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ABOUT THIS DOCUMENT

This document provides an update on the key developments and changes since the
publication of Local stop smoking services: service delivery and monitoring guidance
2011/12. This update does not supersede the previous guidance but, rather, should be

read in conjunction with it. s
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This introduction focuses on key policy developments. These include: the publication of
the national Tobacco Control Plan, the shift of many public health responsibilities into
local government, the publication of the Public Health Outcomes Framework and the

establishment of Public Health England in April 2013. s

Smoking cessation, as set out in the Government'’s five-year Tobacco C n,
published in 2011!, is an important component of comprehensive tobaccojcgntrol.
t

England is currently considered to be a global leader in helping peo;&o stop smoking.
The Tobacco Control Plan recognises the ongoing need to increa ss to evidence-
based support for people who are prepared to stop smokin 'S@articularly true for
groups with high smoking prevalence, such as routine and orkers, and for groups
where smoking poses heightened risks - for example, p women and those with
pre-existing conditions that are made worse by smokdmg, Such as asthma or Chronic
Obstructive Pulmonary Disease (COPD). \

s

The support provided by local stop-smoking Qﬂcontinues to offer some of the best
opportunities to stop smoking, provin t@r tmes more effective than attempting
to stop unassisted and twice as effec%‘c e provision of a stop-smoking medicine by
a healthcare professional It is thegeforesfportant that evidence-based, high-quality
stop-smoking support, configured eet the needs of the local population, and
delivered by qualified and wellffr&i&d service providers, is available to those who
require it. Whilst stop-smo vices are highly cost-effective?, there are currently
variations in practicere n a wide range of four-week success rates (29% to 60%)*.
There is, therefore, a reduce the disparity between the most effective and least
effective services gnportant that local areas commission services that deliver
high-quality in &cions, which maximise value for money and which are based upon

clear and apprOgLidte outcome measures. Stop-smoking services also play a vital part in
suppor der tobacco control activity, such as providing support for quit attempts
d

gen ass-media campaigns or interventions tackling illicit tobacco.

Localinfelligence, including demographics, smoking prevalence rates, four-week quit
outcomes and customer satisfaction, can be used to inform local commissioning and
service provision. Best-practice guidance, such as this document and the 2011/12

1 www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_ 124917

Smoking Toolkit Study, www.smokinginengland.info

Godfrey C, Parrott S, Coleman T, Pound E (2005) The cost-effectiveness of the English smoking treatment services: evidence from

practice. Addiction 100 (Supp! 2): 70-83

4 www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/nhs-stop-smoking-services/statistics-on-nhs-stop-smoking-
services-england-april-2010-march-2011
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guidance, the quality principles (see page 14) and the training standards developed by the
National Centre for Smoking Cessation and Training (NCSCT) (see page 15) should also
inform and be included within local planning.

In December 2011, the Department of Health published a series of factsheets to provide
greater detail about the design of the new public health system, including the role
responsibilities of local government in public health, the operating model for the&

executive agency Public Health England and an overview of how the whole sy, work
The factsheets can be accessed from healthandcare.dh.gov.uk/public-he m/.
These changes will take effect from April 2013, although local action to e e in the

new systems is encouraged during 2012/13. The changes will see ma%pu lic health
responsibilities transferred to local authorities, which will take r@ ibility for
improving health and coordinating local efforts to protect s health and
wellbeing, as well as ensuring that health services promot tion health effectively.
Local authorities will become responsible for commissi arange of interventions,
including tobacco-control and smoking-cessation se@ although this will be at the
discretion of the local area, guided by the Public utcomes Framework, the local
joint strategic needs assessment and the joint @ h'and wellbeing strategy.

lished the 2013-2016 Public Health Outcomes
-level outcomes:

In January 2012, the Government
Framework?, which focuses on

1. Increased healthy life e

2. Reduced difference@'
communities.&%

To measure pr year-on-year against these overarching outcomes, a set of
%rs were developed and grouped into four domains: improving the

supporting i
wider de nts of health; health improvement; health protection; and healthcare
pubki l d preventing premature mortality.
Ther three specific smoking-related outcomes within the ‘health improvement’
domain:

e expectancy and healthy life expectancy between

2.14 Prevalence of smoking among persons aged 18 years and over
2.3 Smoking status at time of delivery per 100 maternities

2.9 Prevalence of smoking among 15-year-olds.

5  www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132358
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These indicators are in keeping with the national ambitions of the Tobacco Control Plan
and will help to focus understanding of progress over time. The indicator for prevalence
of smoking among 15-year-olds is currently a placeholder indicator whilst options for
collecting this data at local-authority level are explored.

In addition, although it is not specifically stated, comprehensive tobacco control would
contribute significantly to a number of mortality-based indicators within the ‘healthcare

public health and preventing premature mortality’ domain. c

Public Health England will be established from April 2013 to provide s gadership
and vision for the protection and improvement of the nation’s health. Throfigh the
application of research, knowledge and skills, Public Health Englandyill lead nationally
and enable a local transformation in the health expectations and , outcomes of all
people in England regardless of where they live or the circu of their birth. Public
health expertise is being embedded in councils across En blic Health England will
be the professional voice for that expertise nationally, ing with local government as
an active partner in its local leadership for health an

InJuly 2012, Public Health England’s chief execuyti signate, Duncan Selbie, outlined
his vision for the new organisation, alongsidgsi ucture. These are published here:

healthandcare.dh.gov.uk/vision-ph

healthandcare.dh.gov.uk/phe-stiuctur

&

Working together, ASH, ulty of Public Health, the Local Government Group, Fresh
(Smoke Free North @bacco Free Futures (formerly Smokefree North West),
Smokefree South Ii%nd the Department of Health have produced a set of materials
for Directors o &c Health to use with key Councillors to help ensure that tackling
tobacco uses on the local public health agenda.

Togethﬁ resources assist in demonstrating:
%a e of the harm caused locally by tobacco use and the contribution this makes
to'*€alth inequalities

the cost to local communities, local economies and service providers

the evidence of effectiveness of local action on tobacco and health.


http://healthandcare.dh.gov.uk/vision-phe/
http://healthandcare.dh.gov.uk/phe-structure/
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The materials are designed to allow easy integration of local data from the Association
of Public Health Observatories (APHO) local tobacco-control profiles, as well as a new
reckoner for local economic impacts, and are available from www.ash.org.uk/localtoolkit.
They allow estimates of the costs associated with smoking to be made at local-authority
level.

The tobacco profiles on the London Health Observatory website are also a useful
source of local tobacco-related information and intelligence. These are available a#
www.lho.org.uk/lho_topics/analytic_tools/TobaccoControlProfiles/default.asp\
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COMMISSIONING
SERVICES 0

This section summarises key elements of servic %ery that
commissioners will wish to consider when des g local
service provision. It includes a descriptio E@he levers that
can be used to support the ldentlflcatl referral of
smokers to effective stop- smokln rt; communications
and marketing; intervention quali ClpIES measuring
success; and return on lnvestm @

Considering that 15.5%°%0of all s éin 2011 opted for the least effective method of
stopping smoking (going un @j), it is clear that systematic identification of smokers
at every opportunity, the d y of very brief advice (VBA) and referral of smokers into
effective support conti to be of paramount importance. There are a vast number of
potential referral so@ Ymany of which are highlighted in the 2011/12 service and
monitoring guida

VERY B DVICE
Th re Forumreport ‘The NHS's role in the public’s health’, published in January
2 emphasised the importance of healthcare professionals using every patient

contdCt as an opportunity to maintain or improve that individual’'s mental and physical
health and wellbeing. In particular, the report recommended targeting the four main
lifestyle risk factors: tobacco, diet, physical activity and alcohol.

6  Smoking Toolkit Study (West R, Brown J (2012) Smoking and Smoking Cessation in England 2011. London.
www.smokinginengland.info)
7  Seepages 12-16: www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_ 125389
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oY

&

To support this and to encourage the delivery of VBA (Figure 1), the Department of Health
commissioned the NCSCT Community Interest Company (NCSCT CIC) to develop a VBA
training programme. The training module, which focuses primarily on encouraging GPs to
deliver VBA, was launched in February 2012 and is available online at www.ncsct.co.uk/
VBA. The training begins with an introductory film, which is also available on YouTube
(www.youtube.com/user/NCSCTfilms). The module itself includes key facts, examples of
delivery via film clips, links to supplementary information and a short multiple-choige
assessment.

K
Figure 1:

ASK
Is the patient a smoker, ex-smoker -smoker?

ADVISE

The best way of stoppi g is with a combination
of medication apd specialist support.

A

formation, refer, prescribe. They are up to four

Build confidenc
times @kely to quit successfully with NHS support.
%‘wem to their local NHS stop-smoking service

—

N\ J
E ﬂ@l REFERRAL SYSTEMS
EnsUring that referral pathways are quick and easy to use is essential if systematic local

delivery of VBA and referrals is to be achieved. Secondary care is one setting that has
often beenregarded as a‘missed opportunity’ when it comes to the identification and
referral of smokers, and it has recently been the focus of key national initiatives such as
the Quality, Innovation, Productivity and Prevention (QIPP) and Commissioning for
Quality and Innovation (CQUIN) agendas. The NCSCT CIC is currently testing the use of
electronic referral systems in hospital settings; to date this has resulted in over a 600%
increase in referrals to local stop-smoking services. Work is under way to test a similar

®)
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system for the identification and referral of pregnant smokers, and the results of both
projects will be made available by autumn 2012. However, these studies also show that
people need to be prepared for areferral, because increasing the number of referrals
does not, in itself, increase the number of people attending services or going on to make
successful quit attempts.

REFERRAL LEVERS

participation in QOF is voluntary, participation rates remain very high. ective of
QOF is to improve the quality of care that patients receive by rewarding practices for the
standard of care they provide.

A number of changes have been made to smoking-related @icators for 2012/13.
As aresult, from April 2012, the indicators will be:

The Quality and Outcomes Framework (QOF) is a voluntary annual reward %ive
programme for all GP practices in England, which forms part of GP con% hough
helals)

Asthma 10 - The percentage of patients with ast?‘@ tween the ages of 14 and
t

19 years in whom there is arecord of smokini \ n the preceding 15 months

Smoking 5 - The percentage of patients wij or any combination of the following
conditions: CHD, PAD, stroke or TIA, si®n, diabetes, COPD, CKD, asthma,
schizophrenia, bipolar affective dis%r other psychoses whose notes record
smoking status in the precedingdd 5 m s

Smoking 6 - The percentage nts with any or any combination of the following
conditions: CHD, PAD, strgk IA, hypertension, diabetes, COPD, CKD, asthma,

schizophrenia, bipolar a @ jve disorder or other psychoses who smoke whose notes
contain arecord of (o“ éFof support and treatment within the preceding 15 months

Smoking 7 - Th ntage of patients aged 15 years and over whose notes record
smoking stat the preceding 27 months

Smoking 8 percentage of patients aged 15 years and over who are recorded as
currengstokers who have a record of an offer of support and treatment within the
ing 2¥ months

orjnation 5 - The practice supports smokers in stopping smoking by a strategy,
which includes providing literature and offering appropriate therapy

Primary Prevention 2 - The percentage of patients diagnosed with hypertension
(diagnosed after 1 April 2009) who are given lifestyle advice in the preceding 15
months for: increasing physical activity, smoking cessation, safe alcohol consumption
and healthy diet.
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Further information about these changes can be accessed through the ‘Summary of QOF
changes for 2012/13' on the NHS Employers website.®

In light of the new NHS and public health architecture and a review of the National QIPP
Workstreams, work on the proposed National QIPP Prevention Workstream will be used
to inform emerging health policy. This work is initially focussing on alcohol interventions
as part of a pilot programme across the NHS Northern Cluster to test implement%
and assess current commissioning levels. Further work, including the smoking \
interventions, will be piloted early in 2013 and will focus on high-impact a %

concerned with tobacco and other prevention interventions where stro defice exists
for the realisation of savings and efficiency gains. The work will includei. ' )

A technical evidence base for the setting of priorities K

Advice for clinical commissioning groups on the prioritisati ess — governance

and best practice

Areas of lower-value interventions and enable the va@ompeting demands to be
assessed

An appraisal of the evidence to support the d &ment of clinical prioritisation
policies for populations and individuals

Ongoing horizon scanning to further@&Ssi h prioritisation, in partnership with the
National Institute for Health and Clift€al Excellence (NICE) and the other QIPP

Workstreams. 6

The CQUIN payment frame@enables commissioners to reward excellence, by linking a
proportion of English h@ re providers’'income to the achievement of local quality
improvement goals. e first year of the CQUIN framework (2009/10), many areas
have identified C% hemes as an opportunity to include increased rates of referral
to stop-smoki ices.

Example onlng related CQUIN schemes can be accessed at:

wv@‘e. hs.uk/world class_ commisioning/pct_portal/cquin.html

The NHS Health Check programme is a preventative programme for eligible people in
England aged 40 to 74, and is aimed at preventing heart disease, stroke, diabetes and
kidney disease. The check itself involves a standard assessment based on

straightforward questions and measurements including, amongst other things, smoking
status as a key risk factor for vascular disease. Anyone who is a smoker and wants to quit

8  www.nhsemployers.org/PayAndContracts/GeneralMedicalServicesContract/QOF/Pages/ChangestoQOF2013.aspx
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should be offered the support of a local NHS stop-smoking service as part of their NHS
Health Check. The NHS Health Check risk assessment is one of the mandatory functions
that local authorities will be expected to commission from 2013. With around 15 million
people eligible for an NHS Health Check in England, the programme is helping to provide
systematic smoking-cessation support for 40- to /4-year-olds.

In addition, it offers a real opportunity to make significant advances in tackling the socio-
economic, ethnic and gender health inequalities that are caused by smoking. In ordér to
ensure that the programme helps reduce health inequalities, the NHS Health C (%
programme has been designed so that the basic risk assessment and mana
components of the check are suitable to be undertaken in a variety of sett%cluding
pharmacies, community centres and other sites, as well as GP practice is€ans that
people who are not in touch regularly with formal health care, particularly GP services,
will be encouraged to access the checks at convenient locations andimes.

NHS SMOKEFREE HELPLINE AND OTHER NATIO@ PROVIDED SUPPORT
FOR SMOKERS

The national NHS Smokefree Helpline and the S ee website (www.nhs.uk/
smokefree) currently provide support and in on for smokers, and are able to refer
smokers to local stop-smoking service

Other nationally provided support 'ncl%ne Smokefree customer relationship
management programme, the Sm ee Together programme, text support, the Quit Kit
and the Smokefree Facebook p r up-to-date information on the range of support

available, please visit the SE e website.

The Smokefree cu % relationship management programme enables ongoing
communication with ré&&pondents who have opted to receive further support following
marketing cam@s. For example, they may receive additional support emails and can
be followee o find out whether they have been successful in their quit attempt, or
whetheg theyRequire further support.

So%al stop-smoking services may already have similar programmes in place,
but others should think about how they maintain contact with their service users.

For example, a system could be set up tore-engage with unsuccessful quitters, attracting
them back to the service at a later date or offering an alternative treatment. Guidance
and tools for managing referrals effectively are available from the Smokefree Resource
Centre (www.smokefree.nhs.uk/resources).
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This is a free programme for smokers who would like additional support at home. They are
supported through mail, phone, text and email communications throughout their quit
attempt and beyond.

developed following trials® which showed that text support can improve quit rate
much as doubling a smoker’s chances of success. The SMS-based support tool
series of automated text messages direct to smokers’ mobile phones overo of up

to 12 weeks to help them through their quit attempt. (L

Smokefree also provides a text-only support programme for smokers. This has be
ba

The Quit Kit is a box of practical tools and advice developed With@f&s, smokers and
ex-smokers, which has helped thousands of smokers quit SL@( y. It was designed to

package up NHS support to appeal to those smokers who 0 quit smoking alone or
‘cold turkey’ to help improve their chances of quitting su€c@sstully. Smokers can visit
www.smokefree.nhs.uk to find out how to get a Qt@

Smokefree has a Facebook page providin zvice and information for smokers,
and allowing smokers to support each £t hey quit. The NHS Smokefree Facebook
page can be found at www.faceboak.co smokefree.

Advice and guidance for local ser % on setting up and managing their own Facebook
pages can be found in the S o@e Resource Centre.

GETTING THE MES @ ACROSS

There is worldwid nce to show that effective mass-media campaigns prompt quit
attemptsandr Smoking prevalence. Recent Smokefree marketing campaigns run by
the Departmeg ealth include: the ‘Smokefree Generation’ campaign (November
2011) %ed to motivate smokers to quit; the ‘Right tools for the job’ campaign,
whi eé& d smokers to visit a pharmacy to order the new, improved Quit Kit; and a
r% homes and cars campaign (spring 2012), which dramatised the dangers of
seco and smoke. For further information on Smokefree marketing activity, please

visit the Smokefree Resource Centre. You can also sign up for emails to get the latest
information on national campaigns.

9  FreeC, KnightR, Robertson S, Whittaker R, Edwards P, Zhou W, Rodgers A, Cairns J, Kenward MG and Roberts | (2011) Smoking
cessation support delivered via mobile phone text messaging (txt2stop): a single-blind, randomised trial. Lancet, 378 (9785).
pp. 49-55.1SSN 0140-6736 DOI: 10.1016/50140-6736(11)60701-0

13


www.facebook.com/nhssmokefree
www.smokefree.nhs.uk

KEY UPDATES TO THE 2011/12 SERVICE DELIVERY AND MONITORING GUIDANCE FOR 2012/13

LOCAL MARKETING ACTIVITY

Strategies for promoting local services should be evidence based. Extensive research
exists at a national level (e.g. on routine and manual groups and other audiences) and
this can be shared with local services upon request to avoid duplication of resources.
For further information and for creative templates and materials that can be used at a
local level, please visit the Smokefree Resource Centre.

Where possible, any local communications activity should be integrated with nati
campaigns to enhance its effectiveness and avoid duplication. \

Local marketing initiatives to promote services can add the most value by:Q

Improving consumers’ understanding of what their local service can %n where
help is available locally

Generating local quit prospects for local services to help thew@&r against

performance outcomes. Q
To help support local marketing, a toolkit of creative@@, along with Smokefree

literature, brand materials (including font, photog nd logo) and additional guidance,
is now available from the Smokefree Resource re (www.smokefree.nhs.uk/
resources). The toolkit includes a suite of b dhartwork templates for leaflets,
posters and other marketing materialsft romote local services. The templates

are editable PDFs, which can be tajlore ocal use simply by adapting the logo and
contact details, or by replacing se@s with relevant local information.

The Smokefree Resource C nt@o has the latest news about the national campaign
and the resources availabl% tudies and a range of guides to carrying out local
marketing activity. You order/download materials to help support local
marketing and enga @Nith partners and sign up for campaign updates.

The quali iples that follow are based on previous guidance, changes in the evidence

bas t est understanding of ‘best practice’ There have been no specific
an%e s to the quality principles published in the 2011/12 guidance, but these are
d

repe here for reference:

Interventions should be based on the current evidence base and follow NICE guidance
(see Annex D)

Prior to treatment, clients should be informed of all available (evidence-based)
treatment options both locally and nationally

14
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Stop-smoking service provision should be guided by a treatment protocol clearly
indicating the elements of behavioural support programmes and when and how
they should be applied. This manual should follow recommended practice from
evidence-based national guidelines

All staff involved in the delivery of stop-smoking interventions should be trained to a
level appropriate to the level of service that they are delivering. Examples of training
standards have been published by the NCSCT, which also offers certification to ghose
who successfully complete their Stage 1 and Stage 2 online training assessmer%
These can be accessed free of charge at www.ncsct.co.uk \

To have the greatest effect, all interventions should be multi-session ng
weekly support for at least the first four weeks following the quit date, witfa total
potential client contact time of at least 1.5 hours (from pre-quit F@Jar lon to four

weeks after quitting). This will ensure effective monitoring, cli mpliance and
ongoing access to medication

Smoking status at four weeks from the quit date should
(by carbon monoxide (CO) or cotinine testing) in a mini t 85% of cases

Interventions should be managed efficiently, with@ ient administrative support
for general organisation, client contact processe data handling. There should be
sufficient administrative support to ensure ¢ @ s are contacted within a week of

being made known to the stop-smokin s@ provider and seen within two weeks
New, non-evidence-based delivery r‘% should initially be piloted on a small scale
and should be evaluated carefulEbef being adopted as a significant part of local
delivery

Service delivery in all setbi @ould be independently audited at regular intervals
to ensure that the inter n being provided is of acceptable quality and duration.

hemically verified

See Annex C for an e% checklist to support commissioning.

MEASURING ESS

Four-week ata will continue to be collected in 2012/13 as part of the 2012/13 NHS
Operatipg ework (see ‘monitoring local stop-smoking services, on page 25).

In %11, /87,527 treated smoker episodes were recorded by local stop-smoking
services, resulting in 383,548 self-reported quitters at four weeks.!°

The average self-reported quit rate recorded in 2010/11 was 49%, but this varied
between PCTs, ranging from 29% to 69%. Given that smokers attempting to stop without
additional support would be expected to have a success rate of 25% (for CO-validated
quits) or about 35% (for self-reported quits) at four weeks, services must achieve

10 www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/nhs-stop-smoking-services/statistics-on-nhs-stop-smoking-
services-england-april-2010-march-2011

15
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success rates in excess of these figures to show an effect,!! i.e. an added benefit.
According to 2010/11 data, 4% of services did not achieve a self-reported quit rate
above 35%.

CO validation rates have gradually increased over the past four years. In 2010/11, CO
validation averaged 70%, an increase of 1 percentage point on 2009/10, although still
lower than the 85% recommendation. However, CO validation rates varied between PCTs,
ranging from 7% to 99%. It is important to note that, if local four-week quit data |
accurate and robust, it is possible to calculate the expected number of longer-ter
(12-month) quitters.!? Biochemical validation of quit outcomes should there O&Tam
apriority if local areas want to assure the quality of their quit data in orde eliably
demonstrate their contribution to longer-term quit rates and quality offsefvite’provision.

N\

Developments and changes within the evidence base arere pages 18 - 20.

See Annex A for a summary of the key evidence ratings.&
nce (NICE) has been asked by the
el for local-authority commissioners,

) for health-improvement interventions.

The National Institute for Health and Clinical
Department of Health to develop a pro
showing the potential return on invest
This work will initially focus on tobacco

rol.

The model will build on the costzi project that was set up by NICE to explore the
feasibility and usefulness o ing a range of cost-effectiveness and cost-impact/
ROl data and tools to sup al decision-making. The project showed that a wide
range of metrics and to e needed to support effective decision-making at a local
level. The full report able at www.nice.org.uk/media/664/AC/cost impact proof
of concept.pdf.

The startin @or the ROl prototype will be a model funded by and developed for
Tobacco ’Q’tures, Fresh (Smoke Free North East) and Smokefree South West to

sh f smoking and estimate the cost savings that could be achieved by having
lo acco-control services and/or sub-national strategies in their geographical areas

11 The best estimate of the 30-day abstinence figure in untreated smokers is 18% to 28%. NRT with minimal behavioural support has
been found to increase success rates by about a half, giving a range of 27% to 42%. Taking the lower estimate of 27% and rounding
down to 25% gives an approximate minimal level of success that would be expected for smokers receiving medication and minimal
behavioural support. Given the evidence that self-reported success overestimates true success by about 10 percentage points,
the self-report baseline figure needs to be some 10 percentage points higher (25% + 10% = 35%). These figures do not take
account of the fact that the 4-week success rates of the services allow for smoking during the first two weeks. It is not known what
effect this might have but, if anything, it would raise the true baseline figure even further. Further, specific research is required to
inform baselines for specific smoking population groups

12 Hughes JR, Keely J and Naud S (2004) Shape of the relapse curve and long-term abstinence among untreated smokers.

Addiction 99(1): 29-38
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&

(e.g. region, county or local authority). The model currently allows users to explore the
short-, medium- and long-term impacts of various combinations of tobacco-control
interventions (i.e. to explore the impact of different scenarios).

By definition, an ROl model compares the monetary benefits of an intervention with the
cost of that intervention. Thus, in order to explore the ROl and cost-effectiveness of a
range of different scenarios in the short, medium and long term, it is necessary to develop
the current model further and include a range of economic metrics informed by thgfost-
impact project. It is anticipated that the model should be available by Septemb@
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DELIVERING
SERVICES @

This section focuses on key updates relating t@ th&delivery
of stop-smoking interventions and the provi of
stop-smoking services. Changes within vidence base,
new pharmacological products and th lation of novel
nicotine devices are summarised. es from centrally
commissioned projects such as carried out by the UK
Centre for Tobacco Control S& (UKCTCS) and NCSCT

are also provided.
A summary of the latest ev@@atings is provided in Annex A.

EVIDENCE RATIN :

Therec dation is supported by good (strong) evidence

Q The endation is supported by fair (reasonable) evidence, but there
m inimal inconsistency or uncertainty

ecommendation is supported by expert (published) only
here is insufficient evidence to make a recommendation

a Good-practice point
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A

WHAT MAKES AN EFFECTIVE STOP-SMOKING SERVICE?

A recent study!using PCT monitoring data to examine intervention characteristics and
success rates, adjusting for key smoker characteristics, reaffirmed the following:

() Single NRT provided by a healthcare professional is associated with higher success
rates than no medication, whilst varenicline and combination NRT are more successful
than single NRT

() Group support is linked to higher success rates than one-to-one support %
ovided

() Support provided within primary care settings is less successful than suppoft
by specialist services. The reasons for this could include the fact that dﬁng

stop-smoking support is commonly only one part of a primary care pfacti r'srole,
rather than a full-time focus as it is for dedicated stop-smoking advise enerally,
therefore, full-time advisers have a greater opportunity to develdp,and refine the
core competencies and skills associated with the delivery of e@ive stop-smoking
support.

INTERVENTION TYPES @

In 2010/11 most treated smokers received one- t pport (636,036), followed by
drop-in support (84,743), open (rolling) group s n 26 142), closed group support
(13,899), telephone support (11,576) and c mily support (7,822).1 Telephone
support and closed group support res greatest self-reported quit rates
(64% and 60% respectively). One-to-one support had the lowest self-reported quit

rate of 48%. The reasons for this d include the fact that one-to-one support is often
the preferred intervention type, ary care settings, where lower quit rates are

generally seen. E

Drop-in support

A study!® of routin % ring data from a sample of PCTs found drop-in support to be
less effective th & other forms of behavioural support — particularly closed groups.
However, furth@search is needed before the evidence rating for this type of

interventi e changed from I.

Tefft> telephone support
The gyvidence rating for this intervention type has changed from B to A.

13 Brosel, WestR, McDermott M, Fidler J, Croghan E and McEwen A (2011) What makes an effective stop smoking service?
Thorax doi:10.1136/thoraxjnl-2011-200251

14 www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/nhs-stop-smoking-services/statistics-on-nhs-stop-smoking-
services-england-april-2010-march-2011

15 Brosel, WestR, McDermott M, Fidler J, Croghan E and McEwen A (2011) What makes an effective stop smoking service?
Thorax doi:10.1136/thoraxjnl-2011-200251
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In 2011 a trial with six-month biochemically validated outcomes was published, providing
greater confidence about the efficacy of text-based support. The txt2stop trialt®
randomised smokers who were willing to make a quit attempt to a mobile-phone text-
messaging smoking-cessation programme that sent motivational messages and
behavioural-change support, or to a control group that received text messages unrelated
to quitting. Abstinence at six months increased significantly in the txt2stop group
compared with the control group, suggesting that text-messaging support to stop

smoking is effective in the UK. %

Smokefree Together Plus trial

As previously reported, the Proactive or Reactive Telephone Smoking % Support
(PORTSCS) trial'” began in early 2009. The trial looked to compare the éffgcgs of free
diti

nicotine replacement therapy or proactive telephone counselling in {
smoking-cessation support offered through a telephone quitline

Overall, the trial found that, at six months, 17.7% (n=229) o\ @ who were offered
nicotine replacement therapy reported smoking cessatiop{cogipared with 20.1% (n=260)
of those who were not offered such therapy. Similarly, 18.2% (n=236) of those who were
offered proactive counselling reported smoking n, compared with 19.6% (n=254)

to standard

of those who were offered standard support.

The author concluded that offering free nic@%lacement therapy or proactive
counselling on top of standard helplin ad no additional effect on smoking
cessation.

Novel nicotine delivery deviigﬁluding e-cigarettes)

Following consultation in 20 Medicines and Healthcare products Regulatory
Agency (MHRA) is currentlidering how novel nicotine delivery devices such as
e-cigarettes should be ated. A decision is due by May 2013. During the same period,
NICE is developing ealth guidance on tobacco harm reduction; further details can
be found at guida #e.org.uk/PHG/Wave23/23.

HEATH ALITY PILOTS
In , S was awarded funding to carry out six heath inequality pilot projects
in lowing areas:

16 Free C, Knight R, Robertson S, Whittaker R, Edwards P, Zhou W, Rogers A, Cairns J, Kenward M and Roberts | (2011) Smoking
cessation support delivered via mobile phone text messaging (txt2stop): a single-blind, randomised trial The Lancet, Volume 378,
Issue 9785, pages 49-55

17 FergusonJ, Docherty G, Linda Bauld L, Lewis S, Lorgelly P, Boyd KA, McEwen A and Coleman T (2012) Effect of offering different
levels of support and free nicotine replacement therapy via an English national telephone quitline: randomised controlled trial. BMJ
2012;344:e1696
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() Pregnancy cessation services
This project involved testing an opt-out referral system to local NHS stop-smoking
services from maternity services and comparing three methods (self-report,
carbon-monoxide testing and urinary cotinine testing) of identifying smoking
in pregnancy.

(J Mental health and cessation of tobacco use
This project involved the development and piloting of a comprehensive tobaccoj
dependence support service, tailored to the needs of patients with mental il ne@
treated in the community and on inpatient wards. K

CJ Smokeless tobacco use Q
This project aimed to develop and evaluate a smokeless-tobacco cessationService
for members of the Indian, Pakistani and Bangladeshi communitieg. |t ag§sessed how
effective the service was at helping people to quit and how hap &ople were with
the service. @

() Relapse prevention of return to smoking (among routin Qanual workers)
This project describes the development, implementa@ subsequent evaluation,

in terms of practicability and client response, of a ased relapse prevention
service delivered within a routine NHS stop-s ervice.

(] Children’s services workforces and smoking @ ation services

This project involved testing the feasibili yintegrated system of referrals to
local NHS stop-smoking services a ‘siokefree homes’' schemes, targeted at
parents and carers registered with Childfen’s Centres.
() Smoking-cessation services inwéns
This project examined the i tve role of a Regional Tobacco Coordinator

(Criminal Justice Syste med to develop stop-smoking support for offenders
stice and relevant public health settings based on a

by working across crij

systems approadz®
Further informa & vailable from the UKCTCS website.!® Publication of the full
reports, as Weléey-point summaries, is expected in 2012.

U e¥rewm the National Centre for Smoking Cessation

3 aining

In 2009, the NCSCT!® was funded for three years by the Department of Health to help
local stop-smoking services in England to deliver high-quality behavioural support by

providing assessment, certification, training and continuing professional development
for stop-smoking practitioners.

18 www.ukctes.org/ukctcs/research/featuredprojects/dhinequalitiespilots/index.aspx
19 www.ncsct.co.uk
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The NCSCT Training and Assessment Programme was launched in September 2010 and
to date has been accessed by over 9,000 stop-smoking practitioners, more than 4,700 of
whom have gone on to pass the NCSCT Stage 1 assessment. Evaluation has shown that
knowledge scores improved from 64% before use of the online training programme to
/8% after successful completion of the programme. The more time that practitioners
spent engaging with the online training programme, the more their scores increased.

The online NCSCT Stage 2 assessment of smoking-cessation skills is now availablgfand
can be accessed through the NCSCT website (http://www.ncsct.co.uk/). Stop-smoking
en

practitioners who pass this assessment, in addition to the NCSCT Stage 1 a
(which they must have passed first), will be eligible for full NCSCT certific

Additional developments expected from NCSCT in 2012/13 include:
() Second-hand-smoke training module K

() Speciality modules for smoking in pregnancy and mental

() Train the trainers course
() Update and supervision courses @
() Medications module. \@
NCSCT BRIEFINGS @Q

The NCSCT publishes briefings in resp% questions from the field or from identified
d

gaps in the evidence base or clinicdkno ge. The following are a selection of the
available NCSCT briefings that ha @ en published to date and can be downloaded from

the NCSCT website:?

CJ Smoking and bone healtb

() Smoking reductio

() Combination ni %replacement therapy

O Cardiovasc@isease and varenicline

() Smoki ation interventions involving significant others: the role of social support
() MaFenigline: effectiveness and safety
O ffectiveness of pharmacotherapy for smoking cessation.

NCSCT CIC DEPARTMENT OF HEALTH COMMISSIONED PROJECTS

In 2010, the NCSCT CIC was commissioned by the Department of Health to continue the
development and implementation of a number of projects during the transitional year.

20 www.ncsct.co.uk/resources/briefings
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An overview of these projects, including the latest updates, can be found on the NCSCT
website.?! Full reports on each project will be made available as each is published.

In summary, the commissioned projects included:

Testing the new ‘routes to quit’ model - aiming to broaden the support options
provided by stop-smoking services to include reduction and medication-only
approaches in addition to the more traditional abrupt-quit service. ;

Developing, piloting, implementing and evaluating a streamlined system for st
smoking interventions in secondary care - including embedding the system
identification and referral of smokers within hospital settings using an v% onic
referral system. A three-month pilot in the Queen Alexandra Hospital imiPos€mouth
was completed in February 2012.

Testing a systematic service model for the identificationandr [ of pregnant
women who smoke - based on NICE guidance and utilising an.e onic referral
system which can be used by midwives as well as by a broge of healthcare

professionals engaged in care during pregnancy and pgst-partum.

Designing and developing an online training modu otect families and children
from second-hand smoke in the home and car - @ove awareness and knowledge
of the risks and improve skills to raise the is support behaviour change for all
healthcare professionals who work with oups - launched in March 2012.

online training package — designed for
increase the frequency and quality of VBA
around short film clips providing examples and

Designing and developing a VBA on
GPs and other healthcare profesgi
given to patients who smoke, b
including key facts, figures

Developing an audit tool it quality-assurance assessment of local stop-
smoking services - a ndent audit service model focusing on procedures and
key delivery stan nsisting of provider-level self-assessment and patient-level
assessment to %e the validity of data and client satisfaction.

Th%@ ietitute for Health and Clinical Excellence (NICE) is the independent

or tion responsible for providing national guidance and quality standards related to
imprewing health and treating ill health. As part of this core remit, NICE produces public
health guidance on the promotion of good health and the prevention of ill health for those
working in the NHS, local authorities and the wider public and voluntary sector.
Information on previously published smoking- and tobacco-related NICE guidance can be
found at Annex D and is available at www.nice.org.uk/guidance/phg/index.jsp.

21 www.ncsct.co.uk/delivery/projects
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The following public health guidance is being developed by NICE:

() Smokeless tobacco cessation — South Asians, expected to be published in autumn 201 2.

This guidance aims to help people of South Asian origin to stop using smokeless
tobacco. The recommendations cover: assessing local need; working with local South
Asian communities; planning and providing services; providing brief advice and
referral: dentists, GPs, pharmacists and other health professionals; and training for

practitioners and specialist cessation services.
() Tobacco — harm reduction, expected to be published in May 2013. m
This guidance will provide recommendations for good practice based on e

available evidence of effectiveness, including cost-effectiveness. It
professionals, commissioners and managers with public health as paFt ¢
It is especially aimed at those involved in smoking-cessation serviees
local authorities and the wider public, private, voluntary and c &
also be of interest to members of the public, especially pgo @
smoking or reduce the amount they smoke.

() Smoking cessation — acute and maternity services, e@ to be published in

November 2013. @

This guidance will address smoke-free policies oking cessation in hospitals and
other acute or maternity care settings. It wi @ emergency care, planned specialist
medical care or surgery, and maternity cafejproyided in hospitals, maternity units,
outpatient clinics and the community. Wdlso cover secondary care services
provided in the community.

elr remit.
in the NHS,
ity sectors. [t will
want to stop

() Smoking cessation — mental hea
This guidance will address s
healthcare settings. It wj
severe mental illness j

ee policies and smoking cessation in mental
assessment, care and treatment for people with
(tals, outpatient clinics and the community, as well as
iatric units and secure hospitals.

intensive servicese%i
For further informatiowfabout any of the above guidance, see: www.nice.org.uk/guidance/
index.jsp?actit@/ ublichealth&PUBLICHEALTH=Smoking+and+tobacco#/

search/?r
%\}

rvices, expected to be published in November 2013.
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PART 3:
MONITORING
LOCAL STOP ©
SMOKING
SERVICES

The collection of PCT four-week gewtdata remains a
requirement within the 2012 S Operating Framework

and will continue to be coll on a quarterly basis
[ROCR/OR/0028/006M$ 212-001].

The monitoring and Ing process, including the key
definitions, remaj dominantly the same as detailed in the
2011/12 guid% his information is provided in Annex B.

"
%,
N
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4 N
Table 1: 2012/13 returns timetable
Quarter End of 6-week PCT deadline to Date of publication
follow-up period submit data to IC by IC website
and elapsed weeks
April 2012 to June 13/08/2012 10/09/2012 25/10/2012
2012(Q1)
July 2012 to 14/11/2012 10/12/2012 16/01/201 %
September 2012 (Q2)
October 2012 to 14/02/2013 14/03/2013 17/04/
December 2012 (Q3)
January 2013 to 14/05/2013 17/06/2013 15/08 3
March 2013 (Q4)
o /

The latest version of the ‘gold standard’ monitoring form i
stop smoking services: service delivery and monitoringdu
encouraged to either use this form or adapt existing
(as a minimum). A more comprehensive monitoring§ofms available on the NCSCT

expenditure on nicotine replacement

(Zyban) on prescription. e

ed in Annex | of Local
ce 2011/12.%2 Services are

website.” Q
It should be noted that the expenditur‘%@o ded on these forms should exclude

RT), buproprion (Zyban), and Varenicline

22 www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_125389
23 www.ncsct.co.uk/resources/resources-for-practitioners/clinical-tools/stop-smoking-service-client-record

@




ANNEXES

Every recommendation in the delivery section (Part 2) of the 2011/12 guidance has a
rating to show the extent to which it is based on evidence. This is based upon the Scottish
Intercollegiate Guidelines Network (SIGN) rating system,?* an internationally recognised
scale torate research evidence. The SIGN rating system was recently adapted for s

smoking-cessation guidance by the New Zealand Guidelines Group,#°and the same
evidence ratings are used here. These are as follows: K
EVIDENCE RATING KEY: (1/3
Q The recommendation is supported by good (strong) evidence
9 The recommendation is supported by fair (reasonable) eyi e, but there
may be minimal inconsistency or uncertainty ﬁ
G The recommendation is supported by expert (pu ed) only

There is insufficient evidence to make a re@ ation

@ Good-practice point

conducted by members of the guidancesdevalopment group. The process included
identifying relevant systematic reviews and primary studies of smoking-cessation
interventions. Particular attentio % paid to reviews conducted to inform NICE
guidance and primary studie cted in the UK, due to their relevance for English
stop-smoking services. Evi @ e gradings are updated annually in line with the guidance
to take into account =w‘a 6s of any new studies.

Only one change h@w made for 2012/13, altering text-based support from a B to an

A rating. @
N
%\‘r

In order to grade the evidence in this g% views of published research were

24 Scottish Intercollegiate Guidelines Network (2010) SIGN 50: A guideline developer’s handbook www.sign.ac.uk/guidelines/
fulltext/50/annexb.html
25 New Zealand Ministry of Health (2007) New Zealand Smoking Cessation Guidelines. Ministry of Health. www.moh.govt.nz

27


www.moh.govt.nz
www.sign.ac.uk/guidelines/fulltext/50/annexb.html

KEY UPDATES TO THE 2011/12 SERVICE DELIVERY AND MONITORING GUIDANCE FOR 2012/13

Section Evidence rating
Very brief advice o
Behavioural support Q

Intervention types
One-to-one support Q \: ’
Couple/family support

Closed group support

Open (rolling) group support

2

Telephone support Q

Proactive
Reactive @
Text-based \'

Online support Q

Assessing nicotine dependency and s i us

Quantitative approach to assessinaicot dependency

Carbon Monoxide testing

Increasing quit rates thro@ function/spirometry

Cotinine testing

Pharmacothera;\’
Nicotine repl t therapy

CombiQQherapy

r #g/nicotine-assisted reduction to stop (NARS)
Bupropion (Zyban)

Varenicline (Champix)

Drop-in support

Q000 0000 OO 00
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Section Evidence rating

Smoking populations

Routine and manual smokers

Pregnant smokers
use of nicotine replacement therapy in pregnancy

0P ©
%

teenage pregnancy
Smoking and mental health problems

Secondary care

®

Prisoners

S

Substance mis-users

Black and minority ethnic groups @

Children and young people
stop-smoking interventions \'
prevention and tobacco control Q
Relapse prevention CE @
Repeat service users

QOO0 V@
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Other interventions and products that are either not recommended or are currently not
evidence based are also included in the delivery section and are again summarised below.

Intervention/product

Some evidence of effectiveness but not recommended

Rapid smoking
Cytisine %
Insufficient evidence - currently not recommended \
Allen Carr Q
Nicobrevin (L

NicoBloc

St John's Wort é

Glucose

Lobeline 0
Exercise @
Evidence of no effectiveness - not recommended @
Hypnosis \'
Acupuncture Q

Acupressure @

Laser therapy %

Electro-stimulation

Anxiolytics

Incentives/competitions 6@

%
Q@@
%\‘»

30
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Staff involved in the delivery of stop-smoking interventions who have been trained to
appropriate local standards and who are paid to provide these services outside their

normal working hours. %

A treated smoker whose CO reading is assessed 28 days from their qui % or+14
days) and whose CO reading is less than 10ppm. The -3 or +14 day rule % or cases
where it is impossible to carry out a face-to-face follow-up at the nggmal féur-week point
(although in most cases it is expected that follow-up will be carri OQat four weeks

from the quit date). This means that follow-up must occur 2 ys from the quit
date (Russell standard).

Clients whose follow-up date falls outside this time spa@lot be counted for
the purposes of quarterly data submissions to the N rmation Centre (IC).

CO verification should be conducted face-to-face rried out in at least 85%
of self-reported four-week quitters. Cotinine (& @ can be assessed using postal
sample collections if necessary.

The percentage of self-reported four-@uitters who have been CO verified should be

calculated as shown below: t

Number of trea ers who self-report continuous abstinence
from smoking fr 14 to the four-week follow-up point, and who have
a CO reading of less than 10ppm

@ All self-reported quitters

A dat #fication and checking system designed to improve data quality and identify
ther ns for outlying data (i.e. data that falls outside the expected success-rate range
derived from the evidence base on smoking cessation).
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A local stop-smoking service is defined as a locally managed, co-ordinated and provided
service, funded by the Department of Health nationally and commissioned locally, to
provide accessible, evidence-based, cost-effective clinical services to support smokers
who want to quit. Service delivery should be in accordance with the quality principles for
clinical and financial management contained within this guidance.

A treated smoker who cannot be contacted either face-to-face, via telephone, 11%
letter or text following three attempts to contact at different times of daur eeks
from their quit date (or within 25 to 42 days of the quit date). The four-y@ekqutcome for
this client is unknown and should therefore be recorded as LTFU on the manigoring form.

N\

Voluntary monthly collection and reporting system for whic op-smoking services

collect and report data on the number of smokers enterin ent and setting a quit
date and the number recorded as quit. This return is now{optional (as of November 2008).

x&

A smoker who receives no support or is given tef advice and/or supplied with
leaflets, helpline cards or pharmacotherapy ,apd does not set a quit date or consent
to treatment. Examples may include sifio en at a health fair or community event,

during a GP consultation and durinE aho | stay where a quit date is not set and a quit

attempt is not made.
Stop-smoking service d@éis submitted to the IC on a quarterly basis.

The date on wf@&moker plans to stop smoking altogether with support from a

stop-smoki i8er as part of an NHS-assisted quit attempt.
by :

A @ pt that takes place immediately following the end of one treatment episode.
A newsifeatment episode should be commenced in the database/service records.

A smoker whose self-reported occupational grouping is of a routine and manual (R/M)
worker, as defined by the National Statistics Socio-Economic Classification.?

26 Office for National Statistics (2005) The National Statistics Socio-economic Classification User Manual. ONS
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A treated smoker whose quit status at four weeks from their quit date (or within 25 to
42 days of the quit date) has been assessed (either face-to-face or by telephone, text,
email or postal questionnaire). The percentage of self-reported four-week quitters
should be calculated as shown below:

Number of treated smokers who self-report continuous abstinence from smoki
from day 14 post-quit date to the four-week follow-up point '

N\
N

Any product that contains tobacco and produces smoke is a,s roduct, including
cigarettes (hand-rolled or tailor-made), cigars and pipes. Pi lude shisha, hookah,
narghile and hubble-bubble pipes.

All treated smokers

There is evidence to show the use of smokeless &o products (e.g. chewing tobacco,
paan and khat) can have negative health effeetsN@€luding oral cancers. There is some
evidence to suggest that behavioural s o@n e effective.

Note for commissioners:

Commissioners who identify com ifies within their localities with high rates of
smokeless tobacco use may al der these priority groups and look to commission
services to help them to stg is currently a limited evidence base to suggest the
most effective type of se or smokeless-tobacco users and consideration needs

=

to be given to how clien "y o self-report cessation will be clinically validated. It is also
important to note ients who attend such services are not to be included in
data-monitorin rns, as the outcomes relate specifically to smoking.

us in adolescence (i.e. for those aged 16 or under) it is defined in terms of
we

Ap @@anokes a smoked product. In adulthood this is defined in terms of daily
S
%

se.

In clinical terminology, used to denote activities relating to supporting smokers to stop.
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Smokers who have already stopped smoking when they first come to the attention of the
service may be counted as having been ‘treated’ only if they have quit within the 48 hours
prior to coming to the attention of the service and have attended the first session of a
structured multi-session treatment plan within two days of their spontaneous quit date
(which should be recorded as the quit date).

Examples of such quitters include clients who experience unplanned admission t

hospital and stop smoking before receiving support or pregnant smokers who have

already stopped smoking before approaching their local stop-smoking servyji ’mder

or one of the service’s trained agents. While it is recognised that it is desi offer as

many smokers as possible support to quit and maintain abstinence, loc% ssioners
lab

will need to balance the needs of their smoking population against a{i service

resources.
Smokers who have already stopped smoking when they firs @the attention of the
service and have been quit for more than 48 hours may be % as having been
‘treated’ for local accounting purposes only and not incl@the national quarterly
datareturn. It is recommended that such clients are % corded if they have quit within
the 14 days prior to coming to the attention of thesefwiCe and have attended the first

session of a structured multi-session treatme @ nwithin 14 days of their spontaneous
quit date (which should be recorded as the cgi‘u ate).

S

Preferred term to denote patient-@g communications relating to smoking-cessation
activity. @

An individual who is NC@ertiﬂed, has received stop-smoking service training that
meets the NCSCT $hed standards and is employed by a commissioned stop-smoking

service providez
A st;g@t% service provider is defined as a locally managed and co-ordinated service

co (&hed to provide accessible, evidence-based, cost-effective clinical services to
sup smokers who want to quit. Service delivery should be in accordance with the
quality principles for clinical and financial management contained within this guidance.
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(see also‘treatment episode’)

When a client has not managed to stop smoking, there is no definitive period of time
required between the end of a treatment episode and the start of another. The stop-
smoking adviser should use discretion and professional judgement when considering
whether a client is ready to receive support to immediately attempt to stop again. If this
is the case, the client must start a new treatment episode, i.e. attend one session
structured multi-session intervention, consent to treatment and set a quit dateyith a
stop-smoking adviser in order to be counted as a new data entry on the quaé&turn.

A smoker who has received at least one session of a structured multigses
intervention (delivered by a stop-smoking adviser) on or prior to &it date, who
consents to treatment and sets a quit date with a stop-smoki %er. Smokers who
attend a first session but do not consent to treatment or se@t date should not be
counted.

At the point of attending one session of a struc Q’ci-session intervention,
consenting to treatment and setting a quit Qv a stop-smoking adviser, a client
becomes a treated smoker and the treagemefRfepisdde begins. The treatment episode
ends when a client has either been con%y abstinent for at least the two weeks prior
to the four-week follow-up (see flowcharfbelow) or is lost to follow-up at the four-week

point, or when a four-week follow veals that a client has lapsed during the two
weeks immediately prior tth@ow-up and is therefore recorded as a non-quitter.

%
QQ@
%\‘»
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Figure 2: Treatment episode flow chart

offer service by
trained stop-
smoking adviser
offering structured
multi-session

4 N\
Lead contacted to

in first session of
a structured
multi-session

P+ intervention,
consents to

(. L. A
Client participates

(. R N\
Client participates

in weekly sessions

of structured

multi-session

P+ interventions,

and receives

(e 1:

If client stops
participating and
is lost to follow-up
(LTFU) OR client
Pr relapses after day
14 post-quit date

(Four weeks post-
quit date (day
25-42)
assessment:
face-to-face if
possible, CO

P

(Treatment by structured
multi-session intervention
of behavioural support
+/- pharmacotherapy

P+ complete as per local
protocol (minimum

interventions treatment and behavioural support recorded where 6 weeks)
sets a quit date and offer of possible (85% of
L JAQ ) \pharmacotherapy )L ) | cases minimum) JAN

Lead generated
and contacted

\ 4

Treatment
episode begins -
this client is now
a treated smoker
and should be
included in the
quarterly data
monitoring

End of treatment
episode

Four-week quit
status defined:

(

New treatment episode may be
previous treatment episo

* CO validated quit

[

The intervention type chosen at this point is the
intervention type to be cited in data monitoring

TP

If client has already stopped smoking by this point, this is a spontaneou
quitter and should not be counted
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STRATEGIC PLANNING

Assessing needs, reviewing service provision and deciding priorities.

Recommendation Completed? Actionrequired Expecte e
Yes/No (If no) of %tion

Is service take-up by routine and

manual (R/M) smokers, pregnant

smokers and smokers with mental

health diagnoses proportional to @K

your local smoking population?

Have you established the Q
composition of your local smoking
population and its service needs,

and is provider development
informed by local intelligence,

community engagement and \'
customer evaluation involving

different populations? @
Have you obtained local prevalence %
and current activity data on smoki

populations? 6

Have services been weighted i@

terms of deprivation and d i

include high-risk groups s

pregnant women, priso%

smokers with ment

diagnoses? K

>
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PROCURING SERVICES

Designing services, shaping structure of supply, planning capacity and managing demand.

Recommendation Completed? Actionrequired Expected date
Yes/No (If no) of completion

Have you sought advice and
guidance from internal and local %
networks, and is the \
commissioner(s) in regular

communication with external

sources of support? (LQ

Are stop-smoking service providers

fully aware of all commissioning K
arrangements and how they should @
be working with other local

providers of stop-smoking support?

(For example, are locally :
commissioned stop-smoking
services fully integrated?) @

Are clear communication channels \
in place to ensure all providers are

updated on local and national

developments? @

Does the provider(s) have a clear %
treatment protocol?

Does the provider(s) have a

dedicated lead?

Does the provider(s) offerﬁ
optimum balance of hi cy
treatment, reach an essibility?
Does the provid rently
deliver aran idence-based
interventionsiiap consistently

achieve 3 %w e success rates of
6 and 70% and which

betwe

w e quality principles?
%stop-smoking advisers
N

T certified and supported to
attend relevant training events?

Do they all have continuing
professional development plans?



Completed?
Yes/No

Recommendation

Are all NICE-approved stop-smoking
medicines available as first-line
treatments for smokers wanting

to quit?

Does the provider(s) achieve CO
validation rates at the
recommended minimum of 85%
of all self-reported four-week
quitters?

Does the provider(s) benefit from a
robust, integrated |T system that
provides:

systems for prompt and accurate
return of quarterly service data?

concordance with mandatory
data requirements and the
flexibility to update data fields
when necessary?

the facility to manage client

appointments efficiently and @
conduct detailed analyses of %
local performance?

the ability to analyse service b
performance and identify g

in support provision

Does the provider's(s’) b
include adequate provi
supply and mainte

required equip :
monitors,tub@ ibration kits

etc.)?

Havey Qeted sufficiently for
lo al& Wg and service
r ih? Do local promotions use
iopal Smokefree branding and
campaign messaging and are they
integrated with regional and

national marketing plans?

ANNEXES

Expected date
of completion

Action required
(If no)
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Recommendation Completed? Actionrequired Expected date
Yes/No (If no) of completion

Do you have plans for consistent
follow-up of referrals throughout
the quitting journey?

Do you have plans to re-engage
smokers who have stopped using \

the service?

Does the provider(s) have a

contingency plan to deal with (LQ

potential service disruption?

Is the delivery of very brief advice K
(VBA) and referral of smokers to

commissioned stop-smoking @
services contracted as part of all

other commissioned services? :
Is VBA training available to staff
working in potential referral \®

services?

MONITORING AND EVALUATI
Seeking public and patient views, ging performance and supporting patient choice.

Recommendation @6 Completed? Actionrequired Expected date

Yes/No (If no) of completion
Do you have acc s%\e full range
of data requi is there
effective dat ring across all

provider @ ovide quality

assu%
@ e robust and routine
-

fofmance-management and
clinfcal governance systems to
monitor service quality and
facilitate independent audits?

Do you have systems in place to
measure service user satisfaction?
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The National Institute for Health and Clinical Excellence (NICE) is the independent
organisation responsible for providing national guidance and quality standards related to
improving health and treating ill health. As part of this core remit, NICE produces public
health guidance on the promotion of good health and the prevention of ill health fopthose
working in the NHS, local authorities and the wider public and voluntary sector. M%
information is available at www.nice.org.uk/guidance/phg/index.jsp.

effectiveness and cost-effectiveness. The evidence reviews can alsogbe foifnd on the
NICE website, under the relevant piece of guidance. @

PUBLIC HEALTH GUIDANCE
Brief interventions and referral for smoking cessatio@)
Workplace interventions to promote smoking ces@ PH5)
Smoking cessation services (PH10)

Preventing the uptake of smoking by childre@ young people (PH14)
Identifying and supporting people m dying prematurely (PH15)

School-based interventions to prevem€smoking (PH23)
Quitting smoking in pregnancy aag following childbirth (PH26)

IN DEVELOPMENT @
Smokeless tobacco c Q—South Asians
Smoking cessatio é’e and maternity services
Tobacco - harw\%lon

Smoking ce mental health services

TECHI\%QPPRAISALS

cessation - varenicline (TA123)

%ng cessation - bupropion and nicotine replacement therapy (TA39, replaced
by PH10)

QUALITY STANDARD
Chronic obstructive pulmonary disease (COPD) quality standard (QS10)

27 www.nice.org.uk/guidance/index.jsp?action=bypublichealth@PUBLICHEALTH=Smoking+and+tobacco#/search/?reload, and
http://publications.nice.org.uk/school-based-interventions-to-prevent-smoking-ph23
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Department of Health
www.dh.gov.uk/health/category/policy-areas/public-health/tobacco/

The Information Centre
Statistics on NHS stop-smoking services
www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/nhs-stop ng-
services &
Statistics on smoking in England Q
www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/s%g

National Centre for Smoking Cessation and Training (NCSCT)
enquiries(@ncsct.co.uk @
www.ncsct.co.uk/

National Institute for Health and Clinical Excellence @

www.nice.org.uk/

Regional Tobacco Alliance Leads Q\'
North East %

Ailsa Rutter ailsa.rutter@fr

North West

Andrea Crossfield  andrea.cr (@tobaccofreefutures.org
South West Q

Fiona Andrews figag" ews(@smokefreesouthwest.org.uk
Smokefree Resourc e

www.smokefree.mfis.uke/resources

Other usefu ts

NHS Stop,S Helpline 08001690169
N}-%%cy Smoking Helpline 08001699169
NHS%<1an Tobacco Helplines

Urdu 08001690881
Punjabi 08001690882
Hindi 08001690883
Gujarati 08001690884
Bengali 08001690885


www.smokefree.nhs.uk/resources
www.nice.org.uk
http:www.ncsct.co.uk
mailto:enquiries@ncsct.co.uk
www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/smoking
www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/nhs-stop-smoking-services
www.dh.gov.uk/health/category/policy-areas/public-health/tobacco
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