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Executive Summary

The UK Government has recently reviewed and updated the laws and practices surrounding adoption and children looked after in foster homes and residential care in England and Wales. The law on Adoption and Fostering in Scotland is over 25 years old, and the Scottish Executive is currently undertaking a review of adoption policy. Tobacco use in care settings has yet to be fully addressed in these reviews.

In the light of growing awareness of the health risks which passive smoking poses, both to adults, and specifically to children, this paper makes recommendations about tobacco policies relating to adoption, fostering and residential care. It should be seen as an ASH Scotland policy paper. However, we hope that it will guide the Scottish Executive, agencies that place children into care settings, and professionals working in the field in developing best practice. 
ASH Scotland convened an Expert Working Group in August 2001, to bring together professionals working in the fields of adoption and fostering [Appendix 1, p.31]. The Expert Working Group was established to answer five questions about tobacco policies in adoption and fostering. The questions were designed to:

· Provide an overview of the current situation regarding tobacco policies and placements for adopted children, and those “looked after” in foster care and care homes

· Explore the issues which influence policies where they exist, and reasons why policies may not have developed

· Ascertain the extent to which tobacco policies would be desirable

· Propose appropriate guidelines for tobacco policies relating to adoption, fostering and residential care
The findings of the Expert Working Group were combined with in depth research in order to create the basis of this Policy Paper. 

The paper looks at the impact of tobacco on children’s health and the implications this has for care services, before making recommendations about how tobacco policies should be implemented in these settings.

The issues of tobacco use and care settings is complicated, and require a number of competing factors to be balanced. While the long-term welfare of the child is paramount, and the risks of passive smoking to children are well established, more than one third of Scottish adults currently smoke, and tobacco use remains highly normalised and accepted. Nicotine is highly addictive, and giving up smoking can be incredibly difficult – even for those who are highly motivated to do so. Smoking status is not an indicator of parenting skills.

Although the scientific evidence of serious harm to children from passive smoking is conclusive, there has generally been a lack of public awareness of the level of the health risks arising from children’s exposure to environmental tobacco smoke (ETS) from passive smoking, to smoking materials, and to adults’ tobacco use. 

This lack of knowledge is reflected in agencies that place children for care in adoptive families, foster care or residential settings, and there is considerable variation in the nature of the formal and informal policies used by agencies. The application of tobacco policies across agencies in Scotland is highly inconsistent. Ministers have traditionally proved reluctant to guide policy at this level. There is a need to develop best practice guidelines, supported by education and training materials for all types of care provision. All agencies should adopt a written policy on tobacco use and placement of children.

There is a shortage of suitable adopters and foster carers in Scotland, and it is seen as a priority by Ministers and agencies themselves to maximise the opportunities for prospective adopters or carers to be accepted, without compromising the safety or welfare of the child. 

Growing up in a smoking home has both short and long term impacts on a child’s health and other welfare. However, these impacts are not widely understood by agencies, and most care decisions are taken in the face of serious immediate risk to the health or safety of the child, which means that tobacco smoke in the home is not perceived as a major issue. There is a need to increase knowledge of the impacts of tobacco smoke on children’s health and welfare. Agencies already have a duty to consider similar impacts when placing children.

Smokers should not be denied the opportunity to adopt, foster or work as carers. However, tobacco use must be carefully considered as part of the placement process. It is not recommended that children aged under 2 and those with existing respiratory or cardiac illness, be placed with smokers as there is clear evidence of immediate danger to the child’s health if they are exposed to environmental tobacco smoke. 
In all cases, even those where the prospective adopter or foster carer is not a smoker, a proper risk assessment should be carried out to assess the risk to the child’s health - including an exploration of the adopters'/carers' standards of care around protecting the child from passive smoking, smoking materials and adults’ tobacco use. Policies should be flexible enough to accommodate changes in adopters’ and carers’ smoking status.   

The policies adopted by agencies may be affected by wider policy reviews and/or any future legislation on smoking in public places or in the workplace. The absence of legislation to create smoke-free public places has meant that even where adoptive parents, foster carers and care workers take steps to protect children in the home, children are likely to be exposed elsewhere. This undermines the message that smoke free environments are needed to protect children. 

There is a strong case for providing adopters and foster carers with priority access to stop smoking support, as is the case with pregnant women. The process of adoption or fostering may provide an additional motivation to try to give up smoking, and it is important that local cessation services work with agencies to provide this service. Care workers and agency staff would benefit from specific training on tobacco issues, including referring smokers to existing stop smoking services.

There is a lack of research available on the specific issues surrounding tobacco use in care settings, including data on which type of policies should be adopted.  

It is also important that any policies on tobacco use in care settings fits into a wider strategy for young people and tobacco in Scotland. 
The Context

Adoption, fostering and residential care in Scotland – an overview

Adoption became a legal process in Scotland in 1930. Whilst initially it was largely about placing very young babies, most adoptions are now of pre-school or primary school age children. In Scotland, the average age of the child at the time of adoption is just over six and a half years old, and 7% of children are aged less than one year (Scottish Executive, 2003).

There are two types of agencies placing children for adoption – local authorities account for the majority of applications, but the voluntary sector also plays a significant – and growing – role.

Nearly one third of all Scottish adoption applications in 2002 were adoptions by relatives – so called step-parent adoptions (Scottish Executive, 2003). This paper will concentrate on children placed for adoption by an agency - children 'received into care' because of issues within their own family; for example illness or abuse. Children placed for adoption have almost always spent some time in a foster home while work is done to try and make a return home possible. Adoption will only be considered once it becomes clear that attempts to support the child within their own family are not going to succeed. 

In Scotland, about 6,000 children and young people are “looked after” by local authorities, most of whom live with foster families. Scottish Office Guidelines stipulate that fostering is the preferred type of care for children under 12 (Scottish Office, 1995). 

There has been a steady decline in adoption applications over the last two decades. The number has fallen steadily from 1,081 in 1983 to 360 in 2002 (Scottish Executive, 2003). The overwhelming majority of adoption applications are successful.

Responsibility for adoption is devolved to the Scottish Parliament. The Adoption (Scotland) Act 1978 remains the primary piece of legislation on adoption in Scotland, and parts of this were amended by the Children (Scotland) Act 1995. This introduced an important new requirement that, in reaching any decision relating to the adoption of a child, the need to safeguard and promote the child’s welfare throughout his/her life is paramount. 

The child-centred approach means that agencies have a clear remit – to look for families for children, not to seek children for families. It also means that agencies have to consider the direct health impact of adopters’ lifestyles on the child, and that this responsibility extends to both the short and the long term.

However, there are significant pressures on agencies seeking to recruit adoptive parents, and there is a shortage of suitable candidates approved for adoption. The UK Government’s Review of Adoption (in England and Wales), identified issues with recruitment and assessment practices and delay in finding and matching adopters for children waiting to find a family. The report highlighted the fact that there is a very high drop-out rate from initial enquiries to the number of approved adopters with only one in every ten initial enquiries resulting in an adopter being approved. It concluded that there is a possibility that potential adopters may be ‘put-off’ at an early stage in the process by the response they receive (Performance and Innovation Unit, 2000). 

The discussion at the ASH Scotland Expert Working Group revealed that some prospective adopters drop out because their expectations of adoption are not matched by the reality – with available children being older than expected, and having emotional and behavioural issues. More than half of looked-after children have experienced abuse or neglect, while one study of adoption showed that 4 in 10 adopted children had at least one special health, developmental or learning need (Department of Health, 2001b). Having been offered information about the reality of adoption, some prospective adopters make an informed decision not to proceed.

Despite the fact that responsibility for adoption and looked after children is devolved to the Scottish Parliament, developments in England and Wales continue to have considerable influence on the situation in Scotland. The Adoption and Children Act 2002, amended the Adoption Act (1976). Most of its provisions will apply only in England and Wales, although some parts of the legislation (notably those relating to trans-national adoption) also apply to Scotland.

Developments in Scotland

The Scottish Executive published Adoption Standards on 27 March 2002, alongside National Care Standards covering fostering and care homes (Scottish Executive 2002, a, b, c). The Adoption Standards were designed to underpin best practice and to provide a framework against which adoption agencies could ultimately be inspected.

The purpose of the National Care Standards was to develop national standards describing what each individual child or young person should expect from those who are providing care services, including in foster homes or care homes. The Care Standards are focussed on the quality of life that the child or young person using the service experiences. 

The standards adopt different stances on tobacco. The Adoption Standards do not allude to smoking. This reflects the reluctance of successive Governments to legislate on specific areas concerning adoptive parents’ suitability, preferring to leave the interpretation of general statements to the discretion of agencies. 

The Fostering Standards do not address tobacco either. However, the Care Standards for children living in Residential Care specify that a smoke-free living environment should be provided.

The lack of consistent guidance on tobacco underscores the need for agencies to have access to best practice guidelines relating to tobacco policies in adoption and all looked after children.

In April 2001 the then Education Minister Jack McConnell announced the establishment of an Adoption Policy Review Group to review adoption law and practice in Scotland and work to break down the barriers to adoption. Phase 1 of the Review Group’s findings was published in June 2002 (Scottish Executive 2002 d). 

The report confirms the shortage of adoptive parents available to meet demand in Scotland. It recommended that a common assessment framework be developed and identified a need for more consistent post-adoption support. This framework of support should include tobacco, alongside other long-term issues.  

The report also highlighted a misconception that agencies favoured middle class or professional adopters, and argued that this may deter prospective adopters from other backgrounds. It was recommended that agencies should publicise the wide variety and diversity of adopters.

Tobacco Use and its Impact on Children 

Health 

Tobacco use is the largest single cause of preventable ill-health and death in Scotland and is a major cause of inequalities in health. In Scotland, 13,000 people die every year from tobacco-related diseases. Tobacco use causes 90% of lung cancer deaths and is responsible for a third of all cancer deaths, including those from bladder, stomach, throat and pancreatic cancer. It causes heart disease and the majority of deaths from chronic pulmonary disease such as bronchitis and emphysema. 

Since the 1980s scientific and medical consensus about the health risks of passive smoking (environmental tobacco smoke) has developed. Tobacco smoke contains over 4000 chemicals in the form of particles and gases. Some of these chemicals are irritants and 60 of them are known or suspected carcinogens. 

In 1988 the UK Independent Scientific Committee on Smoking and Health (The Froggatt Report) concluded that passive smoking could account for several hundred cases of lung cancer in non smokers each year and also causes childhood respiratory disease (Froggatt, 1988). Recent research suggests that exposure to environmental tobacco smoke may increase the risk of heart disease by between 50-60% (Whincup et al., 2004). Research published in the British Medical Journal in 1997 demonstrated that non-smokers exposed to environmental tobacco smoke in the home have a 26% greater risk of lung cancer (Hackshaw et al., 1997). More recent research by the University of Dundee showed that passive smoking exposure in the workplace had a measurable impact on lung function, reducing it by as much as 10% (Chen et al, 2001).

Pre-school and primary school-aged children are at particular risk from exposure to environmental tobacco smoke. Children exposed to passive smoking are more prone to bronchitis, pneumonia, chronic cough, and wheezing  (World Health Organisation, 1999). Passive smoking is also a contributing factor in around two thirds of cot deaths (Blair et al,. 1996). Exposure to passive smoking increases the risk of chronic breathing problems in young children by an estimated 50-100%, and around threefold in babies under the age of six months. (Cook, Strachan & Ross Anderson, 1997). Environmental tobacco smoke can cause asthma in children, and increases the severity of the condition in those who are already affected (Strachan & Cook, 1998). Recent research also suggests that corticosteroid drugs used to treat asthma are ineffective when given to children who are exposed to ETS in the home (Susman, 2004).
In the UK about fifty children a day are admitted to hospital because of the impact of passive smoking (Royal College of Physicians, 1992). A recent study published in the British Medical Journal suggested that the only way of reducing children’s exposure to passive smoke is to maintain a smoke-free home. Other measures, such as restricting smoking in the vicinity of the child, or using fans or open windows to ventilate rooms where smoking had taken place are ineffective (Blackburn et al., 2003). 

In 1999, the World Health Organisation convened an International Consultation on Environmental Tobacco Smoke (ETS) and Child Health. This report concluded that children’s involuntary and harmful exposure to passive smoking can be seen as a human rights violation, under Articles 6 and 24 of the 1989 United Nations Convention on the Rights of the Child.  These articles enshrine governments’ responsibilities to ensure children's right to life, to an environment that maximizes the survival and development of children, and to the highest attainable standard of health. The report added that the Convention's reporting guidelines also include the requirement to identify risks to children from environmental pollution and to report measures taken to reduce these risks (WHO, 1999).

Accidents and hazards

In addition, smoking materials can create danger in the home. Cigarettes and nicotine can cause nicotine poisoning if eaten by children. The Child Accident Prevention Trust ranks tobacco products among the top causes of poisoning in children each year in the UK, alongside medicines and household detergents (Child Accident Prevention Trust 2004). Although nicotine poisoning is rarely fatal, it is still a relatively common reason for children to be admitted to hospital.  

Smoking materials including lighter fuel, matches and lighters can cause additional hazards for children in the home. Smoking materials are the leading cause of fire deaths in the UK (Child Accident Prevention Trust, 2004). In 2000, more than half of all fatal fires were caused by smoking materials (Scottish Executive 2001d).   

Carers and parents as role models 

A number of studies have established that children’s smoking experience and their attitudes towards smoking is strongly influenced by the smoking behaviour of family and friends.

Children are much more likely to be smokers if other people at home smoke, including parents, siblings and extended family members. The 1998 Scotland survey Smoking, Drinking and Drug Use among Young Teenagers found that pupils who said that both their parents smoked were more likely to be regular smokers themselves than were pupils who said that neither of their parents smoked (13% and 8% respectively) (Goddard & Higgins 1999). 

A recent University of Edinburgh report on adolescent smoking confirmed that there are highly significant associations to be found between parental smoking and adolescent smoking. Daily smoking prevalence was highest among both boys and girls if they had two parents who smoked, and lowest if neither parent was a smoker (Griesbach & Currie, 2001b). Further research has confirmed that parental disapproval of smoking and teachers’ attitudes can act as a major disincentive to children taking up smoking (Griesbach and Currie, 2001a, b). 

This evidence has implications for the role of adoptive and foster families, as well as carers. Tobacco policies should be based on the whole circumstances of the child – with attention paid to the tobacco use of birth families, carers, and the households of adoptive and foster carers.  In the resource guide, Doctors for Children in Public Care, the authors note that:

‘Smoking by substitute carers is a controversial area. In the past, medical advisers have attracted negative publicity by rejecting smokers on health grounds. However, foster carers who smoke need to prevent the exposure of children and young people to passive cigarette smoke. It is particularly tragic when previously non-smoking young people come into the care system and become smokers themselves as a result of the example of their carers.’ 

(Mather et al., 2000) 

Child care professionals should give the health of looked after children a high priority. Health should be seen as a holistic concept which includes promoting healthy lifestyles as well as mental and physical health. A survey carried out by Greenwich Health Care Trust in 1997 sought the views and aspirations of young people in the care system. The report said of those in residential care, 

'Several young people referred to the fact of being surrounded by adults who smoked, saying that they had not smoked prior to being looked after, but had started due to peer pressure and the fact of living in an environment where smoking was the norm’ 

(Mather et al., 1997).

 A 1998 large-scale survey of young people in residential and foster care commissioned by the Who Cares? Trust showed that the most frequently mentioned health risk was smoking, reported by 29% of the sample (Shaw 1998).

Medical advisers can encourage social services to have effective tobacco control policies for their residential care staff and, as an organisation, set up support groups for staff and carers who wish to stop smoking (Mather et al, 2000).

The earlier children start to smoke, the more likely they are to remain smokers and expose themselves to potentially fatal diseases. By the age of 15, a more than a quarter of children in Scotland smoke on a regular or occasional basis (Currie et al., 2003). Half of those that continue to smoke will eventually die from a tobacco-related illness, losing an average of 16 years of their lives (Doll et al., 1994). A US study published recently showed that the speed of nicotine addiction in children was much quicker than previously thought. A cohort study of students aged 12-13 years revealed that the first symptoms of nicotine dependence can appear within days to weeks of starting smoking. 22% became nicotine dependent within four weeks (Di Franza et al., 2000).
Tobacco Use in Society 

When examining passive smoking, it is important to understand the ways in which tobacco is used within society. In Scotland, 28% of all adults smoke (Scottish Executive, 2000a; General Household Survey, 2002). Smoking is the single biggest cause of preventable premature death and ill-health in Scotland (The Chief Medical Officer’s Report, 2003).  

Nicotine Addiction

There is now an overwhelming consensus amongst the medical and scientific communities that nicotine is addictive (Foulds, 1996). The recent report by the Royal College of Physicians, Nicotine Addiction,  pointed out that most smokers do not smoke out of choice, but because they are addicted to nicotine (Royal College of Physicians, 2000).

Tobacco is still widely promoted and relatively normalised within society, and there is no widespread public perception of tobacco as an addictive substance. 70% of UK smokers want to quit (Office for National Statistics, 2003) but, compared with treatment services for other addictions, there has traditionally been a marked absence of specialist smoking cessation services to meet their needs. The Scottish Executive has started to address this, and community cessation services have now been established in Scotland to provide stop-smoking support. However, these are still relatively underfunded in relation to demand. 

Low Income Smokers and Inequalities 
The tobacco white paper, Smoking Kills, prioritised support for three groups of people:

· Children and young people

· Disadvantaged adults

· Pregnant women

Tobacco use accounts for at least two thirds of the excess deaths due to inequalities in health in Scotland. Tobacco smoking is increasingly concentrated amongst those living in deprived areas - the unemployed, lone parents and those living on low incomes. Those in the less well-off groups are more likely both to smoke cigarettes and to smoke more cigarettes per day. The 1995 Scottish Health Survey showed that 55% of people in the unskilled manual group smoke compared with 15% in the professional group. The 1998 Scottish Health Survey, published in December 2000, stated that there was neither narrowing nor widening of the social class inequalities in cigarette smoking between 1995 and 1998.

Smokers from communities with high levels of deprivation need considerable additional support to help them stop. As ASH Scotland’s Women, Low Income and Smoking project has shown, effective tobacco control strategies in poorer communities can only succeed within the wider context of strategies that tackle poverty, disadvantage and health. Many of the women involved in the Project made incremental steps to changing their behaviour, including making homes smoke free and cutting down their consumption of tobacco, before stopping completely. These steps towards quitting are important for low-income smokers (ASH Scotland, 1999), and enable them to consider the impact of their tobacco use on their families, and to introduce measures to minimise risks to health.

Awareness of the specific issues surrounding tobacco use in lower income groups is particularly relevant in considering tobacco policies relating to adoption and fostering. Many birth families come from lower income groups, and high numbers of foster carers live on low incomes (Office of the Deputy Prime Minister, 2002). In addition, the imposition of rules denying smokers the opportunity to adopt may discriminate against low-income families. There is a danger that it would feed the perception that agencies prefer professional and middle class adopters. However, if sensitively handled, the engagement of prospective adopters with the adoption process provides an opportunity to address smoking status and offer advice and support as appropriate. 
Existing Policies on Tobacco Use and Adoption and Fostering
Policies on tobacco use vary throughout the UK and Scotland, with different agencies having different practices, and with policies differing between adoption, fostering and care settings. 

The new National Care Standards for Scotland on Care Homes for Children and Young People (Scottish Executive 2002a) specify that children living in residential care settings should “live in a smoke-free environment” (Standard 5, point 10). However, this protection does not extend to children who are placed in adoptive or foster care. 

Many agencies, and the government, acknowledge that it is inappropriate to deny smokers the opportunity to be adoptive or foster carers. The British Agencies for Adoption and Fostering (BAAF) has acknowledged that ‘many smokers have proved to be excellent foster carers or adoptive parents’ (BAAF, 1993). The Department of Health has specifically examined the balance to be struck between consideration of the child’s health and the parenting skills of the smoking parent: 

An adoption agency has a duty to consider the effects of smoking on children in their care; therefore agencies should discuss with prospective adopters the issues and implications of smoking such as expecting them to ensure that a child does not spend its time in smoke-filled rooms. However, the use of criteria whose application is in reality to ban people who smoke from adopting is not appropriate. 

(Department of Health 1998b)

BAAF recognises that ‘it is not helpful for an agency to create an image whereby smokers feel that their applications would automatically be unwelcome.’ It has made a series of suggestions on how agencies should response to prospective adopters who smoke (BAAF 1993):

· Encourage applicants to reflect on the examples that they are giving children re: smoking

· Discussion with a carer who has given up smoking can be helpful

· Social workers who smoke can be asked to abstain when in the presence of applicants

· The implementation of a tobacco policy for professional carers in agencies’ residential 

establishments.

· Offer help in locating and attending stop smoking courses with, where appropriate, payment of fees

· Agencies should also be prepared to offer carers support in helping children and young people to stop smoking
There are variations in practice across the country, with some agencies having no policy at all about tobacco use, and some having a policy of only placing children in a smoking family in exceptional circumstances. Agencies are most likely to have policies in relation to adoption, with less importance attached to tobacco use in fostering. There is a lack of evidence about the extent to which residential care homes have adopted policies that enable compliance with the requirement that accommodation should be smoke-free.  The Scottish Executive should fund research into the specific issues surrounding tobacco use in residential care in order to identify the most effective policies.

Developing a Tobacco Policy

Studies have shown that the presence of tobacco policies in workplaces, schools and public places have an impact on tobacco consumption, increase quit rates, and raise awareness about passive smoking and its impact.

The most effective tobacco polices include measures which:

· Protect health, by reducing exposure to environmental tobacco smoke

· Increase knowledge and awareness about the health impacts and addictiveness of tobacco

· Outline and explain the parameters within which tobacco may or may not be used 

· Provide support for smokers to quit 

In developing tobacco policies for adoption, fostering and residential care, all of these elements must be addressed. Concentrating on prohibition without providing information or support would make any policy less effective. 

Ensuring that smokers have information about the impact of tobacco use on their health and that of others is an important motivator. It can encourage smokers to quit and to modify their smoking behaviour to minimise other people’s exposure to second hand smoke.

The development of tobacco policies in Scotland may be influenced by other policy developments and reviews, as well as the possibility of primary legislation to restrict smoking in workplaces or public places. 

CoSLA, NHS Health Scotland and ASH Scotland have audited local authority tobacco policies in Scotland (ASH Scotland & HEBS, 2001b). Best practice guidelines to enable local authorities to develop and implement an approach to tobacco that is sustainable ad firmly rooted in good practice are available (NHS Health Scotland, ASH Scotland and CoSLA, 2004). Local government agencies are directly affected by these guidelines, and other types of agency may be influenced by the guidelines.   

In addition, in July 1999, the Health and Safety Commission (HSC) produced a draft Approved Code of Practice (ACoP) to clarify the implementation of the Health & Safety at Work Act as it applies to passive smoking in the workplace. The Act states that employers have a duty “to provide and maintain a safe working environment which is, so far as is reasonably practicable, safe, without risks to health and adequate as regards facilities and arrangements for their welfare at work.”  The intention of the ACoP was to show what would be considered as ‘good practice’ in dealing with ETS at work. After initial consultation, in September 2000, the AcoP was passed for Ministerial approval.  However, a decision was then made to demit the proposed ACoP for further consultation, and it has since disappeared from the political agenda. 
In the absence of the ACoP, legislation to protect employees from exposure to ETS is vital. There has been increasing pressure on both the Scottish Executive and the UK Government to address smoking in public places and workplaces through legislation. In July 2003, the Chief Medical Officer for England, Sir Liam Donaldson, called on the UK Government to consider legislation on smoking in public places (Chief Medical Officer, 2003). The Scottish Chief Medical Officer supported this position, stating that there should be a complete ban on smoking in public places in Scotland (The Chief Medical Officer’s Report, 2003).  

In January 2004, the Scottish Executive published the first ever action plan on tobacco control specifically for Scotland. This plan, ‘A Breath of Fresh Air’ (Scottish Executive, 2004) sets out proposals for reducing tobacco-related harm. It indicated the need for:

· More public education on the health risks involved with environmental tobacco smoke

· Firm action to extend smoke-free zones in enclosed public places; and

· An open public debate on the dangers involved in passive smoking and how to reduce exposure

In order to inform decision-making, the Scottish Executive undertook a wide-ranging consultation process which ended on 30th September 2004. There was an unprecedented response to this consultation, with over 55, 000 submissions received. An announcement will be made on November 10th 2004 regarding the nature of the Scottish Executive’s future policy on reducing exposure to second-hand smoke. 

The process of placing children for adoption

Members of the Expert Working Group reported that although smokers are generally not excluded from acceptance as adoptive parents because of their tobacco use, in practice smoking is an additional obstacle to achieving a suitable match with available children. 

Even in agencies that do not have a policy on adoption and tobacco use, non-smokers have more chance of having a child placed with them, because the adoption panel will still take medical advice about the use of tobacco into account. The panel may also consider the amount that people smoke and the location of their smoking in the home as factors.

These judgements may not be accurate because prospective adopters might conceal the extent and nature of their tobacco use in order to make a better impression on the panel. 

Notwithstanding these potential difficulties, agencies currently use information about prospective adopters’ tobacco use as part of the general process of assessing their suitability for the children who need to be placed. 

Pregnant women who smoke are currently a key target group of the Government’s smoking cessation strategy (Department of Health, 1998a), and there are strong arguments for prospective adopters to have access to similar support services.

The UK-wide Employment Act 2002 sets out statutory provisions for adoption leave and pay, and for a partner to take leave to support the primary adopter. This indicates that the Government is aligning adoption rights with maternity rights and wider parental rights. Cessation services should be promoted to adoptive parents, as they are to pregnant women.

There is potential for prospective adopters to be highly motivated to stop smoking, in the same way as for many pregnant women, and some agencies reported that this was the case in their experience. On average 10-25% of women spontaneously attempt to stop smoking during pregnancy, while a further quarter or more try to cut down. However, a tobacco policy would also need to acknowledge that it is very difficult to stop smoking. Even with highly motivated quitters, such as pregnant women, the majority relapse (McBride, 1993). 

In addition, future events can be unexpected. For example, parents who have tried to quit may resume smoking; couples may separate and new partners might smoke; family members may take up smoking. It is difficult to intervene after a child has been placed. A tobacco policy that concentrates on standards of care around passive smoking, for example, would allow these changes in circumstances to be accommodated, and ensure that adoptive parents understood the need to protect the child from passive smoking, regardless of their own smoking status.  

Providing direct cessation support for adoptive parents is different from support for foster parents or care workers. Because the health of adopters is not the primary concern of agencies, they do not intervene directly in health matters like diet, tobacco use and other lifestyle issues, but rather refer adoptive parents to GPs or other Primary Care Workers. Policies should be used to increase referrals of prospective adopters who smoke to existing cessation services in primary care. 

The process of placing children for fostering
Fostering decisions are much less likely to be influenced by considerations about the foster-carers’ tobacco use. This is because decisions about foster placements are often made at “crisis points” in children’s lives – when the imperative is to find short-term placements for children, often at short notice. Many areas suffer a shortage of suitable foster carers. 

In this context, tobacco-use is not seen as a major issue for agencies, both because tobacco use is normalised in society and because of the nature of tobacco related illness. The causal relationship between passive smoking and serious illness including sudden infant death syndrome, respiratory disease and ear infections is often not well understood by agencies. The health impacts of tobacco are likely to be given low priority.

However, this attitude is inconsistent with the UK Government and Scottish Executive’s approach to looked after children – which aims to address the differing “life chances” of children looked after compared with those who are adopted, or who live in birth families (Scottish Parliament, 2001). This approach acknowledges that poor health and educational opportunities have a lifelong impact, and makes clear that consideration of the welfare of the child must extend into the long term, and not just for the duration of childhood and adolescence. 

It is important to acknowledge that there are pragmatic reasons why tobacco use may not be a priority consideration when placing children for fostering, with decisions frequently needing to be met at short notice, to minimise risk to the children involved, and a shortage of available carers. Fostering may also be viewed as a short-term measure, so that longer-term health concerns are perceived to be less important. However, the current situation - where tobacco policies are not always considered in guidelines and policies for placing children in foster care - must be addressed. Appropriate guidelines are needed at both local and national level. The Scottish Executive should ensure that appropriate guidelines are put in place, both to address passive smoking and to support carers working with young people who may smoke.   

It should be acknowledged that agencies’ relationships with foster carers are not those of an employer and employee. While some agencies have an employer-like relationship with foster carers, the majority do not.  This means that any tobacco policy relating to fostering would have to be introduced as part of the fostering agreement between the two parties, rather than through any type of contract of employment. Tobacco policies should be included as part of this fostering arrangement.

The process of placing children in residential care

As employers, agencies have legal responsibilities to care workers as well as to children in their care. The Approved Code of Practice currently being drafted by the Health and Safety Commission to clarify employers’ duties under Health and Safety legislation will provide a level of protection for carers exposed to tobacco smoke in the course of their duties. This will force agencies running care homes to act. In turn, this may increase pressure for agencies to adopt specific tobacco policies beyond the Approved Code of Practice. If primary legislation on smoking in the workplace or public places is introduced, this will also have an impact.  

Heightened awareness of the employer’s responsibilities may also make it easier for agencies to offer cessation support for care workers, and the duty to introduce risk assessment. Agencies’ legal and moral responsibilities to safeguard the health of their employees mean that tailored cessation support and training may be offered directly by agencies, and care workers strongly encouraged to attend.

The National Care Standards specify that children in care should live in smoke-free accommodation (Scottish Executive, 2002a). However, there are likely to be ongoing issues with low levels of compliance and awareness, and there is currently no evidence to record the degree of compliance with the standards. Appropriate tobacco awareness training is needed for care staff. Changes in public awareness of the health risks of passive smoking have had an impact on tobacco use in these settings, but there is a need for more action, and for tailored policies that take account of specific needs and circumstances. The presumption should be in favour of smoke-free premises. The Scottish Executive should consult with agencies and professionals to develop and implement effective tobacco awareness training for care workers. The Executive should also explore the development of tobacco policies in care settings.

The need for tobacco policies in all care settings

Tobacco policies related to adoption, fostering and looked after children should be seen as interrelated. Children should be entitled to the same degrees of protection, regardless of their care context. In addition to the equity argument, it should also be noted that most looked-after children will experience more than one type of care. The tobacco policies followed in different settings should be sufficiently consistent to ensure that children are entitled to similar protection, support and education throughout their journey through the care system. All national care standards applying to looked after children should include tobacco policies, and the right of children to live in a smoke-free environment. 

It is inappropriate to assume that smokers will put children’s health at risk through their tobacco use. General standards of care should be explored in preference to individuals’ smoking status. Standards of care should include maintaining a completely smoke-free home at all times, and taking care to keep children in smoke-free areas outwith the home. The Scottish Executive should implement legislation on smoking in public places, so that children are not exposed to secondhand smoke outside the home, and there is a consistent message about the importance of smoke-free environments.  

These standards of care should be explored whenever children are placed, since both smoking and non-smoking parents and carers are likely to have friends or family members who smoke and will come into regular contact with the child. 

The whole context of the child’s care should be considered, with the aim of supporting both the child and the various adults with whom he or she will have a relationship. Since many adopted and looked-after children retain contact with their birth family, it is important that the birth family is considered.

In addition, the policy should be able to adapt to changing circumstances – it should not be assumed that family smoking status will remain the same as it is at the time of the placement. The policy should highlight the importance of a smoke-free environment, rather than concentrating on individuals’ smoking behaviour. Appropriate support and advice should be made available to carers addressing the tobacco use of young people in their care, and information concerning specialist cessation services should also be made available.  

The BAAF guidelines on how to respond to adoptive parents who smoke (BAAF, 1993) have a positive approach, which stresses that support should be offered to smokers, while emphasising the health risks of passive smoking. It is important that agencies have a written policy on tobacco use. While there may be some practical difficulties in framing appropriate written policies, it is important that the policy is transparent and available to carers in all contexts, and to children where it is appropriate. 

ASH Scotland believes that smokers should not be barred from adopting or fostering children, although it is not recommended that children aged under 2 and those with existing respiratory or cardiac illness, be placed with smokers where there is an appropriate alternative. There is clear evidence of immediate danger to the child’s health if they are exposed to environmental tobacco smoke. It should be acknowledged that smoking may present an additional obstacle to being successfully matched for adoption. In all cases, a proper risk assessment should be carried out to assess the risk to the child’s health.

Tobacco policies should be based on education, support and risk management, rather than prohibition. They should evolve in the light of new evidence, and be sufficiently flexible to adapt to new circumstances within the child’s adopted family, foster family or care home, and birth family.

Effective tobacco policies provide an additional opportunity for birth families and carers to be offered support from existing stop smoking services.

It is possible that the development of tobacco policies relating to adopted and looked after children could provide a gateway to existing smoking cessation services. This is particularly important in low-income communities where there are high smoking rates, but low take up of existing stop smoking services. However, this opportunity can only be realised if the tobacco policy makes support for smokers who wish to stop a key priority, and acknowledges the pressures on low-income smokers.

There is an ongoing problem with a lack of awareness of the issues surrounding tobacco use within agencies, and it is important that these needs are addressed. The Scottish Executive should support the development of national best practice guidelines, and should enhance these with training and educational materials These materials would support the development of appropriate written policies by agencies, as many agencies do not have knowledge and expertise regarding tobacco.

Research in workplaces suggests that written tobacco policies increase compliance with restrictions, raise quit rates, and raise awareness of issues like passive smoking (Chapman 1997; Farrelly et al., 1999). It should be a requirement for all agencies to develop a written policy, based on best practice guidelines. However, more research on the particular issues surrounding tobacco policies in residential care contexts is needed to enable the drafting, enforcement and implementation of the most effective policies.  

Any tobacco policy relating to looked after children would need to address the problem that some children will already be smokers, with older children more likely to smoke. Tobacco awareness education and training on how to offer brief interventions on smoking should be part of the training and support given to care workers, to allow them to offer appropriate advice to children who smoke. Young smokers should be offered support to quit from an appropriate source. The Scottish Executive should investigate how training can be resourced and undertaken. 

The policy must tie into a wider youth tobacco control strategy, including the Scottish Executive’s developing Youth Strategy. The Scottish Executive, local authorities and NHS boards must continue to pursue other mechanisms to reduce child smoking. As recommended in ‘A Breath of Fresh Air’ (Scottish Executive, 2004), approaches to prevention and education must be founded on the commitment to involve young people. Further research is required in order to highlight the specific pressures that young people are under to start smoking, and work must be done with young people to design programmes which help them to recognise and resist such pressures. Young people must also be directly involved in strategies to denormalise smoking in society, and these messages must be integrated across a variety of settings and channels, including schools programmes, community education and media advertising.  

In order to deliver effective change, alongside improved education and communication, stronger enforcement of the law on underage sales is also required. The Lord Advocate is currently considering results of the recent test purchasing pilot schemes that were conducted in Edinburgh, Moray, South Ayrshire and Stirling. This includes assessment of whether the test purchasing arrangements are sufficiently safe, effective and fair to allow the revised prosecution policy adopted for the pilot to remain in place or be extended.  A formal decision concerning the current policy and any possible extensions is expected by December 2004.  

The Tobacco Advertising and Promotion Act, which was implemented in 2003, represents a significant step forward in efforts to reduce uptake and maintenance of smoking among young persons. Tobacco advertising in the print media and on billboards is now prohibited, as are direct mail and other promotions, and tobacco sponsorship of sport (other than global events, and sponsorship of Formula One motor racing, which continue only until July 2005). Regulations on brand sharing (indirect advertising) and point of sale advertising were issued in September 2003 and are likely to enter into force towards the end of 2004 or early 2005.  Appropriate arrangements must be made, in partnership with the UK Government, to monitor the Act in order to close any loopholes that are identified. 

In 2004, the Scottish Executive, in partnership with organisations including NHS Health Scotland, developed and launched public information campaigns on the dangers of passive smoking. The Scottish Executive’s Smoking in Public Places consultation (2004) involved a range of opportunities to contribute to debate on actions to minimise the impact of second-hand smoke in Scotland. They are expected to announce their decision regarding future policy on smoking in public places in Scotland on November 10th 2004.    

Tobacco policies relating to care settings should not be seen in isolation. It is essential that such policies are seen in the context of society-wide policies on tobacco use. 

Conclusions

Child health

· Passive smoking is a major health risk, particularly for children, which should be considered by agencies when placing children for adoption, fostering and in care

· The smoking behaviour of parents and carers is a major influence on whether young people start to smoke

Adoptive parents, foster carers and care workers

· There is a shortage of prospective adoptive and foster carers who are assessed as suitable and prepared to take on children available for adoption and fostering 
· Many carers and birth families come from communities where tobacco use is disproportionately high in comparison with the rest of society

· Pregnant women who smoke are currently a key target group of the Government’s smoking cessation strategy. The UK Government is aligning adoption rights with maternity rights and wider parental rights. 

· The anticipation of becoming an adoptive parent or foster carer may provide an incentive to stop smoking, as in the case of pregnant women, and this motivation may provide opportunities to offer support.
· Different types of carers may have different needs – with adoptive parents differing from foster carers and from care workers. In addition, tobacco use by birth families, extended adopted/foster family, friends, carers, and children themselves should be included within the tobacco policy
Policy regarding adopters, fostering and residential care 

· Successive Governments have been reluctant to legislate on specific areas concerning adoptive parents’ suitability, preferring to leave the interpretation of general statements to the discretion of agencies

· More consistent post-adoption support is needed. This framework of support should include tobacco, alongside other long-term issues

· The application of tobacco policies across agencies in Scotland is highly inconsistent. There is a need to develop best practice guidelines for all types of care provision

· There is a lack of awareness about tobacco issues in agencies 
· Tobacco policies relating to adoption and fostering could provide a gateway to existing specialist smoking cessation services in the community. This could be particularly important when the adoptive parent or foster carer comes from a community where awareness of such services is low

· Pressure to develop effective tobacco policies may be affected by the introduction of new guidelines and legislation for employers and local authorities, and by legislation on smoking in workplaces or public places

· Further work is needed to identify appropriate dissemination and practical implementation of policies
Recommendations
· The health and welfare of the child should be seen holistically and in the long term. The impact of tobacco exposure on the future health and life chances of the child must be considered by agencies when placing a child

· All children should be entitled to protection from passive smoking, regardless of the setting in which they receive care

· All agencies should develop written policies on tobacco use in adoption, fostering and care contexts 

· Tobacco policies should protect health, educate, and outline the parameters for tobacco use. The provision of stop smoking support should be central to the policy

· The Scottish Executive should support the development of national best practice guidelines on tobacco policies in various care contexts

· The Scottish Executive should support the development of education materials and training packages along with these best practice guidelines to enable agencies to develop appropriate tobacco policies

· All national care standards applying to looked after children should include tobacco policies, and the right of children to live in a smoke-free environment

· Smokers should not be barred from adopting children, although it is not recommended that children aged under 2 and those with existing respiratory or cardiac illness, be placed with smokers where there is a suitable alternative. There is clear evidence of immediate danger to the child’s health if they are exposed to environmental tobacco smoke. If children are placed in such circumstances, advice, education and support should be offered

· In all cases, even those where the prospective adopter or foster carer is not a smoker, a proper risk assessment should be carried out to assess the risk to the child’s health - including an exploration of the adopters'/carers' standards of care around the child. These standards of care should include the maintenance of a smoke-free home, and choosing smoke free environments outwith the home 

· Tobacco policies should be used to increase referrals of prospective adopters who smoke to existing cessation services in primary care 

· Adoptive parents and foster carers should be offered cessation support as a priority alongside pregnant women

· Local cessation services should work closely with agencies placing children for adoption, fostering and in care, to ensure that services are offered 

· Ongoing cessation programmes should be offered to prospective adopters and foster carers, care workers and birth families
· Tobacco awareness education should be offered to foster carers and care workers, as part of a package of training and support. The Scottish Executive should investigate how training can be resourced and delivered 
· The Scottish Executive should fund research into the specific issues surrounding tobacco use in residential care in order to identify the most effective policies 
· The Scottish Executive should implement legislation on smoking in public places, so that children are not exposed to second-hand smoke outside the home, and there is a consistent message about the importance of smoke-free environments 

· Tobacco policies relating to adoption and fostering and care settings should tie in with a wider strategy for youth tobacco control. The Scottish Executive, local authorities and NHS boards must continue to pursue other mechanisms to reduce child smoking, including a comprehensive programme of tobacco control as indicated in the Scottish Executive’s tobacco control action plan ‘A Breath of Fresh Air’ (2004). 
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