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2 Executive summary:

The main form of tobacco used in the United Kingdom (UK) is cigarettes. Smoking
cigarettes continues to be the leading cause of premature and preventable death in
England. It is also the largest single contributor to health inequalities, accounting for
half the difference in life expectancy between those living in the most and least
deprived communities. Smoking impacts health across the life course; it causes
permanent lung damage to children exposed to second hand smoke; it is a common
cause of sickness absence; it increases the risk and severity of long-term conditions
and infectious diseases; it reduces the efficacy of many clinical treatments, and
shortens healthy life expectancy and increases mortality. Smoking is not a lifestyle
choice; evidence has demonstrated that it is an addiction. Most smokers want to quit
(58%) and many try each year, mostly on their own and increasingly with the support
of e-cigarettes; however, the most effective method of stopping smoking is through
evidence-based stop smoking services.

This Joint Strategic Needs Assessment on Tobacco Control has been prepared to
update the Thurrock Tobacco Control Strategy, which expires in 2021. It focuses
mostly on cigarette smoking as prevalence of other forms of tobacco use in the UK is
very low. A whole systems approach, recommended by DHSC for tobacco control, has
been taken in recognition of the breadth of impact tobacco has and the scale of change
needed. Given the importance of the NHS as a partner in delivering the change
needed, a population health management approach has also been taken. This is to
facilitate translation of the needs assessment into NHS contexts.

The needs assessment aims to identify the areas where Thurrock is currently having
and could have the most impact on reducing tobacco related harm locally. Its structure
follows the strategic themes used in the current local tobacco control strategy, which
are prevention, enforcement, and treatment for smoking addiction.

This executive summary highlights the key questions that have been addressed in the
needs assessment and answers to them.

How does smoking prevalence in Thurrock compare to the national and
regional averages and how has this changed over time?

Thurrock has one of the highest smoking prevalence rates in England (17.5% in
2019 compared to the England average of 13.9%). Prevalence reduced by -1.1% in
Thurrock since 2017, significantly less than the England average reduction of -6.7%.

A priority population recognised by the Association of Directors of Public Health is
pregnant women. There has been little change in smoking among this group in
Thurrock and the East of England since 2016/17. The current prevalence in Thurrock
is equivalent to approximately one in ten women smoking during their pregnancy.
This data does not recognise pregnant women exposed to smoke in their homes
from other household members though.

What is the scale of inequalities in smoking prevalence within Thurrock?

Largely, inequalities in smoking are associated with socio-economic deprivation and
other markers of disadvantage and mental ill health. In Thurrock, over half the



people who smoke live in the eight most deprived wards and smoking prevalence is
concentrated in the two most deprived wards. Nationally and locally there has been
no significant change in smoking prevalence in the last five years among routine and
manual workers, a group used as a proxy for relative deprivation, while prevalence
has declined in the general population.

Thurrock mirrors the national picture regarding mental illness and smoking; an
increasing number of mental health diagnoses and increasing severity of the
condition is associated with a higher likelihood of smoking. However, while there has
been a significant decline in smoking prevalence among people with mental illness
since 2016 nationally, there has been no significant change in Thurrock.

What is the impact of tobacco in Thurrock?

Thurrock’s high smoking prevalence translates into higher smoking attributable
mortality (25% higher than England average), years of life lost, which is a measure of
premature death, (13% higher than the England average) and healthcare usage
(27% higher smoking attributable hospital admissions than the England average). It
also carries a significant financial cost to the local economy, estimated to be an
annual £17.6 million deficit.

What are the gaps between smoking prevalence in Thurrock, Thurrock’s
current tobacco control strategy and research evidence?

Prevention: One of the most effective ways of preventing people from becoming
addicted to smoking is to prevent them from starting in childhood. Limiting access to
cigarettes is a particularly effective way of doing this. Thurrock Council’s Trading
Standards team continue to deliver a programme of work called “Challenge 257,
which supports local shops to stop underage sales of cigarettes. This work has
proven locally to be an effective deterrent. It does not however prevent access to
cigarettes accessed by other means such as ‘social supply’. Another strategy for
reducing uptake of smoking in childhood is communications and education among
children, young people, and families to reduce the acceptability of smoking. Thurrock
Council’s stop smoking team delivered an intervention called ‘ASSIST’ in schools but
a local evaluation found it was not as cost effective as research evidence indicated
and the programme was discontinued. Mainly this was because smoking prevalence
has declined, making it harder to deliver a significant change to the relatively low
prevalence. Since then there has been limited delivery of smoking related
communications work aimed at young people.

Based on the offer described above for children and young people and current
research evidence, Thurrock’s prevention offer should adopt two areas of focus. one
is a whole area approach since smoking among children and young people is
distributed across the wards. Local evidence suggests this should be a holistic offer
concerning risk taking behaviours since individuals participating in one risk such as
smoking are much more likely to be engaging in other risky behaviours such as
unsafe sex or drug use. The other strategy is for services working with vulnerable
young people and their families / carers to screen for smoking and refer to the stop
smoking service. Smoking among family and close peers is a strong influencing



factor on smoking uptake so this work should take place with children, young people
and their families.

Both strategies also need to balance messages about smoking with harm reduction
messages for vaping e-cigarettes that are appropriate to young people, especially
given the trend in increasing use of these products.

Enforcement: Thurrock Council’s Trading Standards team deliver a robust local
enforcement approach, which continues to impact underage sales of tobacco and
limits the supply of illicit tobacco. The team are developing a partnership with officers
addressing modern slavery to strengthen links in this area. This is a complex area of
work but there is some evidence nationally of links between organised crime gangs,
illicit tobacco, and modern slavery.

Another aspect of tobacco related enforcement is Smoke-free policies; Thurrock
Council has in place a smoke free policy, as do the local NHS Trusts as part of their
legal obligations to do so. These policies have not been audited or evaluated but
doing so might help to identify ways to strengthen their effect. An aspect of local
Smoke-free policy that could be improved is having an equitable policy approach to
Smoke-free homes. Nationally there is a policy gap in this area and local areas are
expected to develop their own policy approach. Thurrock currently has a robust offer
of education and support through referral to stop smoking services as part of the
Well Homes service in private housing. This approach should be considered in other
housing settings for which the council has authority to act.

Treatment: In 2019/20 Thurrock almost achieved the NICE recommendation of at
least 5% of the smoking population being supported to quit per year through stop
smoking services. Thurrock Healthy Living Service and the two Vape Shops
commissioned to deliver stop smoking services have achieved the highest number of
people setting a quit date, quitting at 4 weeks and remaining quit at 12 weeks
compared to pharmacies and GPs offering the service. More people who smoke will
need to be encouraged to use the service to enable Thurrock to deliver against the
government’s ambition to reduce smoking prevalence to 5% or less by 2030.
Achieving this will require a shift from reducing prevalence by -2.5% per year
(current trend) to -6% per year. Modelling suggests this will mainly be driven by an
increase in the number of current smokers attempting to quit rather than necessarily
improving the effectiveness of the stop smoking service, although this will have some
effect.

In addition to this whole population approach, Thurrock also needs to better target
smokers living in the eight most deprived wards and other population groups where
prevalence is higher to reduce smoking related inequalities. The current service offer
is not designed in a way that targets groups with higher smoking prevalence such as
people living in areas of deprivation, routine and manual workers or people with
mental ill health. While the local stop smoking service has worked with providers to
encourage more referrals from some relevant settings such as mental health
services, more needs to be done, for example, work with employers of routine and
manual staff. This also includes intervention by members of the Health and



Wellbeing Board to increase referrals from relevant services and Thurrock Council
should review options to enhance its stop smoking service offer for priority groups.

Smoking in pregnancy will be another important theme of the 2021-2026 Tobacco
Control Strategy due to the intergenerational impact this has on health. The number
of referrals from Basildon and Thurrock University Hospital has increased since the
last strategy and this has resulted in more pregnant women quitting. However local
insight suggests a need to also support partners’ or ‘significant other supporters’ of
pregnant women to stop smoking, regardless of the pregnant woman’s smoking
status. Smoking prevalence among partners / ‘significant other supporters’ is high in
Thurrock and evidence indicates offering support to stop is effective in reducing
exposure to second hand smoke and supporting pregnant women who do smoke to
stop and stay quit.

Conclusion

Since the last Tobacco Control Strategy in Thurrock, progress has been made in
reducing smoking prevalence and Thurrock continues to offer a robust enforcement
and treatment offer. Prevention among children and young people could be improved
and the treatment offer needs to increase both its scale and the equity of its offer. To
deliver this, tobacco control and especially the treatment aspect needs to be
embraced as a responsibility of members of the Health and Wellbeing Board. Given
the contribution of smoking to premature mortality and health inequalities, doing so
could be the single most effective intervention local partners deliver to make
improvements to these outcomes.

Recommendations

The following recommendations will be addressed in Thurrock’s 2022-2026 Tobacco
Control Strategy.

1. Thurrock Council should deliver localised prevention campaigns that aim to
increase the number of people attempting to quit and normalise quitting.
These interventions should use social marketing insight to increase their
effectiveness. This work should target high prevalence communities and also
children and young people across the borough.

2. Thurrock Council should continue to fund its stop smoking service and explore
opportunities to improve access in the eight wards contributing over half of the
boroughs smokers.

3. Member organisations of the Health and Wellbeing Board should ensure their
organisations have an integrated MECC offer for smoking and develop
referral pathways (rather than signposts) to the SSS. This includes NHS
providers, social care services and children’s services but should also reflect
wider partners such as those providing support around employment and debt
management for instance.



. Thurrock Council’s public health team should identify local organisations who
work with people from high prevalence groups and work with them to create
referral pathways, use system levers such as contractual incentivisation and
deliver training to internal staff to encourage more quit attempts from these
communities.

. PCNs and in particular, Tilbury and Chadwell and ASOP, should work with
high performing practices to improve their service offer. There are particular
opportunities in this setting to enhance the offer to people with long term
conditions as part of a holistic approach in the Integrated Medical Centres.

. Through the LTP tobacco control funding, it is recommended that MSE HCP
employ a member of staff for each acute trust to coordinate MECC and
improve referrals into stop smoking services.

. The maternity service at BTUH should extend its smoking cessation offer to a
Smoke-free homes approach, including MECC and referral for partners
/significant others of pregnant women. This should include the partners /
significant other of pregnant women who do not smoke themselves. The
impact of this should be well evaluated; the use of incentives in this population
should be considered depending on the impact of first offering a wider Smoke-
free homes approach.

. Opportunities to increase screening for smoking and vaping among children
and young people should be explored, in part based on the Brighter Futures
Strategy.

. Opportunities to increase and strengthen referral pathways from mental health
services in Thurrock and at MSE level should be developed. Thurrock CCG
should integrate requirements to enhance the stop smoking service offer into
contracts to encourage action in this area.

10. Work with community organisations should be undertaken to reach groups

that are not yet well understood in regard to the effectiveness of the stop
smoking offer. This mainly includes BME groups as little is known locally
about the nature of tobacco use in BME communities and the SSS data
indicates this group may be underrepresented. However work to support other
groups with protected characteristics should also be explored including
transgender and LGBTQ groups and people with a learning disability.

11.A Tobacco Control Alliance or other leadership mechanism should be

reinstated to ensure the profile of tobacco is high on the agenda of local
partners and to support delivery of the whole systems approach required to
achieve a substantial reduction in smoking prevalence.

12.Interventions should be evaluated, especially areas for innovation to assess

their effectiveness and equity impact.

13. Opportunities to enhance the enforcement offer should be explored, in line

with updates to legislation that are anticipated in the lifetime of the tobacco
control strategy that will follow this JSNA.



14. THLS should work with the learning disability health provider to ensure
reasonable adjustments are made to the core SSS offer for individuals
appropriate to their needs.

3 Introduction

This Joint Strategic Needs Assessment (JSNA) takes a whole systems approach to
understanding tobacco related health needs in Thurrock, focusing on cigarette
smoking, the most common form of tobacco used in the United Kingdom (UK). The
needs assessment however refers to ‘tobacco control’ to include wider physical,
mental and social health impacts; for example, crime associated with the illicit tobacco
trade'. A whole systems approach means responding to the complexity of a problem
by recognising the breadth of factors impacting it. Identifying and developing solutions
to these problems requires engagement with diverse stakeholders (Stansfield J,
2020). This is appropriate for a needs assessment about tobacco because smoking is
a prevalent issue and tobacco related harm is strongly associated with deprivation and
many other measures of disadvantage (ASH, 2019). The psychosocial and socio-
economic drivers of these associations are complex and require action by many
institutions and in many settings.

I llicit tobacco refers mainly to cigarettes that have either been lawfully produced but brought into a country
without the appropriate tax being paid / at all and cigarettes that have been manufactured illegally (ASH,
2017).
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Tobacco is an important topic because smoking has long been recognised as the
leading cause of health inequalities in the UK (PHE, 2020d) (ASH, 2019). Smoking
also continues to be the leading cause of premature and preventable death in the UK?
(PHE, 2020d). It is especially important for Thurrock because it has one of the highest
smoking rates in the UK and Thurrock’s tobacco control strategy expires in 2021.
Therefore it is timely to prepare a needs assessment that can inform a refresh of the
strategy.

The aim of this work is to identify the extent to which the current tobacco control
strategy is impacting on smoking prevalence and tobacco related harm in Thurrock,
whether this is equitable and where improvements could be made. The purpose is to
reduce tobacco related harm in Thurrock.

The needs assessment will present and discuss data and evidence regarding:

e strategic and contextual factors impacting tobacco control and smoking;

e smoking prevalence and how this has changed over time;

¢ the health and economic impacts of tobacco, especially smoking;

e tobacco control interventions currently in place in Thurrock and their impact;

e research evidence regarding effective tobacco control interventions;

e a gap analysis to understand areas for improvement in Thurrock’s current
strategy;

e recommendations for improvement;

e a conclusion to summarise what has been found and propose next steps.

A population health management approach has been adopted; this means using
data to identify how changes in local services and systems can improve outcomes.
In this context, that means using the data about smoking prevalence and its impacts
to improve outcomes such as helping people who smoke to quit, to prevent the harm
caused by second hand smoke and to reduce uptake of smoking, especially in
younger generations.

Priority population groups for work concerning smoking are those that either have
higher smoking prevalence or among whom there is greater capacity to benefit from
stopping smoking such as pregnant women (or both). Those included in this needs
assessment include:

e People living in more deprived areas

e People working in routine and manual occupations
¢ People with a diagnosed mental illness

e People with a learning disability

e People with a long term condition

e Pregnant women

e Children and young people (people aged under 18)

The questions this needs assessment will answer are:

2 Premature deaths are those that occur in people aged below 75 years and preventable deaths are those that
could have been avoided through public health interventions.
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e How does smoking prevalence in Thurrock compare to the national and
regional averages and how has this changed over time?

e What is the scale of inequalities in smoking prevalence between priority
groups or those with protected characteristics and the general population
within Thurrock?

e What are the health and economic impacts of tobacco in Thurrock?

e What is included in Thurrock’s current tobacco control strategy and how
effective is this?

e What does recent research evidence suggest is effective for tobacco control
and in particular, smoking cessation (stopping smoking / supporting people to
‘quit’ smoking)?

e What are the gaps between smoking prevalence in Thurrock, Thurrock’s
current tobacco control strategy and research evidence?

e How could organisations and communities in Thurrock address these gaps?

The next section of this needs assessment discusses the current national and local
strategic and contextual factors most relevant to tobacco control.

4 National and local strategic and contextual factors
relevant to tobacco control in Thurrock

4.1 National tobacco control strategy

Tobacco continues to be a national public health priority; in the Prevention Green
Paper consultation, the Government stated its ambition for England to be smokefree
by 2030 (Department for Health and Social Care, 2019). This is defined as having a
smoking prevalence of 5% or less (Smokefreeaction, 2020) and is a very challenging
target, requiring a pace of change estimated to be 40% faster than the current trend
(Cancer Research UK, 2020). Achieving the ambition would require a significant
change in tobacco control strategy nationally and locally.

The government have not yet responded to the Green Paper consultation and the UK
Tobacco Control Plan published in 2017 comes to an end in 2022; the current plan’s
emphasis is summarised below (Department for Health and Social Care., 2017).

e Supporting people not to start smoking, by:
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o Reducing the prevalence of 15 year olds who regularly smoke from 8%
to 3% or less by 2022. This is because most people who smoke as
adults started smoking before the age of 18.

o Reducing smoking prevalence amongst adults in England from 15.5%
to 12% or less by 2022. This is because smoking uptake is partly
influenced by smoking within social groups and especially impacts
children and young people.

o Reduce the inequality gap in smoking prevalence between those in
routine and manual occupations and the general population. This is to
reduce the intergenerational impact of higher smoking prevalence in
these groups.

Supporting smokefree pregnancies, with the aim of reducing the prevalence
of smoking in pregnancy from 10.7% to 6% or less by 2022.
Providing parity of esteem for those with mental health conditions by:

o Improving data collection on smoking and mental health to inform stop
smoking support for this population group.

o Implementing smokefree policy in all mental health inpatient services
sites by 2018.

Providing access to innovations that support people to stop smoking,
maximising safer alternatives to cigarette smoking.

In response to the national tobacco policy gap, a coalition of charities, research
institutions and professional bodies prepared a smokefree plan, based on research
evidence, expert advice and community perspectives (Smokefree Action Coalition,
2020). The actions are summarised below:

Strategies:

Legislate to require tobacco manufacturers to finance a Smokefree 2030 Fund
to support education campaigns, tobacco control campaigns and universal quit
support — the ‘polluter pays’ ethos.

Implement greater reductions in affordability via increased taxation of tobacco
products.

Approaches:

Ensure the NHS Long Term Plan’s smokefree commitments are realised across
the NHS, including smoking cessation screening, referral, and where viable,
treatment.

Consultation on policy proposals, such as demanding tighter regulation of
tobacco via licenses for tobacco retailers and increasing the age of sale from
18 to 21.

Review and revise e-cigarette regulation.
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e Renew and refresh the Government’s strategy for tackling the illicit tobacco
trade.

e Sustain government commitment to support the WHO Framework Convention
on Tobacco Control (WHO, 2020).

These are mainly functions for ministers and central government but should be
supported by Thurrock Council, for example through response to consultation about
these strategies and approaches.

4.2 National NHS tobacco control policy

The Government’s Tobacco Control Plan and the smokefree coalition’s roadmap to a
smokefree generation emphasise the important role the NHS has in this agenda. The
main NHS policy response to tobacco control is made in the NHS Long Term Plan
(LTP), which sets new commitments for NHS organisations, including: (NHS, 2019):

e By 2023/24, all people admitted to hospital who smoke will be offered NHS-
funded tobacco treatment services.

e This model will be adapted for expectant mothers, and their partners, with a
new smoke-free pregnancy pathway including focused sessions and
treatments.

e A new universal smoking cessation offer will be available as part of specialist
mental health services for long-term users of specialist mental health, and in
learning disability services.

The main change to current practice is committing the NHS to deliver tobacco
treatment services for people admitted to hospital and expectant mothers and their
partners. This is being supported by funding through the NHS Long Term Plan
Tobacco fund, which will be granted to NHS organisations at Integrated Care
Partnership level starting in 2021/2022 financial year. Thurrock Council is working
with Mid and South Essex Health Care Partnership (MSE HCP) to help prioritise the
funding inline with local need.

At the time of writing this needs assessment, there is an ongoing pandemic of the
COVID-19 coronavirus. This has significantly impacted the NHS and had much wider
social and economic effects. This is important context for this needs assessment and
the next section expands on this.

4.3 Impact of the COVID-19 pandemic on tobacco control

Evidence suggests that smoking has a strong correlation to mortality and morbidity
related to COVID-19. A systematic review found that smokers were 1.4 times more
likely to have severe symptoms of COVID-19 and were approximately 2.4 times more
likely to be admitted to an intensive care unit (ICU), need mechanical ventilation, or
die compared to non-smokers (Nikitara, 2020). There is already an established
association between smoking and the risk of contracting respiratory infection and more
severe symptoms once infected. As a result, Public Health England (PHE) have
advised smokers that quitting at this time is particularly important for their health.

E-cigarettes are a useful quitting aid, but it is unclear what effect vaping may have on
susceptibility to severe disease if infected with COVID-19. Vaping remains
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significantly less harmful than smoking and it is very important to avoid returning to
smoking. Shisha smoking carries all the health risks of smoking, and sharing the
mouthpiece greatly increases the risk of spreading COVID-19.

The impact of the COVID-19 pandemic on smoking prevalence or tobacco related
harm is not yet fully understood. Data from the Office for National Statistics is not yet
available for the period covering the pandemic. However, research undertaken by
University College London and Action on Smoking and Health (ASH) found that in the
first phase of the pandemic, more people attempted to quit smoking and more people
successfully achieved this than would have been expected, based on trends in recent
years. By July 2020, one million people had stopped smoking since the start of the
pandemic and another 440,000 smokers had tried to quit (UCL, 2020). However more
recent poll data indicates that many ex-smokers may have relapsed and current
smokers, especially younger people, may be smoking more (ASH, 2021b). The poll
of 1,935 adults found that 10% of ex-smokers had relapsed and 39% of smokers aged
18-35 years reported smoking more than usual.

Surveys have also been used to assess the impact of COVID-19 pandemic response
policies. Survey evidence has identified that lockdown (a policy response to the
pandemic) may be leading to more children being exposed to the harms of second-
hand smoke. Some evidence comes from the YouGov COVID tracker, which shows
that people who live in households that include children are 50% more likely to report
being exposed to second-hand smoke since lockdown compared to those without
children (10% compared with 6%) (YouGov, 2020). Also, 12% of smokers who live
with children report they are smoking indoors more than they did before lockdown.

While there are many unknowns concerning the full impact of COVID-19 on population
health, there is an opportunity to act on the factors that are known. For tobacco control
this includes evidence of an increase in awareness of smoking related harm and desire
to stop smoking (ASH, 2021b). Also, health inequalities linked to deprivation have
been exacerbated by the pandemic. The tobacco control strategy that is written
following this needs assessment must include some proactive and immediate actions
that respond to these factors.

4.4 Local strategies and targets relevant to tobacco control
The Public Health Outcomes Framework (PHOF) has five outcomes relevant to
Tobacco Control and the duties placed on the local authority:

% : . Behavioural and
Smoking Smoking Smoking lifestyle

Prevalence Prevalence status at campaigns to

Local
initiatives on

15 year Adults the time of Al gigf:\’
olds (over 18) delivery conditions

workplace
health

These are important outputs and outcomes for the Council and Thurrock’s He