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1. The scale of the tobacco tragedy 

 
Tobacco is unique in the severity of its addictive and destructive effects. One in two smokers will die 
prematurely because of smoking-related illness. Smoking tobacco has, therefore, led to approximately 8 
million deaths in the United Kingdom (UK) in the last 50 years and will lead to another 2 million deaths in 
the next 50 years unless radical action is taken.  
 
Smoking tobacco delivers significant levels of nicotine to the brain very rapidly and causes a uniquely 
powerful addiction and chemical dependence to nicotine. This in turn leads to long term inhalation of 
tobacco smoke to satisfy the intense cravings for nicotine. Nicotine, however, is not a major public health 
concern and is NOT responsible for the illness and death resalted to smoking tobacco. The harm of smoking 
is from the 5000 additional chemicals created from the combustion of tobacco.  
 
There are highly effective, evidence-based interventions to treat tobacco dependency that include 
replacing the source of nicotine from smoking tobacco to safe or significantly less harmful nicotine delivery 
mechanisms, medications to break the addiction to nicotine in the brain and specialist behaviour change 
support to help transition away from a deep-seated habit. This treatment of tobacco dependency is the 
single most cost-effective intervention the NHS can provide. The real tragedy of tobacco dependency is 
that despite these highly effective and cost-effective interventions, only 5% of the 6 million current 
smokers in the UK receive access to the best treatment and support.       
 

2. National and regional tobacco control strategy & acute care NHS trusts 
 
2.1 National Strategy 
The NHS Long Term Plan (LTP) recognizes the critical importance of treating dependency in the NHS and 
particularly acute care NHS trusts. On any given day there are approximately 20,000 patients that smoke 
in acute care hospital beds and over 1 million patients that smoke will be admitted over the course of a 
year. The Ottawa Model of Smoking Cessation demonstrated a significant reduction in re -admissions and 
mortality by providing evidence-based interventions to all smokers admitted to secondary care on an opt-
out basis. The Royal College of Physicians estimated that by implementing the same model of care across 
the NHS there would £60 million of health care savings in the first year. The NHS Long Term Plan, therefore, 
is providing national funding to implement tobacco dependency treatment services in all NHS acute care 
trusts for inpatients that smoke.   
 
2.2 Greater Manchester Strategy 
In 2017, the Greater Manchester Health and Social Care Partnership’s Tobacco Control Programme, 
Making Smoking History, published the Greater Manchester Tobacco Control Plan. This set an ambitious 
target to reduce the smoking prevalence across the region to 13% at a rate faster than ever achieved across 
the UK before. Achieving the tobacco control plan objectives will require a structured, multi -faceted 
approach including secondary care tobacco dependency programme.  
The table below shows the top 10 reasons for admission across all GM hospitals in 2017/18 (elective and 
non-elective): 
 

Admission diagnosis Number of 
Admissions 

% Rank 

Pneumonia, unspecified organism 999 3.5% 1 

Abdominal and pelvic pain 715 2.5% 2 
Unspecified acute lower respiratory infection 695 2.4% 3 

Pain in throat and chest 687 2.4% 4 

Chronic ischemic heart disease 558 1.9% 5 
Other chronic obstructive pulmonary disease 492 1.7% 6 

Viral infection of unspecified site 488 1.7% 7 
Acute upper resp infections of multiple and unsp sites 487 1.7% 8 
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Other sepsis 486 1.7% 9 

Other disorders of urinary system 479 1.7% 10 
 
These diagnoses accounted for 21.1% of the total admissions in this period and 15.2% (3,356) are 
attributable to smoking tobacco. 
 
If the benefits achieved in the Ottawa Model of Smoking Cessation were replicated in Greater Manchester 
using a conservative estimation of 20% prevalence of current smokers in the 263,900 adult admissions to 
hospital across per year this would equate to: 
. 

• 3273 readmissions prevented at 30 days 
• 6176 readmissions prevented at 1 year 
• 3141 lives saved in 1 year 
• 18,473 successful quitters in the first year 

 
The 2015 Department of Health Reference Costs state an average non-elective hospital admission costs 
£1609. Therefore, the estimated savings from prevention of readmissions by applying the Ottaw a Model 
to Greater Manchester is therefore £9,937,184 per year. The average length of hospital stay in England is 
5 days (NGS Digital Data 2015-2016. The CURE project is estimated to save 30,880 bed bays per year, 
equivalent to 84 additional beds per day across Greater Manchester 
  
2.3 The CURE Project 
 
The CURE Project is Greater Manchester’s Tobacco Dependency treatment in acute care trusts programme 
and is recognised nationally as best practice (referenced in the NHS Long Term Plan and the National 

Respiratory & Lung Cancer GIRFT reports). 

CURE has core components that must be implemented to be complaint with the CURE service specification: 

 An educational package to upskill the medical workforce to have the competence and confidence 
to provides appropriate advice and pharmacotherapy to patients that smoke  at the point of 
admission (CURE level 1 and CURE level 2 e-learning modules) 

 Electronic recording smoking status for all patients being admitted to hospital  

 A standardised prescribing protocol to support the provision of pharmacotherapy for all smokers 
which have an exceptionally strong evidence base for effectiveness, including a Nicotine 
Replacement Therapy (NRT) prescribing protocol to be initiated at the point of admission for all 
patients that smoke. 

 Dedicated electronic referral systems that provide an opt-out service where all patients that 
smoke are automatically referred to the CURE team to be offered specialist treatment & support 
to be abstinent from tobacco during their admission and beyond.  

 A team of specialist CURE practitioners that provide specialist treatment, support and behaviour 
change on an opt-out basis to all patients that smoke 

 Robust discharge pathways to support smokers beyond the hospital admission, including 
electronic referral systems to community stop smoking services, community pharmacy teams and 
GP practices to provide ongoing support for patients to remain abstinent.  

 Adoption and implementation of the GM Smoke-free Hospital Policy including the distinction 
between smoking and vaping & supporting all smokers to be tobacco free on the hospital site 
(vaping friendly external grounds)   

 Robust data collection to report performance in line with CURE KPIs and RAG rating assessment. 
A key part of this is a 4 and 12 weeks phone call to provide self -reported smoking status to 
supplement outcome data provided by the community services.   
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The CURE service at Wythenshawe in its first 6 months of service delivered the following benefits from this 

model of care: 

 92% (13,515/14,690) of adult admissions were screened for smoking status, identifying 2,393 
current smokers 

 96% were given brief advice to quit by the admitting team 

 61% patients completed inpatient behavioural interventions with a specialist CURE practitioner 
(69% within the first 48 hours of admission) 

 66% of smokers were prescribed pharmacotherapy 

 Over one in five of all smokers admitted during this pilot reported that they were abstinent from 
smoking 12 weeks after discharge (22%). 

 

Further health economic analysis of the impact of CURE demonstrated it to be very good value with highly 

significant return on investment (Appendix 2): 

 The cost per quit for the CURE Project pilot was £475 (costs to secondary and primary care)  

 The gross financial return on investment ratio was £2.12 return per £1 invested  
 Cashable financial return on investment ratio was £1.06 return per £1 invested  

 The public value return on investment ratio was £30.49 return per £1 invested 

 The Incremental Cost Effectiveness Ratio (ICER) for the CURE Project pilot was £487 
 The project would still be financially justified even with a quit rate when scaled up of just 10%  

 
Over the course of 2020-2022 the CURE project is being rolled out across all acute care sites in Greater 
Manchester using a combination of cancer transformation funding and national LTP funding.  
 
Wave 1 (2020): 
1. The Royal Oldham Hospital (Pennine Acute Hospitals NHS Trust) 
2. Fairfield General Hospital (Bury) and Rochdale Infirmary (Pennine Acute Hospitals NHS Trust) 
3. Salford Royal Hospital (Salford Royal NHS Foundation Trust) 
4. Stepping Hill Hospital (Stockport NHS Foundation Trust) 
5. Tameside General Hospital (Tameside & Glossop Integrated Care NHS Foundation Trust) 
6. Royal Albert Edward Infirmary, Wigan (Wrightington, Wigan & Leigh NHS Foundation Trust 

 
Wave (2020): 

1. Manchester Royal Infirmary (Manchester University NHS Foundation Trust)  
2. North Manchester General Hospital (Manchester University NHS Foundation Trust) 
3. Trafford General Hospital (Manchester University NHS Foundation Trust)  
4. Royal Bolton Hospital  

 

3. Outcomes 

 
3.1 Outcomes Framework Domains & Indicators 
 

Domain 1 Preventing people from dying prematurely X 
Domain 2 Enhancing quality of life for people with long-term conditions X 

Domain 4 Ensuring people have a positive experience of care X 

Domain 5 Treating and caring for people in safe environment and protecting them from 
avoidable harm 

X 
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3.2 Key Service Outcomes: 
 
Local Key Performance Indictors (with Red-Amber-Green Rating): 
 

Key performance Indicators 
  

Red Rating Amber Rating Green Rating 

Proportion of adult admissions with recorded 
smoking status in electronic platform 

<75% 75-89% ≥90% 

Proportion of patients that smoke provided with 
brief advice  

<75% 75-89% ≥90% 

Proportion of current smokers prescribed tobacco 
dependency pharmacotherapy or provided with 
vaping kit 
 
Provide individual totals / proportions of smokers 
prescribed: varenicline, combination NRT and 
provided with vaping kits.  

<25% 25-49% ≥50% 

Proportion of current smokers approached by the 
CURE specialist team (opt-out model) 

<50% 50-74% ≥75% 

Proportion of current smokers accepting specialist 
support from the CURE team 

<25% 25-49% ≥50% 

Proportion of current smokers referred for post-
discharge follow-up  
 
Provide individual totals / proportions referred to 
community stop smoking service, community 
pharmacy and hospital CURE team FU service (if 
applicable) 

<15% 15-29% ≥30% 

4-week quit rate as a proportion of those with 
outcome data (record proportion of self-reported 
and chemically validated) 

<20% 20-39% ≥40% 

4-week quit rate as a proportion of all smokers 
admitted / intention to treat (record proportion of 
self-reported and chemically validated) 

<10% 10-19% ≥20% 

12-week quit rate as a proportion of those with 
outcome data (record proportion of self-reported 
and chemically validated) 

<15% 15-29% ≥30% 

12-week quit rate as a proportion of all smokers 
admitted / intention to treat (record proportion of 
self-reported and chemically validated) 

<10% 10-14% ≥15% 

 
3.3 Data Reporting  
 
Quarterly performance reports will be submitted to the GM CURE Programme Board, part of the Make 
Smoking History Team. Ultimately tis will be via a GM CURE electronic platform and dashboard. Part of the 
data submission is 4- and 12-week outcome data. Whilst the community service outcomes are important 
and will likely contain chemically validated quit data there is still a responsibility of the hospital CURE team 
to report outcomes. CURE teams will therefore ensure processes are in place to undertake a 4- & 12-week 
post-discharge telephone call to capture self-reported smoking status. This also represents a further 
opportunity to offer re-referral to community services if required.   
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To allow appropriate time for quit rate data to be obtained data submissions will be as follows:  
 

Time  Data Submission 
2022 Q1  

2022 Q2  
2022 Q3 2022 Q1 

2022 Q4 2022 Q2 

  
2023 Q1 2022 Q3 

2023 Q2 2022 Q4 
2023 Q3 2023 Q1 

2023 Q4 2023 Q2 
    

4. Scope 

 
4.1 Aims and objectives of service 
The CURE project is a comprehensive secondary care treatment programme for tobacco addiction.  At its 
heart is systematically identifying all active smokers admitted to secondary care and immediately providing 
nicotine replacement therapy (as well as ensuring access to evidenced-based pharmacotherapy and vaping 
kits) for the duration of the admission. This is supplemented by a consultation with an expert tobacco 
addiction team to construct a long-term treatment plan after discharge.  The term ‘CURE’ has been 
specifically chosen to ‘medicalise’ tobacco addiction and move away from the stigma of a lifestyle choice 

to disease treatment. 

 
Figure 1: The CURE Programme 
 

 
 
Aims and Objectives for Greater Manchester 
 

 To deliver and demonstrate the immediate benefits of a comprehensive acute care NHS treatment 
programme for tobacco dependency, as seen in Ottawa, in a UK population.  

 To support and train the medical workforce to have the competence and confidence to discuss and 
initiate the treatment for tobacco dependency across the healthcare system. 

 Develop and embed a standardised assessment and treatment pathway for smokers admitted to acute 
care trusts, that ensures all patients that smoke have access to the most evidence based and effective 
interventions for tobacco dependency. 

 Appropriately resource the expert specialist nursing teams to see all smokers admitted to secondary 
care and design individualised treatment plan beyond discharge. 

 Deliver a standardised and robust handover of treatment plan to primary care upon discharge. The 
optimal pathway for discharge will be one that provides different options that can be individualised 
for each patient (see figure below). All smokers in Greater Manchester can receive 6 months of free 



 

CURE Programme: Service Specif ication  Page 7 of 12 

 

access to the Smoke Free App which can support the discharge pathway after a hospital admission 
(24/7 access to stop smoker practitioners). 

 Support culture change within acute care trusts to embed the treatment of tobacco dependency into 
all medical team’s day-to-day practice. 

 Develop IT systems to support the delivery of this programme. 
 Implement truly smoke free hospital grounds, including as clear distinction between smoking and 

vaping & ensuring that patients that smoke that are using vaping as treatment for tobacco dependency 
are supported to do so on hospital grounds.  

 Report robust outcomes from this regional programme to continue to demonstrate the benefits and 
secure long term, sustainable funding & make the treatment of tobacco dependency business as usual.  

 

Figure 2: CURE Discharge Pathway. Flexible, patient-centred discharge options after a hospital admission 

 

 
Local Objectives: 

 Develop the required IT systems to support electronic screening of all hospital admissions for smoking 
status and facilitate automatic referral to the CURE service for all current smokers (opt-out model) 

 Implement a standardised prescribing protocol and support implementation (e.g. electronic 
prescribing and prompts to admitting clinicians)  

 Develop robust discharge pathways, aligned to the local community follow-up services +/- follow up 
with the hospital CURE service to ensure ongoing treatment is provided beyond discharge . Ensure 
patients can also be supported by the Smokefree App. 

 Develop electronic systems to support the submission of key performance indicators to the GM 
tobacco control system and GM CURE Board.  

 Support culture change within NHS acute care to embed the treatment of tobacco dependency into all 
medical team’s day-to-day practice. 

 Ensure every health care professional has the competence and confidence to offer help to stop 
smoking through direct action and referral. 

 Every patient has access to the best available treatments and expert support to treat this disease . 

 Implement a standardised GM smoke-free hospital grounds policy and switch to vaping friendly 
grounds to support those trying to be abstinent from smoking tobacco 

 Ensure appropriate pathways are in place to capture 4- and 12-weeks outcomes. 
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 Report service outcomes on time and with complete datasets to the GM CURE board 
 
The local objectives will contribute to: 

 Reducing the proportion of adults who smoke across local areas;  
 A reduction in smoking related illnesses and deaths 

 Improving the health of the population by reducing exposure to passive smoke 

 Improving access to and choice of stop smoking services, including access to pharmacological stop 
smoking aids. 

 
4.2 Service description/care pathway 
Patient Pathway 
CURE will contribute to the GM and locality ambition to reduce smoking prevalence by supporting smokers 
who are admitted to hospital to quit.  All patients will be screened for smoking status on admission and 
the outcome recorded within the designated electronic system. All current smokers will be provided Very 
Brief Advice (VBA) and treatment by the admitting nurse or doctor (as per CURE prescribing protocol). The 
CURE Specialist Team will then provide 1-2-1 quit support for all patients who smoke and consent to the 
programme.    
 
The service will include: 
 
Admitting Team 

 Complete initial screening and provide brief advice to current smokers within 24 hours 

 Commence initial treatment for tobacco dependency in line with the CURE prescribing protocol   

 Ensure all patients admitted are referred to specialist CURE team (supported by electronic systems to 
automate this process) 

 If the offer of treatment/pharmacotherapy is accepted by the patient, the admitting team should 
ensure a prescription is completed and medications commenced within 24 hours of admittance.  

 
CURE Specialist Team 
To ensure effective delivery of motivational interviewing, behavioural change support and expert advice 
to smokers during their inpatient admission – this will require a team of specialist tobacco addiction 
clinicians. This team will also: 
 

 Review the effectiveness of initial treatments & prescriptions during their specialist consultation and 
make appropriate adjustments to ensure ongoing effectiveness.  

 Discuss and offer vaping kits as part of the treatment of tobacco dependency with information 
regarding the smoke-free policy (vaping permitted on the external grounds)   

 Ensure all available treatment options have been discussed and offered such as varenicline.  

 Oversee any specialist prescriptions 

 Develop an individualised follow-up plan after discharge including a discussion of different discharge 
support available locally and access to the Smokefree App. 

 

This service will need to be nurse-led. This should include a nursing lead for the service. 

 All patients identified as a smoker to be approached by a CURE practitioner and offered the support 
of the team. This includes a specialist consultation & development of a 1-2-1 treatment plan (target is 
this is completed within 48hrs of admission)  

 Involvement of the nurse-led tobacco addiction team in devising a treatment plan for post discharge. 
Potential options: 
o Referral to the community stop smoking service 
o Referral to community pharmacy tobacco dependency service  
o Ongoing support with the hospital CURE team 
o GP follow-up 
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o Smoke Free Ap[p (free access for GM residents)   

 

The service will also ensure mechanisms are in place to capture 4- and 12- week outcomes. This is most 
likely to be telephone calls to record self-reported smoking status. There must also be established 
mechanisms to ensure data is received back from the community follow-up services on the outcomes of 

patients engaging with their programmes.  

Prescribing Protocol 
All patients should be offered NRT at the point of admission as the qui ckest method for alleviating carvings 
and withdrawal. In line with NICE guidance NRT should always be prescribed as combination NRT (long-

acting patch plus a short-acting form). 

Step 1: Prescribe a long-acting nicotine patch 

 Ask the patient how quickly they smoke from waking up 

 If <30minutes: prescribe a 21mg/24hrs nicotine patch (warn of possible sleep disturbance)  

 If >30minutes: prescribe a 25mg/16hrs nicotine patch 

 

Step 2: Prescribe a short-acting nicotine patch 

 Discuss all options with a patient but ensure they are aware that short-acting nicotine is absorbed 
through the gums – let the nicotine rest in the mouth and absorb.  

 Try to avoid swallowing nicotine which will prevent absorption and cause dyspepsia  

 Nicotine is harmless and therefore the patient cannot overdose on it, but they can under-dose and 
still have cravings for tobacco – use regularly and as much as needed e.g. on the hour every hour 

 

Device Dose Instructions 

Inhalator 15 mg per cartridge > ‘Puff’ on it: absorbed through the gums 
> 10 puffs = 1 puff of a cigarette 

> Use: ‘On the hour every hour’ plus with cravings  

Gum 4 mg per gum > ‘Chew and park’: chew until fiery taste then park  
> Use: ‘On the hour every hour’ plus with cravings  

Lozenge 4 mg per lozenge > Suck like a sweet 
> Chew and park if heartburn, hiccups 

> Use: ‘On the hour every hour’ plus with cravings  

Microtabs 2 mg > Rest under the tongue – don’t chew/swallow 
> Use: ‘On the hour every hour’ plus with cravings  

Mouth spray 1 mg per spray > Spray under tongue, don’t swallow 
> Use: ‘On the hour every hour’ plus with cravings 

Nose spray 0.5 mg per spray  > Spray both nostrils  
> Watery eyes, runny nose, sneezing should settle 
> Use: ‘On the hour every hour’ plus with cravings  

 

Vaping 

Vaping has a very strong evidence base as an effective tool for treating tobacco dependency. It has been 
shown to be twice as effective as NRT (NEJM 2019). It is critical patients with a dependency to tobacco are 
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offered this method of treatment and are supported to do so by an appropriate smoke -free hospital policy 

that allows vaping on the external grounds of the hospital.  

Vaping can be combined with NRT and used alongside each other. The CURE specialist nurses will discuss 

and offer vaping supplies (4 weeks starter kit) to all smokers as part of the specialist consul tation.  

Varenicline  

Varenicline is a highly effective treatment for tobacco dependency. It works on the nicotine receptor in 
the brain to break the addiction to nicotine. It is cheaper and more effective than NRT. All smokers should 

be offered varenicline and it can be prescribed alongside NRT.  

At time of writing this service specification an international recall of varenicline is in place and this 
medication is not currently available and may not be for some time. This highlights the importance of 
ensuring the other most effective interventions for tobacco dependency (vaping and combination NRT 

are readily available for all smokers).  

An alternative to varenicline, a plant-based naturally occurring chemical (cytisine) is currently 
undergoing due process to come to market in the UK and be 10available for patients via prescription. If 
this medication becomes available, the CURE prescribing protocol will be amended, and this service 
specification updated.           

Notes: 

 Prescribers should be aware of this protocol and it will need to be easily accessible as well as 
communicated effectively. 

 Ward pharmacists to be educated on this protocol and be able to advise admitting doctors/nurses.  
 Ensure process in place that checks if appropriate medication has been prescribed on admission by 

ward pharmacists, specialist nurse, tobacco champions. 

 Short acting nicotine should be readily available to the patient to use as required, not locked away  
 
4.3 In scope vs out of Scope 
 
The service will apply/not apply to the following: 
 

In Scope Out of Scope 

Screening and recording of smoking status for 
adults admitted for at least one night to an acute 
care trust 

Assessment of patients in Accident & 
Emergency, Day-case, Paediatrics, Maternity (has 
its own Smoking in Pregnancy programme). 

Initial brief advice and NRT prescription by 
clinical team. Rapid access to NRT 24/7 with 
appropriate ward stocks. 

Identification, assessment or treatment of 
outpatients* 

Specialist assessment and treatment by the 
CURE team on an opt-out basis; medication 
review, vaping offer, behaviour change, 
individualised discharge pathway  

Identification, assessment or treatment of 
outpatients* 

Provision of inpatient and initial discharge 
tobacco dependency pharmacotherapy (as per 
local policy). 

Provision of pharmacotherapy after the initial 
discharge medications** 

4- and 12- week smoking status outcomes & 
complete KPI reporting to GM CURE board 
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Development of robust pathways to refer to 
community follow-up programmes (stop 
smoking services, community pharmacy) as well 
as providing all patients with information to 
access the Smoke-free App 

Provision of specialist stop smoking support after 
discharge** 

Delivery of supporting information to patients in 
line with projects delivered in scope of GM 
Tobacco Strategy.  

 

*Local CURE teams may decide within their team capacity, with appropriate business case and service development that the 

provision of outpatient services might be provided accordingly to local requirements  
**Unless the service provides outpatient follow-up after discharge with the ability to provide ongoing medications 

 
Workstreams: 

 Training and educating the medical workforce to have the competence and confidence to discuss and 
initiate tobacco treatment with smokers, signposting to online training programme (levels of training 
based on job role). 

 A standardised assessment and treatment pathway for smokers admitted to secondary care . 
 An expert specialist tobacco addiction nursing team to see inpatient smokers and offer help/advice 

with medication choices, as well as design individualised treatment plans for beyond discharge . 

 Standardised and robust hand-over of treatment plan to primary care upon discharge including access 
to the smokefree app. 

 Culture change within secondary care to embed the treatment of tobacco addiction into identified 
relevant medical team’s day-to-day practice. 

 IT systems to support the delivery of this programme through electronic recording of smoking status, 
automated referral to the CURE service, electronic prescribing, referral to community services and KPI 
reporting. 

 Data completeness for KPI submissions including 4- and 12-week outcomes 
 Smoke-free hospital grounds including vaping friendly policy allowing vaping on the external grounds 

to support abstinence from tobacco.  
 
4.4 Acceptance and exclusion criteria and thresholds 
This pathway is applicable to any patient with a dependency to tobacco in line with the inclusion and 
exclusion criteria. The automated opt-out service should be operational for all adulty admissions although 
in line with NICE guidance the CURE team may accept referrals for patients 12years and older.  
 
Exclusions include: 

 A&E  

 Daycase / Outpatients 

 Paediatric wards (see above – referrals  accepted for age 12 and over but not as part of opt-out CURE 
model for adults described above) 

 Maternity. 

 Members of staff*  

 

*Local CURE services may decide it is appropriate to offer staff treatment through the hospital service & 

future business case and service developments may include the treatment of hospital staff.   

4.5 Interdependence with other services/providers 

 Locality population/public health commissioner and leads for tobacco control. 

 Hospitals across the GM conurbation. 
 GM Cancer CURE project team, part of Make Smoking History regional tobacco programme.  

 All hospital departments (apart from those identified as ‘out of scope’ above). 

 Community smoking cessation services. 
 Primary care (i.e. GPs). 
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 Pharmacy 

 Community Pharmacy 
 
5.  Applicable Service Standards 

 

 NICE Guidelines 2021 (NG209): Preventing uptake, promoting quitting and treating 

dependence  

 Smoking & Health 2021: A coming of age for tobacco control (Royal College of 

Physicians) 

 Hiding in Plain Sight – Treating Tobacco Dependency in the NHS (Royal College of 

Physicians) 

 The NHS contract in England for 2017–2019, which has specified that commissioners 

must agree plans from the provider to maintain a smoke-free hospital estate by 

December 2018 

 Public Health England Statement on E-cigarette use in public places and workplaces 

 NICE PH48 

 Public Health England. E-cigarettes and heated tobacco products: evidence review. 

2018. 

 

 

 


