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Summary and actions

This report presents the findings of a survey of tobacco control leads in English upper tier local
authorities. The survey was conducted in summer 2015, two years after the transfer of
responsibility and resources for public health to local government.

Political support for tobacco control

Tobacco control was perceived to be an above average or high priority in 55 per cent of English
upper-tier local authorities, and perceived to be a below average or low priority in 18 per cent.
This core result characterises the findings as a whole: a divide between the majority of
respondents who see tobacco control prospering in the local government setting and a
substantial minority who are struggling to gain the necessary political support for their work.

Active political support for tobacco control from the leader, the member for health and wellbeing
and senior officers was the single most important factor in shaping a positive outlook for tobacco
control: it was associated with a higher perceived priority for tobacco control, a more optimistic
view of the future of smoking cessation and tobacco control services, and with the integration of
tobacco control in the wider business of the council.

Relationships and opportunities

Tobacco control leads are building fruitful relationships with their local authority colleagues,
exploiting the many opportunities presented by community-focussed organisations to reach
smokers and protect local people from the harm of tobacco. In three quarters of local authorities,
tobacco control alliances remain key to this activity: 93 per cent of respondents who participate
in an alliance feel that the alliance is important to the delivery of local tobacco control outcomes.

There has been a marked improvement in relationships with the NHS: nearly half of all
respondents reported improvements in their relationships with NHS mental health services (49
per cent) and NHS maternity services (47 per cent). However relationships with GPs have
continued to decline more often than they have improved.

Changes in budgets and services

Despite the public health budget ring fence, smoking cessation budgets were cut in 39 per cent of
local authorities in England in 2015-16, including 29 per cent where the cut was greater than 5 per
cent. Budgets increased in 5 per cent. Wider tobacco control budgets were cut in 28 per cent of
local authorities and increased in 10 per cent. At the time of the survey, few respondents knew
what the impact of the in-year cut in the national public health budget would be.

Cuts to smoking cessation and tobacco control budgets were unrelated to the perceived priority
given to tobacco control or to the extent of political support for tobacco control from key
members and senior officers. However, cuts to tobacco control budgets, but not smoking
cessation budgets, were much more common in local authorities that had experienced deep
council-wide cuts over the period 2010-2014.

Smoking cessation services have been undergoing significant change across the country with 53
per cent of respondents describing some form of reconfiguration or recommissioning. One in five
respondents described a move to integrate smoking cessation into a wider lifestyle service,
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despite the limited evidence for this approach. Elsewhere, specialist services are being
increasingly targeted on priority populations.

The pros and cons of local government

The benefits of the local government context were widely acknowledged by respondents to the
survey. Above all, they valued the constructive relationships with their colleagues in other
departments (cited by 86 per cent) and the integration of tobacco control in the wider strategy
and business of the council (60 per cent). The leading difficulty of the local government context,
identified by 75 per cent of respondents, is the current pressure on tobacco control and smoking
cessation budgets.

A majority (59 per cent) of respondents felt positive about the future of tobacco controlin local
government but a quarter (24 per cent) felt negative about the future of tobacco control. A
positive outlook was associated with active support for tobacco control from key members and
senior officers, a perception of a high priority for tobacco control in their local authority,
constructive relationships with colleagues in other departments, and the integration of tobacco
control in the wider business of the council.

Conclusion

The integration of tobacco control with the broader interests of local authorities is, to date, the
primary success story of tobacco control’s short life in local government. Tobacco control leads
are building new relationships, creating new alliances, devising new initiatives and bringing
tobacco control to the table in wider policy discussions. The reach of local authorities, deep into
local communities, offers excellent long-term opportunities for tobacco control and smoking
cessation services. However active political support for tobacco control is vital; where it is lacking,
tobacco control leads are struggling to exploit these opportunities.

Unfortunately this generally positive outlook is clouded by the financial pressures that risk
undermining not only new initiatives but also established services. The ring fence on the public
health budget has offered only limited protection for tobacco control and smoking cessation
budgets, and soon it will be gone. As local authorities are required to find ever deeper savings, it is
no wonder that tobacco control leads are worried about what the implications of these cost
pressures will be.

Recommended actions

1. As a matter of urgency, the government must establish a sustainable funding model
for local tobacco control and stop smoking services before budgets are eroded
further. As smoking remains the leading cause of preventable death, disinvestment now
will have an impact for generations.

2. All stop smoking services should be evidence-based and meet NICE standards. Public
Health England and NICE should offer support and guidance to local authorities to ensure
that any local reconfiguration of stop smoking services remains compliant with NICE
guidance and standards.

3. The role of GPs in reducing smoking prevalence should be strengthened. The Royal
College of GPs, NHS England and Public Health England should identify what can be done
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nationally to enable GPs to engage in local activity to reduce smoking. Clinical
Commissioning Groups should back the NHS Statement of Support for Tobacco Control
as a route to securing closer involvement of GPs in smoking cessation.

Local politicians should continue to champion action to reduce the burden that
smoking places on local communities. Those local authorities that have yet to sign the
Local Government Declaration on Tobacco Control should do so.

Using tools such as the CLeaR model, local authorities should ensure that they are
taking a comprehensive and evidence-based approach to reduce local smoking
prevalence.



1. Introduction

In England, public health and tobacco control have now been based within upper-tier local
authorities for over two years. The period of transition from the NHS is over. Tobacco control
leads are established workers within local government, dealing with the political realities of
locally-accountable organisations and seizing the opportunities of working within community-
focussed organisations. They are also coping with the increasing financial pressures that currently
preoccupy local authorities.

This report describes the result of a survey of tobacco control leads, conducted in summer 2015,
which sought to explore their experience of working in local authorities and to describe the
opportunities and obstacles they face. It follows a similar survey conducted in 2014 which
focussed on the impact of the transition of public health from the NHS to local government. The
original survey described a generally positive picture, with a good deal of optimism expressed by
respondents about the opportunities for tobacco control in the new setting, but also raised
concerns about the experience of the minority where support for tobacco control was limited.

This report reiterates this broad picture and adds more detail. It describes a high level of political
support for tobacco control and the increasing integration of tobacco control into the wider
business and activity of local authorities, while also drawing attention to the significant challenges
faced by tobacco control leads who do not enjoy political support.

The effects of budget cuts within local authorities are already evident in this study. The survey will
be conducted again in future years to explore the longer-term impact of these financial pressures
on the work of tobacco control and smoking cessation services.

2. Methods

The aim of the survey was to assess the current health of tobacco control within upper-tier local
authorities in England, which now have responsibility locally for public health—. Prior to the
formulation of the questions for the survey, two focus groups were conducted in London and
Wakefield to communicate and review the results from the 2014 study and consider the range of
appropriate questions for the new survey. These focus groups were recorded but were not
treated as sources of empirical data.

The revised survey was piloted with ten tobacco control leads before being finalised. The survey
went online through Survey Monkey in June 2015 and was open for two months. Tobacco
control leads in England were emailed about the survey and subsequently telephoned to
maximise the response rate. Respondents were told that all their responses would remain
anonymous except for data on their budgets.

The sampling frame was all the upper-tier local authorities in England. However, some of these
local authorities share their tobacco control teams and leads. In these cases, special versions of
the survey were prepared that allowed respondents to answer questions separately for each of

! Anderson W and Asquith H. Taking a Reading: The impact of public health transition on tobacco control and
smoking cessation services in England. Cancer Research UK and Action on Smoking and Health, 2015
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the authorities they represented, where this was appropriate. Consequently some of the results
represent all local authorities and some represent all respondents.

There were 118 respondents to the survey, a response rate of 86 per cent. These respondents
represented 126 local authorities, 83 per cent of upper-tier local authorities in England.

Two thirds (68 per cent) of respondents identified as the tobacco control lead for their local
authority and nearly as many (64 per cent) identified as a commissioner of tobacco
control/smoking cessation services, with 12 per cent identifying as a consultant in public health.
Overall, 43 per cent of all respondents identified both as a tobacco control lead and as a
commissioner. Four respondents (3 per cent) described themselves, under the ‘other’ option, as
being solely stop smoking or tobacco control service providers.

Analysis was conducted using SPSS and correlations were explored using the chi squared test of
goodness of fit with statistically significant differences reported for p<0.05.

3. Political support for tobacco control

Key findings

1 Tobacco control was perceived by respondents to be an above average or high priority in
55 per cent of English upper-tier local authorities. It was perceived to be a below average
or low priority in 18 per cent of local authorities.

1 The number of local authorities where tobacco control is perceived to be an above
average or high priority has increased over the last year, but so has the number of local
authorities where it is perceived to be a below average or low priority.

1 Ina majority of local authorities, tobacco control enjoys the active support of key
members and senior officers. Active opposition is rare.

9 Active support for tobacco control is associated with a higher perceived priority for
tobacco control, a more optimistic view of the future of smoking cessation and tobacco
control services, and with the integration of tobacco control in the wider business of the
council.

1 The Local Government Declaration on Tobacco Control has been adopted by 65 of the
local authorities represented in the survey (63 per cent). A further 17 are likely to sign in the
next year.

1 The Local Government Declaration has been widely used to drive strategy and action
plans, advocate for tobacco control, and secure endorsement of national consultations.

The perceived priority of tobacco control in local authorities

Respondents were asked to identify the level of priority they felt tobacco received in the local
authorities they represented. Figure 3.1 illustrates the results, comparing the 2015 results with
those from 2014. Overall, tobacco control is perceived by tobacco control leads to be an above
average or high priority in a majority of local authorities (55 per cent). It is, however, perceived to
be a below average or low priority in more than one in six local authorities (18 per cent).



Compared to 2014, these result show relatively little change, though there has been an increase
in the overall divergence of experience: more people are reporting above average/high priority
and more people are reporting below average/low priority. In particular, the proportion of
respondents reporting a low priority has doubled.

Figure 3.1. Priority of tobacco control in local authorities in England, as perceived by tobacco
control leads, 2015 and 2014

m high priority m above average priority average priority

m below average priority m [ow priority

N _

17% 38% 28% 9% 9%

- - .

17% 35% 34% 11% 4%

Support for, and opposition to, tobacco control

Respondents were asked to identify whether the leader, the member for health and wellbeing,
and the senior officers in their local authority (or local authorities) supported or opposed tobacco
control. Figure 3.2 illustrates the results. Overall, there is a high level of support for tobacco
control. Those who actively oppose tobacco control are very much in the minority: 3 per cent of
council leaders, 3 per cent of members for health and wellbeing, and one per cent of chief
executives. Opposition to tobacco control by any of these members and officers was reported in
seven local authorities (6 per cent) overall.

There are, however, many more local authorities where members and senior officers ‘neither
support nor oppose’ tobacco control. This is important because there are significant differences
between the experience of respondents in local authorities where members and senior officers
actively support tobacco control and the experience of respondents in local authorities where
this active support is not forthcoming (combining those who neither supported nor opposed
tobacco control with active opposition). Statistically significant relationships were found as
follows:

1 The perceived priority for tobacco control was positively associated with active support
from all of the members and senior officers identified in Figure 3.2.

1 An optimistic outlook on the future of both smoking cessation services and wider tobacco
control was positively associated with active support from all of the members and senior
officers identified in Figure 3.2 except the Director of Communications.



1 The integration of tobacco control in the wider business of the council was positively
associated with active support from the leader, lead member for health and wellbeing and
chief executive

Some respondents explained why the absence of direct opposition did not necessarily mean that
they could be sure of support at every turn:

"There is little direct opposition but there is a perception of how far we can go with
proposals.”

"I think councillors are cautious about tobacco control initiatives as their perception is that
they may be unpopular with citizens.”

Figure 3.2. Support for, and opposition to, tobacco control in local authorities in England (specific
values for ‘support’, ‘neither support not oppose’ and ‘oppose’ shown)

B Support Neither support nor oppose B Oppose Don't know/no-one in post

Leader/elected mayor _ 14% I3%
Lead member for health and wellbeing _ 9% I3%
Chief executive _ 13% |1%
Director of Public Health _ |1%

Director of Adult Social Care 7%

Director of Children and Young People 8%

Director of Communications

13% | 1%

The Local Government Declaration on Tobacco Control

The Local Government Declaration on Tobacco Controlis a statement of a local authority’s
commitment to ensure tobacco control is part of mainstream public health work and commits
local authorities to taking comprehensive action to address the harm from smoking. It was
developed by Newcastle City Council and launched in May 2013. The Declaration commits local
authorities to:

1 Reduce smoking prevalence and health inequalities

Develop plans with partners and local communities

Participate in local and regional networks

Support Government action at national level

Protect tobacco control work from the commercial and vested interests of the tobacco
industry

1 Monitor the progress of our plans

= =4 =4 A



M Join the Smokefree Action Coalition

Across the local authorities represented by respondents in the survey, 65 local authorities (63 per
cent) had already signed up to the Local Government Declaration on Tobacco Control, 17 were
likely to sign in the next year, 10 were unlikely to sign in the next year and 12 were unlikely ever to
sign. There were 13 respondents who did not know whether or not the local authority they
worked in had signed the Declaration.

Twice as many respondents working in councils where the Declaration had been signed reported
a high priority for tobacco control (67 per cent) than in local authorities where it had not been
signed (32 per cent). This relationship between signing the Declaration and level of priority for
tobacco control is likely to be two-way: signing the Local Government Declaration may reflect a
high priority given to tobacco control, while also potentially helping tobacco control to gain a
higher priority. Certainly some degree of political leadership is needed for the Declaration to be
signed: sign-up was significantly associated with active support from the leader of the council,
but not with support from any other senior members and officers.

In the 2014 survey, 51 respondents reported that their local authority had already signed the
Declaration and 30 said that sign-up was likely in the next year. The increase to 65 this year
suggests that some of the 30 may have been over-optimistic, though the samples from the two
surveys are slightly different.

The survey explored the impact of signing the Declaration by asking respondents to describe how
the Declaration had been used once it had been signed. A few said that it had not subsequently
been used but most were able to identify ongoing value. The Declaration has mainly be used:

9 To kick-start and support tobacco control alliances and action plans
To advocate for tobacco control within the local authority

To secure endorsement of national consultations on tobacco policy
To raise awareness among member and officers

To clarify the local authority's relationship with the tobacco industry

=A =4 -4 =9

The following single response captures several of these functions

“By signing the declaration the council is committing to reduce smoking prevalence and
health inequality across the borough, develop plans with partners and local communities
and work with partners locally, regionally and nationally. The declaration also commits the
council to protect their tobacco control work from the commercial and vested interests of
the tobacco industry and join the Smokefree Action Coalition.”

Discussion

Local government is a political environment in which the values and priorities of members and
senior officers play a vital role in shaping strategy, corporate priorities and what actually gets
delivered. It is therefore encouraging that so many key members and senior officers have shown
active support for tobacco control, and that tobacco control was perceived to be a high or above
average priority by the majority of respondents to the survey.

Where tobacco control does not enjoy the active support of key members and officers, tobacco
control leads have more work to do to get their programmes and new initiatives approved.
Although active opposition was rare, a lack of fully-fledged support was significantly associated
with a lower perceived priority for tobacco control and weaker integration of tobacco controlin
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the wider business of the council. It is therefore vital that tobacco control leads have the skills and
resources to advocate for tobacco control at all levels, an objective which national leaders would
do well to support. The Local Government Declaration on Tobacco Control has proved itself to
be a valuable tool in pursuing such advocacy because it articulates and formalises local political
support for tobacco control.

Where members and senior officers are wary of public attitudes to tobacco control interventions,
they need not be. Tobacco control leads have the advantage of strong public support in making
their case for ambitious local tobacco control programmes. In 2015, 37 per cent of adults in
England felt that the government was not doing enough to limit smoking and 39 per cent felt that
government action was about right. Only 14 per cent felt that the government was doing too
much?.

Since the last survey in 2014, the proportion of local authorities where tobacco control is
perceived to be a low priority has risen from 4 per cent to 9 per cent. This result highlights the
inevitable downside of the political culture of local government. Where political support is not
forthcoming, tobacco control is going to suffer. Although this is a minority experience across
respondents to the survey, this minority still represents hundreds of thousands of smokers and
their families.

4. Relationships and opportunities

Key findings

T Over the 12 months prior to the survey, respondents’ relationships with colleagues and
partners within and beyond the local authority consistently improved more often than
they declined, with the exception of relationships with GPs, which declined more often
than they improved.

1 Relationships with other NHS services have improved markedly: 49 per cent of
respondents reported improvements with mental health services and 47 per cent reported
improvements with maternity services.

1 Three quarters (76 per cent) of local authorities are part of a tobacco control alliance and
93 per cent of respondents who participate in an alliance feel that the alliance is important
to the delivery of local tobacco control outcomes.

1 The relationships that respondents have built with their local authority colleagues have
created opportunities to pursue a diverse range of initiatives, exploiting the community
focus and links of local government.

1 A majority of respondents (71 per cent) work in partnership with other local authorities on
some or all of their brief. This takes many forms from funding a regional organisation to
joint commissioning programmes.

1 Half of the respondents to the survey said they were not satisfied with the current level of
national leadership from government, Public Health England and other statutory bodies.

% YouGov: Smokefree Britain Survey, ASH 2015.
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Relationships within and beyond the local authority

Respondents were asked to describe how their relationships with a range of professionals and
providers, within and beyond the local authority, had changed over the previous year. Figure 4.1
illustrates the results, listed in descending order of net improvement (percentage improvement in
relationships less percentage decline in relationships). For clarity, these results exclude ‘don’t
know' responses which were never more than 4 per cent.

With one exception, all relationships had improved more often than they had declined. The
exception is relationships with GPs, at the bottom of the list, which had declined for 19 per cent of
respondents and improved for 17 per cent. Local authority communications teams are at the top
of the list, followed by three clinical services. Nearly half of respondents reported improvements
in their relationships with both mental health and maternity services. There are, however, three
local authority services for which sizeable minorities of respondents reported ‘no relationship'”:
parks and recreation services (25 per cent with no relationship), social care (24 per cent) and
housing services (22 per cent).

Figure 4.2 compares the 2015 results with those of the 2014 survey, which explored changes in
relationships over the period of the transition of public health to local government. The values
compared are those for net improvement in relationships. In both years, all relationships
improved more than they declined, except for relationships with GPs, which declined more than
they improved in both years. All relationships with local authority colleagues improved less in the
year up 2015 than they did over the period of transition, whereas all relationships with NHS and
clinical services, including specialist stop smoking services, improved more in the year up to 2015
than they did in the period of transition.

Figure 4.1. Changes in relationships with key professionals and service providers over previous
year (specific values for improvement and decline shown)

® improved stayed the same mdeclined no relationship
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Local authority comms _ 60% - 8%

Bz%

| KD
B 5o
B 2o

NHS mental health services
NHS maternity services
Specialist stop smoking services
Trading standards officers
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Parks and recreation services
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NHS acute trusts

Environmental health officers
Children and YP services
Pharmacies

Local authority housing services
Clinical commissioning groups
Adult social care

GPs
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Figure 4.2. Net improvement in relationships with key professionals and service providers over
previous year, 2015 and 2014

m 2015 m2014
-20% -10% 0% 10% 20% 30% 40% 50%
NHS mental health services
Specialist stop smoking services
Trading standards officers
Parks and recreation services
NHS acute trusts
Environmental health officers
Children and YP services
Pharmacies
Local authority housing services

Adult social care

i
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Tobacco control alliances

Tobacco control alliances are locally accountable partnerships that plan and deliver
comprehensive strategies to reduce the harm of tobacco. Three quarters (76 per cent) of the local
authorities represented by survey respondents are part of tobacco control alliances. Nearly all (93
per cent) of the respondents who participated in an alliance felt that the alliance was important to
the delivery of tobacco control and smoking cessation outcomes locally (Figure 4.3).

Figure 4.3. Importance to respondents of tobacco control alliances in delivering tobacco
control/smoking cessation outcomes

Fairly unimportant, 4%

Neither important or
unimportant, 4%

Fairly important,

Very important, 37%

55%

The opportunities for collaborative work within local authorities

Respondents were asked to describe any tobacco control or smoking cessation initiatives in their
locality that had been made possible by inter-departmental relationships within their local

14



authority. Over two-thirds of respondents (69 per cent) gave details of one or more projects in
response to this question. The departments mentioned most often were those with a track record
of working with tobacco control: trading standards and environmental services, closely followed
by children and young people’s services. However, many other partners were also mentioned:
parks and recreation services; housing; drug and alcohol teams; licensing and regulatory services;
planning and transport departments; human resources; plus the fire and police services.

These findings also correspond to those from a recent survey conducted by the Chartered
Institute of Trading Standards. They found that there was significant tobacco control enforcement
activity and strong relationships with local public health teams with 77% of trading standards
teams saying they work in partnership with public health®.

Table 4.1 summarises the range of activity identified by respondents. This table is not
comprehensive, as respondents were not asked to describe all the initiatives undertaken jointly
with local authority colleagues. Nonetheless it gives an indication of the variety of work that the
local government context has made possible, or at least made easier.

Table 4.1 Tobacco control/smoking cessation activities made possible by joint working with local
authority colleagues

Area of work Reported activities included:

Strategy/policy CLeaR assessments undertaken cross-council

New tobacco control policy / action plan

Review of council smoking policy

New Health and Wellbeing tobacco control focus on reducing health
inequalities

New e-cigarette policy

Launch/re-launch tobacco control alliance

Signing Tobacco Control Declaration

Sector-led improvement review

Smokefree @ Smokefree policy compliance within the council and by council staff
Smokefree children’s centres

Smokefree homes training through children’s centres

Smokefree homes and cars initiative promoted through social housing
provider
Smokefree parks and outdoor areas

Smokefree playgrounds and play areas

Smokefree touchlines and sports clubs

Smokefree at the school gates

Smokefree events

Protection for council staff who visit people’s homes

Dealing with shisha premises

Young people | Incorporating tobacco in young people’s substance misuse programmes

Multi-agency programme on reducing young people’s access to, and use
of, tobacco
Age-restricted products project

New youth prevention programme in schools, amplified through social

% CTSI, Tobacco Control Survey, England 2014/15, November 2015
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media
Film on shisha shown in schools

Development of mobile phone app in partnership with young people
Integration of tobacco control messages in school curriculum
Sessions for children in residential care

Free proof of age cards for 18-year-olds

Enforcement | Illicit and counterfeit tobacco programmes

Increases in seizures and convictions for sale of illegal tobacco
Improved intelligence onillicit tobacco sales

Sniffer dog operations

Multi-agency work to crack down on ‘head shops’, proxy sales, underage
sales and illicit tobacco
Embedding tobacco control in mainstream enforcement teams

Resources and training for retailers
Awareness | Stoptober and No Smoking Day
Joint awareness programme on the dangers of non-RIP cigarettes

Smokefree homes/stop smoking communications to local authority
housing tenants
‘Get money smart’ campaign

New factsheets on e-cigarettes, shisha and cannabis
‘Faulty chargers’ e-cigarette campaign
Cessation | Providing smoking cessation to refuse collectors

Fixed penalty notice scheme for littering or smoking in prohibited areas,
linked to refund for successful quit
Programmes for young people

Training health champions across council in smoking cessation
Training children’s centre staff to be stop smoking advisors
Outreach into deprived communities including council estates
Free leisure centre passes for pregnant women who quit

Collaborative programmes to support women to stop smoking in
pregnancy
Pregnancy pilot with children’s centres and maternity services

Training sixth form college students as level 1 advisors

Tackling high smoking prevalence among clients with mental illness
Research | lllicit tobacco survey

Research into smoking in the Turkish community

Smoking behaviour among young people survey

Supra-local work

Respondents were asked if they worked with other councils in the area (supra-locally or
regionally) to deliver tobacco control/smoking cessation interventions. Seventy-one per cent said
that they did so. These partnerships are diverse and include joint commissioning programmes,
joint alliances, joint delivery groups, networks for sharing information and best practice, and ad
hoc partnerships for specific pieces of work. Many local authorities still collaborate principally by
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funding a regional tobacco control organisation, which operate in the northwest, northeast and
southwest of England. A regional tobacco control post is also funded in Yorkshire and Humber.

The main areas of collaboration or joint commissioning, each identified by more than ten
respondents, were smoking cessation services, tackling the illicit trade,
communications/campaigns and programmes for pregnant women. Other areas of work that
were each identified by less than ten respondents were smokefree programmes, sharing good
practice, training, and data sharing.

Respondents were also asked if they were satisfied with the current level of national leadership on
tobacco control from government, Public Health England and other statutory bodies. Overall, 45
per cent were satisfied, 50 per cent were not satisfied and 5 per cent did not know.

Discussion

To be effective, local tobacco control strategies need to be comprehensive and cross-cutting,
bringing together diverse actions to help smokers quit, prevent smoking uptake and reduce
exposure to secondhand smoke. Local authorities are well-placed to lead such strategies, given
their extensive community links which offer diverse opportunities to reach smokers and potential
smokers alike. The results above suggest that these opportunities are being grasped by many
tobacco control leads, who have built productive relationships with their colleagues and are
working with them to reach communities and deliver new initiatives across the full scope of
tobacco control activity. However, given the number of respondents reporting no relationship
with key local authority partners, it is clear that many of these opportunities remain unexploited.

The improvements in relationships with health services are also encouraging, given the recent
history of tobacco control leaving its long-established NHS home. The widely reported
improvements in relationships with NHS mental health and maternity services are particularly
significant, given the importance of reducing smoking prevalence among mental health services
users and pregnant women. These changes may reflect the impact of the 2013 NICE guidelines
on tackling the harm of smoking through acute, mental health and maternity services* and
subsequent national action to address these issues including specific guidance on smoking
cessation in mental health service settings from Public Health England®®. The report of the
Smoking in Pregnancy Challenge Group was also published in 2013’

The exception of respondents’ relationships with GPs is notable. There has been improvement
here, for 17 per cent of respondents, but more have seen a decline. The decline is not as great as
over the period of transition, but the fact that the trend remains negative is of concern. These
results are consistent with data from the Smoking Toolkit Study which indicate that the
proportion of smokers who have been advised to stop or offered help to stop smoking by their
GP has declined since 2012, the year before the transition of public health to local government®.
Sitting at the heart of community health services, GPs ought to be leading players in reducing
smoking prevalence, yet they appear to remain marginal to this task in many areas.

*NICE guidelines: Smoking: acute, maternity and mental health services [PH48], NICE 2013

® Public Health England: Introducing self-assessment for NICE guidance smoking cessation in secondary
care: mental health settings (PH48), A practical guide to using the self-assessment model, PHE 2015

® Public Health England: Smoking cessation in secure mental health settings: Guidance for commissioners,
PHE 2015

" Smoking in Pregnancy Challenge Group: Smoking in Pregnancy: a call to action, Smokefree Action
Coalition, 2013.

8 Smoking Toolkit Study 2015 www.smokinginengland.info.
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5. Changes in budgets and services

Key findings

T Smoking cessation budgets were cut in 39 per cent of upper-tier local authorities in
England in 2015-16, including 29 per cent where the cut was greater than 5 per cent.
Budgets increased in 5 per cent of local authorities.

1 Wider tobacco control budgets were cut in 28 per cent of local authorities in 2015-16 and
increased in 10 per cent.

1 Cost pressures within local authorities due to central government cuts was the principle
reason given for cuts to smoking cessation and wider tobacco control budgets.

1 Cuts to smoking cessation and tobacco control budgets were unrelated to the level of
active political support or priority given to tobacco control within local authorities.

9 Cuts to tobacco control budgets, but not smoking cessation budgets, were much more
common in local authorities that had experienced deep council-wide cuts over the period
2010-2014.

1 Atthe time of the survey, only 10 respondents knew what the impact of the national in-
year cut in the public health budget would be on their own budgets.

1 There has been a net increase in the time given to tobacco control by respondents to the
survey. In some areas this is a consequence of a loss of wider organisational capacity for
tobacco control.

T Smoking cessation services have been undergoing significant change across the country
with 53 per cent of respondents describing some form of reconfiguration or
recommissioning. One in five respondents described a move to integrate smoking
cessation into a wider lifestyle service. Elsewhere, specialist services are being increasingly
targeted on priority populations.

Budgets for smoking cessation and tobacco control

Respondents were asked if their smoking cessation and tobacco control budgets had increased,
decreased or stayed the same between 2014-15 and 2015-16. Overall, smoking cessation budgets
were down: in 39 per cent of local authorities, smoking cessation budgets had been cut
compared to only 5 per cent where they had increased. They stayed the same in 54 per cent of
local authorities. More than a quarter of local authorities (29 per cent) had seen cuts of more than
5 per cent (Figure 5.1). Similar, though less pronounced, results were reported for tobacco control
budgets: they had been cut in 28 per cent of local authorities, increased in 10 per cent, and
remained the same in 62 per cent.

No other factor explored in this survey was statistically correlated with experience of budget cuts.
Cuts were no more likely in local authorities where political support for tobacco control was
lacking than in authorities where key members and officers actively supported the work of
tobacco control leads. Likewise the likelihood of cuts was unaffected by whether the priority of
tobacco control was perceived by respondents to be above average, average or below average.
However the effect of cuts on feelings about the future approached significance (see page 21).

Figure 5.2 compares the budget changes identified by the survey to the changes recorded in the
2014 survey, in which budgets for 2014-15 were compared to budgets for 2012-13, the last year in
which tobacco control remained in NHS primary care trusts. Smoking cessation and tobacco
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control budgets have in the last year suffered much greater cuts than in the early period of
transition.

Figure 5.1. Changes to local authority smoking cessation and tobacco control budgets between
2014-15 and 2015-16 (‘don’t know’ responses excluded)

m Increased by more than 5% ®Increased by up to 5% Stayed the same
m Decreased by up to 5% m Decreased by more than 5%

smoking cessation (excl. NRT) -

5% 56% 10% 29%

wider tobacco control

6% 4% 62% 12% 16%

Figure 5.2. Comparison of changes to local authority smoking cessation and tobacco control
budget: survey year 2015 (change in budget from 2014-15 to 2015-16) and survey year 2014
(change in budget over transition period from 2012-13 to 2014-15)

Smoking cessation Wider tobacco control

mincreased  ® Stayed the same  ® Decreased mincreased = Stayed the same m Decreased

N b - h I b
. - -

The most common reason given for reductions in the smoking cessation and tobacco control
budgets was the cost pressures within local authorities due to central government cuts. This was
specifically identified, in response to an open question, by 17 per cent of all respondents (n=20).
Other reasons cited by respondents were:

2014 66% 56%

1 Cuts in the national public health allocation or reprioritisation within local public health
budgets

1 Recommissioning, new approaches to service delivery, or the loss of non-recurrent project
costs

19



i Reduced demand for stop smoking services

Budget increases largely reflected service developments including a new smoking in pregnancy
scheme, a smokefree homes programme, a school peer mentoring service, the creation of
smokefree playgrounds, the promotion of smokefree cars, and a new funding allocation to
regional partnership work.

These results exclude smoking cessation treatment costs, which are being borne, wholly or
partially, by nine out of ten (89 per cent) local authorities, with 55 per cent bearing the entire
treatment budget. Contributions to the treatment budget are also made by CCGs (in 31 per cent
of localities), GPs (12 per cent) and NHS Trusts (10 per cent).

Tobacco control budgets and council-wide cuts

Respondents were not asked about the size or scale of central government cuts to their local
authority budgets as a whole. Data are, however, available on the changes in local authorities’
overall spending power between 2010-11 and 2014-15, compiled by Newcastle Council®.
Although tobacco control has only been based in local authorities for the last two years of this
four-year period, these data provide an overall indication of the relative size of the cost pressures
which local authorities have faced in these two years.

Data from this public dataset were available for 65 of the local authorities represented in this
survey. A simple statistical comparison was made between local authorities that had experienced
large central government cuts of more than £250 per capita and those that had experienced cuts
of anything up to £250 per capita. Cuts to smoking cessation and wider tobacco control budgets
were treated as the dependent variables.

There was no relationship between the experience of deep council-wide budget cuts and
reported cuts to smoking cessation budgets. Respondents were no more likely to report a cut to
their smoking cessation budget if they were based in an authority that had experienced cuts of
more than £250 per capita than those respondents based in local authorities that had
experienced less severe cuts. There was, however, a strong relationship between the experience
of deep council-wide budget cuts and reported cuts to wider tobacco control budgets. In 62 per
cent of the local authorities that have experienced deep cuts, tobacco control budgets were also
cut this year, compared to 22 per cent of local authorities that have experienced lesser cuts
(p<0.01).

The impact of the in-year cut in the national public health budget

The survey was conducted in July and August 2015, not long after the national announcement of
an in-year £200m cut in the local public health budget, made on 4™ June 2015. Respondents
were asked if they knew what the impact of this cut would be. A majority — 58 per cent — did not
know at that time what the local impact would be; a third (33 per cent) had ‘some idea’ and 9 per
cent said they knew what the impact would be. The few (10 respondents) who knew what the
impact would be described this impact principally in terms of cost savings, decommissioning and
recommissioning with a leaner specification. However two said there would be no impact in
2015-16.

Council spending cuts: the north Id’fua@sardiarull‘hiarwaryhe

2013.
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Respondents’ time for tobacco control

Respondents were asked if the time they personally spent on tobacco control and smoking
cessation had changed over the previous year. Overall, an increase in time was more than twice as
common as a decrease in time: 39 per cent of respondents were spending more time on tobacco
control compared to 18 per cent who were spending less time, with 43 per cent reporting no
change (Figure 5.3).

The main reason given by respondents for spending more time on tobacco control was an
increase in the tobacco control workload, frequently due to recommissioning. New strategies,
signing the Local Government Declaration, and involving new stakeholders were also cited. Most
of the respondents who were spending less time on tobacco control reported that they now had
additional portfolios to manage.

A reduction in organisational capacity for tobacco control, for example due to the loss of posts,
was given as a reason for a change in personal time, more often for increases in time than
decreases in time, by 10 per cent of all respondents.

Figure 5.3. Changes in the time respondents spent on tobacco control

decreased a lot

increased a lot 8%

20%

decreased a little
10%

increased a little
19%

stayed the same
43%

Changes in smoking cessation and tobacco control services

Respondents were asked to describe in their own words any changes in services that had been
made or were planned for the current year. Almost all respondents answered but 17 per cent said
there were no changes to report.

Over half the respondents (53 per cent) described some form of reconfiguration or
recommissioning of local smoking cessation services. One in five (19 per cent) described a shift to
an integrated approach in which smoking cessation is delivered as part of a wider ‘lifestyle’
package including, for example, measures to tackle obesity and reduce the harm of alcohol. This
has meant the loss of some specialist support, though most respondents were positive about the
opportunities the approach presented:

“Public Health has recently commissioned the Healthy Lifestyle Service which adopts an
integrated approach to behaviour change, addressing multiple lifestyle risk behaviours:
physical activity, smoking cessation, weight management and alcohol. The stop smoking
element will be available to all smokers requiring access to support including pregnant
women.”
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This quote reveals a tension between reaching more people through a generic approach and
targeting services more effectively on those most in need. Fifteen per cent of respondents
identified the latter as a key issues for their recommissioning. These respondents were not
pursuing an integrated route but typically focussing specialist services more carefully:

“More emphasis on targeted work: most disadvantaged wards with high prevalence, clients
with mental health issues, smoking in pregnancy, routine and manual. Less emphasis on 4
week quits, although retaining a target.”

Other changes to smoking cessation services described by respondents included the introduction
of a harm reduction offer, increasing the overall accessibility and flexibility of services, and
changing the provider mix responsible for delivering the service.

Few respondents described changes to wider tobacco control work, though there was some
mention of promoting smokefree in the NHS and in wider society, and of tackling illicit tobacco.
This is not because little wider tobacco control work is going on (Table 4.1 suggests the contrary),
but rather that 'significant changes' in services are dominated by changes to smoking cessation
services. The following comment reveals the primacy of smoking cessation services in
respondents’ answers to this question:

“The target for smoking cessation has been reduced. We are considering if, and how, we
can include harm reduction into the smoking cessation service. We are using locally
commissioned social marketing research to better target the smokers in our area. We are
increasing the amount of outreach work that we do in community and workplace settings.
Wider tobacco control initiatives are being rolled out around the county - e.qg. illicit
tobacco (confirmed), smoke free homes and cars (confirmed), smoke free play areas (being
considered).”

Targets

Smoking cessation service outcomes continue to dominate the specification of targets.
Respondents were asked to describe any targets they have in their own words. Nine out of ten
respondents (89 per cent) reported that they had one or more targets. By far the most common
target remains four-week quitters, though this is often supplemented by other quitting targets
including 12-week quitters, the number of smokers (or the proportion of the local smoking
population) accessing services, or the level of access by priority groups such as routine and
manual workers, people with mental health needs, black and ethnic minority clients, young
people, and pregnant women.

Some local authorities are adopting prevalence targets, which effectively encompass the impact
of tobacco control work as well as smoking cessation services. Specific targets for tobacco
control are typically linked to the specification of particular projects, for example targets to
reduce tobacco-related litter, increase illicit tobacco seizures and increase the number of public
smokefree areas.

Discussion

The budget cuts reported by respondents to this survey were driven by a variety of factors
including recommissioning, reduced demand for smoking cessation services and the loss of one-
off project development costs. However the pressure on local authority budgets due to cuts in
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central government funding was the leading reported cause. The ring-fence around public health
budgets has proved to be far from impermeable.

The lack of any significant association between experience of budget cuts and political leadership
or priorities is consistent with the cuts being part of an organisation-wide process, in which every
department must absorb its share of the change. In general, the cuts do not appear to be the
product of political decisions to disinvest in tobacco control. Nonetheless, political support is
likely to be crucial in the longer term in containing the impact on tobacco control budgets of
further council-wide cuts, especially when the public health ring-fence is removed.

The analysis of the relationship between council-wide cuts and cuts in tobacco control and
smoking cessation budgets, using the Newcastle Council dataset, is limited given the smaller
subsample used and the different time periods from which the data were gathered. Nonetheless it
is does not bode well for the future that cuts to wider tobacco control budgets appear to have
been much more common in areas which have experienced deep cuts to their central budgets.

The changes taking place within smoking cessation services, budget-driven or otherwise, raise
many questions about the efficacy and outcomes of these services. New approaches are needed,
especially in addressing the inequalities that characterise the smoking epidemic, but as always
they need to be evidence-based and consistent with NICE guidelines™. In particular, the shift to
‘integrated’ or ‘lifestyle’ services in which smoking cessation is offered as part of a wider package
of measures designed to reduce personal health risks has limited support from the evidence base.
A long-standing Cochrane review of the outcomes of multiple risk factor interventions for the
primary prevention of coronary heart disease, updated in 2011, did not find a significant effect on
smoking rates from these interventions™. Local authorities may reasonably want to distance
themselves from ‘medical models’ and adopt 'holistic’ approaches to health®?, but this should not
be at the expense of service models that have a track record for effectiveness.

6. The pros and cons of local
government

Key findings

1 The benefits of the local government context were widely acknowledged by respondents
to the survey. Above all, they valued the constructive relationships with their colleagues in
other departments (cited by 86 per cent) and the integration of tobacco control in the
wider strategy and business of the council (60 per cent).

1 The leading difficulty of the local government context, identified by 75 per cent of
respondents, is the pressure on tobacco control and smoking cessation budgets, followed
by bureaucratic procedures and the demands of a political culture.

O NICE guidelines: Stop Smoking Services [PH10], 2008
' Ebrahim S, Taylor F, Ward K, Beswick A, Burke M, Davey Smith G: Multiple risk factor interventions for
Pzrimary prevention of coronary heart disease. Cochrane Database of Systematic Reviews 2011.

Local Government Association: Public health transformation: adding value to tackle local health needs,
February 2015

23



1 Half of respondents (51 per cent) identified a loss of personnel and/or time devoted to
tobacco control.

1 A majority of respondents felt positive about the future: 59 per cent were positive about
the future of smoking cessation services and a slightly different 59 per cent were positive
about the future of wider tobacco control in their local authority. However nearly a quarter
of respondents (24 per cent) felt negative about the future of tobacco control services and
21 per cent felt negative about the future of smoking cessation services.

1 A positive outlook was associated with active support for tobacco control from key
members and senior officers, a perception of a high priority for tobacco control in their
local authority, constructive relationships with colleagues in other departments, and the
integration of tobacco control in the wider business of the council.

The benefits of the local government setting

The 2014 survey of tobacco control leads asked respondents to identify in their own words what
they felt the benefits of the local government setting to be. The principal benefits they identified
were:

Constructive relationships with local authority officers in other departments
Integration of tobacco control into the wider strategy and business of the council
A broad view of the scope of tobacco control

High-level political support for tobacco control

High status and power of director of public health

1 Increased funding for tobacco control/smoking cessation

= =4 =4 =4

These themes were used to define a closed question in the current survey in order to
quantitatively asses the prevalence of these perceived benefits. Respondents were also given the
opportunity to describe additional benefits in their own words. Figure6.1 illustrates the results.

The most widely acknowledged benefit was the constructive relationships that tobacco control
leads have built with officers in other departments. This result is consistent with the results set out
in Section 4, which describes the extent to which relationships have improved, and the many
opportunities that have been taken by respondents to pursue tobacco control initiatives with their
colleagues in other departments. The second highest scoring benefit, the integration of tobacco
control in the wider business of the council, is a similar theme to the first but goes beyond
relationships to policy, strategy and everyday practice.

Among the ‘other’ responses to this question, one additional benefit was identified by several
respondents: the access to the wider community offered by the local authority. The following
responses describe this benefit in different ways:

“The local authority is community focussed and this is shaping a new approach for public
health. Health inequalities are extremely relevant to local government and tobacco use is a
key example of this.”

“Access to food premises and their employees through regulatory/environmental health
services."

“Better reach into local communities and schools. More of a prevention agenda. Less
target driven culture.”
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“Front facing with members of town who already access numerous services provided by
council.”

“Relationships with other public agencies - police, fire, HMRC etc.”

This emergent theme takes the theme of integration one step further: beyond relationships and
strategy to the population and communities that the local authority serves.

Figure 6.1. Perceived benefits of the local government context for tobacco control

The difficulties of the local government setting

The 2014 survey of tobacco control leads also asked respondents to identify in their own words
what they felt the difficulties of the local government setting to be. The principal difficulties they
identified were:

1 Pressure on tobacco control/smoking cessation budgets
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