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Summary  

HUGE opportunity for GM to lead UK tobacco control 

 

The time is right, the evidence is clear, we need to 

take bold and ambitious steps towards making 

smoking less accessible, acceptable and desirable 

 

Tobacco dependency is a long term and relapsing 

condition that usually starts in childhood; treating it 

is THE highest value intervention for today’s NHS 

and public health system, saving and increasing 

healthy lives at an affordable cost.  

 

 

 

 

 



Key messages about the 

Draft Tobacco Plan 
 

• What: Cancer Board ambition to reduce smoking 

to 13% (a third) 

• When: by 2020 

• Why: smoking is biggest single cause of health & 

wealth and productivity gaps 

• Where: across GM, especially in poorer 

communities 

• Who: reduce smoking in adults, cut younger adult 

uptake, address smoking in pregnancy 

• How: wide range of evidence-based interventions 

based on GMPOWER model for tobacco control  | 3 



Projected smoking prevalence to 2025 

at target prevalence reduction rate1 

1Percentage of those people aged 16+ who are currently smoking 

cigarettes – NW data used as proxy for GM based on Smoking 

Toolkit  
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New Tobacco Plan: Delivery Solution 

• Wide range of evidence-based interventions based 

on MPOWER model 

• Reaching 13% target by 2020/21 hugely ambitious 

and speed of progress would be unprecedented 

• Needs decline in smoking to triple from c0.5% a 

year to c1.5% per year 

• Analysis by smoking cessation world expert 

Professor Robert West says it is possible in GM 

with concerted and focussed efforts and policies 

based on strongest evidence base 
https://www.youtube.com/watch?v=ZenI1EU30Lw&feature=youtu.be 
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G-MPOWER model 

• Internationally recognised multi-strand model for 

effective tobacco control with added power 
 

– Grow a social movement for Tobacco Free GM 

– Monitor tobacco use and prevention policies 

– Protect people from tobacco smoke 

– Offer help to quit tobacco use 

– Warn about the dangers of tobacco 

– Enforce bans on tobacco advertising, promotion and 

sponsorship 

– Raise taxes on tobacco 

 
www.who.int/tobacco/mpower/en/  
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Increasing stopping smoking and 

stopping starting smoking 
Policy Potential contribution to 

prevalence reduction1 
Comment 

Increase real cost of tobacco  0.2% Amplifying tax increases through focus 
on tackling illicit supply and demand 

Run regional mass media 
campaigns 

 0.2% 
 

Amplifying national campaigns and 
running region-specific campaigns 

Implement VBA in 1° care  0.2% Offer support to 50% of smokers 

Introduce Stop-Smoking+ model 
of support, and extend 2° care 
provision 

 0.2% 
 

Ensure that all smokers have access to 
appropriate help 

Reduce access to tobacco  0.1% 
 

Restricting outlets, extending smoke-
free, age of sale 

 
 
 

1Over and above the existing 0.5%pa prevalence reduction 
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New Tobacco Plan: Benefits 
Closing the gap brings system and human benefits and savings –

Cumulative >£1bn into smokers pockets not spent on tobacco 

as reach 13% by 2021.  

  

 

 

 

 

 

 

 

 

 
 

# based on APS estimates and 2,134,347 18+ adult population 

* based on estimated £1,789 system cost per smoker 

Estimated prevalence 
Estimated number 

smokers 

System cost 

estimates * 

 

Cost difference/ 

savings 

  

Current GM prevalence (19.9%) 
# 

C423,000 £756,000,000 

  

England prevalence (16.9%) # 

C359,000 £642,000,000 £114,000,000 

GM 13% 

C276,000 £493,000,000 £149,000,000 

GM 5% 

c106,000 £190,000,000 £303,000,000 
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New Tobacco Plan: Benefits 
Median income in GM is £25,629 
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New Tobacco Plan: Benefits 
Delivering a Plan ambition (babies over 2.5kg) & realisable savings in GM 

through Smokefree Pregnancy Approach 

City Region 

Estimated 

annual 

maternities  

Estimated  

% SATOD 
No SATOD 

No=20% of 

SATOD likely to 

need NICU 

admission 

Estimated cost of 

caring for 20% of 

SATOD babies at 

£12.5k per NICU 

admission 

Greater 

Manchester 
36,264 12.9 4,678 935 £11,695,140 

CCG 

No needed to quit to 

reduce SATOD by 1% (c600 

women through scheme) 

Estimated 

cost of 

incentive 

scheme to 

reduce 

SATOD by 1% 

No of babies now 

not needing 

special care in a 

NICU 

 

Estimated cost 

saving  through 

a 1% reduction 

in SATOD 

through NICU 

costs alone 

GM 363 £248,500 73 £912,500 

Additional savings will be created through babyClear system-wide approach 

Reducing adult smoking to lift > 21,000 children out of poverty  
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New Tobacco Plan: Transformation 

Approach 
• 13% average target across GM 

• Rates now vary from 22.7% (Manchester) to 

15.1% (Stockport) but all boroughs have areas 

with high prevalence 

• Focus on poorer communities/ priority populations 

such as LGBT/ geographies where smoking rates 

are highest 

• Analytics/ mapping to target neighbourhoods/ 

wards to make best use of resources 

• Mass media/ population level approaches known 

to achieve best and fastest results/ Marmot’s 

proportionate universalism 

 
| 11 



New Tobacco Plan: Transformation 

Approach 

• System-wide transformation of smokefree 

pregnancy pathway, systems and targeted support 

• Empowering/motivating smokers to stop smoking 

successfully key >90% stop without specialist 

support but want advice on how to quit 

• Significant proportion of smokers live in social 

housing – cross sector approaches needed 

• Mobilising social movement will require 

engagement of whole population (smoking and 

non-smoking) recognising people both want to 

change multiple behaviours and challenge 

industry behaviours which impact communities 
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New Tobacco Plan: Next Steps 

• Engagement to date is creating cross sector system 

leadership and support for Plan ambitions, modelling 

and framework 

• PHE is coordinating a monitoring and intelligence 

working group   

• Healthier Futures has created sector briefing packs to 

support plan development  

• Meeting next week to bring senior sector leaders 

together to agree next steps for plan development/ 

endorsement/detailed planning for co-ordination & 

implementation 
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• The data are wrong 

• The data are right, but they don’t 
represent a problem 

• The data are right, it is a problem, but 
not my problem 

• The data are right, it is a problem, 
and I accept responsibility for 
improvement 
 
 http://www.gov.scot/resource/0041/00413572.pdf 

 
 
 

 

 

 

 

 

•  
 
 
 
Stages of reality. Escape Fire, Don Berwick, (2002 Forum Speech), page 287-288   http://www.gov.scot/resource/0041/00413572.pdf 

Where are you on this journey? 



• The data are wrong (obstetricians) 

• The data are right, but they don’t represent a 

problem (most) 

• The data are right, it is a problem, but not my 

problem (trainees, respiratory, oncology, 

surgery) 

• The data are right, it is a problem, and I 

accept responsibility for improvement 

(smoking cessation specialists, individual 

clinicians) 

London experience (with notable exceptions) 



2-group effectiveness study - Ontario, Canada.   
Impact of ‘Ottawa Model’ for Smoking Cessation cf ‘usual care’ 

Adult smokers admitted to hospital 
 
Systematic approach to tobacco dependence treatment in healthcare  
Identify and document the smoking status of all patients  
Provide brief counselling and  
Provide in-hospital pharmacotherapy  
Offer follow-up support post-hospitalisation to all ‘smokers’ 
 

Ottawa Model for Smoking Cessation 



Effectiveness of a hospital-initiated smoking cessation programme: 2-year health and healthcare outcomes 
Mullen et al Tob Control 2016;0:1–7. doi:10.1136/tobaccocontrol-2015-052728  

Mortality halved by 1 year 
11.4% vs 5.4%; p<0.001 

Re-admission halved by 30 days  
13.3% vs 7.1%; p<0.001 

Ottawa Model for Smoking Cessation 



Ottawa Model for Smoking 

Cessation 

 • Now in place across 350 health care settings across Canada 

• 35% of the patients who received the OMSC were smoke-free 

at 6-months, compared to 20% of the usual care participants; 

• Patients who received the OMSC were 50% less likely to be 

re-admitted to the hospital for any cause, and 30% less likely 

to visit an emergency department within 30 days; 

• Smokers who received the OMSC were 21% less likely to be 

re-hospitalized and 9% less likely to visit an emergency 

department over 2 years; 

• Most importantly, smokers who received the OMSC had a 40% 

reduction in risk of death over 2 years. 

 

http://ottawamodel.ottawaheart.ca/about-omsc 



A Tobacco Free NHS, a Tobacco Free 

GM Generation… 
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Questions? 

 

 

 

 

 

Contact: andrea.crossfield@healthierfutures.org  
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