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Foreword
We welcome the Camden and Islington
Tobacco Control Strategy 2016-2021 which
lays out our bold ambition to become
smokefree by 2030. The strategy sets out
how, over the next five years, we will work
together across Camden and Islington to
reduce the number of people who smoke.
Our aim is that the number of smokers in the
population will fall to 13% in Camden and 16%
in Islington.
The strategy sets out the plan for keeping
our children and young people safe from the
harms of tobacco. It lays out how we intend to
provide support for those who already smoke
and want to quit and how we intend to create a
clean and safe environment while encouraging
local businesses to support our work. We
welcome our two boroughs working together.
We want to focus on those communities in
greatest need and work with residents to raise
awareness of the issues and what can be

Councillor Janet Burgess

Deputy Leader and Executive Member Health
and Wellbeing
London Borough of Islington

done. Members of Camden and Islington’s
Smokefree Alliance have proposed a wide
array of recommendations to achieve these
strategic objectives.
In summary, this new strategy focuses on the
need for a good start in life for our children
and young people to stop them taking up
smoking, on efforts to tackle the unequal
harms related to smoking suffered by some of
our most disadvantaged and, in particular on
working with those partners who, through their
everyday activities, are often best placed to
help smokers quit.
We would encourage you to support this
strategy’s work, supporting Camden and
Islington in our journey to being smokefree by
2030.

Councillor Sally Gimson

Cabinet Member for Adult Social for Care and
Health
London Borough of Camden
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Executive Summary
Vision

By 2030 our vision is for a new generation
growing up in Camden and Islington where
virtually no-one smokes.
By 2021, our vision is that:
■■ Fewer than 16% of people in Islington and
13% of people in Camden will smoke.
■■ Fewer people will suffer early preventable
deaths or long-term illness and disability
due to smoking.
■■ Young people will understand the harms
of tobacco and shisha use and make the
choice not to start smoking or to quit.
■■ Families will choose to be smokefree and
give the best start in life for their children.
■■ Approximately 19,000 more people who
live, work, study or access health services
in Camden and Islington will have been
supported to stop smoking tobacco.
■■ Communities will be protected from the
harms of criminal activity linked to illegal
tobacco sales.
■■ The cost and impact of tobacco litter on
the environment will be minimised.
■■ Smokefree outdoor environments will
have become the norm where children
study and play and where people access
health and social care services.

Introduction

The Camden and Islington Smokefree
Alliance (CISA) was formed in Spring 2014
to address tobacco control issues jointly in
both boroughs. The Alliance is a partnership
of various organisations across Camden and
Islington.

Overarching priorities
1.

2.

3.

Close the gateways in: Educate young
people and families about the harms of
tobacco smoking and the risks of shisha
use, to help young people choose not to
smoke.
Help people out: Provide effective
support for smokers to quit that also
reaches those most at risk of poor health
or health inequality to change their
smoking behaviours. Look to the future,
which includes cautiously harnessing the
potential of electronic cigarettes.
Reduce related harm: Ensure that
families are aware of the dangers of
exposure to second-hand smoke; achieve
a cleaner environment, disrupt illegal
sales and enforce smokefree legislation.

Smoking still matters in Camden and
Islington

Smoking still matters to Camden and Islington
because it remains the single biggest
preventable risk factor for poor health and
premature death. The number of people who
smoke in Camden and particularly, in Islington,
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has remained stubbornly stable since 2010,
even though prevalence has been steadily
decreasing nationally.
In 2014 there were around 32,100 adult
smokers in Camden (17%) and 40,400 adult
smokers in Islington (22%). Rates of smoking
remain much higher in certain population
groups, disproportionally affecting those
already disadvantaged. These include people
who are less affluent, certain black and ethnic
minority communities, LGBT communities,
people living with long-term conditions,
including mental health, and people in the
criminal justice system. The challenge in the
coming years will be to tackle the inequalities
caused by smoking in our communities.
Our target is to reduce the proportion of
adult smokers to 13% in Camden and 16%
in Islington by 2021. This is around 7,600
less smokers in Camden and 11,300 less
smokers in Islington in five years. We aim to
drive reductions in prevalence by at least a
quarter specifically in communities with higher
smoking rates.
Smoking is still a killer; half of all long-term
smokers die of a smoking-related illness.
Smoking cannabis with tobacco greatly
increases the harms to health. In Camden,
there are around 217 smoking-related deaths
each year and 225 deaths in Islington.
These are ambitious goals which will require
bold action. Everyone must play their part to
achieve the vision of a smokefree Camden
and Islington and reduce the impacts
of tobacco amongst the most affected
communities.

Closing the gateways in

Smoking usually starts at an early age
and most smokers start in childhood and
develop a life-long habit. That is why it is
essential to close the gateways into smoking,
for children and young people, to create a
smokefree generation. Long-term smoking is
closely associated with inequality and social
exclusion, with children from low income
backgrounds most likely to be smokers in
adulthood.
The main influence for children starting to
smoke is their immediate family. Therefore,
helping adults in the family to stop smoking
and creating smokefree environments where
children live and play are essential parts
of this strategy and will contribute to fewer
children starting to smoke and may contribute
to a new generation of people addicted to
nicotine.
Please see the full list of Recommendations
for those related to ‘closing the gateways in’.

Helping people out

Supporting those who help smokers
quit: Stop smoking services provide
pharmacotherapy and use behaviour change
techniques to help smokers quit in the most
effective way. In the last two years the number
of people accessing NHS stop smoking
services has declined nationally for a number
of reasons, including the use of e-cigarettes.
London Clinical Senate’s project, ‘Helping
Smokers Quit’ has particularly highlighted the
role for clinicians to more routinely provide
advice and support, including appropriate
pharmacotherapy, to patients who smoke.   
There is also a need for a wider variety of
‘front-line’ staff who can help identify residents
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who smoke and signpost them to relevant
advice and support. Employers also have a
role to play and benefit from helping staff quit.
Smokers with long term conditions:
Smoking can contribute to the development
and worsening of several health conditions.
Stopping smoking greatly improves outcomes
for people with these conditions – it is almost
never too late to quit. Offering very brief
advice to smokers with long term conditions,
at the appropriate ‘teachable moments’
during their care pathway has many potential
benefits and should be an integral part of the
management of long term conditions, both in
primary and secondary care.
Smokers with mental health conditions:
Smoking prevalence is twice as common
among people with mental health problems,
and more so in those with more severe illness.
People with mental health problems use
42% of all tobacco consumed in the UK, due
to heavier nicotine dependency. However,
smokers with mental ill health are just as likely
to want to quit as smokers without mental
ill health, but are more likely to be heavily
addicted to smoking and, historically, have
been less likely to succeed when they try to
quit. Smokers with mental ill health often need
substantially more support to quit, including
Nicotine Replacement Therapy provided
over a longer time frame and more intensive
behavioural support.
Smokers in Islington’s male and female
prisons: Smoking rates among prisoners
have changed relatively little in the last few
decades: they are estimated to be three to
four times higher (up to 80%) than the general
population (18% in England). The Prison
Service is now actively working towards
6

prisons becoming completely smokefree
following their exemption from the 2007
Smokefree legislation. Adequate provision
of pharmacotherapy will need to be assured
before the smokefree agenda can be rolled
across the whole establishment.
Smoking in pregnancy and the early
years: Stopping smoking is one of the most
effective interventions to improve the health
of mother and baby and prevent avoidable
infant mortality. Camden and Islington both
have a higher rate of smoking in pregnancy
than the London average (5.1%): 5.5% in
Camden and 7.7% in Islington. Stopping
smoking in pregnancy can be challenging.
Only a small number of pregnant women take
up the offer of help to stop smoking. Many of
those who successfully stop smoking during
their pregnancy go back to smoking within six
months of giving birth.
Young people: Smoking is a childhood
addiction. About two-thirds of adult smokers
report they took up smoking before the age
of 18. The younger people are when they
start smoking the greater the harm is likely to
be. Early initiation of smoking is associated
with subsequent heavier smoking, higher
levels of dependency, lower chances of
quitting and higher mortality. Access to
stop smoking services by teenage smokers
has been historically low. It is important to
develop innovative approaches which will
ensure young smokers have the best possible
chances to quit smoking, before it becomes a
life-long habit and impacts on their health.
Please see the full list of Recommendations
for those related to ‘helping smokers out’.

Reducing related harm

Smokefree environments: One of the aims
of this strategy is to protect children from the
risks caused by exposure to second hand
smoke. It is our ambition to de-normalise
smoking for children, by creating environments
where children are not exposed to smoking:
not only in the home but also outside schools
and in playgrounds.
Smoking litter: Cleaning up cigaretterelated litter is a significant problem in the
UK, accounting for 70-90% of street litter in
urban areas. Cigarette butts are the most
common item of litter in both boroughs with
an annual street cleaning bill between £7.5
and £9 million in Camden and £3.5 million in
Islington. Those responsible for damaging our
environment should be required to pay for the
clean-up, i.e. ‘the polluter pays’.
Illicit tobacco: In 2015, it was estimated that
around 10% of all cigarettes and 39% of handrolled tobacco consumed in the UK in 2013-14
were illicit. The cost of buying illicit tobacco for
the individual can be as little as half the cost of
legitimate products. However, the profits from
illicit trade are pocketed by criminal networks,
such as gangs, which cause further harm to
society through other criminal activities such
as drug smuggling and human trafficking.
Cross-borough, and ideally, regional multiagency cooperation is needed to tackle illicit
tobacco trade.
Shisha: In Camden and Islington there is
widespread compliance with smokefree laws
since the legislation was widely welcomed by
the public and most businesses. However,
recent proliferation of shisha premises has
seen an increase in businesses allowing

smoking in enclosed spaces in contravention
of the smokefree laws. The problem is
best addressed by a combination of user
education as to the health effects, early advice
to businesses thinking about shisha as a
business model, close community liaison,
multi-agency working and, where necessary, a
robust approach to enforcement where there
is persistent non-compliance with smokefree
and other laws.
Please see the full list of Recommendations
for those related to ‘reducing related harm’.

Conclusion

The three overarching priorities closing the
gateways in; helping people out and reducing
related harm, are essential and interlocking
pieces of the overall strategy. Work in each
priority area informs and advances work in
others. Without this comprehensive approach,
sustained over the long term, we cannot
deliver further reductions in prevalence and
reduce social and health inequalities caused
by smoking.
Work on several of the recommendations
proposed has already started. However, many
recommendations are new and ambitious and
will require strong leadership from a number
of partners and making tobacco control
everyone’s business. Going forward we will
strengthen and renew partnerships with a
clearer focus on health inequalities. The CISA
will work with the wider stakeholder groups
to develop a delivery plan, to move ideas into
action and achieve results.

Smokefree Camden and Islington Strategy 2016-2021
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Summary of

recommendations
Smoking still matters in Camden and Islington
■■ Reduce

smoking in the adult population in Camden to 13% and Islington
to 16% or less by 2021, with targets agreed on an annual basis. This
is around 7,600 less smokers in Camden and 11,300 less smokers in
Islington, in five years.
■■ Reduce smoking amongst pregnant women to 3% in Camden and 5% in
Islington by 2021.
■■ Reduce regular and occasional smoking among 15 year olds to 5% in
Camden and to 7% in Islington by 2021.
■■ Reduce health inequalities by reducing smoking prevalence in all key
target groups with above-average smoking prevalence by at least 25%
from the 2015 baseline by 2021. For example, we will reduce smoking
in the routine and manual socio-economic group to 20% (from 27%) in
Camden and to 29% (from 41%) in Islington by 2021.

Closing the gateways in
■■ Implement

the health related behaviour questionnaire in Camden and
Islington schools and use data on smoking to inform a range of targeted
interventions.
■■ Continue to educate primary and secondary school children, encouraging
them to consider the social influences of smoking, highlighting the health
risks and costs of smoking, as well as the support available to stop.
Extend this work to include environmental and political impacts of tobacco
use and tobacco companies’ tactics, to resonate further with young
peoples’ concerns.
■■ Create a smokefree environment for young people, families and staff using
the Healthy Settings Awards as one of the drivers.
■■ Continue to work with teachers to identify young smokers or pupils at risk
of smoking and implement peer education programmes, such as ASSIST,
to change attitudes to smoking tobacco and cannabis.
■■ Ensure that parents and children are educated about the harms of shisha
smoking and understand the risks of electronic cigarette use.
8

■■ W
 ork with the Youth Council, the Young People’s Health Forum, Youth
Hubs and other partners to explore ways of reaching young people and
ensure the smokefree messages are prioritised.
■■ Develop a targeted approach for complex/troubled families.
■■ Work with all Commissioners of children and young people services
(including Children and Adolescent Mental Health Services (CAMHS)) to:
‘Mainstream’ stop smoking-related activity  as part of their
commissioning of clinical care in line with NICE guidance
 Ensure adequate resource allocation for age-appropriate stop smoking
advice provision
■■ Work with clinical staff and hospital service providers seeing any children
and young people to:
 Require mandatory training on at least Very Brief Advice for Smoking
Cessation (Ask, Advise, Act) for all clinical staff
 Consider the whole family for smoking cessation referral and support
 Streamline internal referral systems (in conjunction with Community
Stop Smoking Service provision)

Helping people out

Support
those
who help
smokers
quit

■■ Ensure good quality, evidence-based stop smoking service is integrated
into the wider behaviour change offer available within both boroughs
which aims to improve the health and wellbeing of people in Camden
and Islington.  These services should be accessible to all smokers and
particularly those from lower socio-economic groups and disadvantaged
populations.
■■ Develop local communications initiatives based on national campaigns like
Stoptober and No Smoking Day, to promote consistent and coordinated
messages about stop smoking support and reach high priority groups
through effective, targeted communications.
■■ Ensure that training on providing very brief advice on smoking cessation is
required of every clinician seeing Camden and Islington patients and that
there is adequate clinical leadership in every NHS organisation, both at
senior and ward/clinic levels to support this.  
■■ Ensure clinicians who prescribe are trained and competent to prescribe
smoking cessation medication.
■■ Ensure accurate and timely information about e-cigarette use to reduce
public confusion about the relative risks of nicotine products compared to
tobacco products and allow an informed choice.
■■ Increase the number of public sector staff as well as community and
voluntary sector volunteers and staff who are trained to provide very brief
advice on smoking cessation.
■■ Use Healthy Settings Awards as one of the drivers to increase stop
smoking interventions by staff working with young people.
■■ Support workplace health and wellbeing, initially focusing on both
boroughs’ largest public sector employers, to reduce smoking amongst
employees.
Smokefree Camden and Islington Strategy 2016-2021
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Smokers
with long
term
conditions

■■ Engage primary care leads such as Clinical Commissioning Group
(CCG) clinical champions, Local Medical Committee (LMC) and Local
Pharmaceutical Committee (LPC) representatives to explore opportunities
for better engagement with smoking cessation and sharing best practice in
primary care to ensure that people with long term conditions are routinely
being encouraged to quit smoking and receive the appropriate support to
do so in line with NICE tobacco guidance.
■■ Work with the clinical champion in every secondary care trust in Camden
and Islington, to lead on helping smokers quit and to consider how the
London Clinical Senate recommendations on very brief advice training and
CO testing can be implemented.
■■ Promote adherence to NICE guidance on tobacco especially aimed at
secondary care (acute, maternity and mental health services), by working
with CCG commissioners and secondary care providers.
■■ Ensure clinicians who prescribe are trained and competent to prescribe
smoking cessation medication.
■■ Encourage clinicians to routinely ask about cannabis use as part of their
smoking cessation discussion with their patient.

■■ Include stop smoking support in initiatives promoting physical health (e.g.
healthy eating, obesity support, physical activity) for mental health service
users, including young people.  
■■ Ensure specialist stop smoking services tailored to smokers with mental ill
health are available in residential care, in-patient settings and those living
Smokers
independently the community, across Camden and Islington.
with Mental
■■ Ensure a network of level 2 trained stop smoking advisors exists across all
Health
mental health secondary and community care settings.
conditions
■■ All staff in mental health services are trained in very brief advice and
second-hand smoke.
■■ Work with the fire department to ensure that residential care homes
comply with fire safety standards to minimise the risks for residents who
continue to smoke
■■ Ensure that in long term residential care homes all smoking takes place
outside.
■■ Ensure clinicians who prescribe in mental health settings are trained and
competent to prescribe smoking cessation medication.
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Smokers in
Islington’s
female
and male
prisons

Smoking in
pregnancy

■■ Develop stronger links between prison and in-patient psychiatric services
and the community-based stop smoking service to ensure continuity of
care, when prisoners return to the community.
■■ Explore commissioning an “in reach” service, so that when the person
is discharged they can continue to receive stop smoking support via the
same service.
■■ Establish links between homeless projects, psychiatric care and the prison
service to ensure continuity of care for Camden and Islington residents
who cycle through these three services.
■■ Strengthen the stop smoking provision across the whole criminal justice
pathway, so that those leaving prisons have access to support.
■■ Ensure that prisoners who are transferred to HMP Pentonville and HMP
Holloway (until June 2016) whilst they are quitting smoking continue to
receive stop smoking support and do not have to go onto a waiting list.
■■ All psychiatric care staff in all settings, all prison staff and homeless
support workers should be trained in very brief advice in smoking
cessation and apprised of the dangers of second hand smoke.  Any
CQUIN or equivalent quality improvement incentive for psychiatric care
staff could ensure that the training is mandatory.
■■ Ensure evidence-based treatments and staff training are commissioned for
HMP Pentonville.
■■ Support HMP Pentonville to become smokefree and develop an updated
smokefree strategy.
■■ Reduce smoking amongst pregnant women to 3% in Camden and 5% in
Islington by 2021.
■■ Promote adherence to NICE guidance on tobacco in all maternity services
in Camden and Islington caring for pregnant women and following
childbirth.
■■ Ensure pregnant women accessing maternity care are routinely screened
with a carbon monoxide (CO) monitor by midwifery staff who are equipped,
trained and with adequate time, and that pregnant women who smoke are
referred to stop smoking services, as part of their care pathway.
■■ Early years services commissioning should explore the role of health
visitors and other professionals in supporting pregnant women and
families with young children to stop smoking.

Smokefree Camden and Islington Strategy 2016-2021
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Young
people

■■ Understand the needs of staff working in children’s centres and schools
when talking to parents and children who smoke and provide tailor-made
training to enable those conversations.
■■ Showcase successes of staff working in challenging settings where views
on smoking are entrenched and share good practice.
■■ Target vulnerable children who smoke, by working with social services,
youth offending service, pupil referral units and looked after children
nurses and enable staff to give appropriate advice and support.
■■ Create innovative partnerships to reach young people 16 or older, such as
with student unions, leisure centres and privately owned gyms.
■■ Conduct insight research to target resources where young people are
likely to get advice and support about stopping smoking.
■■ Work with the youth offending service in Camden and Islington to promote
smoking cessation to young offenders.
■■ Encourage responsible retailer practices, such as not selling tobacco near
schools.
■■ Ensure tobacco retailers near schools are fully compliant with new
legislation on tobacco displays in shops, as a priority.
■■ Explore the provision of specialist stop smoking services for children,
young people and their families.

Reducing related harm

Smokefree
environments

12

■■ Raise awareness of the ban of smoking in cars with children, with parents,
children and staff (traffic wardens, road safety units, sustainable travel
officers).
■■ Continue to support national smokefree homes and cars awareness
campaigns.
■■ Continue to de-normalise smoking by reducing smoking around children:
smoking and cigarette litter is out of sight of school gates and playgrounds
in Council parks, housing estates and adventure playgrounds. This work,
already under way in Islington will be developed in Camden.  If successful,
in both boroughs, we will look to expand the number and nature of public
spaces e.g. public squares, to further de-normalise smoking in public for
all ages.
■■ Work with partners of Islington’s “First 21 Months” and Camden’s “A
Thousand and One Days”  programme teams, to increase the uptake of
smokefree homes.
■■ Use Healthy Settings Awards as one of the drivers to create smokefree
environments for young people and their families.
■■ Work with partners to increase smokefree outdoor environments in
Camden and Islington, as part of organisational smokefree policies; such
as implementing smokefree hospital grounds.
■■ Work with employers to support the smokefree element of the London
Healthy Workplace Charter awards.

Smoking
litter

£
Illicit
tobacco

■■ Continue working with smokers of all ages to reduce smoking-related litter
in Camden and Islington with a combination of education and enforcement
activities.
■■ Continue partnership work between Camden Environment services and
local schools to raise awareness amongst our younger residents about the
impact of litter in the borough and show them that tobacco also damages
the environment.
■■ Introduce an innovative scheme, already in operation in other London local
authorities, such as Enfield and Haringey: a smoker who is issued a fixed
penalty notice for littering smoking material can complete a course with the
local Stop Smoking Service as an alternative to a fine.
■■ Work with local businesses to ensure that staff on smoking breaks dispose
cigarette butts responsibly and customers do not litter when sitting in
outdoor areas, such as pubs and cafes.
■■ Camden and Islington Trading Standards should continue to play a lead
role in the newly established North East North Central London Illicit
Tobacco Cluster Group to develop a cross-borough approach to dealing
with the problem of illicit tobacco sales.  The group includes Trading
Standards representatives from Camden, Islington, Haringey, Enfield,
Hackney, Waltham Forest and Tower Hamlets.  
■■ Further develop links with the South East London Illicit Tobacco Group
with the long-term aim of developing a pan-London approach to dealing
with the sale of illicit tobacco, to work more closely with HMRC and Border
Control.
■■ Continue to build on successes in reducing the number of underage sales
and the amount of illicit tobacco on sale, by continuing strong enforcement
and continue to identify priority areas to target and develop a method for
local residents to provide intelligence.
■■ Work in partnership with the schools’ health and wellbeing teams to raise
awareness about illicit tobacco amongst young people (and their parents)
and to remind young people that shisha is tobacco – it is not always
labelled that way and young people in particular are unaware that they are
consuming tobacco, often illegally imported.

Smokefree Camden and Islington Strategy 2016-2021
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Shisha

Electronic
cigarettes
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■■ Camden and Islington should continue to have a proactive and preventive
multi-team approach to monitor shisha premises with routine visits, until
they comply with legislation or else stop selling shisha. They should
continue to take action when shisha premises are breaking the law, such
as allowing smoking shisha and/or cigarettes indoors, or not providing the
required warning labels associated with the sale of tobacco. They should
continue to identify shisha cafes which routinely allow underage customers
and take enforcement action.
■■ In Camden, map the location of shisha cafes to identify their proximity to
local schools. Trading Standards and the healthy schools team should
raise awareness with children and their parents that shisha tobacco is not
always labelled that way, so young people in particular may be unaware
they are consuming tobacco.
■■ In line with PHE guidance, welcome the use of ECs by existing smokers
who make a quit attempt and support smokers further to quit tobacco
products using our evidence-based stop smoking services.
■■ Respond pro-actively to emerging new evidence on ECs and to future
availability of licensed products to be used as stop smoking aids.
■■ Ensure our stop smoking services and all professionals in Camden and
Islington providing Level 2 stop smoking advice are equipped to give
up-to-date information about the relative risks of nicotine and all nicotinecontaining products (including ECs), based on national guidance and
regulation.
■■ Continue to monitor the sale of ECs and ensure that sellers comply with
new and existing legislation (for example under-age sales) and with safety
regulations, in particular regarding unsafe chargers.  Explore potential for
partnership work with the Fire Service.
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Introduction
The first ever joint Camden and Islington
Tobacco Control Summit took place on 13
February 2014. The event was hosted by the
Lead Members for Health and Adult Social
Care in both boroughs and brought together
staff from Public Health, Environment, Public
Protection, School Improvement Service
in both Camden and Islington Councils, as
well as the Stop Smoking Service providers,
Clinical Commissioning Group, Fire Service
and Public Health England. The key priority
areas to address the damage caused to the
local community by tobacco were agreed in
the Tobacco Control Summit: reducing the
number of young people taking up smoking;
supporting tobacco users to quit using the
most effective means possible; and reducing
the wider harms caused to the community
at large, such as second-hand smoke in the
home, cigarette litter and fires.
There was strong support for Camden and
Islington to work in partnership to address
tobacco control issues in the future, including
developing a joint strategy, governance
arrangements for tobacco control and an
Alliance of local stakeholders who will deliver
the goals of this strategy, called the Camden
and Islington Smokefree Alliance (CISA).
The CISA was formed in Spring 2014 and
a two-year tobacco control action plan was
developed.

Both Camden and Islington Councils signed
the Local Government Declaration on Tobacco
Control in March 2014, confirming their
commitment to act in order to reduce smoking
in our communities, as well as protect tobacco
control work from the vested interests of the
tobacco industry.A
The CISA is working towards realising a
smokefreeB Camden and Islington by 2030;
that is, towards a generation of people
growing up where virtually no-one smokes.
This Camden and Islington Tobacco Control
strategy outlines the ambitions for tobacco
control in Camden and Islington in 201621. It will be updated in line with national
policy, as necessary. Our aim is that smoking
prevalence in the adult population is reduced
to 13% in Camden and 16% in Islington by
2021, contributing to the ambition for London
to have the lowest smoking rate globally
(among all cities over 5 million inhabitants).1
The Camden and Islington Tobacco Control
strategy sets out a range of recommendations
for the next five years, across the following
three themes:

A. This is in accordance with article 5.3 of the WHO framework convention on tobacco control.
B. For the purposes of this strategy, a smokefree society is defined as 5% or less of the population being current
smokers.

Smokefree Camden and Islington Strategy 2016-2021
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Closing the gateways in
Educating young
people

Helping people out
Supporting smokers
to quit

1.

 losing the gateways in
C
Educating children, young people and
families about the harms of tobacco
smoking and the risks of shisha use and
supporting them to consider the social
influences of smoking, in order to help
children and young people to choose not
to smoke.

2.	
Helping people out
Providing effective support for smokers
to quit that also reaches those most at
risk of poor health or health inequality
to change their smoking behaviours.
Looking to the future, this includes
cautiously harnessing the potential of
electronic cigarettes (e-cigarettes).

3.	
Reducing related harm
Ensuring that families are aware of the
dangers of exposure to second-hand
smoke; achieving a cleaner environment,
disrupting illegal sales and enforcing
smokefree legislation.

16

Reducing
related harm

Achieving cleaner smokefree
environments and
disrupting illegal sales

However, within these themes, we have
particular priorities. We recognise that
most people become addicted to smoking
tobacco whilst they are young. Therefore,
we need to focus much of our energy on
promoting a smoke-free start in life and
childhood. In addition, smoking does not affect
communities fairly – those who are poorer or
come from certain minority groups are more
likely to smoke and therefore be affected
disproportionately by the negative effects of
smoking. And finally, our healthcare partners
are often uniquely positioned to influence
and encourage smokers to quit; we must
support and invigorate these clinicians for this
challenge. But we are clear – while we aspire
to be smokefree and anti-smoking, we are
not anti-smoker and in fact want to support
smokers to tackle their nicotine addiction.
The CISA will realise a smokefree Camden
and Islington through the following:

1.

Evidence-based interventions

and recommendations

In tackling a complex, multifaceted
issue such as smoking where multiple
interventions are needed, it can be very
difficult to tease out clear evidence of
impact. We recognise this is a limitation
when dealing with such a complex
issue. We will look at the available
evidence and recommendations
drawn from both local and national
publications.2 3 4 5 6 When possible,
we will work with partners to use
evaluation tools to assess what works.
We will draw on tools such as the
Public Health England joint strategic
needs assessment (JSNA) pack on
tobacco control to support effective
implementation of our plans.   

2.	
Partnership working
Camden and Islington Smokefree
Alliance partners will work together to
achieve the ambitions outlined in this
strategy and will engage new partners
from relevant Council departments,
statutory bodies and the community to
further support this work.  

5.	
A communications strategy
Council communications departments
in both boroughs will coordinate and
enhance smokefree messages and
support borough-wide communication
campaigns.
To achieve this, CISA partners will develop a
detailed delivery plan each year to ensure we
are on track to achieve the recommendations
set out in this strategy across the three key
strategic areas.
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5
Smoking still matters

in Camden and Islington
More detailed evidence is available in
Chapters 6-8.

To individuals
Still the biggest single preventable
risk factor

Despite a significant drop in smoking
prevalence in England in the last ten
years, smoking remains the biggest single
preventable risk factor for poor health
and premature death. The London Health
Commission report outlined the ambitions for a
smokefree London to reduce tobacco-related
avoidable deaths, currently estimated at more
than 8,000 a year in London.1

Smoking prevalence

Even though the proportion of people who
smoke has declined in Camden and Islington
compared to ten years ago (23.5% in Camden
and 27.5% in Islington estimated in 2003-5),A
data from 2010 to 2014 show that prevalence
has stopped decreasing and may still be
above the London and England averages.

Since 2010 the estimated smoking
prevalenceB has gradually decreased in
London and England on average.
In Islington smoking prevalence has remained
stable since 2010, widening the gap with the
regional and national averages. In 2014 the
estimated prevalence was significantly higher
in Islington (22%) compared to London (17%)
and England (18%) (Figure 1.1). There are
around 40,400 adult smokers in Islington.
In Camden smoking prevalence has also
remained stableC since 2010. In 2014 the
estimated prevalence for Camden (17%)
was not significantly different to London (also
17%) or England (18%) (Figure 1.2). There
are approximately 32,100 adult smokers in
Camden.2

A. Although data available for 2003-5 are from different sources than data post 2010 and cannot be compared
directly, it is logical to assume that prevalence has fallen significantly in Camden and Islington in line with
national trends.
B. The smoking prevalence for 2010 to 2014 is estimated figures drawn from the Integrated Household Survey.
C. The estimates for Camden have fluctuated, but there is no statistically significant difference in smoking
prevalence comparing from year to year, or comparing the change from 2010 (20%) to 2014 (17%).
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Figure 1.1 Prevalance of smoking in adults aged 18 and over
Islington, London and England: 2010-2014
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Figure 1.2 Prevalance of smoking in adults aged 18 and over
Camden, London and England: 2010-2014
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Addiction starts young

Most smokers’ addiction to tobacco sets in
before the age of 18, as children start smoking
due to peer pressure, role modelling of adult
smokers in their family environment and other
influences. In Camden 3.9% of 15 year olds
and 4.5% in Islington are regular smokersA
and as many are occasional smokers (3.2% in
Camden and 4.9% in Islington).3  An effective
way to prevent young people from starting to
smoke is to support adult smokers to stop.4

Smoking in pregnancy

Camden and Islington both have a higher
rate of smoking in pregnancy than the
London average (5.1%). In Camden, 5.5% of
women smoke at the time of delivery.5 After
an increase in 2011-12, in Islington the rate
of smoking in pregnancy has fallen in the
following year to 7.7%.6 Smoking increases
the risk of harm to both mother and unborn
child particularly of premature delivery and
still birth. We also know that a child whose
mother smokes is twice as likely to smoke
themselves.7

Still a killer

Half of all long term smokers will die of a
smoking-related illness. In Camden, there
are around 217 smoking-related deaths
every year8 and 225 deaths in Islington9.
For every death caused by smoking, there
are approximately 20 smokers suffering
from a smoking-related disease, many of
which cause substantial disability. Smoking
cannabis with tobacco is much worse for
health, particularly increasing the risk and
accelerating the development of lung disease.

To our communities
Unequal effects

Tackling smoking is also an issue of social
justice. The impact of tobacco use affects
different communities disproportionally.
Smoking is still the leading cause of avoidable
deaths and disability, but also the biggest
cause of health inequalities – the gap in health
and wellbeing experienced by different groups.
Smoking contributes to increased poverty for
the less affluent smokers in our communities,
who pay the highest price for their tobacco
use: poorer physical health, disability and
poorer quality of life for them and their families
and an earlier death. Smoking accounts for
approximately half of the difference in life
expectancy between the lowest and highest
income groups. Smoking-related death rates
are two to three times higher in low-income
groups than in wealthier social groups.10

Smoking prevalence is highest
amongst the most deprived
communities

It is 26% in Camden and 28% in Islington
in contrast to 14% and 21% respectively
amongst the most affluent.11,12 It is strongly
associated with unemployment13 and lower
education.14,15 In routine and manual groups
smoking prevalence is 27% in Camden and
41% in Islington.16 Some ethnic groups also
have much higher rates of smoking, such
as the mixed White and Black Caribbean
population (32%) in Camden17 and Turkishspeaking (33%) and Irish (29%) communities
in Islington18. Smoking is also more prevalent
among lesbian, gay, bisexual and transgender
communities (LGBT). For people with mental

A. In the Health and Wellbeing Survey questionnaire for 15 year olds, a ‘regular’ smoker is someone who smokes
one or more cigarettes a week, while an ‘occasional’ smoker is someone who doesn’t smoke as many as one
cigarette a week.
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health conditions, smoking significantly
contributes to the burden of ill health. A
third of adults with a mental health condition
smoke, which is 50% higher than the general
population.19 Rates of smoking amongst
people with a psychotic disorder may be as
high as 80%. The high prevalence of smoking
among prisoners can also be partly attributed
to high rates of mental health problems in this
group.20 71% of sentenced prisoners have
two or more mental disorders, whilst 90% of
young prisoners aged 15-21 have one mental
disorder.21
If we are to reduce health inequalities in the
two boroughs, we must develop new ways to
drive down smoking prevalence amongst the
most disadvantaged groups.22, 23

To our wider society
The total annual cost of smoking to society
in Camden is £60 million (Figure 1.3), in
Islington it’s £66.22 million (Figure 1.4). This
covers not only the costs to the NHS, but
also costs to public services for social care,
tackling fires caused by smoking, and costs to
business from lost productivity.24 In contrast
tax revenue from tobacco sales by smokers
in Camden was £35.4 million and in Islington
£37.2 million, creating a shortfall of £24.6
million and £29 million respectively.  
We welcome the NHS Five Year Forward View
and its emphasis on prevention.25 Helping
people quit smoking (and preventing them
from even starting) has well-documented
health, social and financial benefits for
individuals and our wider society.
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Figure 1.3 Smoking costs vs taxation (£millions)
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Figure 1.4 Smoking costs vs taxation (£millions)
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Unexpected harms

Tobacco use doesn’t just damage people’s
health. It damages business through the
loss of productivity related to both ‘smoke
breaks’ but also employee sickness absence.
The trade in illicit cigarettes fuels crime in
our communities, while carelessly discarded
cigarettes are a leading cause of house fires.  
Cigarette butts are the most commonly littered
item in London and are estimated to cost local
authorities between £7.5 and £9 million in
Camden and £3.5 in Islington to clear up.  
At a national level, there are calls for a
Tobacco Companies Obligation, similar to the
Energy Companies Obligation which requires
them to reduce and pay for environmental
pollution. While Camden and Islington may not
have this financial lever at our disposal, we
can still save money ‘across the system’ if we
reduce the number of people who smoke.

Bold in our ambition

Public Health England’s recommendation is
for a smokefree generation by 2025, where
less than 5% of the population are smokers.
For Camden and Islington, balancing
pragmatism with aspiration, we are aiming
to be smokefree by 2030. This is still an
ambitious target, which will require bold action.
It will mean reducing the number of smokers
by approximately 23,000 in Camden and
31,300 in Islington in the next fourteen years.
This will require a huge amount of work. This
strategy is an important step along the way to
achieve our goal of a smokefree generation.
It will outline what we will do locally to achieve
our ambitions.

Recommendations
■■ Reduce

smoking in the adult population in Camden to 13%
and Islington to 16% or less by 2021, with targets agreed on an
annual basis. This is around 7,600 less smokers in Camden and
11,300 less smokers in Islington, in five years.
■■ Reduce smoking amongst pregnant women to 3% in Camden and
5% in Islington by 2021.
■■ Reduce regular and occasional smoking among 15 year olds to 5% in Camden and to
7% in Islington by 2021.
■■ Reduce health inequalities by reducing smoking prevalence in all key target groups
with above-average smoking prevalence by at least 25% from the 2015 baseline by
2021. For example, we will reduce smoking in the routine and manual socio-economic
group to 20% (from 27%) in Camden and to 29% (from 41%) in Islington by 2021.
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6
Closing the gateways in
Smoking usually starts at an early age and
most smokers start in childhood and develop
a life-long habit. That is why it is essential to
close the gateways into smoking, for children
and young people, to create a smokefree
generation.
There is no single reason why children start to
smoke. Prevention needs to address multiple
factors that contribute to a young person
choosing to smoke. Factors include having
parents or siblings who smoke; availability of
cigarettes, for example cheap illicit cigarettes;
peer pressure; socioeconomic status; tobacco
marketing and smoking in popular culture such
as in films and television.1
Smoking is linked to social deprivation.
Long-term smoking is closely correlated with
inequality and social exclusion, with children
from low income backgrounds most likely to
be smokers in adulthood. Vulnerable children,
such as children who are looked after by the
state, in foster care or in institutional settings,
have disproportionately high smoking rates
and begin to smoke at a very young age
(under 10 years old).2  Indeed, many of these
children and young people are at risk with
various problems (e.g. unsafe sex, alcohol
and substance misuse, school truancy), so a
‘common risk approach’ is required to address
the needs of the young person holistically. For
example, concurrent cannabis and tobacco
smoking considerably increases health risks.

Evidence shows that national policies, like the
standardised packaging legislation for tobacco
products, coming into effect in May 2016,
can have a significant effect in discouraging
children and young people from starting to
smoke. Unappealing, dull-coloured packs with
strong and prominent health warnings, will
replace the branded, bright-coloured packs
which appeal to children and falsely lead them
to believe that some brands are ‘safer’ than
others.3
The main influence for children starting to
smoke is their immediate family. Children
with family members who smoke are up to
three times more likely to become smokers
themselves than children whose parents are
non-smokers.4 Helping adults to stop smoking
and creating smokefree environments where
children live and play are essential parts
of this strategy and will contribute to fewer
children starting to smoke. These will be
addressed in sections 7 and 8 of the strategy.
Shisha smoking and electronic cigarettes are
relatively new ways of smoking tobacco or
using nicotine.5 We know that young people
experiment with both shisha and e-cigarettes.
One in thirty Year 6 primary school pupils
surveyed in 2015 in Islington and one in fifty
in Camden have tried an e-cigarette and this
goes up to one in eight in secondary school
(12% in Islington and 13% in Camden). Many
more pupils try shisha smoking: one in five
have tried it in secondary school and in Year
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10 almost half have tried it (46.5% in Islington
and 48% in Camden).6 Young people are
easily influenced by fashions and trends, as
well as peer pressure. On the other hand,

access to accurate information about these
new products may not be easily available. Our
recommendations to reduce tobacco related
harm are outlined in section 8.

Recommendations
■■ Implement

the health related behaviour questionnaire in Camden
and Islington schools and use data on smoking to inform a range of
targeted interventions.
■■ Continue to educate primary and secondary school children,
encouraging them to consider the social influences of smoking,
highlighting the health risks and costs of smoking, as well as the support available to
stop. Extend this work to include environmental and political impacts of tobacco use
and tobacco companies’ tactics, to resonate further with young peoples’ concerns.
■■ Create a smokefree environment for young people, families and staff using the
Healthy Settings Awards as one of the drivers.
■■ Continue to work with teachers to identify young smokers or pupils at risk of smoking
and implement peer education programmes, such as ASSIST, to change attitudes to
smoking tobacco and cannabis.
■■ Ensure that parents and children are educated about the harms of shisha smoking
and understand the risks of electronic cigarette use.
■■ Work with the Youth Council, the Young People’s Health Forum, Youth Hubs and
other partners to explore ways of reaching young people and ensure the smokefree
messages are prioritised.
■■ Develop a targeted approach for complex/troubled families.
■■ Work with all Commissioners of children and young people services (including
Children and Adolescent Mental Health Services (CAMHS)) to:
‘Mainstream’ stop smoking-related activity  as part of their commissioning of clinical
care in line with NICE guidance
 Ensure adequate resource allocation for age-appropriate stop smoking advice
provision
■■ Work with clinical staff and hospital service providers seeing any children and young
people to:
 Require mandatory training on at least Very Brief Advice for Smoking Cessation
(Ask, Advise, Act) for all clinical staff
 Consider the whole family for smoking cessation referral and support
 Streamline internal referral systems (in conjunction with Community Stop Smoking
Service provision)
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7
Helping people out
7.1	Supporting those who help
smokers quit
7.2	Smokers with long term
conditions
7.3	Smokers with mental health
conditions
7.4	Smokers in Islington’s male and
female prisons
7.5	Smoking in pregnancy and the
early years
7.6 Young people

7.1 Supporting those
who help smokers
quit
Role of stop smoking services

Compared to ten years ago, smoking
prevalence has fallen significantly in Camden
and Islington in line with the national trend.
Stop smoking services in both boroughs were
established and have played a key role in
helping smokers to quit, with evidence-based
behavioural support and treatments.
Stop smoking services provide
pharmacotherapy and use behaviour change
techniques and activities to maximise
motivation to quit, minimise the desire to
smoke and develop coping strategies to
deal with high-risk situations, stress and
28

other factors which may cause a relapse into
smoking. Pharmacotherapy includes Nicotine
Replacement Therapy (NRT), Varenicline
and Bupropion. Abstinence is measured by
expired-air carbon monoxide (CO) testing.
The evidence shows that the combination of
pharmacotherapy and structured behavioural
support provided by trained stop smoking
advisors increases the chance of quitting
by up to four times, compared to trying to
give up smoking without help1 and is highly
effective in improving long term quit rates.
Long term abstinence rates more than triple
when quitting with the stop smoking service,
compared to quitting without support.2
In the last two years the number of people
accessing NHS stop smoking services has
declined nationally. A number of factors could
have had an impact on this: the increasing use
of e-cigarettes, NHS re-organisation in 2013
and reduced revenue for advertising local
stop smoking services.3  Anecdotal evidence
from local community stop smoking services
highlights that there are now fewer smokers
in the population as many ‘quick wins’, i.e.
smokers who are ready and able to quit,
were targeted and quit in previous years. The
smoking population is, therefore, now mainly
made up of ‘hard-core’ smokers, many of
whom have long term health conditions and
a reluctance to quit smoking. These smokers
are harder to engage, and those that do
engage with the programme are less likely

to quit within the nationally defined success
criteria of a 4-week quit period. Services report
that many people are also choosing to quit on
their own by using e-cigarettes over accessing
professional support, although NHS stop
smoking services are still the most effective
way for smokers to quit.
Sections 7.2 to 7.6 outline our strategic
recommendations to increase the number of
smokers accessing the local stop smoking
service from different groups and in particular
circumstances, who have distinct support
needs to quit successfully.

Encouraging healthcare clinicians to
help smokers quit
Smoking related hospital admissions and
premature preventable deaths remain very
high in Camden and Islington. In Islington
there are approximately 225 smoking-related
deaths each year, making Islington the third
highest borough for smoking-related mortality
in London. In Camden there are around 217
smoking-related deaths each year.

This comes at great cost to both the individual
and to services. Islington has the highest rate
of smoking-attributable hospital admissions
in London (2,534 per 100,000 population in
Islington versus 1,606 in London). In Camden
there are 1,774 smoking-related hospital
admissions.4
These hospital admissions are essentially
all preventable. It is estimated that annually,
smoking costs the NHS in Islington £7 million
and in Camden £6 million (and Adult Social
Care a further £3 million in each borough).5
The NHS Five Year Forward View emphasised
the importance of prevention to ensure a more
sustainable health system. Recent work of the
London Clinical Senate’s programme, ‘Helping

Smokers Quit’ has particularly highlighted the
role for clinicians to support smokers to quit
by: routinely providing advice and support,
including appropriate pharmacotherapy,
and using carbon monoxide testing as a
motivational tool.
However, to provide good support for
patients who want to quit, staff need clinical
leadership, recognising smoking cessation as
a standard part of clinical care for smokers
and adequate training (at least very brief
advice training on smoking cessation). This
needs to occur across all specialties and
include mental health and maternity settings
in particular. Where this has worked best,
it has been a collaboration between senior
clinical champions and local ward / clinic-level
champions.

Other front line staff and volunteers

The drive for both integrated health and social
care and an increased focus on prevention
within the public sector provides new
opportunities to increase the number of staff
across both the public sector and voluntary
and community sector trained in very brief
advice on smoking cessation.
Staff come from a wider array of professional
backgrounds including housing, social care
and the voluntary sector. Programmes in
Camden and Islington such as ‘Making Every
Contact Count’ offer a means of providing
good quality online and face-to-face training in
smoking cessation (and other health improving
behaviour change) to reach a wider variety of
‘front-line’ staff, who can help identify residents
who smoke and signpost them to relevant
advice and support.
Ultimately, anyone who has the opportunity
and ability to influence the health and
wellbeing of people in Camden and Islington,
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can be offered stop smoking training in very
brief advice. This includes employees in
the private sector who can champion stop
smoking messages with their customers or
clients.6

important causes of sickness absence. This
will result in improved productivity and less
costs for employers.7 The workplace has
several advantages as a setting for smoking
cessation interventions:

Employers and ‘Wellness at Work’

■■ Large numbers of people can be reached
(including groups who may not normally
consult health professionals, such as
working age men)
■■ There is the potential to provide peer
group support
■■ Seeing colleagues who are quitting
encourages people who smoke to quit

Promoting wellness at work which includes
offering opportunities for staff to reduce
smoking, have also been seen to be costeffective. Reducing levels of smoking among
employees will help reduce some illnesses
and conditions (such as cardiovascular
disease and respiratory diseases) that are

Recommendations
■■ Ensure good quality, evidence-based stop smoking service
is integrated into the wider behaviour change offer available
within both boroughs which aims to improve the health
and wellbeing of people in Camden and Islington.  These
services should be accessible to all smokers and particularly those from
lower socio-economic groups and disadvantaged populations.
■■ Develop local communications initiatives based on national campaigns like Stoptober
and No Smoking Day, to promote consistent and coordinated messages about
stop smoking support and reach high priority groups through effective, targeted
communications.
■■ Ensure that training on providing very brief advice on smoking cessation is required
of every clinician seeing Camden and Islington patients and that there is adequate
clinical leadership in every NHS organisation, both at senior and ward/clinic levels to
support this.
■■ Ensure clinicians who prescribe are trained and competent to prescribe smoking
cessation medication.
■■ Ensure accurate and timely information about e-cigarette use to reduce public
confusion about the relative risks of nicotine products compared to tobacco products
and allow an informed choice.
■■ Increase the number of public sector staff as well as community and voluntary
sector volunteers and staff who are trained to provide very brief advice on smoking
cessation.
■■ Use Healthy Settings Awards as one of the drivers to increase stop smoking
interventions by staff working with young people.
■■ Support workplace health and wellbeing, initially focusing on both boroughs’ largest
public sector employers, to reduce smoking amongst employees.
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7.2 Smokers
with Long Term
Conditions

continue to smoke – 34% of people with lung
cancer and 44% of people with COPD. (See
Table 7.2.1).  

Smoking can contribute to the development of
several long term conditions, and other health
problems such as coronary heart disease
(CHD) and chronic obstructive pulmonary
disease (COPD)A, as well as cause life
threatening conditions such as lung cancer.
Concurrent cannabis smoking increases the
health risks of smoking tobacco, particularly
for lung disease. Continued smoking after a
person is diagnosed worsens their outcomes,
accelerates disease progression, increases
mortality and worsens complications. Stopping
smoking greatly improves outcomes for
people with long term conditions, including
CHD, COPD, type 2 diabetes and HIV8. For
COPD, stopping smoking is a vital part of
treatment, which greatly reduces the risks of
exacerbation of the condition.9
Despite the clear evidence about the
significant negative effects of smoking on
long term conditions, significant proportions of
people with one or more long term conditions

Table 7.2.1

Condition

People with long-term conditions, such as
diabetes, asthma, CHD, are generally more
receptive to smoking cessation messages
and have higher levels of motivation to
quit10. Therefore, offering very brief advice
to smokers with long-term conditions, at the
appropriate ‘teachable moments’ during their
care pathway has many potential benefits.
The National Institute for Health and Clinical
Excellence (NICE) offers guidance on tobacco
and recommends that stopping smoking
should be an integral part of the management
of long term conditions, both in primary and
secondary care.11
The London Clinical Senate ‘Helping Smokers
Quit’ programme encourages clinicians to use
an exhaled carbon monoxide (CO) breath test
as a motivational tool, in addition to very brief
advice. CO testing is a proven tool in specialist
stop smoking settings. When used routinely in
the context of a supportive conversation about
smoking, it is also a useful motivational tool in
every day clinical settings.12

Smoker Smoker
Ex
ExNon
Non
Camden Islington smoker smoker smoker smoker
Camden Islington Camden Islington

Lung Cancer
(diagnosis within
last 5 years)

34%

34%

48%

51%

18%

15%

COPD

44%

44%

45%

48%

11%

7%

Diabetes

18%

19%

25%

28%

57%

52%

Hypertension

15%

17%

28%

29%

56%

53%

A. A wide range of diseases and conditions are caused by smoking, including cancers, respiratory diseases,
coronary heart and other circulatory diseases, stomach and duodenal ulcers, erectile dysfunction, infertility,
osteoporosis, cataracts, agerelated macular degeneration and periodontitis. (NICE Quality Standard QS43)
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There are examples of good practice across
local hospital (secondary care) services which
include:
■■ Whittington Health in Islington offers
specialist stop smoking advice
and treatment, to all inpatients and
outpatients, including a house visiting
service to patients with COPD, as part
of a comprehensive set of interventions
integrating the hospital and community
teams. Stop smoking specialists offer
advice and CO testing to all smokers on
the wards, as well as to outpatients and
staff. Training for health professionals
enables them to offer very brief advice to
smokers. Provision is made for nicotine
replacement therapy to be offered to
inpatients, for temporary abstinence
during their hospital stay.

■■ In Camden, the Royal Free Hospital
(RFH) and University College London
Hospitals (UCLH) are developing local
best practice, such as RFH’s in-house
stop smoking service and UCLH’s preoperative assessment pathway, which
screens and refers smokers.
It is necessary to share best practice in
embedding stop smoking interventions in
every clinical contact in secondary care, to
enhance clinical outcomes for people with
long term conditions.

Recommendations
■■ Engage primary care leads such as Clinical Commissioning Group
(CCG) clinical champions, Local Medical Committee (LMC) and
Local Pharmaceutical Committee (LPC) representatives to explore
opportunities for better engagement with smoking cessation and
sharing best practice in primary care to ensure that people with long term conditions
are routinely being encouraged to quit smoking and receive the appropriate support to
do so in line with NICE tobacco guidance.
■■ Work with the clinical champion in every secondary care trust in Camden and
Islington, to lead on helping smokers quit and to consider how the London Clinical
Senate recommendations on very brief advice training and CO testing can be
implemented.
■■ Promote adherence to NICE guidance on tobacco especially aimed at secondary care
(acute, maternity and mental health services), by working with CCG commissioners
and secondary care providers.
■■ Ensure clinicians who prescribe are trained and competent to prescribe smoking
cessation medication.
■■ Encourage clinicians to routinely ask about cannabis use as part of their smoking
cessation discussion with their patient.
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7.3 Smokers with
Mental Health
conditions
While smoking rates have been steadily
falling in the general community, they remain
unacceptably high amongst people with
mental health problems. Smoking prevalence
is twice as common among people with mental
health problems, and more so in those with
more severe illness.13 People with mental
health problems use 42% of all tobacco
consumed in the UK14, due to heavier nicotine
dependency.
Contrary to the assumption that suicide is the
leading cause of death in people with mental
ill health, smoking is the biggest cause of
reduced life expectancy for people with mental
health problems, compared to the rest of the
population.15 People with mental ill health
experience substantial physical ill health
as a result of their tobacco use – related
particularly to cardiovascular and respiratory
consequences. The life expectancy of people
with serious mental illness (SMI) is estimated
to be up to 20 years less than the general
population.16 In fact, it is estimated that people
with SMI have the same life expectancy as the
general population in the 1950s.17
Not only does smoking affect the physical
health of people with mental health conditions
but it also impacts people’s mental health by
interacting with some psychiatric medication
making it less effective, resulting in increased
dosages and more side effects associated
with these drugs.

Smoking has been widely accepted and even
facilitated in many psychiatric care settings, for
many years. Staff attitudes need to change.
Smoking should not be seen as ‘normal’
behaviour, nor as an effective way for a person
to manage their mental health. A change
in psychiatric care to place more emphasis
on physical wellbeing is also necessary.
These conversations are happening at both
a national and borough level. Significantly, in
April 2015, our local mental health provider,
the Camden and Islington Foundation Trust
went smoke-free – one of the first to do this in
London.  
Smokers with mental ill health are just as likely
to want to quit as smokers without mental
ill health, but are more likely to be heavily
addicted to smoking and, historically, are
less likely to succeed when they try to quit.18
The current model of stop smoking specialist
services offers 6-8 weeks of support, provided
during weekly sessions with a trained advisor.
Smokers with mental ill health often need
substantially more support than this, including
Nicotine Replacement Therapy provided
over a longer time frame and more intensive
behavioural support.19
Younger smokers are under-represented in
the stop smoking services generally and this is
true of services for those with mental ill health:
the majority of those currently accessing
specialist services are over the age of 65 and
already experience smoking-related physical
ill health. More needs to be done to support
mentally ill smokers to quit smoking before
tobacco use impacts on their physical health.  
Early intervention is particularly important for
those with psychosis or with a serious mental
illness, as this group has particularly high
smoking rates.
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Recommendations
■■ Include stop smoking support in initiatives promoting physical
health (e.g. healthy eating, obesity support, physical activity) for
mental health service users, including young people.  
■■ Ensure specialist stop smoking services tailored to smokers with
mental ill health are available in residential care, in-patient settings
and those living independently the community, across Camden and Islington.
■■ Ensure a network of level 2 trained stop smoking advisors exists across all mental
health secondary and community care settings.
■■ All staff in mental health services are trained in very brief advice and second-hand
smoke.
■■ Work with the fire department to ensure that residential care homes comply with fire
safety standards to minimise the risks for residents who continue to smoke
■■ Ensure that in long term residential care homes all smoking takes place outside.
■■ Ensure clinicians who prescribe in mental health settings are trained and competent to
prescribe smoking cessation medication.
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7.4 Smokers in
Islington’s male and
female prisons
There are two Category B prisons in Islington,
HMP Pentonville for male offenders and HMP
Holloway and Young Offender Institution for
female offenders. HMP Holloway is planned
for closure in June 2016. There are no prisons
in Camden.
Smoking rates among prisoners have changed
relatively little in the last few decades: they
are estimated to be three to four times higher
(up to 80%) than the general population (18%
in England in 2014).20 There is no research
available on the prevalence of smoking among
prison staff, but it is anecdotally reported as
being near 40% which is twice as high as the
national average in the community.
A thematic report21 which analysed the
inspection reports of thirty three Category
B prisons, including HMPs Holloway and
Pentonville, published between 2009 and
2011, found that 33% of prisoners reported
mental health or emotional wellbeing issues,
one in five (22%) reported they had problems
with feeling depressed or suicidal on arrival at
prison and many reported a drug (37%) and/
or alcohol (28%) problem on arrival. There
is a higher incidence of smoking in people
with mental health and substance misuse
problems.
Both Islington prisons offer stop smoking
support to prisoners and staff. All smoking
cessation activity is recorded on the prison
database system. As per national policy,
prisoners receive a health check within 24
hours of admission and this includes Nicotine
Replacement Therapy (NRT) if they are on
a stop smoking programme or want to be.

When a prisoner is released and still in need
of treatment for stopping smoking, this is
recorded and the receiving prison will get this
information. Smokers who are returning to the
community are offered details of local stop
smoking services in their discharge pack.
Twice yearly health and wellbeing promotion
events are provided in both prisons for staff
and prisoners. Community services, including
stop smoking services, provide advice
and refer interested smokers to clinics for
support. Staff have access to in-house stop
smoking clinics or can choose to visit the local
pharmacies that offer stop smoking support,
during breaks.
At the same time that Smokefree legislation
was introduced in 2007, the Prison Service
applied for exemption stating that people in
prison should be allowed to smoke in their
cells as it is their temporary ‘home’. The
Prison Service is now actively working towards
prisons becoming completely smokefree.
International experience has shown that
people held in custody or in secure hospital
wards who are told they cannot smoke
usually adapt very well to the idea, often
making the decision to stop smoking before
they are instructed to do so. Adequate NRT
provision will need to be assured before the
smokefree agenda can be rolled across the
whole establishment. Trials are taking place
of electronic cigarettes, to assess any impact
on security and whether there is take-up and
for how long. To date experience has shown
that they are a source of interest but only short
term, as they are still being sold alongside
tobacco. Once tobacco is no longer available,
they are likely to form a useful part of the
strategy.
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Recommendations
■■ Develop stronger links between prison and in-patient psychiatric
services and the community-based stop smoking service to ensure
continuity of care, when prisoners return to the community.
■■ Explore commissioning an “in reach” service, so that when the
person is discharged they can continue to receive stop smoking
support via the same service.
■■ Establish links between homeless projects, psychiatric care and the prison service to
ensure continuity of care for Camden and Islington residents who cycle through these
three services.
■■ Strengthen the stop smoking provision across the whole criminal justice pathway, so
that those leaving prisons have access to support.
■■ Ensure that prisoners who are transferred to HMP Pentonville and HMP Holloway
(until June 2016) whilst they are quitting smoking continue to receive stop smoking
support and do not have to go onto a waiting list.
■■ All psychiatric care staff in all settings, all prison staff and homeless support workers
should be trained in very brief advice in smoking cessation and apprised of the
dangers of second hand smoke.  Any CQUIN or equivalent quality improvement
incentive for psychiatric care staff could ensure that the training is mandatory.
■■ Ensure evidence-based treatments and staff training are commissioned for HMP
Pentonville.
■■ Support HMP Pentonville to become smokefree and develop an updated smokefree
strategy.
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7.5 Smoking in
Pregnancy and the
Early Years
Stopping smoking is one of the most effective
interventions to improve the health of mother
and baby and prevent avoidable infant
mortality. Smoking in pregnancy is associated
with increased risk of miscarriage, perinatal
death, premature birth, low birth weight and
congenital abnormalities in the baby.22 It is
estimated that about one third of all perinatal
deaths in the UK are caused by maternal
smoking, which means approximately 300
deaths per year. Smoking during and after
pregnancy also increases the risk of sudden
infant death syndrome (SIDS).23
Camden and Islington both have a higher rate
of smoking in pregnancy than the London
average (5.1%): 5.5% in Camden24 and 7.7%
in Islington.25

smoking. Many of those who successfully
stop smoking during their pregnancy go
back to smoking within six months of giving
birth.28 The attitude of the family, including the
woman’s partner towards smoking, can have
an effect on the mother’s smoking behavior
which will impact the health of the whole
family.
Health care professionals, such as health
visitors and other professionals working
with pregnant women and families in the
early years, have a key role in supporting
smokefree environments for families. The
focus should not be only on the mother.
Partners and other family members should
also be offered information on second hand
smoke and support to stop smoking. Section
8.1 outlines our approach to smokefree
homes.

Smoking during pregnancy contributes to
health inequalities because of the increased
smoking prevalence among people living in
deprived areas, women who are less educated
or in routine and manual occupations.26 Many
teenage women smoke in pregnancy. Women
aged 20 or younger are more than three times
as likely than those over 35 to smoke during
their pregnancy.27 Those in routine and manual
occupations are more than four times as
likely as those in managerial and professional
occupations to smoke in pregnancy.
Stopping smoking in pregnancy can be
challenging. Only a small number of pregnant
women take up the offer of help to stop
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Recommendations
■■ Reduce smoking amongst pregnant women to 3% in Camden and
5% in Islington by 2021.
■■ Promote adherence to NICE guidance on tobacco in all maternity
services in Camden and Islington caring for pregnant women and
following childbirth.
■■ Ensure pregnant women accessing maternity care are routinely
screened with a carbon monoxide (CO) monitor by midwifery staff who are equipped,
trained and with adequate time, and that pregnant women who smoke are referred to
stop smoking services, as part of their care pathway.
■■ Early years services commissioning should explore the role of health visitors and
other professionals in supporting pregnant women and families with young children to
stop smoking.
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7.6 Young People
Smoking is a childhood addiction. About
two-thirds of adult smokers report they took
up smoking before the age of 18.29 The 2011
General Lifestyle Survey of adult smokers
showed that almost 40% were smoking
regularly before the age of 16.30
Nationally, the proportion of children who
smoke continues to decline. Among 15 year
olds, 8% smoked in 2014, compared with 20%
in 2006.31 In Camden 7.1% of 15 year olds
smoke and 9.4% smoke in Islington.32
The younger people are when they start
smoking the greater the harm is likely to be.
Early initiation of smoking is associated with
subsequent heavier smoking, higher levels
of dependency, lower chances of quitting and
higher mortality.33

People who start smoking in adolescence
are more likely to become life-long smokers
than those who start smoking in their 20′s or
later.37 Young smokers can become addicted
to nicotine very quickly. In some people,
symptoms of nicotine addiction can appear
within days of occasional (not daily) smoking.38
A study of brain reactivity in teenagers who
smoke fewer than five cigarettes a day
showed that there are signs of addiction even
at this low level of smoking.39 During periods
of abstinence, young people experience
withdrawal symptoms similar to those
experienced by adult smokers.40
Access to stop smoking services by teenage
smokers has been historically low. It is
important to develop innovative approaches
which will ensure young smokers have the
best possible chances to quit smoking, before
it becomes a life-long habit and impacts on
their health.

Childhood smokers are at high risk of
immediate health problems, including
respiratory illness such as coughing,
wheezing and phlegm. Smoking can also
lead to impaired lung growth in children and
young adults.34 Smoking aggravates asthma
symptoms in those already diagnosed and
increases the risk of asthma in young people
with no history of the condition.35 The earlier
children become regular smokers the greater
the risk of developing lung cancer or heart
disease, if they continue to smoke as adults.36
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Recommendations
■■ Understand the needs of staff working in children’s centres and
schools when talking to parents and children who smoke and
provide tailor-made training to enable those conversations.
■■ Showcase successes of staff working in challenging settings where
views on smoking are entrenched and share good practice.
■■ Target vulnerable children who smoke, by working with social services, youth
offending service, pupil referral units and looked after children nurses and enable staff
to give appropriate advice and support.
■■ Create innovative partnerships to reach young people 16 or older, such as with
student unions, leisure centres and privately owned gyms.
■■ Conduct insight research to target resources where young people are likely to get
advice and support about stopping smoking.
■■ Work with the youth offending service in Camden and Islington to promote smoking
cessation to young offenders.
■■ Encourage responsible retailer practices, such as not selling tobacco near schools.
■■ Ensure tobacco retailers near schools are fully compliant with new legislation on
tobacco displays in shops, as a priority.
■■ Explore the provision of specialist stop smoking services for children, young people
and their families.
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8
Reducing related harm
Tobacco use affects not only smokers and
their families, but has multiples impacts across
the whole society. To reduce the tobacco
related harms for Camden and Islington
communities we will focus on five areas:

8.1	Smokefree environments
8.2 Smoking related litter
8.3 Illicit tobacco
8.4 Shisha
8.5 Electronic cigarettes

8.1 Smokefree
environments
Focus on children
One of the aims of this strategy is to protect
children from the risks caused by exposure
to second hand smoke. The Joint Health and
Wellbeing Strategy 2013-16, outlined a vision
to ensure every child has the best start in life.
Growing up in an environment free of tobacco
smoke is a key aspect of that ambition, as
children’s health and life can be put at risk
from second hand smoke.
Existing smokefree legislation protects
children from tobacco smoke in enclosed
public spaces and from 1st October 2015, also
in private vehicles. The principal source of
exposure to second hand smoke for children

remains the home.1 In Camden, almost a
third of school children surveyed in 2015 said
they are exposed to secondhand smoke at
home. Three in twenty (15%) primary school
children and one in five secondary school
children (20%) are exposed to smoking every
day in their homes. Another three in twenty
(14%) primary school and one in eight (12%)
secondary school children are exposed
weekly or monthly. In Islington, three in twenty
primary school pupils (16%) and one in five
secondary school pupils (21%) surveyed in
2015, said they are exposed to smoking in the
home every day. Another three in twenty are
exposed more infrequently, weekly or monthly
(15% in primary school and 14% in secondary
school).2
Most adult smokers are aware that second
hand smoke is a danger to children and
claim to do everything they can to minimise
their smoking around children.3 However, the
children of smokers continue to experience
high levels of exposure to second hand
smoke,4 so more must be done to encourage
these parents to refrain from smoking around
their children and, at best, stop smoking
altogether.
Exposure to second hand smoke in the early
years not only has a significant impact on the
health of a child but continues to impact their
health into adulthood.5  Children exposed to
second hand smoke are at increased risk of
asthma6, chest infections such as bronchitis7,
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middle ear disease8, sudden infant death
syndrome9 and meningitis.10 Childhood
exposure to second hand smoke is also
responsible for impaired mental development11
and can exacerbate existing chronic
conditions such as sickle cell anaemia.12
There is also evidence which suggests that
children exposed to second hand smoke are
at increased risk of developing lung cancer
and emphysema in adulthood.13 14 15
Children who grow up with smokers
are 90% more likely to take up smoking
themselves.16 17
Since smoking is strongly linked to
deprivation, children living in social housing
are much more likely to live with smokers
than children in higher socio-economic groups
and therefore more likely to become smokers
themselves.
It is our ambition to de-normalise smoking
for children, by creating environments where
children are not exposed to smoking; not only
in the home but also outside schools and in
playgrounds. Islington launched smokefree
playgrounds in all Council parks in 2014-15
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with huge support from the public. 94% of
playground users surveyed, 40% of which
were smokers, supported the voluntary ban
of smoking in the playground and no-one
opposed it. Camden’s park playgrounds are
also smokefree.

The wider environment
Having smokefree grounds in Council and
NHS-owned premises and other employer
premises gives a strong message about
the dangers of smoking and second hand
smoke. It also prevents smoke from drifting
into open doors and windows, where it can
cause harm and nuisance, and reduces fire
risks. Furthermore, non-smoking environments
encourage people to stop smoking or can
result in more smokers voluntarily making their
homes smokefree.18

Recommendations
■■ Raise awareness of the ban of smoking in cars with children,
with parents, children and staff (traffic wardens, road safety units,
sustainable travel officers).
■■ Continue to support national smokefree homes and cars
awareness campaigns.
■■ Continue to de-normalise smoking by reducing smoking around children: smoking
and cigarette litter is out of sight of school gates and playgrounds in Council parks,
housing estates and adventure playgrounds. This work, already under way in Islington
will be developed in Camden. If successful, in both boroughs, we will look to expand
the number and nature of public spaces e.g. public squares, to further de-normalise
smoking in public for all ages.
■■ Work with partners of Islington’s “First 21 Months” and Camden’s “A Thousand and
One Days”  programme teams, to increase the uptake of smokefree homes.
■■ Use Healthy Settings Awards as one of the drivers to create smokefree environments
for young people and their families.
■■ Work with partners to increase smokefree outdoor environments in Camden and
Islington, as part of organisational smokefree policies; such as implementing
smokefree hospital grounds.
■■ Work with employers to support the smokefree element of the London Healthy
Workplace Charter awards.
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8.2 Smoking litter
Cleaning up cigarette-related litter is a
significant problem in the UK, accounting
for 70-90% of street litter in urban areas.19
Cigarette butts are the most common item of
litter in both boroughs with an annual street
cleaning bill between £7.5 and £9 million
in Camden and £3.5 in Islington.20 21 That
is money we would rather spend improving
services in the local community and so we are
exploring new ways of encouraging smokers
to dispose of their butts responsibly.
Islington and Camden Councils enforce
littering legislation using fixed penalty notices.
Both councils have set the level of fixed
penalty fines at the highest permitted level,
with penalties for dropping litter, including

cigarette butts, set at £80 or £50 if the fine
is paid within 10 days. In 2011-12, Islington
Council issued 2,348 penalty notices to
smokers who littered.
The concept of ‘the polluter pays’ is gathering
momentum in the UK with the national
government considering a proposal to
introduce a levy on the tobacco industry to
pay for the damage they cause.22 We support
this proposal. The majority of our residents
do not smoke yet foot the bill for cleaning up
after our smoking residents and visitors. That
is not right. Those responsible for damaging
our environment should be required to pay for
the clean-up. This doesn’t just mean individual
smokers. Businesses and organisations
should make sure that the areas around their
premises, which are used for smoking by their
customers and staff, are kept free of litter.

Recommendations
■■ Continue working with smokers of all ages to reduce smokingrelated litter in Camden and Islington with a combination of
education and enforcement activities.
■■ Continue partnership work between Camden Environment services
and local schools to raise awareness amongst our younger residents
about the impact of litter in the borough and show them that tobacco also damages
the environment.
■■ Introduce an innovative scheme, already in operation in other London local authorities,
such as Enfield and Haringey: a smoker who is issued a fixed penalty notice for
littering smoking material can complete a course with the local Stop Smoking Service
as an alternative to a fine.
■■ Work with local businesses to ensure that staff on smoking breaks dispose cigarette
butts responsibly and customers do not litter when sitting in outdoor areas, such as
pubs and cafes.
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8.3 Illicit Tobacco
In 2015, it was estimated that around 10% of
all cigarettes and 39% of hand-rolled tobacco
consumed in the UK in 2013-14 were illicit.
Nearly half of this is counterfeit tobacco
produced for the illicit market. The cost to
society amounts not only to lost tax revenue
but also to crime. The profits from illicit trade
are pocketed by organised criminal groups,
such as gangs, which cause further harm to
society through other criminal activities such
as drug smuggling and human trafficking.23
The cost of buying illicit tobacco can be as
little as half the cost of legitimate products.
Smoking is much more prevalent in deprived
communities. Where cheap illicit tobacco
is available it is likely to encourage people
to start and continue smoking. This further
increases health inequalities caused by
tobacco use in poorer communities.

In a survey conducted in 2015 in seven North
East and North Central London boroughs
including Camden and Islington, 627
respondents (52%) thought that availability
of cheap tobacco makes it more difficult
to quit and 56% believed that it makes it
easier for children to start smoking. Four in
ten respondents agreed that cheap tobacco
makes it possible to smoke, when otherwise
they could not afford to.24
Illegal cigarettes do not meet Reduced
Propensity Cigarettes regulations introduced
in 2011 and cause a significant number of
domestic fires and deaths.
The London Health Commission report
recommended that the Mayor launches a
crackdown on the trafficking and selling
of illegal tobacco.25 The research report
commissioned for the South East London
Illegal Tobacco Cluster recommended that
a cross-borough and ideally regional multiagency cooperation is needed to tackle illicit
trade.26

Recommendations
■■ Camden and Islington Trading Standards should continue to play a lead role in the
newly established North East North Central London Illicit Tobacco Cluster Group
to develop a cross-borough approach to dealing with the problem of illicit tobacco
sales.  The group includes Trading Standards representatives from Camden, Islington,
Haringey, Enfield, Hackney, Waltham Forest and Tower Hamlets.  
■■ Further develop links with the South East London Illicit Tobacco Group with the
long-term aim of developing a pan-London approach to dealing with the sale of illicit
tobacco, to work more closely with HMRC and Border Control.
■■ Continue to build on successes in reducing the number of underage sales and the
amount of illicit tobacco on sale, by continuing strong enforcement and continue to
identify priority areas to target and develop a method for local residents to provide
intelligence.
■■ Work in partnership with the schools’ health and wellbeing teams to raise awareness
about illicit tobacco amongst young people (and their parents) and to remind young
people that shisha is tobacco – it is not always labelled that way and young people in
particular are unaware that they are consuming tobacco, often illegally imported.
Smokefree Camden and Islington Strategy 2016-2021
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8.4 Shisha
In Camden and Islington there is widespread
compliance with smokefree laws since the
legislation was widely welcomed by the public
and most businesses. However, the recent
proliferation of shisha premises has seen
an increase in businesses allowing smoking
in enclosed spaces in contravention of the
smokefree laws.
Shisha has been traditionally used within
specific communities, but in London, as in
other large cities, shisha use appears to be
increasingly popular amongst all ethnic groups
and especially with young people. Recent
research in South London suggested that
shisha smoking is now endemic in London and
a public health issue.27
Shisha smoking can take place while
socialising, for example in a shisha café and
in the home. Shisha produces second-hand
smoke, so when it is used in public spaces,
it is covered by the smokefree legislation,
whether or not it contains tobacco.
In the last few years, the numbers of shisha
cafes or bars in Camden have been on the
increase. In 2013, shisha premises in Camden
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had increased from 12 to 16 in two years.
However, in September 2015, 12 premises
were known to be operating. In Islington, as
a result of proactive monitoring of premises,
they decreased from 27 in 2012 to 12 in 2013
and 6 in September 2015.
In Camden and Islington, we have forged a
multi-team approach with Trading Standards,
the Environmental Health teams, Licensing
teams, Fire Brigade and the local Police. We
are addressing enforcement of legislation
relating to the sale of shisha products
containing tobacco, either pre-packaged or
prepared for smoking in shisha premises.
We are also ensuring premises do not
flout the laws prohibiting shisha smoking in
enclosed spaces and do not sell to underage
customers.
Islington Council, which has seen a decrease
in the number of shisha premises, has largely
resolved the problem of non-compliant
premises, through a combination of user
education as to the health effects, early advice
to businesses thinking about shisha as a
business model, close community liaison,
multi-agency working and, where necessary, a
robust approach to enforcement where there
is persistent non-compliance with smokefree
and other laws.

Recommendations
■■ Camden and Islington should continue to have a proactive and
preventive multi-team approach to monitor shisha premises
with routine visits, until they comply with legislation or else stop
selling shisha. They should continue to take action when shisha
premises are breaking the law, such as allowing smoking shisha and/
or
cigarettes indoors, or not providing the required warning labels associated with the
sale of tobacco. They should continue to identify shisha cafes which routinely allow
underage customers and take enforcement action.
■■ In Camden, map the location of shisha cafes to identify their proximity to local schools.
Trading Standards and the healthy schools team should raise awareness with children
and their parents that shisha tobacco is not always labelled that way, so young people
in particular may be unaware they are consuming tobacco.

Smokefree Camden and Islington Strategy 2016-2021

49

8.5 Electronic
cigarettes
Electronic cigarettes (ECs), also marketed
as ‘e-shisha’ or ‘shisha sticks or pens’
are currently the subject of national and
international debate, regarding their
regulation, effectiveness for smoking
cessation and potential to attract nonsmokers, especially young people, to tobacco,
acting as a ‘gateway’ to smoking.
The use of ECs (or ‘vaping’) has grown
threefold in the last two years in the UK; 2.6
million adults use them, almost all of whom
are smokers or ex-smokers but use among
young people is rare (2% monthly and 0.5%
weekly use).28 In a 2014 national survey of
15 year olds, 18% had tried e-cigarettes.This
is not significantly different to 2015 survey
results for Year 10 pupils in Camden (20%)
or Islington (18%).29 The national survey
indicates that most young people use them
once or twice and only 3% are currently using
one.30
The increasing popularity of ECs and use in
public spaces has caused concern because
of the potential to re-introduce smoking
behaviours in smokefree environments.
However, there is no current evidence in
England that ECs are re-normalising smoking
or increasing smoking uptake.31 ECs have
become the most popular quitting aid used by
smokers.32  Thus, they have great potential to
help people who want to quit but who cannot
overcome their addiction to nicotine to reduce
or stop smoking cigarettes, and in doing so,
reduce the burden of smoking-related disease
and death.
A recent independent evidence review by
Public Health England (PHE) concluded that
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although ECs are not completely risk free,
evidence shows they carry just a fraction of
the harm compared to smoking. The current
best estimate is that EC use is around 95%
less harmful to health than smoking. There is
no identified risk to bystanders from nicotine
released when vaping, as the amounts are
negligible.33
Under the current regulatory system, individual
EC products vary considerably in quality and
specification.34 They are currently subject to
regulations relating to general product safety,
but there has been criticism of the quality
of devices, some of which have leaked or
malfunctioned, often causing fires. In addition
labelling issues (such as nicotine levels) have
been identified in cartridges and e-liquids35,
including in the research completed by
Camden Trading Standards of products sold in
the borough of Camden.
Nicotine-containing ECs are not currently
licensed as medicines and are sold without
the safeguards built into the regulation of
medicinal products. From 20th May 2016
ECs will come under the revised EU Tobacco
Products Directive, except where therapeutic
claims are made or they contain over 20
mg/ml of nicotine, when they will require
medicines authorisation36.  In the UK, the
Medical Healthcare Regulatory Agency
(MHRA) can regulate nicotine products as
medicines and it is expected that some
products will be authorised in 2015. Following
the introduction of the Tobacco Products
Directive, ECs which are not licensed under
MHRA will be more strictly regulated, including
improved safety and quality requirements,
such as child/ tamper proof packaging for
e-liquids, and new packaging and labelling
requirements.37 Restrictions on their sale to
young people under 18 years of age came into
effect on 1st October 2015.

The stop smoking services in Camden and
Islington are actively supporting smokers who
use ECs as part of their quit attempt, with
behavioural support and advice on licensed
medications. NHS stop smoking advisors
cannot currently prescribe un-licensed ECs as
stop smoking aids.
Camden and Islington Public Health issued a
position statement on ECs in April 2014. It was
reviewed in December 2015, in light of PHE’s
evidence update:

“On balance, having reviewed the evidence,
we must consider how we can exploit the
potential benefits of ECs in helping smokers
quit while building in safeguards to monitor
issues such as the safety and quality of the
products currently available, promotion to
children (and any related potential uptake
in tobacco smoking) and their effect on
smokefree legislation.”

Recommendations
■■ In line with PHE guidance, welcome the use of ECs by existing
smokers who make a quit attempt and support smokers further
to quit tobacco products using our evidence-based stop smoking
services.
■■ Respond pro-actively to emerging new evidence on ECs and to future availability of
licensed products to be used as stop smoking aids.
■■ Ensure our stop smoking services and all professionals in Camden and Islington
providing Level 2 stop smoking advice are equipped to give up-to-date information
about the relative risks of nicotine and all nicotine-containing products (including ECs),
based on national guidance and regulation.
■■ Continue to monitor the sale of ECs and ensure that sellers comply with new and
existing legislation (for example under-age sales) and with safety regulations, in
particular regarding unsafe chargers.  Explore potential for partnership work with the
Fire Service.
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9
Conclusion
This Camden and Islington Tobacco Control
Strategy 2016-2021 aims to address the
ongoing public health challenge of tobacco
use, through three strands of work: closing
the gateways in, helping people out and
reducing related harm. Our aim is that the rate
of smokers in the population will fall to 13% in
Camden and 16% in Islington by 2021.
Whilst smoking prevalence has been steadily
decreasing nationally and to some extent in
Camden, it has remained stubbornly stable in
Islington in particular since 2010. A sustained
focus on tackling tobacco is essential.  We
also need to increase our focus on addressing
health inequalities caused by smoking by
targeting the most disadvantaged areas and
groups and promoting a smokefree start in life
for young families.
Success cannot be achieved without looking
at the bigger picture and ensuring that
our plans complement and reinforce each
other. Leadership from the NHS and Local
Authorities and making the best use of our
resources are key ingredients in implementing
the recommendations of this strategy
effectively. However, it is also important to
engage communities with the right messages,
in order to shift social attitudes amongst the
groups with higher smoking rates and make it
the normal thing not to smoke.
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To translate this strategy into action, a delivery
plan will be developed by Camden and
Islington Smokefree Alliance partners, who
will monitor and oversee the tobacco control
programmes outlined in the strategy over the
next 5 years. Working with our Health and
Wellbeing Boards, we will strengthen existing
partnerships and engage new partners – the
public and voluntary sector as well as statutory
authority groups, to ensure we are on track.
We would therefore encourage you to support
this strategy’s work, supporting Camden and
Islington in our journey to being smokefree by
2030.
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