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Fife Tobacco Issues Group's Comments on Smoking Prevention
Report's Recommendations

General

Fife Tobacco Issues Group (TIG) considers that this is a very well written,
clear and concise report. In the main it presents well developed arguments
and robust recommendations, though the recommendations in paragraphs
6.3-6.9, relating to schools and tertiary educational establishments, are less
robust.

Targets

1 Fife Tobacco Issues group is persuaded by the argument for separate
prevalence targets for teenage boys and girls. It agrees that something
needs to be done about the current inability to measure smoking
prevalence in 12-15 year olds because SALSUS only collects data on
13 year olds and 15 years olds. But TIG is not persuaded by the
argument that this should necessitate creation of two separate targets
for each group merely to fit in with the current SALSUS sampling
method. This is the tail wagging the dog. What is needed is an
examination of which particular prevalence measurement in teenagers
is the best predictor of smoking in later life: 12-15, 13, 15 or another
age group, followed by alteration of SALSUS to accommodate this. If it
is not possible for other reasons to alter SALSUS methodology then
the choice of prevalence target lies between 13 and 15 year olds.

2 TIG agrees with the argument for having a new target of prevalence
among 16-24 year olds from the smoking prevention perspective. But
why not extend the gender-specific arguments in younger teenagers to
this group and have separate targets for 16-24 males and females?

3 Commissioning research on knowledge, attitudes and behaviour re
tobacco use in young people: agreed.

4 Evaluating measures: agreed.

Reducing Availability

5 Proof of age cards etc.: agreed.

6 Negative licensing schemes: agreed.

7 Amending legal purchase age: agreed, and will happen anyway.

8&9 Tobacco price increases: agreed.

10&11 Sales of packs of 10 cigarettes: agreed.



12-16 Cigarette smuggling: agreed.

17 Graphic images on cigarette packs: agreed.

18 Reducing positive images in media: agreed.

19 Prohibiting display of cigarettes at point of sale: Opposing views
expressed on this point: on one hand the view was expressed that
since this doesn't happen with other products that could be considered
to be in a similar "adverse health effect category" e.g. alcohol or
fireworks, this is a somewhat draconian approach to what is after all
currently a legitimate activity. On the other hand the view was
expressed that unlike alcohol, there is no safe limit of cigarette smoking
and anything that can be done to limit promotion is a step in the right
direction.

Discouraging Young People from Smoking

20 Developing a targeted, intense, sustained, evidence-based media anti-
smoking campaign: agreed.

21 Reform of schools-based education on tobacco and other drugs: TIG is
unconvinced from the content of this report that there is a strong
enough evidence base to support this recommendation. TIG feels that
SEHD should await the outcome of the ASSIST programme before
recommending what should be done in schools. In the meantime the
SEHD should look at recommending to local authorities that whatever
they are doing now in school-based tobacco education includes those
features which this report identifies as liable to increase success rates:

• Delivered early in the school career;
• Delivered by peer leaders;
• Part of a multi-component campaign;
• Booster sessions occur;
• Peers are not over-trained.

It is important that this issue is addressed across the curriculum. There
are opportunities for tobacco education in the hidden curriculum too
and this should be addressed nationally and given relevant priority.
Education on tobacco is currently patchy and materials used are not
always of the best quality.

22 Sending parents clear, consistent information on tobacco etc.: TIG
doesn't disagree with this but wonders how effective this will be. No
evidence presented in the report to support or reject it.

23 Encouraging parents not to smoke at home: agreed.



24 Continuing the Health Promoting Schools concept: is this likely to be
abandoned? If not then the part of this recommendation calling for this
to continue is of doubtful relevance. Also, would most if not all schools
have no smoking policies in place already?

25 Schools to have effective system in place for the assessment, support
and care of pupils with truancy, mental health and offending problems:
shouldn't these be in place anyway, and isn't this tangential to smoking
in schoolchildren? Truancy etc. and smoking are probably linked to
each other via another causative factor in a child's life. Having services
in place to deal with truancy etc. therefore isn't going to have an
influence on whether such pupils start smoking or not.

26 Tertiary education etc. establishments to provide smoking prevention
advice as part of Health Promoting Universities: agreed though how
effective this would be is unknown.

27 Commissioning research studies to test new ways of dissuading young
people in disadvantaged areas from smoking: agreed.

2B Community-based youth organisations should have smoke-free
policies: agreed, especially those which NHS Boards fund.

2Q Other approaches to smoking cessation in young people should be
evaluated: agreed, though strictly speaking this falls outwith the scope
of this report (on smoking prevention, not cessation). However, it is
difficult to separate prevention and cessation in young people and this
recommendation acknowledges this.

30. Consulting a representative sample of young people on the
recommendations in this report: shouldn't young people have been
involved in the production of this report at an earlier stage? As it reads
it looks a little like an afterthought. As things stand, though, agreed.

31 SEHD to use this report's recommendations as a five year Action Plan:
agreed, subject to TIG's comments above on these recommendations.



Fife Tobacco Issues Comments on Smoking Prevention Report's
Recommendations

General

Fife Tobacco Issues Group (TIG) considers that this is a very well written,
clear and concise report. In the main it presents well developed arguments
and robust recommendations, though the recommendations in paragraphs
6.3-6.9, relating to schools and tertiary educational establishments, are less
robust.

Targets

1 Fife Tobacco Issues group is persuaded by the argument for separate
prevalence targets for teenage boys and girls. It agrees that something
needs to be done about the current inability to measure smoking
prevalence in 12-15 year olds because SALSUS only collects data on
13 year olds and 15 years olds. But TIG is not persuaded by the
argument that this should necessitate creation of two separate targets
for each group merely to fit in with the current SALSUS sampling
method. This is the tail wagging the dog. What is needed is an
examination of which particular prevalence measurement in teenagers
is the best predictor of smoking in later life: 12-15, 13, 15 or another
age group, followed by alteration of SALSUS to accommodate this. If it
is not possible for other reasons to alter SALSUS methodology then
the choice of prevalence target lies between 13 and 15 year olds.

2 TIG agrees with the argument for having a new target of prevalence
among 16-24 year olds from the smoking prevention perspective. Why
not extend the gender-specific arguments in younger teenagers to this
group and have separate targets for 16-24 males and females?

3 Commissioning research on knowledge, attitudes and behaviour re
tobacco use in young people: agreed.

4 Evaluating measures: agreed.

Reducing Availability

5 Proof of age cards etc.: agreed.

6 Negative licensing schemes: agreed.

7 Amending legal purchase age: agreed, and will happen anyway.

8&9 Tobacco price increases: agreed.

10&11 Sales of packs of 10 cigarettes: agreed.



12-16 Cigarette smuggling: agreed.

17 Graphic images on cigarette packs: agreed.

18 Reducing positive images in media: agreed.

19 Prohibiting display of cigarettes at point of sale: Opposing views
expressed on this point: on one hand the view was expressed that
since this doesn't happen with other products that could be considered
to be in a similar "adverse health effect category" e.g. alcohol or
fireworks, this is a somewhat draconian approach to what is after all
currently a legitimate activity. On the other hand the view was
expressed that unlike alcohol, there is no safe limit of cigarette smoking
and anything that can be done to limit promotion is a step in the right
direction.

Discouraging Young People from Smoking

20 Developing a targeted, intense, sustained, evidence-based media anti-
smoking campaign: agreed.

21 Reform of schools-based education on tobacco and other drugs: I am
unconvinced from the content of this report that there is a strong
enough evidence base to support this recommendation. I think we
should await the outcome of the ASSIST programme before
recommending what should be done in schools. In the meantime the
SEHD should look at recommending to local authorities that whatever
they are doing now in school-based tobacco education includes those
features which this report identifies as liable to increase success rates:

• Delivered early in the school career;
• Delivered by peer leaders;
• Part of a multi-component campaign;
• Booster sessions occur;
• Peers are not over-trained.

It is important that this issue is addressed across the curriculum. There
are opportunites for tobacco education in the hidden curriculum too and
this should be addressed nationally and given relevant priority.
Education on tobacco is currently patchy and materials used are not
always of the best quality.

22 Sending parents clear, consistent information on tobacco etc.: TIG
doesn't disagree with this but wonders how effective this will be. No
evidence presented in the report to support or reject it.

23 Encouraging parents not to smoke at home: agreed.



24 Continuing the Health Promoting Schools concept: is this likely to be
abandoned? If not then the part of this recommendation calling for this
to continue is of doubtful relevance. Also, would most if not all schools
have no smoking policies in place already?

25 Schools to have effective system in place for the assessment, support
and care of pupils with truancy, mental health and offending problems:
shouldn't these be in place anyway, and isn't this tangential to smoking
in schoolchildren? Truancy etc. and smoking are probably linked to
each other via another causative factor in a child's life. Having services
in place to deal with truancy etc. therefore isn't going to have an
influence on whether such pupils start smoking or not.

26 Tertiary education etc. establishments to provide smoking prevention
advice as part of Health Promoting Universities: agreed though how
effective this would be is unknown.

27 Commissioning research studies to test new ways of dissuading young
people in disadvantaged areas from smoking: agreed.

28 Community-based youth organisations should have smoke-free
policies: agreed, especially those which NHS Boards fund.

29 Other approaches to smoking cessation in young people should be
evaluated: agreed, though strictly speaking this falls outwith the scope
of this report (on smoking prevention, not cessation). However, it is
difficult to separate prevention and cessation in young people and this
recommendation acknowledges this.

30. Consulting a representative sample of young people on the
recommendations in this report: shouldn't young people have been
involved in the production of this report at an earlier stage? As it reads
it looks a little like an afterthought. As things stand, though, agreed.

31 SEHD to use this report's recommendations as a five year Action Plan:
agreed, subject to TIG's comments above on these recommendations.
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Fife Tobacco Issues Group's Comments on Smoking Prevention
Report's Recommendations

General

Fife Tobacco Issues Group (TIG) considers that this is a very well written,
clear and concise report. In the main it presents well developed arguments
and robust recommendations, though the recommendations in paragraphs
6.3-6.9, relating to schools and tertiary educational establishments, are less
robust.

Targets

1 Fife Tobacco Issues group is persuaded by the argument for separate
prevalence targets for teenage boys and girls. It agrees that something
needs to be done about the current inability to measure smoking
prevalence in 12-15 year olds because SALSUS only collects data on
13 year olds and 15 years olds. But TIG is not persuaded by the
argument that this should necessitate creation of two separate targets
for each group merely to fit in with the current SALSUS sampling
method. This is the tail wagging the dog. What is needed is an
examination of which particular prevalence measurement in teenagers
is the best predictor of smoking in later life: 12-15, 13, 15 or another
age group, followed by alteration of SALSUS to accommodate this. If it
is not possible for other reasons to alter SALSUS methodology then
the choice of prevalence target lies between 13 and 15 year olds.

2 TIG agrees with the argument for having a new target of prevalence
among 16-24 year olds from the smoking prevention perspective. But
why not extend the gender-specific arguments in younger teenagers to
this group and have separate targets for 16-24 males and females?

3 Commissioning research on knowledge, attitudes and behaviour re
tobacco use in young people: agreed.

4 Evaluating measures: agreed.

Reducing Availability

5 Proof of age cards etc.: agreed.

6 Negative licensing schemes: agreed.

7 Amending legal purchase age: agreed, and will happen anyway.

8&9 Tobacco price increases: agreed.

10&11 Sales of packs of 10 cigarettes: agreed.



12-16 Cigarette smuggling: agreed.

17 Graphic images on cigarette packs: agreed.

18 Reducing positive images in media: agreed.

19 Prohibiting display of cigarettes at point of sale: Opposing views
expressed on this point: on one hand the view was expressed that
since this doesn't happen with other products that could be considered
to be in a similar "adverse health effect category" e.g. alcohol or
fireworks, this is a somewhat draconian approach to what is after all
currently a legitimate activity. On the other hand the view was
expressed that unlike alcohol, there is no safe limit of cigarette smoking
and anything that can be done to limit promotion is a step in the right
direction.

Discouraging Young People from Smoking

20 Developing a targeted, intense, sustained, evidence-based media anti-
smoking campaign: agreed.

21 Reform of schools-based education on tobacco and other drugs: TIG is
unconvinced from the content of this report that there is a strong
enough evidence base to support this recommendation. TIG feels that
SEHD should await the outcome of the ASSIST programme before
recommending what should be done in schools. In the meantime the
SEHD should look at recommending to local authorities that whatever
they are doing now in school-based tobacco education includes those
features which this report identifies as liable to increase success rates:

• Delivered early in the school career;
• Delivered by peer leaders;
• Part of a multi-component campaign;
• Booster sessions occur;
• Peers are not over-trained.

It is important that this issue is addressed across the curriculum. There
are opportunities for tobacco education in the hidden curriculum too
and this should be addressed nationally and given relevant priority.
Education on tobacco is currently patchy and materials used are not
always of the best quality.

22 Sending parents clear, consistent information on tobacco etc.: TIG
doesn't disagree with this but wonders how effective this will be. No
evidence presented in the report to support or reject it.

23 Encouraging parents not to smoke at home: agreed.



24 Continuing the Health Promoting Schools concept: is this likely to be
abandoned? If not then the part of this recommendation calling for this
to continue is of doubtful relevance. Also, would most if not all schools
have no smoking policies in place already?

25 Schools to have effective system in place for the assessment, support
and care of pupils with truancy, mental health and offending problems:
shouldn't these be in place anyway, and isn't this tangential to smoking
in schoolchildren? Truancy etc. and smoking are probably linked to
each other via another causative factor in a child's life. Having services
in place to deal with truancy etc. therefore isn't going to have an
influence on whether such pupils start smoking or not.

26 Tertiary education etc. establishments to provide smoking prevention
advice as part of Health Promoting Universities: agreed though how
effective this would be is unknown.

27 Commissioning research studies to test new ways of dissuading young
people in disadvantaged areas from smoking: agreed.

28 Community-based youth organisations should have smoke-free
policies: agreed, especially those which NHS Boards fund.

29 Other approaches to smoking cessation in young people should be
evaluated: agreed, though strictly speaking this falls outwith the scope
of this report (on smoking prevention, not cessation). However, it is
difficult to separate prevention and cessation in young people and this
recommendation acknowledges this.

30. Consulting a representative sample of young people on the
recommendations in this report: shouldn't young people have been
involved in the production of this report at an earlier stage? As it reads
it looks a little like an afterthought. As things stand, though, agreed.

31 SEHD to use this report's recommendations as a five year Action Plan:
agreed, subject to TIG's comments above on these recommendations.




