social Services and Public Safety
Health Promotion Team

Room C4.22

Castle Buildings

BELFAST

BT4 3PP

Telephone: 028 9052 0783

Fax: 028 9052 0535.

E-mail: deborah.walker@dhsspsni.gov.uk

Translations into other ethnic minority languages will also be considered
on request.


http://www.dhsspsni.gov.uk/




TOBACCO ACTION PLAN: EXECUTIVE SUMMARY

Chapter 1: Why we need this Action Plan

Smoking claims between 2,700 and 3,000 lives here each year. lItis the
single greatest preventable cause of premature death and avoidable
illness. It also harms people who do not smoke and babies in the
womb.

Smoking is a major risk factor for coronary heart disease, strokes and
other diseases of the circulatory system, which kill two in every five men
and women here. These diseases are also important causes of
disability. A lifetime non-smoker is 60% less likely than a current
smoker to have coronary heart disease and 30% less likely to suffer a
stroke.

Chapter 2: Aim of the Plan
The overall aim is to create a tobacco free society.
The key objectives are: -

» preventing people from starting to smoke;
* helping smokers to quit; and
» protecting non-smokers from tobacco smoke.

Improving the health of all our people and reducing health inequalities is
a key element of the Executive’s Programme for Government and is the
main aim of the Investing for Health Strategy. The factors that can
cause poor health and inequalities are complex. Smoking, more than
any other identifiable factor, contributes to the gap in healthy life
expectancy between those most in need, and those most advantaged.
Therefore it will be particularly important to target the socially
disadvantaged.

Three target groups have been identified:

. children and young people;

. adults, particularly disadvantaged adults, who
smoke; and

. pregnant women who smoke.



Chapter 3: Prevention

Preventing people, particularly children and young people, from starting
to use tobacco will require a range of measures in four key areas: -

. raising awareness about the effects of tobacco
smoke on smokers’ and non-smokers’ health
through: -

) public information; and
i) education;

. banning the advertising and promotion of tobacco
products;

. enforcing existing legislation on sales of tobacco to
children; and

. the widespread adoption of smoke-free policies in
workplaces and in places frequented by the general
public.

Chapter 4: Helping Smokers to Quit

Two-thirds of smokers say they want to quit yet, despite increasing
publicity about smoking related ill-health, many continue to smoke. Of
the two-thirds who want to stop smoking, about one-third will try to stop
In any one year. Giving up is not easy because nicotine is highly
addictive and repeated quit attempts may be required before total
abstinence is achieved.

Professional advice and support are essential to help smokers quit.
Without such help, only about 2% of middle-aged smokers are
successful each year. In particular, young people, adults, especially
disadvantaged adults, and pregnant women, will require a range of
services tailored to meet their specific needs. The needs of other
disadvantaged groups such as those from an ethnic minority
background, or with a disability, also need to be addressed. Cessation
methods used with the general adult population should be modified as
necessary with the aim of meeting such needs.

The range of effective interventions available to motivate and support
those attempting to quit includes: -



» |ocal and regional media campaigns;

» brief advice delivered by health and social care
professionals including doctors, dentists, nurses and
pharmacists as well as by professions allied to medicine;

» specialist services offering advice and intensive support;
and

» other support, such as telephone helplines, self-help
manuals, pharmaceutical industry, support materials.

Chapter 5: Protecting non-smokers from tobacco smoke

Nicotine is highly addictive and it will take many years to achieve the
overall aim of a tobacco free society. In the meantime, the protection of
the general public, particularly children, from tobacco smoke must
remain a key element of any tobacco control policy. This requires
partnership working and measures to promote smoke-free
environments.

Tobacco smoke is a particular issue in the workplace as it can
aggravate certain diseases such as asthma and chronic bronchitis and
can cause discomfort to the eyes, nose, throat and chest.

It is recognised that there may be particular issues to be addressed in
introducing smoking bans in hotels, pubs and other places of
entertainment. Nevertheless, the wishes of customers (and employees)
who do not smoke should be respected. The introduction of no smoking
policies in some public places is a welcome development but needs to
become standard practice.

Occupational health services in both the private and statutory sectors
have an important role to play in promoting a non-smoking environment.
A key indicator of progress towards the ultimate goal of a tobacco-free
society will be widespread acceptance that the provision of facilities for
smokers can only be viewed as a short-term measure leading ultimately
to smoke-free premises.



Chapter 6: Action
Prevention
Further development of public information campaigns.

CCEA Curriculum Review to highlight the need to promote awareness
of the dangers of smoking.

Introduction of legislation to ban tobacco advertising, promotion and
sponsorship.

Local councils to pursue a pro-active approach to enforcement activity.
Support

To promote the provision of smoking cessation services in a variety of
settings.

To further develop sustainable specialist smoking cessation services.
To promote training and support in smoking cessation.

To commission a dedicated telephone helpline to provide indirect
specialist support and promote the availability of local smoking
cessation services.

Protection

To promote the widespread adoption of no smoking policies in the
workplace.

To finalise proposals for an Approved Code of Practice on Passive
Smoking in the Workplace.



Chapter 1: WHY WE NEED THIS ACTION PLAN

Introduction

11

1.2

Tobacco was introduced to Europe at the end of the sixteenth
century. Smoking spread rapidly and was for a time regarded as
having medicinal value. However, cigarette smoking as a mass
habit is a 20" century phenomenon. So too is smoking as a mass
Killer.

In the early part of the 20" century, it was acceptable for men, but
not women, to smoke. Since the 1920s, women have been
smoking in increasing numbers and the tobacco industry has
actively encouraged smoking by both men and women. It was
not until the 1950s that the dangers of smoking were publicised,
leading to a reduction in smoking prevalence. Smoking among
men reached its peak shortly after the Second World War, but
among women, the peak came during the 1960s.*

The Problem

1.3

A survey of 11-16 year olds here found that 35% of pupils (38%
girls and 33% boys) have smoked tobacco with most smoking for
the first time at age 12. 13.5% reported having smoked in 2000.°
Continuous Household Surveys, which biennially include
guestions about smoking, show that: -

. in 2000/01, adult smoking prevalence was 27% (26%
males and 28% females);

. between 1983 and 2000/01: -

- the proportion of men who smoke has fallen from
39% in 1983 to 26%. This trend has not been
matched among women (29% - 28%);

- the proportion of 20-34 year olds who smoke has
fallen from 42% to 32%. The decrease has been
particularly marked among men (from 44% to 29%);
In comparison to women (40% to 34%); and

- the proportion of 16-19 year old women who smoke
has increased from 19% to 27%.



Table 1: Cigarette smoking among people aged 16 and over

Percentages

Gender

1983

1984

1986

1988

1990-91 [ 1992-93 [ 1994-95 | 1996-97 | 1998-99 | 2000-01
Males 39 36 35 34 33 31 29 31 28 26
Females 29 29 31 30 31 29 27 27 29 28
All 33 33 33 32 32 30 28 29 29 27
persons
Source: Continuous Household Survey, Northern Ireland Statistics and Research Agency
Smoking & Inequalities
1.4 Tobacco is a major cause of health inequalities and is the
principal cause of the gap in life expectancy between rich and
poor.>* Although smoking rates among adults have fallen over
the last 15 years, this has not occurred to the same extent in
lower socio-economic groups [Figure 1]. Children in lower socio
economic groups also suffer greater exposure to environmental
tobacco smoke and its consequences.” °
Figure 1
Current cigarette smoking by socio-economic group for Northern Ireland , persons aged 16 or over
2000/01
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A survey among civil servants in 2000 ’ provided further evidence
of the social gradient that exists both in relation to smoking

10




1.6

prevalence and the number of cigarettes smoked, with
prevalence highest among junior and industrial grades.

Research carried out in 2000 ® shows that 35% of mothers here
smoked before pregnancy with 22% continuing to smoke during
pregnancy of whom 17% were classified as professional (Social
Class 1) and 28% were classified as unskilled manual (Social
Class V)

Death and lliness

1.7

1.8

Figure 2

1.9

Smoking claims between 2,700 and 3,000 lives here each year.

It is the single greatest preventable cause of premature death and
avoidable illness. It also harms people who do not smoke and
babies in the womb. Smoking is responsible for almost one in
three of all cancer deaths and 84% of all lung cancer deaths.®

Lung cancer kills around 800 people here each year — more than
2 people every day. It is the most common cause of cancer death
in men. In women, the impact of smoking can already be seen in
the increasing number of lung cancer deaths [Figure 2]. NI
Cancer Registry data show that more women now die of lung
cancer than of breast cancer.™

N. I. Lung Cancer Deaths

M = Males
F = Females

80 -
GOJ\/v\P/W_/\AA/\'\'\ M
40 -

F

0 1
1960 1965 1970 1975 1980 1985 1990 1995 2000

100 ~

Death rate per 100,000

Year

Source: NI Cancer Registry

As well as lung cancer, smoking can cause death by cancer of
the mouth, larynx, oesophagus, bladder, kidney, stomach and
pancreas. lItis also linked to many other serious conditions
including chronic obstructive lung disease including bronchitis, °
asthma and brittle bone disease (osteoporosis).™
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1.10

1.11

Smoking is a major risk factor for coronary heart disease, strokes
and other diseases of the circulatory system, which kill two in
every five men and women here. These diseases are also
important causes of disability. A lifetime non-smoker is 60% less
likely than a current smoker to have coronary heart disease and
30% less likely to suffer a stroke.®

Smoking is a critical women'’s health issue as it not only adversely
affects the health of women but also that of the unborn child.
Smoking in pregnancy is associated with many problems both for
the foetus and newly born baby including miscarriage, placenta
damage, pre-term delivery, low birthweight, perinatal death and
sudden infant death syndrome.® *2

Environmental Tobacco Smoke (ETS)

1.12

1.13

Exposure to ETS is a cause of lung cancer and, in those with
long-term exposure, the increased risk is in the order of 20-30%.°
The World Health Organisation has stated that tobacco smoke is
a real and substantial threat to child health.”

The greatest exposure to ETS is likely to occur in the child’s own
home from the smoking habits of parents and siblings. Smoking
in the presence of infants and children is a cause of serious
respiratory illness and asthmatic attacks. Sudden infant death
syndrome, the main cause of post-neonatal death in the first year
of life, is associated with exposure to ETS.®

Economic Costs of Smoking

1.14

The cost of smoking is high in terms of people’s health. It is also
high in other ways. In her 2000 Annual Report, the Chief Medical
Officer estimated that the annual in-patient care costs to the
Health Service was over £22m. 1.5m working days are lost each
year due to smoking-related illness and the total economic cost is
estimated at a staggering £3.1billion.*

Recent Developments

1.15

Smoking is a serious public health problem. That is why the
Executive, in its Programme for Government and in its public
health strategy: “Investing for Health”, gives a commitment to
produce a comprehensive Action Plan. The evidence outlined in

12



1.16

1.17

1.18

1.19

1.20

1.21

this Plan demonstrates that tobacco has a major adverse impact
on people’s lives and on the health service.

Action at International and European levels to tackle smoking
includes: -

. the World Health Organisation Tobacco Free Initiative;

. a new European Directive which will address the
manufacture, presentation and sale of tobacco products;
and

. European Union proposals for a Directive banning

advertising and sponsorship.

In the South of Ireland, the Public Health (Tobacco) Act 2002
introduces comprehensive measures relating to the control, sale
and marketing of tobacco products and establishes the Office of
Tobacco Control.

Annex 1 contains more detailed information about the measures
outlined in paragraphs 1.16 - 1.17.

Since the publication of “Smoking Kills”, the 4 UK Health
Departments have been examining how best to reconcile the
document’s aims with work already underway to tackle smoking.
These have included measures ranging from legislation banning
tobacco advertising to better enforcement and promoting greater
awareness of the issues. In addition, as an incentive to reduce
smoking, the Westminster Government has set cigarette tax at a
high level and has committed itself to increases in tobacco
taxation.

This high price policy and other action to prevent people smoking
is being undermined by the availability of cut-price cigarettes
through smuggling. For example, young people and adults from
lower socio-economic groups would normally be expected to
have less disposable income and may benefit disproportionately
from the availability of cheap cigarettes. In 2000, Customs and
Excise published the “Tackling Tobacco Smuggling Strategy”
which has contributed to the seizure of over 51 million cigarettes
here in 2000/01.

In taking forward this Action Plan, it will be important to promote

collaborative working between the Implementation Group and
local Customs and Excise officials to maximise co-operation and

13



1.22

ensure that cigarette smuggling does not undermine the overall
strategy.

While these measures go some way towards tackling the

problem, the death and illness caused by smoking demand a
more comprehensive programme of action.

Key Points

. 35% of 11-16 year olds report having smoked, with
most smoking for the first time at age 12.

. Tobacco is a major cause of health inequalities.

. Smoking claims between 2,700 and 3,000 lives here
each year.

. Lung cancer kills some 800 people here every year —

84% due to smoking.

. Smoking in pregnancy causes ill-health to both mother
and baby.

. ETS causes a 20-30% increase in lung cancer risk.

. ETS is areal threat to the health of children and babies.

. 1.5m working days are lost each year due to smoking

related illness.

14



Chapter 2: AIM OF ACTION PLAN

Overall aim: To create a tobacco free society

Introduction

2.1 Nicotine is highly addictive and it will take time to achieve the
ultimate goal of a tobacco free society. There are no easy
solutions to tackling the problem but experience from Europe and
in other countries, such as Australia and America, shows that
substantial improvement is possible with an integrated, co-
ordinated approach, which includes educational, clinical,
regulatory, economic and social measures.

Objectives
2.2 The key objectives are: -

. preventing people from starting to smoke;
. helping smokers to quit; and
. protecting non-smokers from tobacco smoke.

2.3 These objectives will be met through integrated and effective
approaches including: -

. education programmes and information strategies to
prevent and discourage tobacco use, particularly by
children and young people, and actions to build on the
change in public attitudes;

. regulatory and voluntary controls on a range of issues
including advertising and promotion, access to tobacco,
and clean air policies; and

. interventions to help smokers overcome their addiction.

Values and Principles

2.4  This document adopts the values and principles set out in
“Investing for Health”. These include: -

. health as a fundamental human right;

. actively pursuing equality of opportunity and the promotion
of social inclusion;

15



. reducing social inequalities;

. focusing public policies towards improving health and well-

being;

. encouraging community involvement in improving health;

and

. partnership working.

Priorities

2.5

2.6

2.7

Improving the health of all our people and reducing health
inequalities is a key element of the Executive’s Programme for
Government and is the main aim of the Investing for Health
Strategy. The factors that can cause poor health and inequalities
are complex. Smoking, more than any other identifiable factor,
contributes to the gap in healthy life expectancy between those
most in need, and those most advantaged. ** Therefore it will be
particularly important to target the socially disadvantaged.

Reducing smoking will save lives and reduce disability. The vast
majority of adult smokers started smoking in childhood and the
addictive nature of nicotine means that, without help, they are
likely to do so for the rest of their lives. Therefore, a priority must
be to prevent children and young people from smoking and to
protect them from the effects of Environmental Tobacco Smoke.

It is also important to address the issue of smoking among adults,
including pregnant women, not least because of parents’
influence on children’s smoking habits and the need to protect
the unborn and newly born from the direct and indirect effects of
tobacco smoke.

Target Groups

2.8

Three target groups have been identified:

. children and young people;
. adults, particularly disadvantaged adults, who smoke; and
. pregnant women who smoke.

16



Targets

2.9 The following targets have been set: -

to increase the proportion of 11-16 year old children who do
not smoke from 86.5% in 2000 to 89% by 2006; *

to increase the proportion of pregnant women who do not
smoke from 78% in 2000 to 82% in 2005;

to increase the proportion of adults who do not smoke from
73% in 2000/01 to 75% in 2006/07; and

to increase the proportion of non-smokers in manual
groups from 65% in 2000/01 to 69% in 2006/07.

*The Young Persons’ Behaviour and Attitudes Survey 2000 found
that the rate of smoking among 11-16 year old girls was 16%
compared to 24% in 1997/98 (Health Behaviour of School
Children Survey). The Continuous Household Survey found that
smoking among 16-19 year old girls was 27% in 2000/01
compared to 19% in 1983. The priority in the short to medium
term must therefore be to build on the reduction in girls’ smoking
and to reverse the trend among young women.

As afirst step, the aim will be to bring smoking levels among 11-
16 year old girls broadly into line with that of boys — currently
11.7%.
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Chapter 3: PREVENTION

Introduction

3.1

Preventing people, particularly children and young people, from
starting to use tobacco will require co-ordinated activity involving
a partnership approach with the statutory, voluntary, community
and private sectors. It will require a range of measures in four
key areas: -

. raising awareness about the effects of tobacco smoke on
smokers’ and non-smokers’ health through: -

) public information; and

i) education;

. banning the advertising and promotion of tobacco products;

. enforcing existing legislation on sales of tobacco to
children; and

. the widespread adoption of smoke-free policies in

workplaces and in places frequented by the general public.

As the adoption of smoke-free policies also serves to protect the
public it is addressed in Chapter 5.

Raising Awareness

3.2

3.3

It is important to develop sustained public information and
education campaigns to raise awareness of the issues involved,
such as the health risks to smokers and non-smokers and to
counter the promotional activities of the tobacco industry.
Various initiatives to highlight the dangers of tobacco use have
been undertaken by health and education professionals,
voluntary organisations and others over a number of years.

These included public information campaigns and lifestyle
education programmes in schools, primarily aimed at preventing
the young from adopting the habit. However, such initiatives have
largely operated in isolation rather than as part of a co-ordinated,
comprehensive approach to reducing the harm caused by
smoking. Over the past decade, other countries - most notably

18



3.4

3.5

3.6

3.7

3.8

Australia and America - have achieved dramatic results through a
sustained, hard-hitting approach to public information campaigns,
as part of an integrated approach to tackling tobacco use.

Public Information

Since 1999, the Health Promotion Agency has been developing a
public information campaign on tobacco. The first two phases of
the campaign targeted young people and comprised television
advertisements, a magazine distributed to all second and third
year pupils and an interactive website. The most recent phase,
aimed at adult smokers, included television advertisements which
also promoted a telephone helpline service.

Other successful measures aimed at raising awareness and
preventing children from taking up the habit have been running
for some years. These include two Ulster Cancer Foundation
initiatives - Teenagers Against Smoking (TASK) and the
Smokebusters’ Club. TASK is a peer-led approach to empower
and support adolescents in considering tobacco issues and to
help them develop their own campaigns and education
programmes. The Smokebusters’ Club encourages 9-12 year
olds to reject smoking. An evaluation of the Club by the University
of Ulster showed Smokebusters to be effective in changing
attitudes and behaviour.

Education

The education sector, from primary through to tertiary education,
makes an important contribution towards reducing smoking levels
among young people.

In schools, the science programme of study requires pupils, at
successive key stages, to be taught about the harmful effects of
tobacco, including the impact on body functions. Personal, social
and health education lessons also provide opportunities to
consider self-image and personal development. The specific aim
with regard to tobacco is to reduce pupils’ vulnerability and
enhance their self-esteem, knowledge and decision-making skills
in order to equip them with the confidence to resist the
attractiveness of smoking as portrayed in the media and by the
industry.

Another effective way of promoting no smoking and reducing

smoking levels is through the health promoting schools concept.
This combines health education and the wider school
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3.9

3.10

3.11

environment to ensure that all aspects of school life support the
positive health messages being explored in the classroom setting.
To do this effectively requires school staff, Boards of Governors
and other relevant agencies to work together in a planned way.

In Further Education Colleges, many students gain information
about healthy living through learning programmes such as health
and social care, science, childhood studies and leisure. The
Department for Employment and Learning has issued guidelines
to encourage colleges to put in place policies on a range of
lifestyle issues by September 2002.

The higher education institutions also actively promote a healthy
lifestyle among the student population. While some students will
address health issues, including smoking, as part of their learning
programmes, health promotion activities are primarily extra
curricular and are delivered by the Institutions’ student welfare
staff in conjunction with Student Union welfare officers.

The Youth Service is also well placed to promote healthy
lifestyles. Health promotion is seen as an important element of
the youth work curriculum and new guidelines have been
published. Youth workers are adept at building relationships with
young people and helping them to make informed choices. They
are encouraged by initiatives such as the Western Education and
Library Board’s Health Promoting Youth Awards. In addition, the
Ulster Cancer Foundation and the Health Promotion Agency have
produced guidance on smoking matters for young people to
assist youth workers.

Tobacco Advertising

3.12

3.13

Advertising and promotion by the tobacco industry is one of the
reasons why smoking continues, despite widespread knowledge
about the health risks to smokers and non-smokers alike. The
promotion of tobacco products takes the form of direct and
indirect advertising. Examples of direct advertising include
television, billboard and printed media while indirect advertising
includes sponsorship of various arts and sporting events.

Direct TV advertising of tobacco products has been banned since
1965. Successive Governments have, since 1982, entered into
voluntary agreements with the tobacco industry aimed at
controlling other forms of tobacco advertising and promotion.
However, there is little evidence that such agreements have
worked.
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3.14

Children are particularly vulnerable to advertising. Research in
England * demonstrates a high level of awareness of tobacco
advertising with half of all young people believing that they have
seen a cigarette advert on television in the previous six months.
This is despite the fact that it was banned 37 years ago and
suggests that tobacco sponsorship of televised events has a
similar impact to direct TV advertising.

Restricting Sales to Children

3.15

3.16

3.17

In their formative years, children are exposed to a range of
influences which may impact on their future behaviour. The vast
majority of adult smokers — around 82% - adopted the habit in
their early teens.™

Existing legislation *® ' ¥ seeks to make it more difficult for

children to obtain tobacco products thus helping to delay, and
ideally prevent, adoption of the smoking habit. These restrictions
include prohibiting the sale of tobacco products to children under
sixteen and the publication of warning statements as well as
enforcement measures.

Enforcement of the legislation falls to local councils’
Environmental Health/Enforcement Officers. A recent snapshot
survey on enforcement activity among the 26 district councils
found that, while all 17 respondents considered a programme of
enforcement action annually, only two councils accorded a high
priority to enforcement activity. Key reasons given for not
undertaking a programme of action were lack of resources and
low priority. Between 1998 and 2000, only one council had
initiated proceedings.

What more needs to be done

3.18

Public attitudes towards tobacco use are changing and it will be
essential to build on this to prevent people, particularly children,
starting to smoke. This is central to achieving the overall aim of
creating a tobacco free society. When attitudes change,
behavioural change is likely to follow. Therefore tobacco must
become less acceptable, less accessible and less desirable,
thereby influencing current and potential future tobacco users,
particularly children and young people. This will only be achieved
through time using a range of measures including education and
legislation.
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3.19

3.20

3.21

3.22

3.23

3.24

Preventive action has, to date, mainly focused on children and
this should continue through the further development of sustained
public information and education initiatives. It will be important to
promote greater awareness of the harm caused by tobacco. One
way of achieving this is by maintaining a flow of information to the
media and by encouraging journalists to give a higher profile to
the issue. This can be done by, for example, regular media
briefings, the promotion of appropriate anti-smoking events, press
releases and interviews with spokespersons.

The education sector, from primary through to tertiary, should
continue to use every opportunity to work with other statutory
organisations and the voluntary sector to prevent children and
young people smoking. This could include, for example, the
further roll-out of the health promoting school concept, peer-led
approaches and projects such as the Further Education
Curriculum Development project which has the potential to
improve students’ knowledge of key health related issues,
including smoking.

The current review of the curriculum by the Northern Ireland
Council for the Curriculum, Examinations and Assessment
provides an excellent opportunity to ensure that children and
young people develop personal development skills which include
issues surrounding social and health education, citizenship and
employability.

The Tobacco Advertising and Promotion Bill, which extends to the
whole of the UK, is currently being taken through the House of
Commons. The Bill includes provision for a ban on press,
billboard and internet advertising. When enacted, it will remove a
major obstacle to the work of health professionals and others in
tackling smoking.

The majority of retailers are responsible and try to comply with
the legislation restricting sales to children. However, many
encounter difficulty in establishing the age of young people.
Another problem area is the purchase of cigarettes by over 16s
for those under age, a practice which clearly undermines the
existing legislation. In the South of Ireland, legislation has
recently been introduced prohibiting the sale of tobacco products
to those under the age of 18 (previously 16).

Despite restrictions on sales, surveys consistently identify a high
prevalence of smoking among children. This provides compelling
evidence that more needs to be done to prevent them obtaining
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3.25

3.26

cigarettes. The adoption of a “When in doubt - don’t sell”
policy by all retailers would be a useful starting point.

This is recognised as a key principle in a tobacco enforcement
protocol published in September 2000 by the Department of
Health and the Department of Trade and Industry in London. The
protocol is, in effect, a best practice code which aims to reduce
under-age sales by encouraging local authorities in England and
Wales to adopt a tough line with shopkeepers who flout the law.
While it is recognised that such action would not, of itself,
eradicate children’s smoking, it would undoubtedly complement
other action to tackle the problem.

Vending machines can provide a relatively easy source of access
to cigarettes for children. In crowded spaces, such as pubs, it is
not always easy for staff to detect children using such machines.
If children are to be protected, it is essential that vending
machines are sited in a supervised area and that staff closely
monitor their use. The National Association of Cigarette Machine
Operators (NACMO) has attempted to address the accessibility of
vending machines by issuing a code to its members defining the
siting arrangements which they should follow.

Summary of Action

. Further development of sustained public information
campaigns.

. Rolling out of the health promoting schools concept.

. Promotion of written policies on smoking in schools,

colleges and the youth service.

. The Curriculum review to reflect the need to promote
awareness of the dangers of smoking.

. Legislation banning tobacco advertising to be
introduced.

. Provision of training for environmental health officers
on illegal tobacco activity and enforcement
procedures.
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Proposals to be brought forward requiring an annual
programme of enforcement action.

Recent legislative changes in the South of Ireland to be
monitored.

Adoption of an enforcement protocol.

Placement of tobacco vending machines to comply
with the NACMO Code.

Prohibition of tobacco vending machines from council
and public sector facilities.

Councils, or groups of councils, to nominate an
individual to co-ordinate anti-tobacco activity.
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Chapter 4: HELPING SMOKERS TO QUIT

Introduction

4.1

4.2

Two-thirds of smokers say they want to quit yet, despite
increasing publicity about smoking related ill-health, many
continue to smoke. Of the two-thirds who want to stop smoking,
about one-third will try to stop in any one year.'® Giving up is not
easy because nicotine is highly addictive and repeated quit
attempts may be required before total abstinence is achieved.

Giving up smoking has immediate and longer-term effects.*
Therefore, the provision of advice and cessation support services
to smokers who want to quit must be key elements of a
comprehensive programme of action as part of an overall strategy
which also includes public information campaigns, education
programmes, regulatory change and clinical and community
based initiatives.

Priority Groups

4.3

Professional advice and support are essential to help smokers
quit. Without such help, only about 2% of middle-aged smokers
are successful each year.’ In particular, young people, adults,
especially disadvantaged adults, and pregnant women, will
require a range of services tailored to meet their specific needs.
The needs of other disadvantaged groups such as those from an
ethnic minority background, or with a disability, also need to be
addressed. Cessation methods used with the general adult
population should be modified as necessary with the aim of
meeting such needs.

Young people

Young people continue to smoke in significant numbers
and many will become addicted. Cessation services for
young people under 16 who wish to quit is an issue which
cannot be ignored. The provision of cessation training for
all of those working with young people including teachers,
youth workers and peer leaders is therefore very important.
Smoking prevention and cessation interventions are
necessary in a range of settings, including schools and
youth organisations. Less conventional settings, such as
residential homes and young offenders’ centres, should
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4.4

also be considered. These should be co-ordinated with
other community-based initiatives, media campaigns and
parental activities which seek to influence the smoking
activities of children and young adults.

Adults, Especially Disadvantaged Adults

For some adults, smoking can be a coping mechanism and
many, particularly those in the lower socio-economic
groups, find it very difficult to give up. For this group in
particular, the dangers of “roll your own” cigarettes need to
be highlighted in view of the relatively high content of
harmful substances. Innovative approaches to the
provision of cessation services may therefore be required,
involving use of the community sector and additional action
to promote self-esteem.

Pregnant women

The majority of pregnant women and young mothers are in
regular contact with a wide range of health and social care
professionals. This provides an ideal opportunity for all
those who are involved in providing ante and post-natal
care to raise the issue of smoking, including the risk posed
by Environmental Tobacco Smoke (ETS), and to offer
advice and general support including referral to a specialist
cessation service, where appropriate. Counselling from a
smoking cessation specialist, together with written support
materials, have been shown to be effective in aiding
cessation among pregnant women.

Families, the education sector, employers, the voluntary and
community sectors and the wider community also have an
important role to play in helping and supporting smokers who
want to quit. For example, schools and the workplace are well
placed to provide smoking cessation support.

Interventions

4.5 The range of effective interventions available to motivate and

support those attempting to quit includes: -

local and regional media campaigns;
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. brief advice delivered by health and social care
professionals including doctors, dentists, nurses and
pharmacists as well as by professions allied to medicine;

. specialist services offering advice and intensive support;
and
. other support, such as telephone helplines, self help

manuals, pharmaceutical industry, support materials.

These are illustrated in Figure 3 below.
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Figure 3

SMOKER

Promoting Motivation To Quit
Eg, advice from GP/pharmacist, No
Smoking Day, media campaigns

/

Brief advice during routine Self
referral consultation
Eg doctor/nurse/pharmacist/dentist

N\

Specialist services meeting specified

standards
Providing intensive behavioural support

Other options
» for those not

wishing HPSS
Helpline/Other Local community Self help
communication based literature
techniques providing interventions
support

Adapted from ASH “ Smoking Cessation Services —Implementing the
NHS plan

4.6 Brief advice?® ?? involves health and social care professionals
taking the opportunity to give advice during the course of a
routine consultation, including advice on medicines to aid the quit
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4.7

20

15

10

% cessation rates
o

attempt, and is of 3-5 minutes duration. Specialist services?! %

involve intensive support with the use of products such as
Nicotine Replacement Therapy (NRT) and bupropion and are
particularly important for highly dependent smokers.'® More detail
on brief and specialist advice is contained in Annex 2.

Most people who successfully quit make several attempts before
they actually succeed. Clinical trials and experience from
elsewhere have demonstrated that behavioural support,
combined with medicines to aid the quit attempt, can enable 20-
25% of smokers to remain abstinent at one year post-treatment.?
Brief advice, together with pharmacotherapies can produce
cessation rates of 5-10% [Figure 4].

intensive

Fig 4. Typical success rates for clinical service with
tr- | f . . . pharmaco-
lals o smoklng Interventions therapies
GP advice
with pharmaco- intensive
therapies service

GP
advice

no action

Conservative figures: absolute cessation rates;
CO validated; "not one puff" throughout one year

Source: The Case for Commissioning Smoking Cessation Services *°

Giving help to smokers who want to stop is both effective and
cost effective.'® Therefore, it is important to have in place a
structured and sustained approach to the development of
smoking cessation services. A regional training framework,
setting out agreed minimum standards, is being developed and is
expected to be available later in the year.
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Service Development

4.8

4.9

Much work is currently underway to develop and promote
smoking cessation initiatives. Since 1999/00, additional funding,
including New Opportunities funding, has been made available to
enable Health and Social Services Boards to provide advice and
dedicated support, in a range of settings, for those who wish to
quit. These settings include Health Action Zones, health centres,
the voluntary sector, community pharmacies, GP and dental
practices. Multi-agency Tobacco Control Groups have also been
established to take this work forward.

These initiatives have been complemented by the public
information campaign developed by the Health Promotion
Agency. The latest phase of the campaign highlighted the
dangers of smoking and directed smokers to smoking cessation
services. Voluntary organisations such as the Ulster Cancer
Foundation and the Chest, Heart and Stroke Association also
provide a range of services including support, information and
advice.

What more needs to be done

4.10

411

Opportunistic interventions and cessation services have been
developing over the last few years. However, a comprehensive
approach, with a much greater focus on motivating smokers to
quit and the provision of local advice and support in a variety of
accessible settings, including the workplace, is essential to the
success of the Action Plan. For example, over two thirds of civil
servants who smoke would like to give up and 40% would be
interested in taking part in smoking cessation initiatives during
working hours.” The Northern Ireland Civil Service and the Health
& Personal Social Services, as two of the largest employers here,
are well placed to give a lead in this area.

Investing for Health highlights the role of local communities in
reducing health inequalities through the provision of services,
information and support within their own localities. Training and
support must be available to ensure that they are in a position to
identify needs and make an effective contribution towards helping
smokers quit. Account also needs to be taken of the need for
services to be tailored to meet the differing needs of the target
groups previously identified, together with those of other
disadvantaged groups such as people with disabilities, those from
an ethnic minority background and those from the rural
community.
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412

4.13

4.14

The provision of NRT and bupropion is an integral part of
smoking cessation initiatives. Doctors, dentists, nurses,
pharmacists and other health care professionals, have major
roles in the provision of, and advice on, these products. In
addition, local collaboration and agreement on the use of Patient
Group Directions has the potential for enhanced use of NRT as
has the future extension of nurse prescribing. The development
of policies on the use of NRT in pregnancy and during
breastfeeding is necessary at local level for those women who
cannot otherwise stop smoking.®

The latest phase of the public information campaign targets adult
smokers by highlighting the damage caused by smoking. If the
350,000 adult smokers here are to be persuaded to quit, it will be
important to build on the public information campaign, to take
steps to raise awareness about the dangers to mother and child
during pregnancy and also about the harmful effects of ETS. Key
messages will need to be innovative and tailored to meet the
needs of the respective audiences.

The recent television advertising campaign ran for twelve weeks
and included a temporary telephone helpline. During this period,
over 6,700 calls were processed. While a detailed analysis of the
calls is not yet available, it is already clear that a demand exists
for this type of service.

Summary of Action

. Promotion of smoking cessation services in a variety
of settings, including the workplace.

. Development of specialist services in primary and
secondary care.

. Promotion of education and training on brief advice in
undergraduate and postgraduate education for health
and social care professionals.

. Promotion of training and support on smoking
cessation for teachers, youth workers and peer
leaders.

. Training and support on smoking cessation to be made

available to those working in community settings.
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Regional Training Framework to be adopted.

Smoking cessation protocols to be further developed
and implemented.

Development of a dedicated Telephone Helpline.
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Chapter 5. PROTECTING NON-SMOKERS FROM TOBACCO
SMOKE

Introduction

5.1 Nicotine is highly addictive and it will take many years to achieve
the overall aim of a tobacco free society. In the meantime, the
protection of the general public, particularly children, from
tobacco smoke must remain a key element of any tobacco control
policy. This requires partnership working and measures to
promote smoke-free environments. The voluntary sector has
made an important contribution to the promotion of smoke-free
policies, the widespread adoption of which, as stated in Chapter
3, will also help prevent tobacco use.

Promoting Smoke Free Environments

5.2 Smoking is legal. However, adult non-smokers and children -
who are particularly vulnerable — are entitled to protection from
Environmental Tobacco Smoke (ETS). The increasing evidence
about the risks associated with ETS is outlined in Chapter 1. Itis
important that smokers and non-smokers are aware of these risks
and that adequate safeguards are in place. The views of those
who wish to breath air free from tobacco smoke should take
precedence over those of people who choose to smoke.
Some protective measures are already in place, both non-
legislative and legislative. These have been introduced to either
protect the general public, or with the welfare of particular groups,
such as employees, in mind.

The General Public

5.3 There are no specific legislative controls banning smoking in
public places although some organisations have implemented no-
smoking policies or taken steps to improve air quality. For
example, Government departments, hospitals, theatres, cinemas
and some shopping malls have adopted no smoking policies.

5.4 Public transport is widely used and has an important role to play
in promoting a smoke-free environment. The airline industry has
set an excellent example by introducing no smoking policies on
all flights.

5.5 Action has also been taken under The Transport Act (Northern
Ireland) 1967 and The Road Traffic (Northern Ireland ) Order
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1981 to tackle smoking on trains and buses. As far back as
1971, bye-laws were introduced banning smoking on trains and in
railway stations. These bye-laws allow offenders to be
prosecuted. In 1982 and 1994 respectively, Citybus and
Ulsterbus introduced total no smoking policies on their vehicles.
No smoking policies are also operational in three integrated
bus/rail stations — Bangor, Craigavon and Eurobus.

Employees

5.6

5.7

5.8

5.9

Tobacco smoke is a particular issue in the workplace as it can
aggravate certain diseases such as asthma and chronic
bronchitis and can cause discomfort to the eyes, nose, throat and
chest. Although there is no specific statutory duty on employers
to ban smoking, the Health & Safety at Work (NI) Order 1978
places a duty on employers to ensure, so far as is reasonably
practicable, the health, safety and welfare at work of their
employees and the health and safety of others who may be
affected by their [employers'] work activities.

Regulations® #* made under the 1978 Order may also impact on

employer’s responsibilities to protect their employees. Guidelines
for employers were published in Britain by the Health and Safety
Executive in 1988 (revised in 1992) and are fully recommended to
employers here by the Health & Safety Executive (HSENI). They
point out possible legal implications and recommend that all
employers should have smoking policies. Basic advice on
formulating policies is included. The extent to which the 1978
Order affords protection from exposure to tobacco smoke has not
been tested in the criminal courts.

In April 2000, HSENI also issued to interested parties here a
consultative document produced in Britain containing proposals
for an Approved Code of Practice (ACOP) on Passive Smoking at
Work. HSENI sought views on the introduction of a similar
document here. The draft ACOP recognised that employers have
legal obligations under the legislation to protect the welfare of
their employees in relation to exposure to tobacco smoke, and set
out advice on how to meet those obligations. Although the
proposals were the subject of widespread consultation, the Code
has not been published in Britain or here.

The Health and Safety Executive in Britain is currently re-
assessing the financial implications of its proposals with particular



reference to small businesses. HSENI is to assess the
implications of any major revision and to put forward proposals
here.

What More Needs to be Done

5.10

5.11

5.12

5.13

It is recognised that there may be particular issues to be
addressed in introducing smoking bans in hotels, pubs and other
places of entertainment. Nevertheless, the wishes of customers
(and employees) who do not smoke should be respected. The
introduction of no smoking policies in some public places is a
welcome development but needs to become standard practice.
There are claims and counter claims about the impact on
business of smoking bans in restaurants.

In the South of Ireland, research was carried out in 2001 to
establish the general public’s attitude to smoking and to the
introduction of bans or restrictions on smoking in public places.
Two key findings show that there is considerable support for all
measures to control smoking and that this support is broad
based, coming from smokers as well as non-smokers.” It will
also be important to commission research to gauge the level of
support here for action in this area.

Large employers such as the NICS and the Health and Personal
Social Services are well placed to lead in the provision of smoke-
free facilities. Both have introduced no smoking policies, some of
which make provision for “smoking rooms”. Occupational health
services in both the private and statutory sectors have an
important role to play in promoting a non-smoking environment.
A key indicator of progress towards the ultimate goal of a
tobacco-free society will be widespread acceptance that the
provision of facilities for smokers can only be viewed as a short-
term measure leading ultimately to smoke-free premises.

Government departments and their agencies can promote
smoke-free environments through, for example, the conditions
attached to the awarding of grants and the commissioning of
services. An independent evaluation of current local initiatives
introduced by hoteliers and licensees to improve indoor air quality
will be necessary to measure effectiveness.
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Summary of Action:

Promotion of no smoking policies.

. Proposals for Approved Code of Practice on Passive
Smoking at Work to be finalised.

. Research to be commissioned on the extent of smoke-
free facilities and public attitudes towards smoking.

. Policies on smoking to be built into commissioning
arrangements with HPSS and other service providers.
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CHAPTER 6: ACTION

PREVENTION

Further development of public information campaigns taking account of
Issues such as target groups and issues such as ETS, legislation and
enforcement.

Lead Organisations: Department of Health, Social Services and Public
Safety (DHSSPS), Health Promotion Agency (HPA), Health and Social
Services Boards & Trusts (HSS Boards & Trusts), voluntary &
community sectors.

Target Date: Ongoing

Further promotion and implementation of the Health Promoting Schools
concept.

Lead Organisations: DHSSPS, Department of Education (DE), HPA,
Health Education Liaison Group.

Target Date: Ongoing

Schools, Further Education Colleges and the Youth Sector to be
encouraged to introduce and implement no smoking policies.

Lead organisations: DE, Education & Library Boards (E&L Boards),
Department of Education & Learning (DEL).

Target Date: December 2003

The Curriculum Review to highlight the need to promote awareness of
the dangers of smoking.

Lead organisations: DE, E&L Boards.

Target Date: March 2004

Introduction of legislation to ban tobacco advertising, promotion and
sponsorship.

Lead organisation: DHSSPS.

Target Date: Late 2002 — early 2003
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To promote the inclusion of training on illegal tobacco activity and
enforcement in undergraduate and postgraduate education for
environmental health officers.

Lead organisations: DHSSPS, professional training organisations and
institutions, HPA.

Target Date: Ongoing

To bring forward proposals to amend Article 6 of the Children and
Young Persons (Protection from Tobacco) (Northern Ireland) Order
1991 to place a statutory duty on councils to carry out an annual
programme of enforcement action.

Lead organisations: DHSSPS, Department of Environment (DOE).

Target Date: March 2005

To monitor the impact in the South of Ireland of the recent legislative
changes and, in particular, that prohibiting the sale of tobacco products
to those under the age of 18.

Lead Organisation: DHSSPS.

Target Date: July 2003 (two years after legislation came into force)

To encourage councils to pursue a pro-active approach to enforcement
by adopting a protocol similar to the enforcement protocol introduced in
England and Wales.

Lead organisations: DHSSPS, DOE, NI Local Government
Association, local councils.

Target Date: March 2003
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To work with local councils to ensure that the placement of tobacco
vending machines in public places complies with the NACMO Code.

Lead organisations: DHSSPS, DOE, local councils.

Target Date: March 2004

To work with local councils and other public sector bodies to prohibit
tobacco vending machines from their facilities and to promote the
introduction of no smoking policies.

Lead organisations: All Government departments and local councils.

Target Date: March 2004

To encourage each council, or groups of councils, to nominate an
individual to co-ordinate anti-tobacco activity and to liaise with
counterparts in the South of Ireland on potential cross-border co-
operation.

Lead organisations: DHSSPS, DOE, local councils.

Target Date: March 2005
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SUPPORT

To promote the provision of smoking cessation services in a variety of
settings including schools, the workplace — including the NICS and the
HPSS - and the community.

Lead organisations: HSS Boards & Trusts, E&L Boards, employers,
voluntary, community and youth sectors.

Target Date: Ongoing

To further develop sustainable specialist smoking cessation services,
which are accessible to all disadvantaged groups, in primary and
secondary care to meet the needs of local communities with particular
emphasis on the three target groups.

Lead organisations: HSS Boards & Trusts, Health & Social Care
Groups (HSCGs), the voluntary and community sectors.

Target Date: Ongoing

To promote the inclusion of training on brief advice in undergraduate
and postgraduate education for doctors, nurses, health visitors,
professions allied to medicine, pharmacists, dentists and social workers.

Lead organisations: DHSSPS, professional training organisations and
Institutions.

Target Date: Ongoing

To promote training and support in smoking cessation for teachers,
youth workers and peer leaders.

Lead organisations: E&L Boards.

Target Date: Ongoing

Training and support in smoking cessation to be made available to
those working within a community setting.

Lead organisations: DHSSPS, HPA, HSS Boards & Trusts, voluntary
and community sectors.

Target Date: Ongoing
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To ensure the incorporation of the Regional Training Framework into
quality standards for the commissioning of services and to encourage
its implementation.

Lead organisations: HSS Boards.

Target Date: March 2003

To agree and implement a smoking cessation protocol at primary care
and Trust level to cover brief advice and pharmacotherapies and
referral to specialist services where available.

Lead organisations: HSS Boards & Trusts, (HSCGS).

Target Date: December 2002

To commission a dedicated telephone helpline to provide indirect
specialist support and promote the availability of local smoking
cessation services.

Lead organisations: DHSSPS, HPA, HSS Boards & Trusts.

Target Date: Autumn 2002

41




PROTECTION

To work with Trades Unions, employers’ organisations, Chamber of
Trade, Chamber of Commerce, local councils etc. to promote the
adoption of no smoking policies in the workplace.

Lead organisations: HPA, Department of Enterprise, Trade &
Investment - Health & Safety Executive NI (HSENI).

Target Date: Ongoing

To finalise proposals for an Approved Code of Practice on Passive
Smoking in the Workplace.

Lead organisations: HSENI.

Target Date: March 2003

To commission research on the extent of smoke-free facilities and
public attitudes towards smoking and smoking prohibitions/restrictions.

Lead organisations: DHSSPS, HPA, HSENI.

Target Date: March 2003

Smoking policies to be built into commissioning arrangements with
HPSS and other providers and that such policies are evaluated.

Lead Organisations: HSS Boards.

Target Date: Ongoing
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Chapter 7 — MAKING IT HAPPEN

Introduction

7.1 It will take time and partnership working between Government
departments, statutory, private, voluntary and community sectors
to achieve the overall aim of the Action Plan. However, the three
objectives identified in Chapter 2, if realised, will help to create a
tobacco free society. If these objectives are to be met, it is
essential that structures are in place to oversee the programme of
action. The Plan’s success will also require sufficient resources
and systematic arrangements for monitoring and accountability.

Managing the Plan

7.2  The Ministerial Group on Public Health (MGPH) will be
responsible for the overall monitoring of the Action Plan. It will
establish a multi-agency Implementation Group to oversee and
drive forward the actions outlined in the Plan. The Group will be
asked to set intermediate targets in areas such as behavioural
change following public information campaigns and uptake of
smoking cessation services. It will also report progress to the
MGPH on an annual basis.

Research

7.3  The Implementation Group will wish to consider the need for
additional research to help monitor and evaluate progress taking
account of the need to draw comparisons with other countries.
This could include research to increase our knowledge of the
social and cultural factors that influence tobacco use, particularly
among young girls, and also to ascertain the views of pregnant
women who smoke. A number of existing surveys regularly
monitor adult and young people’s smoking activity. These include:
the Continuous Household Survey which biennially includes
guestions on smoking; the Infant Feeding Survey; the Health &
Social Wellbeing Survey and the Young Persons’ Behaviour and
Attitudes Survey.

Resources

7.4  The Department of Health, Social Services and Public Safety has
made almost £3m available since the 1999/00 financial year for
the development of public information and smoking cessation



services. It will continue to support the further development of
these services.

Tobacco Control: Roles and Responsibilities

7.5

7.6

7.7

7.8

The implementation of a Tobacco Action Plan requires input from
a variety of organisations, agencies and individuals ranging from
Government departments, Health and Personal Social Services
and local councils, to employers, trades unions, the voluntary
sector and local communities.

The Department of Health, Social Services & Public Safety
(DHSSPS) - is responsible for the health and well-being of the
population and therefore has a key role to play in delivering the
aims of the Action Plan. It has specific responsibility for
legislative provisions to ban tobacco advertising, commissioning
public information campaigns and disseminating advice and
guidance on smoking cessation services to the Health and
Personal Social Services (HPSS). Through the Chief
Environmental Health Officer, the Department has a role in
promoting consistent and effective implementation of the
legislation, protocols and codes by local councils. In the longer
term, DHSSPS will monitor the impact of the Action Plan on
smoking levels among adults and young people.

The Ministerial Group on Public Health (MGPH) — comprises
senior officials from all departments and is chaired by the
DHSSPS Minister. It is responsible for co-ordinating and
monitoring the implementation of the Investing for Health
Strategy, including the Tobacco Action Plan. Departmental
representatives on MGPH will be responsible for monitoring the
progress of the bodies for which they are responsible.

The HPSS - has a key role in developing smoking prevention
and support programmes. This involves collaboration between
Health Boards, Trusts and primary care, as well as the voluntary
and community sectors. In recognition of the multi-sectoral
approach required to effect improvement in health, Boards are
establishing Investing for Health Partnerships. These multi-
sectoral partnerships will ensure that action to improve health is
properly co-ordinated and that a long-term cross-sectoral plan is
developed to improve the health and well-being of the population
in line with the Investing for Health Strategy.



7.9

7.10

7.11

7.12

7.13

7.14

7.15

The Health Promotion Agency — has a regional responsibility for
health promotion. It will work closely with DHSSPS, the HPSS
and others in developing its contribution to tackling tobacco use.

The Department of Education — the Department of Education is
responsible for securing the place of health education in schools
and in the Youth Service. Health education is currently a
statutory requirement of the curriculum under the science
programme of study for all pupils up to age 16. The statutory
curriculum is currently under review, and it is anticipated that the
position of health education will be given greater focus in the
revised curriculum, which will be implemented from September
2004. The Department will continue to ensure that young people
receive specific education about the harmful effects of tobacco in
the context of personal and social development.

Education & Library Boards - are responsible for ensuring the
delivery of health education across all sectors from early years to
post-16s and in the youth service from age 8 to age 25.

The Department of Education and Learning — is responsible for
promoting education insofar as it relates to further and higher
education. This includes health education.

The Health and Safety Executive — is an Executive Non-
Departmental Public Body, sponsored by the Department of
Enterprise, Trade and Investment. Itis the lead body responsible
for the promotion and enforcement of health and safety at work
standards.

The Department of Environment — is responsible for a range of
legislative provisions which are implemented by local councils.
Within DOE, Local Government Division also has an overseeing
role in council matters including borrowing and spending
approvals, the distribution of general grant and financial
regulation through the Local Government Auditor. The Division is
also responsible for general legislative issues such as Best Value
and updating of Superannuation legislation, in line with
developments in Britain.

Local Councils — are responsible for enforcement and education
in respect of the illegal sale of tobacco products to those under
16. This involves investigating complaints, educating retailers
about their responsibilities, bringing the role of councils to the
attention of the general public and, where appropriate, instituting
legal proceedings.
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7.16

7.17

7.18

7.19

7.20

Customs and Excise — is responsible for preventing and
detecting the illegal import of tobacco, the investigation of
organisations and individuals engaged in tobacco smuggling and
related activities, and their prosecution.

Employers — have an important role to play in protecting their
employees from the dangers of tobacco smoke through the
development of clearly defined smoking policies in the workplace.

Trades Unions - have a responsibility to safeguard their
members’ interests through collaboration with employers
regarding exposure to environmental tobacco smoke.

The Voluntary Sector — can do much to promote a change in the
social climate towards smoking by, for example, highlighting the
benefits to health and the financial implications of quitting. They
can also help promote and provide cessation services.
Organisations such as the Chest, Heart and Stroke Association
and the Ulster Cancer Foundation have many years experience in
this area and can provide practical help to those trying to quit.

Communities — Local communities have an important role to
play in reducing health inequalities by providing services, support,
information and advice within their own localities. This work
needs to be built upon and arrangements put in place to
maximise their support for those who wish to quit smoking.
Family and friends have can play an important role in supporting
and encouraging individuals trying to quit, particularly through the
difficult early days.
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ANNEX 1
INTERNATIONAL AND EUROPEAN MEASURES

International

The World Health Organisation is committed to reducing global
tobacco consumption. Its Tobacco Free Initiative aims to make
tobacco-related issues a global concern and provide leadership to
strengthen international anti-smoking action. A major component
of this initiative is the development of an International Framework
Convention (IFC) on Tobacco Control. The Convention is
intended to enable and encourage countries to strengthen their
national tobacco strategies.

The Convention will set out detailed evidence-based advice on
the range of measures which a country wishing to take action on
smoking could usefully include in its strategy. The IFC is due to
be presented to the World Health Assembly in 2003.

European

The European Parliament and Council published the text of EU
Directive 2001/37/EC on the Manufacture, Presentation and Sale
of Tobacco Products (the Labelling Directive) on 18" July 2001.
The Labelling Directive will become UK law by 16 December
2002. Among other things, the Directive: -

. defines the maximum tar, nicotine and carbon monoxide
yields of cigarettes;

. lays down requirements for additional and larger health
warnings on all tobacco products;

. requires tobacco manufacturers to provide a wider range of
information about the ingredients of tobacco products; and

. bans descriptions which suggest that a particular tobacco
product is less harmful than other tobacco products.

The Department of Health consulted on draft Regulations, to
translate the Directive into UK law and on a draft Regulatory
Impact Assessment, from 1 July to 23 September 2002. The
Labelling Directive is currently subject to a number of legal
challenges in the European Courts.
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An EU Directive banning tobacco advertising and sponsorship
was annulled by the European Court of Justice in October 2000.
Last year, the European Commission introduced new proposals
for a Directive banning certain forms of advertising and
sponsorship. Domestic legislation will need to complement these
proposals in order to bring about a comprehensive advertising
ban.

Ireland

A number of tobacco control measures already exist in the South,
including:

. ban on smoking in a number of areas including schools,
health care facilities, theatres, public offices, banks,
building societies hairdressers;

. ban on advertising in the printed media and sponsorship;

. high retail price strategy; and

. restriction on the sale of tobacco products to persons under
18.

The Public Health (Tobacco) Act 2002 provides for
comprehensive measures relating to the control, sale and
marketing of tobacco products and the establishment of the Office
of Tobacco Control. The Office will advise on tobacco measures
and will monitor and co-ordinate their implementation.
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ANNEX 2

GOOD PRACTICE GUIDELINES FOR CESSATION SERVICES

Brief advice®! #

Brief advice involves health care professionals, taking the
opportunity to give advice during the course of routine
consultation, whether or not the individual is seeking help to stop
smoking. The purpose of the delivery of brief opportunistic advice
IS to trigger a quit attempt or to further motivate the individual to
consider stopping smoking. This typically involves the 5 “A”s of:

. ask - about current smoking status and record response;
. advise - on stopping;

. assess — motivation to stop and record outcome

. assist - by providing information, including

advice/prescription for Nicotine Replacement Therapy or
Buproprion (Zyban) and referral to a specialist cessation
service, where appropriate; and

. arrange — follow up, if appropriate.

Brief advice is typically of 3-5 minutes duration and can result in
about one to three out of a hundred smokers stopping for at least
6 months. This is in addition to those who might have stopped
anyway. If all professionals, particularly those in primary care,
ask about current smoking status and, where appropriate, gave
advice on smoking cessation at least once a year, this would
have significant population health gain.

Specialist cessation services?! ??

Specialist cessation services involve intensive support with the
use of products such as NRT or Zyban.*® It is estimated that
specialist services will enable 20-25% of smokers remain
abstinent after one year. The development of specialist cessation
services is particularly important for highly dependent smokers
(disproportionately found in lower socio-economic groups), who
are not able to stop following brief advice.

There is a need to develop sustainable specialist services, which
are evidence based and meet quality standards. Much work is
currently being undertaken at Board, Trust and in primary care to
develop these services. Key elements to success include:
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I the training of staff to deliver intensive support;
. the intensity of the support delivered;
ii. the dedicated time and resources to undertake it; and

V. a consistent approach to quality standards and the
monitoring of outcomes.

Minimum standards for a smoking cessation service

The following represents minimum standards for current and
future development of smoking cessation, for brief advice and the
development of specialist cessation services.

General
I The use of evidence based guidelines.

i Advisers to receive appropriate training for their role, which
meets standards outlined in a regional training framework.
Work is currently underway to develop this regional training
framework.

Brief advice

a. delivery of brief advice and recording of outcome in
accordance with locally developed protocols taking account
of i and ii above.

Specialist Cessation Services

For specialist services, which could be delivered in a range
of settings and may attract additional payments, the
following minimum standards should be applied to current
and future development of specialist services:

1. i and ii above;

2. an initial consultation with the client of greater than
15 minutes’ duration, to include assessment of
motivation and readiness to quit, agreement of quit
date and assessment and advice on suitability of
NRT/Bupropion;

3. completion of the Minimum Data Set as outlined in
DHSSPS monitoring guidance (November 2001);

4. proactive use of carbon monoxide monitoring;
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the offer of structured weekly support for at least the
first 4 weeks; and

follow up at 52 weeks following quit date. The initial
contact could be telephone/letter, with those with
continued abstinence coming in for carbon monoxide
validation and further support.
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ANNEX 3

EQUALITY IMPACT ASSSESSMENT

1.

Introduction

Northern Ireland Act 1998

11

1.2

Section 75 of the Northern Ireland Act 1998 requires the
Department of Health, Social Services and Public Safety
(DHSSPS) in carrying out its functions relating to Northern
Ireland, to have due regard to the need to promote equality of

opportunity —

. between persons of different religious belief, political

opinion, racial group, age, marital status or sexual

orientation;
. between men and women generally;
. between persons with a disability and persons without; and
. between persons with dependants and persons without.

In addition, without prejudice to the above obligation, DHSSPS
should also, in carrying out its functions relating to Northern
Ireland, have regard to the desirability of promoting good relations
between persons of different religious belief, political opinion or

racial group.

Aims of the Action Plan

Tobacco is the single greatest cause of premature death and
avoidable illness. Chapter 1 of this Action Plan sets out the
extent of the problem and the cost in terms of death, ill health and

disability as well as the economic cost.
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2.2 The Action Plan aims to tackle the harm caused by tobacco by
creating an environment that promotes non-smoking, prevents
young people from taking up smoking, encourages and supports
smokers to quit, protects non-smokers from tobacco smoke and

ensures effective enforcement.

2.3 Action to achieve the aims will include raising awareness of the
dangers of tobacco smoke through public information campaigns,
health education programmes, services to support those who
wish to quit, promotion of smoke free environments and
enforcement of legislation. The policy will also address

inequalities by targeting vulnerable groups:

. children and young people;
. pregnant women; and
. disadvantaged adults.

2.4  The Action Plan policy has been defined by DHSSPS. It will be
implemented by DHSSPS in conjunction with other Government
departments, statutory bodies and voluntary and community

groups.

2.5 Implementation of the Action Plan should achieve a reduction in
the number of smokers in the adult population, a reduction in the
number of young people taking up smoking and greater
awareness of the dangers of smoking. In the longer term the
outcome should achieve a reduction in smoking related

premature death, illness and disability.

3. Groups Affected by the Policy
3.1 The Action Plan will affect the health and wellbeing of both
smokers and non-smokers. Of the groups outlined in paragraph

1.1, itis most likely to affect age, gender and religion.
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4. Consideration of Available Data and Research

i. Source: Continuous Household Survey 2000-01

Prevalence - 27% of the population smoke, 26% of men and 28% of
women smoke

Prevalence of smoking among persons by Age/Gender

Total Male Female

16 - 24 28% 25% 31%
25-34 33% 30% 34%
35-44 32% 32% 32%
45 -54 29% 29% 30%
55 -64 26% 24% 27%
65 —74 17% 18% 16%
75+ 9% 10% 9%
All age 27% 26% 28%
groups

Prevalence of smoking among persons by marital status

Total Male Female

Single 31% 28 33%
Married/ 24% 23% 24%
Cohabiting

Widowed | 18% 21% 17%
Divorced/ |48% 47% 49%
Separated

All groups | 27% 26% 28%




Prevalence of smoking among persons by religion/ gender

Total Male Female
Catholic 33% 30% 34%
Protestant 23% 23% 23%
Other 13% 19% 0%
None 27% 30% 24%
Refused 26% 30% 23%
All groups 27% 26% 28%

Prevalence of smoking by religion and by socio-economic group

Total Catholic Protestant
Professional/employer, | 15% 17% 13%
manager
Intermediate non- 19% 24% 16%
manual
Junior non-manual 23% 29% 19%
Skilled manual 30% 37% 27%
Semi skilled manual 36% 42% 31%
Unskilled manual 39% 40% 38%
No SEG, ref, etc, 28% 35% 21%
armed forces
All groups 27% 33% 23%

No information on prevalence of smoking population by - political
opinion/ disability/ racial group/with or without dependents

ii. Source: Health & Wellbeing Survey 2001
Number of cigarettes smoked:

Gender Men are almost twice as likely (19%) as women (10%) to
smoke more than 25 cigarettes a day

Environmental Tobacco Smoke:

Gender 52% of men and 45% of women were regularly exposed to
environmental tobacco smoke.
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Age

Source iii.

Of 16-24 year olds, three quarters (76% of men and 74% of
women) said they were exposed to ETS regularly. This
declined to one fifth of those aged 75 and over (21% of
men and 19% of women)

Younqg Persons’ Behaviour & Attitudes Survey 2000

Gender/age35 % of pupils aged 11-16 have smoked tobacco

24% of pupils smoke every day —13% boys and 12 % girls

Source iv. 2000 Infant Feeding Survey

35% of mothers smoked before pregnancy — 22%
continued to smoke during pregnancy

Assessment of Impact

5.1 The overall aim of the policy, which is to promote a tobacco free
society, will take time to achieve. Three key objectives have
been set which when implemented will help to achieve the overall
aim. Specific actions will focus on preventing people from starting
to smoke, supporting those who wish to stop and protecting non-
smokers from environmental tobacco smoke.

5.2 Consideration of the data in paragraph 4 indicates that:

women aged 16-24 were over 3 times as likely to smoke
cigarettes (31%) as those aged 75 or more (9%);

men aged 16- 24 were 21/2 times more likely to smoke
cigarettes (25%) as those aged 75 or more (10%);

in the under 35s there is a higher prevalence of smoking
among women compared to men, with the greatest
difference in the 16-24 age group;

in women the highest prevalence is in the 25-34 age group
but other evidence shows that the proportion of 16 —1 9
year old women is increasing;

overall the greatest prevalence of smoking is among
divorced or separated people with almost half smoking
(48%) compared to one third of single people (31%) and
one quarter (24%) married or cohabiting;

single women are more likely to smoke than single men;

overall almost one third of Catholics (33%) smoke
compared to one quarter of Protestants (23%);
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5.3

5.4

- Catholic women are more likely to smoke than Catholic
men;

- smoking rates are higher in the lower socio-economic
groups for both Catholics and Protestants although the
proportion smoking in each socio-economic group is higher
amongst Catholics than Protestants

- of those mothers who smoked before becoming pregnant,
almost two thirds continued to do so during pregnancy.

This suggests that of the categories listed in 1.1 the groups most
likely to be affected by the Action Plan are age, gender and
religion. The Plan will also impact on disabled people, as
evidence from elsewhere suggests that smoking prevalence is
high among people who have mental health problems.

In developing the Action Plan the Working Group recognised that
smoking prevalence was either high or increasing among certain
groups — adults in lower socio-economic groups and young
women. It also recognised that children including the unborn
need to be protected. The Action Plan therefore identifies three
priority groups — children and young people, adults in lower- socio
economic groups and other disadvantaged adults who smoke and
pregnant women who smoke.

The specific actions contained in the Plan have been developed
with the three target groups in mind and it is the Department’s
view that they should not have an adverse impact on any of the
groups. The actions should promote equality of opportunity by
ensuring that education initiatives, public information campaigns
and smoking cessation services are developed to take account of
the specific needs of the particular groups; and that professionals
and others working to reduce the harm caused by tobacco
receive relevant training and skills and are aware of the particular
needs of different groups.

Monitoring of Impact of Policy

An Implementation Group is to be established to take forward the
Action Plan. This Group will advise on a research programme
and report progress on a annual basis to the Ministerial Group on
Public Health. Surveys will be used to monitor progress.
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MEMBERSHIP OF WORKING GROUP

ANNEX 4

NAME

Dr Liz Mitchell

Dr Bill Smith

Mr Denis Barr

Ms Sharon Bleakley

Dr Maura Briscoe

Mr Alan Burke

Ms Lorna Coe

Dr Bernadette Cullen

Mr Kevin Devine

Mr Andrew Dougal

Dr Brian Gaffney

ORGANISATION

Chair DHSSPS

[From December 2001]
Chair DHSSPS

[To December 2001]
Health and Safety
Executive

Community Development
and Health Network
[From December 2001]
DHSSPS

Chief Environmental
Health Officers’ Group

Department of Employment and
Learning
[From September 2001]

Eastern Health and Social Services
Board

Department of Health and
Children, Dublin

Northern Ireland Chest,
Heart and Stroke Association

Health Promotion Agency
For NI
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Mrs Jane Graham

Mr Martin Mcllvenny

Mr Gerry Mcllwee

Mr Seamus Magee

Mr Owen Metcalfe

Mr Brian Morton

Mrs Bridie Mullin

Mr Eamon Nugent

Ms Patricia Thomson

Secretariat
Mrs Pat Osborne
Mr Jim Gibson

Mrs Heather Rainey

Health and Social Services Councils
Customs and Excise

Ulster Cancer Foundation
Community Development

and Health Network

[To September 2001]

Institute of Public Health
In Ireland

Department of Education
[From April 2002]

Western Education and
Library Board

Department of Employment
and Learning
[To July 2001]

Department of Education
[To March 2002]

DHSSPS
DHSSPS

DHSSPS
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ANNEX 5
USEFUL CONTACTS

Department of Health, Social Services and Public Safety
Health Promotion Team

Block C4

Castle Buildings,

Upper Newtownards Road

BELFAST

BT4 3PP

Tel: 028 9052 0500

Department of Education
Curriculum & Assessment Branch
Rathgael House

Balloo Road

BANGOR

BT19 7PR

Tel: 028 9127 9279

Department of Education and Learning
Adelaide House

Adelaide Street

BELFAST

BT2 8FD

Tel: 028 9025 7777

Department of Enterprise, Trade and Investment
Netherleigh House

Massey Avenue

BELFAST

BT4 2JP

Tel: 028 9052 9900

Department of the Environment
Clarence Court

10-18 Adelaide Street
BELFAST

BT2 8GB

Tel: 028 9054 0540
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Health & Safety Executive for NI
83 Ladas Drive

BELFAST

BT6 9FR

Tel: 028 9024 3249

Northern Health & Social Services Board
Health Promotion Service

Homefirst Community Trust

Spruce House

Braid Valley Hospital Site

Cushendall Road

BALLYMENA

BT43 6HL

Tel: 028 2563 5575

Eastern Health & Social Services Board
Health Promotion Unit

12-22 Linenhall Street

BELFAST

BT2 8BS

Tel: 028 9055 3704

Southern Health & Social Services Board
Health Promotion Unit

The Hill Building

St Luke’s Hospital

Loughgall Road

ARMAGH

BT61 7NQ

Tel: 028 3741 0041

Western Health & Social Services Board
Health Promotion Unit

12c Gransha Park

LONDONDERRY

BT47 6WJ

Tel: 028 7186 5127

Health Promotion Agency for NI
18 Ormeau Avenue

BELFAST

BT2 8HS

Tel: 028 9031 1611
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Ulster Cancer Foundation
40-42 Eglantine Avenue
BELFAST

BT9 6DX

Tel: 028 9066 3281

Chest, Heart and Stroke Association
17 Dublin Road

BELFAST

BT2 7HB

Tel: 028 9032 0184
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