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ASH Scotland welcomes this opportunity to submit evidence to the committee in 
advance of its scrutiny of the forthcoming Scottish Government draft budget for 2012-13 
considering to what extent the Scottish Government is facilitating and encouraging a 
focus on preventative spend. We congratulate the committee on the decision to take 
forward the work of its predecessor, and believe the Finance Committee Report on 
Preventative Spending1 is a helpful and illuminating discussion of the key issues in 
preventative public spending both in our own field of public health, and also more 
broadly. 
 
ASH Scotland is a Scottish charity that works in partnership to reduce the harm caused 
by tobacco and smoking in Scotland. We work by campaigning for more effective 
regulation of tobacco; designing and delivering training; coordinating tobacco control 
alliances and partnerships; providing a free expert information service; and by working 
with youth groups and those who experience health inequality as a result of tobacco 
use. 
 
We consider that interventions which seek to reduce the health harms caused by 
tobacco (and also other lifestyle risk factors like alcohol and obesity) are, by nature, 
preventative as they involve taking action now to prevent diseases that may occur only 
decades into the future. This response will provide a brief overview and evidence for the 
issues we consider to important in preventative spend relating to tobacco, before 
moving on to address the key questions in the general call for evidence raised by the 
Committee. 
 
Key points on tobacco’s economic and societal costs  
 
As highlighted by the Chief Medical Officer in his evidence to the committee2, there are 
a series of lifestyle behaviours which result in increased risk of disease, injury or death. 
Smoking has a causal relationship with many fatal and non-fatal diseases, including 
Scotland’s ‘big three’ killers - cancer, heart disease and stroke - and hence incurs a 
significant burden of disease that could otherwise be avoided. The CMO’s evidence2 to 
the Committee estimates the direct treatment costs of smoking-attributable disease 
within NHSScotland in 2007/08 to be over £336 million (this is consistent with the order 
of magnitude of other estimates ranging from £271 million3 to £409 million4). 
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Aside from direct treatment costs, there are a range of other societal costs that smoking 
incurs. We have recently estimated from the economic literature that, combined with 
direct healthcare costs, indirect costs of smoking are in the region of £1 billion5 (£692m 
in productivity losses due to excess absenteeism, smoking breaks, and premature 
death; £60m for premature deaths due to second-hand smoke exposure in the home; 
£34m of street-cleaning costs; and £12m for fires caused by smoking in commercial 
properties). This is likely to be a conservative estimate.  
 
Some of the indirect costs of smoking such as productivity losses may not be borne 
directly by the public purse, depending on the operation of the labour market (this is 
also true for other modifiable risk factors such as alcohol or obesity). However, they are 
still important to be mindful of, as time spent unable to work or otherwise not working 
due to smoking-attributable illness still has a value.  
 
The health problems caused by smoking are magnified for some groups of society due 
to smoking’s strong patterning by deprivation. 44% of adults in Scotland in the most 
deprived 10% of areas smoke compared with only 9% in the least deprived 10% of 
areas6. Smokers from more deprived areas are more likely to be ‘hardened’ smokers 
that are less likely to have made attempts to quit and exhibit greater signs of nicotine 
dependence7. Because of these features, the contribution of smoking to creating and 
maintaining health inequality is stark. A large cohort study tracking the mortality 
outcomes of fifteen thousand people from Renfrew and Paisley reported that smoking 
had a greater influence on mortality than social position - non-smokers from the lowest 
social classes outlived smokers from the highest social classes8. 
 
Professor Sir Michael Marmot and colleagues in their recent and comprehensive 
strategic review of health inequalities in England9 conclude that reducing health 
inequalities will provide economic as well as social benefits. Using data from England, 
the authors find that, if everybody in England enjoyed the life expectancy of the most 
advantaged, people who currently die as a result of health inequality would have 1.3 
million to 2.5 million extra years of life, and a further 2.8 million years free from any 
limiting disability. Putting a figure to this loss of healthy life, they estimate that inequality 
accounts for £31-33 billion in productivity losses in England per year, a further £20 - £32 
billion in lost taxes and higher welfare payouts, and NHS costs associated with 
inequality are around £5.5 billion per year. The report also states that ‘[t]obacco control 
is central to any strategy to tackle health inequalities.’10 
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Are interventions to reduce tobacco use cost effective? 
 
As continued smoking brings serious health consequences, interventions to either assist 
current smokers to stop or to prevent prospective smokers from taking up the habit are 
generally very cost effective, particularly when compared to other medical preventative 
or screening interventions11. This is particularly true for increases in tobacco taxation, 
which is generally regarded as the most effective and cost-effective measure to reduce 
consumption12, even when increased health care costs in years of life gained are taken 
into account13. However, it is important to remember that increases in tobacco taxation 
are regressive, in that they impact disproportionately on those with lower incomes (who 
are also more likely to be smokers). While stopping smoking brings large health and 
economic benefits for those who are encouraged to give up by duty increases, for those 
who are not it can have a negative impact on household finances.  
 
Because of this it is important to offer stop-smoking support services and drivers to 
those services (mass media/social marketing campaigns) to maximise the impact of 
duty increases on health and minimise the regressive effect. Appropriately designed 
stop smoking mass media campaigns14,15, telephone quit lines16, one-off events like no-
smoking day17, and specialist behavioural and pharmaceutical support for smoking 
cessation11 are all cost effective in preserving life. Smoking cessation interventions tend 
to remain cost-effective, even if the individual has smoked for many years.  
 

Response to key questions in the Committee’s call for evidence: 
 

1. The previous Scottish Government said that: “Preventative action is integral 
to the approach to government in Scotland and delivering the outcomes set 
out in the National Performance Framework”. What spending commitments 
and priorities  would you like to see in the 2012-13 draft budget and 
spending review in order to ensure that progress is being made on 
preventative spending and, in particular, Early Years intervention? 
 
As described in the sections above, ASH Scotland considers spending on tobacco 
is fundamentally preventative in nature. Effective interventions that seek to 
prevent children and young people from ever taking up smoking (two-thirds of 
smokers start under the age of 18 and nearly 40% under the age of 1618) have the 
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potential to offer the greatest benefits, as they avoid completely the health and 
economic burden of tobacco attributable disease. Even interventions that occur 
many decades after an individual has begun smoking - like media campaigns or 
behavioural support to encourage adults to give up - has a strongly preventative 
component, as ending tobacco use is always associated with better future health 
outcomes and reduced likelihood of illness. 
 
Hence we believe it is vital for the Government’s tobacco control budget be 
maintained so the spectrum of work that goes on in tobacco control in Scotland 
through prevention, cessation, education and enforcement continue to be 
effective in preventing future ill-health.  
 
Lastly, it is important to note here that Government action or spending in any 
particular area should not be considered in isolation as complex interactions 
between interventions exist. For example, based on the results of a large 
prospective study on obesity in the West of Scotland19 it is suggested that - as 
smoking is increasingly being reduced as a risk factor in the development of 
disease - other risks such as increased obesity may take part of its place in 
generating avoidable disease20. It follows that it is important for any particular 
lifestyle change intervention to be planned in awareness of any interaction or 
displacement effects, and highlights the importance of cross-discipline (e.g. 
alcohol, tobacco, obesity) working. 
 

2. The Scottish Government has emphasised an outcomes based approach 
through both the National Performance Framework and Single Outcome 
Agreements.  What, if any, additional national and local indicators would 
you like to see as a means of supporting the shift towards a greater focus 
on preventative spending?  
 
Exposure to second-hand smoke in homes and cars is a strong predictor and 
cause of a range of childhood diseases21 in addition to its established effects on 
adult health22. We currently have limited reliable data, and no targets, for the 
reduction of second-hand smoke in specific different environments such as the 
home or private vehicle. National indicators (due to the scale of data collection 
required, local indicators would likely be challenging to obtain) and targets on 
these areas would be welcomed to drive progress. Reliable prevalence data could 
also increase the effectiveness awareness raising campaigns, allowing them to be 
targeted at demographics where exposure is highest. 
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As described above, smoking is strongly patterned by social deprivation. No 
targets exist for reducing smoking prevalence in the most deprived groups at the 
population level or reducing the gap in prevalence between the best off and worst 
off in society at the population level (though a target with an inequalities focus 
does exist for NHS smoking cessation services particularly23). Considering the 
powerful role smoking plays in creating and maintaining health inequality between 
groups, it would seem justified to create and maintain national (and possibly local) 
outcomes that attempt to tackle this. 
 

3. The Scottish Government’s response to the Committee’s Report on 
preventative spending stated that: “The Spending Review that will follow the 
Scottish elections in May will provide another opportunity for the Scottish 
Government to support delivery agencies in their efforts to increase the 
proportion of their budget dedicated to preventative activity.” What support 
should the Scottish Government provide in its spending review to support 
delivery agencies in increasing preventative activity? 

 
The Government should provide strategic emphasis on the importance of taking a 
preventative approach to spending, and resource services accordingly. It is important 
to note that, because some preventative approaches may take many years or 
decades for their benefits to accrue, there will be similar-to-present levels of demand 
for most acute services in the short-to medium-term.    
 
4. What long term planning is carried out to fully deliver on preventative 

spending strategies and how do you plan for this within short term budget 
periods? 
ASH Scotland is an evidence-based voluntary organisation. However as a 
significant proportion of our work in tobacco control is based on outcomes that will 
only become apparent in the future, for reasons already discussed, we plan our 
work based on this fact. 
 
We have found it helpful to consider within a logic model framework what the 
long-term outcomes are that we want to achieve, and then link the longer term 
outcomes to surrogate measures of our main outcome that are observable in the 
short time. We have found this to be helpful in evidencing our work and 
benchmarking progress when the outcomes are events like lung cancer, heart 
disease or stroke rates that will occur 20+ years from the time the intervention is 
made. 
 

5. What baseline evidence is used to measure preventative outcomes? 
The evidence that can be used to gauge whether a preventative outcome has 
been achieved is dependent on the nature of the preventative outcome being 
examined. A common and acceptably robust (if used appropriately) approach to 
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measure preventative outcomes in health and social care is to measure changes 
in existing routine datasets using a time-series approach while controlling for 
existing trends prior to the preventative intervention in question. Well-designed 
cohort studies where individuals are followed for long periods of time can also be 
a useful (and in some cases, the only) way of gathering data on whether a 
preventative intervention has had the desired effect. 
 
As described in the response to the question immediately above, when expected 
actual preventative outcomes are far in the future, yet data is required in the short 
to medium term, a surrogate outcome that has a technical or theoretical link with 
the actual outcome can also be used to measure progress. 
 

6. In oral evidence to the Committee, COSLA stated that: "we want budgets to 
be thought of more as being part of the public purse than as belonging to 
the council or NHS". To what extent are you able to pool your budget, or 
even reallocate budgets to other agencies, and make joint spending 
decisions through initiatives such as the Integrated Resource Framework? 
 
From our experience of working with local authorities, NHS bodies, and other 
public sector organisations in tobacco control alliances and partnerships24 we 
have seen that changes to public funding structure have offered both 
opportunities and challenges to local tobacco control groups. For example, the 
development of the Concordat Agreement provided the opportunity to identify and 
explicitly record the value of tobacco control work and how it contributes to 
reaching the outcomes chosen by each local authority. It also brought difficulties 
as, in the removal of ring-fenced funding as part of the agreement, some councils 
reduced funding from agencies that were vital to carrying out the objectives 
agreed to (e.g. trading standards being inadequately funded has had a knock on 
effect in failure by some councils to achieve agreed work in enforcing the law on 
tobacco sales.)  
 

7. The Committee will be writing separately to individual Community Planning 
Partnerships but would welcome views from other interested organisations 
on what elements should be in the spending review and the 2012-13 draft 
budget to support more effective collaborative working in moving towards a 
more preventative approach to public spending? 
 
It is important, as in the example in the response to the question immediately 
above, that other Government mechanisms for taking policy from the national to 
the local level - such as the Single Outcome Agreements - are consistent with the 
vision for preventative spend that the Government wishes to adopt. Otherwise 
there is a risk that, particularly in the current climate when acute services are 
likely to be under budget pressure, national-level priorities which may rightly focus 
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on preventative approaches may not receive the action and attention they need at 
local level.  
 

How can good examples of collaboration be encouraged and shared nationally 
across key agencies and what is the role for the Scottish Government here? 
 
The Government has a key role in presenting, highlighting and sharing at the national 
level examples of good practice in collaboration. This is particularly pertinent because, 
as described in the response to question 1, some preventative interventions may 
interact with others, and a view at the national level can provide a broader perspective 
and recognise such relationships where they exist. The Government can then play a 
valuable role in encouraging relevant partners to work in a more effective joint manner.  
The voluntary sector also has a key role to play in this regard due to the typical flexibility 
it can show in testing new approaches, adapting and responding quickly to changing 
circumstance, delivering services tailored to particular community needs and advocating 
for change. ASH Scotland has recently published the final report of a five year project 
that developed and supported local tobacco control alliances in Scotland24. Through it 
we have demonstrated that a nationally managed project can help those working locally 
to make the best use of opportunities and developments that national level government 
policy can provide. Through our continuing work in coordinating the Scottish Tobacco 
Control Alliance (STCA) - a national multi-disciplinary forum for discussion and 
collaboration on all aspects of tobacco control - we have received positive feedback 
from public sector and third sector organisations on the value this kind of collaboration 
adds to ongoing work. 


