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Foreword 

A tobacco free New Zealand 2020 is the vision of a large number of New Zealand 

health organisations. In the Vision, future generations will be free from exposure to 
tobacco and will enjoy smokefree lives. 

Tobacco control in New Zealand has been fortunate to have strong leadership and at 

times our tobacco control programmes and initiatives have led the world. 

However, despite this leadership, tobacco smoking remains our single largest cause 
of preventable illness and death, with around 5000 deaths each year. 

Our smoking rates are declining far too slowly. Current smoking prevalence is higher, 

and the recent rate of decline far slower, in New Zealand than in other developed 

countries such as Canada and Australia. Current trends suggest that it will take 
around 70 years to reduce adult smoking rates to close to zero, and 100 years to do 

the same for young adults. 

To achieve a tobacco free New Zealand by 2020 we need to greatly increase the 

intensity of current tobacco control measures and introduce new ones. These 
measures need to be strong and innovative to drive significant increases in the quit 

rate, and decrease the number of young people starting to smoke. Such changes are 

unlikely to happen quickly with current tobacco control measures. 

This document outlines the strong and innovative measures needed. 

The vision is about making a real difference to the health of all New Zealanders, 
quickly. 

 

Robert Beaglehole, Chair, The Smokefree Coalition 
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Tobacco Free New Zealand by 2020 

Tupeka Kore Aotearoa by 2020  

 

Vi sion  
Future generations of New Zealand children will be free from exposure to 

tobacco and will enjoy smokefree lives. 

 

Rationale  
Tobacco free New Zealand is an urgent priority because: 

¶ Tobacco has a catastrophic impact on the health of New Zealanders and 

urgent action is required to eliminate these effects;  

¶ Almost all smokers start before the age of 18; two thirds regret starting 

and want to quit;  

¶ Smoking is the single most important cause of premature and 

preventable deaths in New Zealand;  

¶ Tobacco is still widely promoted, distributed and sold by multi-national 

tobacco companies who aggressively market their deadly products, 

including to children;   

¶ In relation to the harm it causes, the tobacco industry is seriously 
unregulated; 

¶ Eradicating smoking from New Zealand is the single most important and 

attainable policy action to reduce inequalities in mortality for Māori and 

Pacific peoples; and 

¶ The decline in smoking prevalence in New Zealand is too slow. At the 
present rate it will take 70 years to eliminate smoking from our society. 

 

Taking 
action  

Our vision is about creating a national identity that protects our children by 
being proud to be tobacco free. This will be achieved through a social 

movement against tobacco in New Zealand.   

 

Objectives  
By 2020 children’s exposure to tobacco will be eliminated by achieving the 
following goals: 

¶ Children will be protected from exposure to tobacco and the marketing 

and promotion of tobacco products; 

¶ There will be no supply of, or demand for, tobacco as normal consumer 
products in Aotearoa/New Zealand; 

¶ All smokers will be empowered to quit and supported by effective quit-

smoking support services and products. 
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Achieving the Vision 

 

Achieving 

the vision  

Achieving the vision will require a social movement through the widespread 

support and empowerment of health professionals, communities, whanau, 

hapu and iwi, businesses and local and national policy makers. 

 

Three key 

strategies  

The following key strategies are starting points, to be built on over time 

as knowledge improves and support builds. The three key strategies 

include: 

 

Protecting 

children 

from 
exposure to 

tobacco  

Children will be protected from exposure to smoking and the promotion of 

tobacco products. This will be achieved using the following policies:  

¶ Tobacco retail displays will be banned; 

¶ Plain packaging and graphic warnings will replace brand imagery; 

¶ All locations where young people are present will be smokefree; and 

¶ Parents and caregivers will be empowered to be smokefree in order to 

protect their children from becoming smokers. 

¶ The tactics and activities of the tobacco industry will be exposed 

 

Reducing 
the demand 

and supply 

of tobacco 

products  

Tobacco products will be restricted and controlled in line with the harm they 
cause. This will be achieved using the following policies: 

¶ Tobacco retail prices will increase systematically and significantly; prices 

will be harmonised for ‘roll your own’ tobacco;  

¶ Misleading product labelling will be banned; 

¶ The supply and sale of tobacco products will be controlled; 

¶ The range and constituents of tobacco products will be controlled. 

 

Increasing 
successful 

quitting  

All smokers will be encouraged to quit and will have full access to state of the 
art quit smoking support services and products through the following policies: 

¶ A full range of effective quit smoking options will be widely and conveniently 

available to all smokers at minimal costs; 

¶ All health care professionals will understand and implement quit smoking 
interventions and referrals; 

¶ Education will change misconceptions about nicotine that currently act as a 

barrier to the use of quit smoking products;  

¶ Product innovation for effective and safe ways to manage nicotine addiction 

will take place; 

¶ Cigarettes will be phased out as a consumer product. 

 

Concl usion  
We now set our sights on a social movement that will make New Zealand 
a tobacco free nation by 2020. 
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Rationale for the Vision  

Smoking rates in New Zealand have hardly declined over the last 16 years. 

Prevalence rates were 26 percent in 1991 falling to 23 percent in 20071 2. At the 
current rate of decline, it will take around 70 years for adult smoking to reach near 

zero and a century for the smoking rate of young adults to do the same. Tobacco 

smoking remains the single largest cause of preventable illness and death in New 

Zealand.  

There has been great progress in tobacco control in New Zealand. For example, 
recent key tobacco control policy milestones in New Zealand include: 

¶ 1990 – Smoke-free Environments Act (1990) required many indoor 

workplaces and public transport to be smokefree, strengthened regulation of 

tobacco marketing and banned sale of tobacco products to people aged less 
than 16 years (raised to 18 years in 1998) 

¶ 1994 – Auahi Kore brand developed 

¶ 1995 – All tobacco sponsorship ends 

¶ In 1991, 1998 and 2000 – large tax increases on tobacco products 

¶ 1999 – Launch of Quitline 

¶ 2000 – Launch of Aukati Kai Paipa – Māori smoking cessation programme 

¶ 2003 – Smoke-free Environments Amendment Act (2003) becomes law, 

making all schools and remaining indoor workplaces smokefree, including 
pubs and restaurants 

¶ 2008 – Graphic health warnings on tobacco products introduced 

However despite these measures and considerable expenditure of resources, 

stronger action is needed. For example, cigarette smoking is highly addictive and will 

kill one in two smokers, yet, the supply and accessibility of smoked tobacco products 
is still almost entirely uncontrolled and the single most effective tobacco control 

intervention (increasing the real price of tobacco products via tobacco tax) has not 

been used since 2000. 

The supply of new addicted smokers into the adult population continues unabated 
each year. The mean age of starting to smoke in New Zealand is around 14.5 years, 

making smoking a major child health issue. Most will continue to smoke for decades 

and of those who are lifelong smokers, half will die prematurely and unnecessarily 

due to their addiction. 

Children in New Zealand remain highly exposed to tobacco smoking as they grow up 

and hence continue to see tobacco smoking as a common and an apparently normal 

adult behaviour. Although smoking uptake has declined among children, it continues 

almost unchanged among young adults so that prevalence remains about 30 percent 

among 20 to 24 year olds (57 percent amongst Māori aged 20-24)3. 

A new vision and radical new approaches to tobacco control are needed to turn this 

around.  

The extent of public health importance of tobacco control globally is reflected in the 

existence of the World Health Organization’s Framework Convention on Tobacco 
Control (FCTC), the first global public health treaty initiated by WHO. 



Achieving the Vision – 21 December 2009 

8 

 

New Zealand ratified the FCTC in 2004 and has implemented many of the measures 

considered to be good international practice in tobacco control. However, we need to 

move beyond the measures in the Treaty if we are to achieve a tobacco free 
Aotearoa by 2020. 

Shortlist of priorities 

In reaching the goal of tobacco free New Zealand by 2020 there are several policy 

steps. These will complement and enhance the impact of the main policy goals of 
annual and systematic tax increases, and introducing supply control that will 

mandate a reduction in the volume of tobacco sold, and the range of location where 

it may be purchased. 

2010 

Priority actions  

¶ Tobacco retail displays will be banned 

¶ A substantial tax increase on tobacco products will be introduced 

¶ Tobacco tax will be equalised for roll your own and factory made cigarettes 

Other actions  

• There will be increase in targeted cessation support services to pregnant 

women, especially Māori women 

• A media strategy will be developed to promote parental influence over youth 

smoking, including targeted messages to Māori women, especially pregnant 
women 

• Media campaigns will promote the harm of misleading terms such as ‘light’ 

and 

• ‘mild’ 

• Best practice for smoking cessation will constantly be monitored and applied 

• Media campaigns will promote the benefits of quitting and the support 

available 

• National smoking cessation targets will be met 

• Fast-track process for registering new NRT products in New Zealand 

developed 

2011 

Priority actions  

• A schedule of annual tax increases of at least 20% per annum will be agreed 
and initiated, with a view to increasing the price of a packet of 20 cigarettes 

to $20 by 2020 

• The sale of tobacco will be limited to licensed retailers 

• Supply model for controlling the tobacco market developed. 

Other actions  

• There will be a schedule to reduce the number of licenses issued, and a strict 

public health focused criteria for issuing licenses 

• Internet sales of tobacco products by New Zealand retailers will be banned 

• System for registering and selling alternate nicotine products introduced 
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• Full implantation of FCTC article 5.3. Protecting public health from tobacco 

industry influence 

 

2012 

Priority actions  

• Tobacco products branding will be limited to generic plain text and graphic 

picture warnings 

• Legislation will ban smoking in cars carrying children 

Other actions  

• Duty free cigarettes sale will be banned, including the import of non-duty paid 

tobacco, and overseas internet sales 

• The addition of sugars to tobacco products during manufacture will be banned 

• All health professionals qualifying in New Zealand will have received training 

on smoking cessation as part of their compulsory studies 

2013 

• The use of terms, packaging and marketing tools that mislead smokers about 

the relative harm of tobacco products will be banned 

• No new smoked tobacco products will be permitted into New Zealand unless 

they can demonstrably be proved to have a pubic health benefit 

• Introduce a schedule for the mandatory reduction of nicotine content in 
cigarettes 

2013 onwards 

• Regulation and control on the supply and sale of tobacco products will set a 

mandatory annual decrease in the tobacco available for sale in New Zealand, 
and the location at which it can be sold. 

• The addition of flavourings designed to improve the palatability of tobacco 

products will be banned. 

For a more comprehensive timeline of the recommendations made throughout this 
document, please refer to Appendix One. 
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Chapter One: Protecting children from exposure to tobacco 

1 Objective  

This chapter looks at actions we need to take to eliminate the marketing of tobacco 
to children and promote non-smoking as the norm for children and young people.  

The desired outcomes of the suggested actions and research are: 

¶ Tobacco retail displays will be banned 

¶ Plain packaging and graphic warnings will replace brand imagery 

¶ All locations where young people are present will be smokefree 

¶ Parents and caregivers will be empowered to be smokefree to protect their 

children from becoming smokers 

¶ The tactics and activities of the tobacco industry will be exposed 

2  Summary  

Smoking is not ‘normal’ behaviour most people (around 80 percent) do not smoke, 

and two-thirds of smokers want to quit. Only around five percent of adult New 

Zealanders actually want to be smokers. Overt marketing of tobacco products at 

point-of-sale and exposure to adult smoking results in young people vastly 
overestimating how many people smoke4. This creates a false impression of smoking 

being a normal and adult activity. Reducing tobacco marketing will help protect 

children from exposure to tobacco. 

The public and policy makers need greater knowledge of the behaviour of the 
tobacco industry. This will lead to an environment where tobacco control measures 

are accepted by politicians and welcomed by the public because they aim to control 

tobacco and reduce children’s exposure to this toxic substance.   

We need to ensure the responsibility for developing a tobacco free New Zealand is 

extended across all government areas, local authorities, all business, the social 
sector, and all communities. 

The following actions need to be taken to increase public knowledge about the 

behaviour of the tobacco industry. 

¶ Document and expose the industry’s deceptive practices including their use of 
overt and covert marketing 

¶ Expose relationships between the industry and groups that benefit from its 

behaviour 

¶ Require tobacco companies to provide the Ministry of Health with annual data 
on marketing expenditure in New Zealand 

¶ Ban political parties from accepting donations from tobacco companies 

¶ Require transparency around meetings between Members of Parliament and 

tobacco company employees 

¶ Hold a Royal Commission of Inquiry into the operation of the tobacco industry 
in New Zealand 
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These measures will generate public concern at the actions of the industry and 

increase public recognition of the enormous harm caused by tobacco use and the 

strong action that needs to be taken.  

To make tobacco seem less ‘normal’ we need to create stronger community support 

for smoking cessation and a shared responsibility for developing healthy 

environments for children.  

3 Introduction 

To protect children from exposure to smoking and the promotion of tobacco products 

we must ban the remaining forms of tobacco advertising, and make smoking seem 

less ‘normal’ by ensuring locations where young people are present are smokefree. 

This includes their homes and whānau, communities and shops and the 
environments in which they grow up.  

3.1  The current situation  

Tobacco industry marketing  

The tobacco industry in New Zealand is fully commercial and must sell its products to 
make a profit. It has a long record of deceiving smokers, the public and 

policymakers5 6. The industry in New Zealand is dominated by three multinational 

companies (British American Tobacco, Philip Morris/Altria, and Imperial Tobacco), all 

of which are part of international networks.  

Currently in New Zealand the average age of smoking initiation is 14.6 years old3. 
Children are highly aware of tobacco branding and the most popular cigarette brands 

smoked by 15-16 years old are almost identical to those smoked by adults and the 

brands that have greatest exposure in retail displays. Tobacco companies need 

young smokers to replace those that are dying as a consequence of smoking. Almost 
no smokers start as adults and children are vital to the industry to replenish and 

sustain their customer base. Marketing, such as point of sale displays, have a direct 

influence on children’s susceptibility to smoke7. Controlling and eliminating the 

tobacco industry’s marketing abilities is a key strategy.  

The tobacco industry has manipulated the debate over tobacco regulation, it has 

continued its efforts to reach and recruit new users. Although the industry can no 

longer advertise in mainstream media, such as broadcast and print, it undertakes 

covert marketing, including: 

¶ Contact with retailers 

¶ Product packaging 

¶ Electronic media 

¶ Subtle and low profile ‘below the radar’ marketing. 

The tobacco industry has used two major strategies to impede regulation of its 
marketing.   

Firstly, it has cultivated allies who support industry interests and publicly oppose 

regulatory measures. These allies are typically groups that have been led to believe 

they would be adversely affected by restrictions on tobacco marketing. For example, 
tobacco retailers support tobacco retail displays because they have been convinced 

the removal of displays might harm their profits. 
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Secondly, the tobacco industry has developed sophisticated lobbying strategies. 

These include framing its activities around individual responsibility and ‘choice’ and 

demanding detailed evidence about the impacts of new tobacco control proposals. 

The figure below illustrates the mix of marketing tools that are used by the tobacco 

industry. As policy and regulation removes some of the central options, greater 

emphasis is placed on the other marketing tools available8.  

 

Although mass media advertising (television, cinema, billboards, radio, press) of 

tobacco and sales promotions has long been prohibited in New Zealand, the tobacco 

industry continues to promote its corporate image, brands, and tobacco in general. 

The use of mass media and most of the marketing communication tools have been 
banned, and tobacco marketers now rely substantially on consumer and stakeholder 

marketing to promote their products. As the role of industry is less overt when using 

these marketing tools, there is an increasing importance on exposing their actions. 

Attention must be turned to these areas to eliminate the promotion of harmful 

tobacco products.  

Making smoking seem less ónormalô 

Smoking is gradually being seen less as a ‘normal’ activity, and this change in 

perception needs to be continued. Youth campaigns such as Smoking: Not our 
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future,  and campaigns targeted to Māori, such as Mƃori Murder and Endangered 

Species 9, have sought to de-normalise smoking. However, behaviours such as 

sharing tobacco and using tobacco as a gift (e.g. buying duty-free for friends and 
family) have become common and accepted, and are difficult to change.   

Public awareness of tobacco industry activities is low. It has been difficult to 

ascertain the tobacco industry’s role in shaping the tobacco control debate, as much 

of this work occurs via public relations companies and lobbyists. There has been no 
systematic monitoring of how much the tobacco industry has spent on public 

relations or corporate social responsibility activities, to maintain a benign public 

image. Smoking as an addictive cultural practice and  tobacco industry behaviour 

requires greater attention if we are to achieve a tobacco-free New Zealand.    

4   Evidence to support action 

Goal: Children will be protected from exposure to smoking and the 

promotion of tobacco products by removing all opportunities to promote 

branding of products. 

4.1  Tobacco retail displays will be banned  

As other means of promoting brands directly to customers have been banned in New 

Zealand, retail marketing has become a key communications channel open to the 

tobacco industry, and it undertakes high-profile marketing at the point of sale.   

We know that: 

¶ Retail displays directly influence young people. Year ten students who are 

exposed to retail displays more than three times a week are three times more 

likely to become smokers7 

¶ Displays have a negative impact on smokers who are trying to quit. An 
Australian study showed that one in five smokers trying to quit and one in 

eight recent quitters avoided stores where they usually bought cigarettes in 

case they might be tempted to purchase them10 

¶ Public awareness of tobacco retail displays is high, as is support for a retail 
display ban: 

- in 2008, 67 percent of New Zealanders supported a ban on tobacco retail 

displays; 59 percent of all smokers supported this stance11  

- over 80 percent of submissions made during public consultation supported 

a complete ban on tobacco retail displays12 13 

¶ Countries that have imposed a ban on tobacco retail displays report there has 

been no substantive impact on retailers:  

- in Saskatchewan, Canada there was no evidence of adverse effect on small 

retailers and no increase in shoplifting a year after implementation of a 
display ban14 

We need to  

¶ Promote a retail display ban to politicians and public, and harness public 

support for such a move 
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¶ Develop strong responses to the ‘nanny state’ argument by reframing the 

debate around the need for strong government leadership on tobacco control 

issue  

¶ Disseminate evidence of public support for tobacco retail display bans 

4.2  Plain packaging and graphic warnings will replace brand imagery  

Tobacco packaging is a crucial communications vehicle, particularly since regulations 

have restricted advertising and other mainstream marketing channels. Industry 
documents reveal that tobacco companies place considerable importance on brand 

imagery and package design, and that young smokers are responsive to these 

details15. Plain (or generic) packaging removes brand and corporate imagery from 

tobacco packages, which feature only a regulated black and white brand name. 

Despite evidence of packaging’s increasing importance, less is known about how 

plain packaging would affect cessation attempts or experimentation with smoking. 

Because the tobacco industry alleges that plain packaging would contravene its 

intellectual property, legal research is needed to prepare counter arguments.  

Further research is required to: 

¶ examine how smoking experimenters, those susceptible to smoking and 

smokers would react to plain packaged tobacco products (i.e. generic 

coloured packaging and standard font) 

¶ estimate the effects of replacing tobacco branding with larger graphic health 
warning labels (i.e. packs dominated by graphic health warnings that are 

tested in various sizes – 50 percent, 75 percent, 100 percent of pack front). 

In addition, we need to answer the questions: 

¶ How can information about branding effect on children and young people be 
used to support plain packaging regulation? 

¶ How can initiatives to spearhead plain packaging be compellingly linked to 

proposals to increase on-pack warnings to as close to 100 percent of the pack 

as possible? 

4.3  All locations where young people are present will be smokefree  

Removing all tobacco marketing and exposing industry practices will help further 

establish smokefree behaviour as the norm. However, because there are also other 

influences to consider, we need to look at the wider exposure of children and young 

people to tobacco: those actions that promote smoking as an acceptable and 
‘normal’ behaviour.  

While the tobacco industry is directly responsible for much of the marketing and 

visibility of smoking, the everyday use of tobacco by smokers makes smoking seem 

a ‘normal’ and acceptable activity.   

Role modelling  

The smoking that children are exposed to, such as seeing parents, siblings and 

friends smoke, or seeing smoking portrayed in films, is associated with increased risk 

of smoking among children16-19. Other research has found that the frequency with 
which youth observe smoking is linked with their perceptions of the acceptability of 



Achieving the Vision – 21 December 2009 

15 

 

smoking20, and that social modelling of smoking by peers at school increases the risk 

of smoking21 22. 

However, while smoking does not provide children with healthy role models, parents 
and caregivers cannot be described as poor role models for their children simply 

because they smoke. Other factors, such as the love shown to children, the respect 

for values such as compassion, kindness, honesty, respect and tolerance, also 

contribute to the role-modelling parents provide for their children.   

There is therefore a tension between reducing children’s exposure to adults who 

smoke, while at the same time respecting parents’ and caregivers’ wider skills. Thus, 

as social disapproval of smoking is promoted, it is important that this is linked to 

smoking as a behaviour , rather than to smokers as people 23. 

Extending smokefree environments  

Extending and strengthening smokefree environments in New Zealand is critical to 

reinforce that smoking is not ‘normal’. Schools have been smokefree since 2004, to 

help prevent young people from being influenced by seeing other people smoke in 
their place of learning24.  

Local authorities’ and sports clubs’ awareness of role modelling, and how this may 

affect children and young people, is evident from measures taken to introduce 

smokefree outdoor settings. At this stage, more than 20 of the 77 local authorities 

have policies promoting voluntary smokefree outdoor places. However, central 
government does not appear to give smokefree outdoor spaces the same priority. 

New Zealand also lags behind Australian states in reducing smoking around children 

(some states having introduced legislation to require cars in which children are 

passengers to be smokefree)25 26.  

Translating support into action  

As around 80 percent of adults do not smoke, and are likely to mainly mix with other 

non-smokers, smoking may be seen as a minority problem, and as a problem that is 

largely invisible to that 80 percent. However, there is some support for not allowing 
smoking in areas such as outdoor children’s playgrounds. Support for smokefree 

outdoor spaces needs to be translated into action. 

4.4  Parents and caregivers will be empowered to be smokefree to protect 

their children from becoming smokers  

Parental smoking is a key risk factor for young people becoming smokers later in life. 
Teenagers are more likely to smoke if one or both parents smoke. The proportion of 

students who smoke daily but report that neither parent smokes is 3 percent, 

compared to 20 percent of students in homes where both parents smoke. The risk of 

a student smoking if both parents smoke is almost seven times greater compared to 
the risk of a student whose parents don’t smoke7 27. Even having just one parent who 

smokes triples the risk of a student being a daily smoker, 10 percent of students who 

report one parent is a smoker are daily smokers. Young people are also far less likely 

to smoke if they live in a smokefree home27.  

There continues to be a significant level of smoking in the home and in the car. In 

total 12.5 percent of New Zealanders report smoking takes place in their home2 and 

36 percent of Māori and 22 percent of Pacifica year ten students report that smoking 

takes place in their home27. Smoking in the car also continues to be common, 
particularly among Māori where nearly a third (30%) report others smoke in their 

car2. Not only does this expose others to the health risks of second-hand smoke, it 
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increases the exposure and susceptibility of young people to taking up smoking. 

People have strong understanding of the risks posed to children from second-hand 

smoke and over 90 percent support banning smoking in cars with children25. 

Parental smoking also has a significant impact on child health. Smoking is the major 
preventable cause of foetal and infant ill health and death. Thirteen percent of non-
Māori and 39 percent of Māori women in New Zealand smoke during pregnancy28. 
Smoking during pregnancy is associated with a 25 percent increased risk of 
miscarriage. On average, smokers have babies that are 200-250g lighter than non-
smokers. Low birth rate is associated with increased illness and risk of death in 
infancy. Women who smoke during pregnancy are 40 percent more likely to 
experience a still birth than non-smokers and babies who are born to smokers are 40 
percent more likely to die within the first four weeks of life than those born to non-
smokers29.  

Campaigns should highlight the effect that parents and caregivers have on children’s 

susceptibility to smoking. Not only must parents understand how their behaviour, 

and the behaviour of other adults affect their children, they should also be 

encouraged to support wider measures to reduce exposure to tobacco. This includes 
campaigns to ban retail displays and cigarette branding, and reduce exposure in 

public places.   

Measures will include: 

¶ Campaigns to highlight the influence parents who smoke have on their 
children taking up tobacco.  

¶ Promotion of smokefree homes, and banning smoking in cars carrying 

children.  

¶ Promotion of quit services to parents, including targeted services to pregnant 
women, especially Māori.  

4.5  The tactics and activities of the tobacco industry will be exposed  

The activities of the tobacco industry are behind children’s exposure to smoking and 

tobacco products and need to be revealed and stopped. 

Tobacco industry and its stakeholders  

Stakeholder marketing provides the tobacco industry with subtle ways to promote 

itself. The most obvious method is through corporate social responsibility reports and 

programmes, but the tobacco industry also invests heavily in the distribution of its 

products, as this enables it to develop relationships with retailers.   

Retailer relationships create opportunities for tobacco sales reps to provide advice 

relating to point-of-sale, stock levels, and other activities that may increase tobacco 

sales. The relationships also help to support alliances against tobacco control.  

Groups receiving tobacco industry funding, or sharing people and resources with the 
industry may be perceived as less likely to oppose tobacco use. The tobacco industry 

has developed financial and non-financial relationships with companies and 

organisations such as Business Mentors New Zealand and Keep New Zealand 

Beautiful30. In addition, tobacco manufacturers produce self-generated ‘reports’ to 

create the impression they are responsible organisations, while avoiding 
responsibility for the negative impacts of their products on the environment, people 

and the economy32. 
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Internationally, the tobacco industry has developed youth smoking prevention 

strategies, although independent evaluations suggest these may actually have 

increased youth smoking33-36. Although sponsored youth prevention strategies do not 
appear to have been used in New Zealand, Philip Morris has distributed material to 

New Zealand schools. The legitimacy, uptake, and use of this material require further 

research, as few national studies have evaluated these activities37.  

The lack of comprehensive policies by the New Zealand Government and virtually all 
other groups in New Zealand, to separate themselves from the tobacco industry, 

exposes them to the risk that the industry will use linkages with them to promote its 

own respectability, credibility, legitimacy, and ‘innocence by association’38.  

Current knowledge about tobacco industry relationships is weak, largely because 
direct evidence is difficult to access, although some specific case studies do exist39 40. 

Research could consider: 

¶ How to replace tobacco displays with other products 

¶ Whether the health sector can work with tobacco industry stakeholders (such 
as retailers) so that these groups become public health allies 

¶ The deception practised by the tobacco company ‘social report’ process 

Other ways the tobac co industry reaches children  

Little evidence is available on the covert strategies used by the tobacco industry to 

reach children and young people. These areas are less urgent priorities, but are 
outlined here to ensure a comprehensive overview is provided. 

Product placement   

Tobacco has a long history of placement in Hollywood films and TV programmes41. 

There is a growing body of research documenting the counter-effectiveness of 
‘inoculation advertising’ for tobacco control. Exposing an audience to smokefree 

messages could reduce the harm caused by exposure to tobacco images on TV, 

video, film and in media42. 

Brand stretching  

Brand stretching refers to the use of an established brand name for products in 

unrelated markets31. Dunhill is a classic case of 'brand stretching' into the area of 

apparel. Brand stretching could become an increasing concern if smokeless forms of 

tobacco are permitted to be introduced with existing smoked tobacco branding. 

Internet  

The internet is a largely unregulated medium with great potential to promote tobacco 

and tobacco brands. Popular social networking site Facebook contains groups that 

people can join including ‘fan pages’ of tobacco brands and groups that seek to ‘find 

one million people who want smoking back in pubs’. New Zealand law, including the 
Smoke-free Environments Act, only extends to websites hosted in New Zealand.   

Events (including tent displays and viral marketing such as dance parties, and other 

covert branding opportunities) 

Event marketing is used to create an environment consistent with a brand’s identity, 
without overtly ‘selling’ the product43 44. Tobacco companies associate their products 

with music or other events that are glamorous or ‘cool’, whilst building relationships 

with promoters and others whose brands are linked to the event.   
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We need to expose the tobacco industry’s use of covert marketing to attract new 

smokers and retain existing ones. In particular the: 

¶ Use of tobacco brand names on non-tobacco products 

¶ Use of social network websites such as Facebook and tobacco-linked websites 

¶ Relationships with ‘third parties’ that work with, supply or derive income from 

the tobacco industry. 

We need to: 

¶ Respond to smoking images on television or in film, with health information 

¶ Introduce age-appropriate restrictions on films that show smoking.    

We need to expose the following tobacco industry tactics: 

¶ Framing smoking as a personal choice, which undermines the tobacco control 
community’s message that smoking is ‘not normal’ and should therefore be 

heavily regulated by government 

¶ The use of public relations consultants and lobbyists, engagement with 

politicians, and the creation of interest groups, to further tobacco interests 

¶ Providing misinformation to those likely to be affected by tobacco control 

measures so that those measures will be opposed 

We need to better understand: 

¶ How much the public knows about tobacco industry activities (including 

marketing, and manipulation of the tobacco control debate) 

¶ How the public currently perceives the tobacco industry and how these 

perceptions relate to support for tobacco control measures 

¶ How industry activity and manipulation can be exposed in a way that attracts 

public interest, support and action 

¶ The main themes used in pro-tobacco arguments (freedom of speech or sale, 

individual choice and responsibility etc), and what the most successful 

counter-arguments are  

¶ If the tobacco industry’s involvement in corporate social responsibility 
campaigns has reduced public concern about smoking or increased opposition 

to tobacco control initiatives. 

5 Recommendations 

The immediate action priorities to reduce tobacco marketing in New Zealand are: 

¶ Banning retail displays of tobacco products  

¶ Introducing generic packaging for all tobacco products 

¶ Implementing a campaign which highlights that smoking is not a ‘normal’ 

activity, and creates strong public support for actions to control the tobacco 

industry. 

We also need to document and expose the tobacco industry’s deceptive practices, 

including: 
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¶ The industry’s use of overt and covert marketing channels, such as the 

internet, events, product placement in the media, and brand stretching, to 

attract new smokers and retain existing ones 

¶ Identifying those who gain directly or indirectly from liberal tobacco 

regulation, and expose the relationship between those groups and the 

tobacco industry. 

We need to ensure the public is fully aware of the activities of the industry, for 
example, by: 

¶ Requiring tobacco companies to provide the Ministry of Health with annual 

data on marketing expenditure in New Zealand 

¶ Banning political parties from accepting donation from tobacco companies 

¶ Requiring transparency around meetings between Members of Parliament and 

tobacco company employees 

¶ Holding a Royal Commission of Inquiry into the operation of the tobacco 

industry in New Zealand. 

We must generate strong public concern at the actions of the industry and increase 

public recognition of the enormous harm caused by tobacco use, and the strong 

action that needs to be taken.  

Policies and practices are required that make tobacco use seem less ‘normal’, 

specifically: 

¶ Publicising and building on successful local authority policies encouraging 

smokefree outdoor areas, and obtaining stronger government support for 

these policies 

¶ Creating stronger community support for smoking cessation and a shared 
responsibility for developing healthy environments for children  

¶ Exploring, evaluating and implementing alternatives to the current profit 

driven model for the sale of tobacco. 
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Chapter Two:  Reducing the demand and supply of tobacco 

products 

1 Objective 

This chapter describes and reviews demand-focused (tax and price) and supply-
focused tobacco control interventions which will contribute to achieving the goals of a 

Tobacco Free New Zealand by 2020/Tupeka Kore Aotearoa by 2020.  It sets out the 

actions needed if the following goal is to be reached by 2020: 

There will be no supply of, or demand for, tobacco as a normal consumer  
product in New Zealand.  

The desired outcomes of the suggested actions and research are: 

¶ Tobacco retail prices will increase systematically and significantly; prices will 

be harmonised for ‘roll your own’ tobacco;  

¶ Misleading product labelling will be banned; 

¶ The supply and sale of tobacco products will be controlled; 

¶ The range and constituents of tobacco products will be controlled. 

2 Summary  

Many tobacco control efforts to date have focused on reducing demand for tobacco – 
for example, discouraging young people from starting smoking or encouraging 

smokers to quit. However, another potential approach is to reduce the supply and 

accessibility of tobacco products, particularly smoked tobacco products – for 

example, restricting where and how tobacco can be sold.  

Increasing the real price of cigarettes is the tobacco control intervention with the 

strongest evidence of effectiveness at reducing smoking prevalence and will be an 

essential component of any strategy to eliminate smoked tobacco use in New 

Zealand. Regular and substantial increases in the price of cigarettes are likely to 
have a particularly large impact on smoking uptake by young people and smoking 

prevalence among disadvantaged groups where smoking rates are greatest.  

Based on a review of the evidence for effectiveness, the context in New Zealand, and 

the perceived feasibility of different approaches, the following are recommended, in 

approximate order of priority. 

Demand measures: 

¶ There should be immediate, ongoing and substantial increases in taxes and 

duties to ensure large increases in the price of smoked tobacco products to at 

least double the real cost of tobacco within a minimum of 10 years 

¶ A differentially higher tax on roll-your-own (RYO) tobacco should be 

introduced (or other means to increase the price of RYO tobacco) 

¶ The additional revenue from tax increases should be ear-marked to targeted 

smoking cessation support programmes for priority groups for smoking 
cessation and possibly for other health-related expenditure  

¶ Tax increases should be presented as public health measures which aim to 

promote and support smoking cessation  
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Supply measures: 

¶ Licensing of retailers should be introduced to signal to the public, media and 
policy-makers that tobacco is not a normal consumer product, and that 

exceptional measures are needed to eliminate its use 

¶ Licensing should include an appropriate enforcement structure to ensure 

retailers who do not comply with tobacco control legislation have their 
licences revoked 

¶ The feasibility of introducing restrictions on the number and/or density of 

tobacco retailers should be investigated. An incremental approach may be 

required, with the aim of reducing the density of tobacco retailers to an 
agreed maximum over a five-year period. Other measures could include bans 

on all new tobacco licences in the vicinity of schools, followed by a gradual 

phasing out of existing licensees in those areas. 

¶ Additional criteria for holding a licence to sell tobacco products should be 
introduced. These should include the sale of smoking cessation products such 

as Nicotine Replacement Therapy (NRT), and the display of anti-tobacco 

marketing materials such as smoking cessation leaflets and posters, the 

Quitline number, and information about local smoking cessation support 

services. 

¶ A ban on duty-free tobacco sales  

Additional measures which should be further explored include: 

¶ Implementing a ban on internet cigarette sales from vendors based inside and 

outside New Zealand 

¶ General supply-focused solutions to increase the regulation and control over 

the supply of tobacco products  

3 Introduction 

Most tobacco control efforts that aim to encourage smokers to quit and reduce their 
consumption or discourage uptake have focused on reducing demand.  

Demand interventions include: 

¶ tobacco taxation 

¶ mass media campaigns 

¶ controls on tobacco advertising and promotion 

Price rises are likely to have the greatest impact if they are introduced as part of a 

comprehensive tobacco control strategy simultaneously with interventions such as 

media smoking cessation campaigns and increased promotion of cessation services 

and the Quitline, and with other general evidence-based tobacco control 
interventions. 

A complimentary approach to these aims is to reduce the supply and accessibility of 

tobacco products, particularly smoked tobacco products. This strategy could be 

accompanied by efforts to make less toxic tobacco products or other nicotine delivery 
products more available.  

Supply interventions include: 
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¶ Tobacco retailer licensing   

¶ Restrictions on the number, location or density of tobacco product retailers;  

¶ Additional bans or restrictions on routes of supply of tobacco products such as 
duty-free and online sales    

¶ Laws on minimum legal age of purchase, possession or use of tobacco 

products. 

More general supply-focused solutions to increase the regulation and control over the 
supply of tobacco products have been proposed.  

These include: 

¶ Introduction of (reducing) quotas for the importation and supply of tobacco 

products  

¶ Creation of a Nicotine Regulatory Authority with enhanced regulatory powers   

¶ Creation of a government agency which acts as a monopoly purchaser and 

supplier of tobacco products (‘Regulated market model’)  

¶ Introduction of mandated targets for prevalence/consumption reduction which 
the tobacco industry must meet or face substantial financial penalties. 

Some critical comment about these scary proposals needs to be given.  

3.1  The current situation  

Tobacco taxation  

Figure 1: Real cigarette prices and per capita tobacco consumption, 1975 to 
200845 
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The real price of cigarettes has been largely unchanged since 2001; and as Figure 1 

shows, per capita cigarette consumption has remained constant since 2003. From 

1975 to 2005 real cigarette prices increased by 3.3 fold, with the largest increases 
between 1985 to 1992, and 1996 to 200146. As a result, cigarettes in New Zealand 

were comparatively expensive among OECD countries by 2000/147. The changes in 

real price mostly reflected excise tax increases, but also include the effects of pricing 

decisions by manufacturers. Since 2001 tobacco tax rates have been adjusted 
annually on December 1 inline with the increase in the Consumer Price Index for the 

previous year.  

Other notable features of tobacco taxation in New Zealand are that the tax is not tied 

to funding for tobacco control or health-related activities. This is despite examples of 
the successful use of dedicated taxes within OECD and other jurisdictions (with at 

least 10 countries and six US states having a dedicated tobacco tax), and the 

evidence that voters are more likely to support such taxes48 49. Also, there is no 

evidence of other measures to maximise the effect of taxation increases as a public 
health intervention, such as concurrent media campaigns on smoking cessation when 

tax increases occur. 

A further relevant issue in New Zealand is the high prevalence of smoking RYO 

cigarettes, which appears to be undercutting the impact of high prices for cigarettes. 

RYO smoking as a proportion of cigarettes consumed has been increasing steadily in 
recent years (Figure 2). By 2006, 30.5 percent of tobacco released for sale in tonnes 

was for the RYO market. There was a 38 percent increase in weight of RYO tobacco 

sold from 1990-2006 (a 12 percent increase from 1999-2006). This compared with a 

46 percent decrease for 1990-2006 for tobacco weight sold in the form of factory-
made  cigarettes (a 22 percent decrease 1999-2006)1 50.  

Figure 2: Proportion of cigarettes consumed as RYO 1970-2006 with 

different assumptions about RYO tobacco content  

 

Source data: Tobacco Trends 20073  
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In the New Zealand Tobacco Use Survey 2006, 60 percent of Māori, 49 percent of 

European/other and 23 percent of Pacific smokers smoked RYOs2. The proportions 

were higher among younger smokers. In the International Tobacco Control New 
Zealand cohort of smokers recruited from the 2006/7 New Zealand Health Survey, 

52 percent smoked RYOs (38 percent exclusively, 14 percent mixed with factory-

made cigarettes). RYO use was greater among younger smokers, Māori, and 

smokers with lower socioeconomic status (unpublished data). In the ITC New 
Zealand cohort the commonest reason given (by 84 percent of exclusive RYO 

smokers) for smoking RYO was price (unpublished data). There were similar findings 

in a survey of parents who were smokers in a survey in four South Auckland schools. 

This strongly suggests that RYO cigarettes are being used as a way to continue 
smoking while minimising the cost. This is possible because smokers can keep 

smoking the same number of cigarettes (for the same expenditure after a price 

increase) by switching to RYO cigarettes containing less tobacco than factory-made 

cigarettes45 51. 

Misleading product labelling  

The tobacco industry markets a wide range of tobacco products in New Zealand with 

the words ‘light’ or ‘mild’ in the brand name. Statements such as these are 

deliberately designed to give the false impression that certain brand variants are less 

injurious to health than so called regular brands. In countries where the terms ‘light’ 
and ‘mild’ have been banned, such as Australia and the United Kingdom, tobacco 

companies have continued to mislead consumers by replacing them with terms such 

as ‘smooth’ and ‘fine’. Colour associations are also used to convey the impression 

that certain brand variants are less harmful. Paler shades on pack colourings, or the 
use of ‘red’ or ‘gold’ varieties such as seen on Marlboro packs52.  

The supply and sale of tobacco products  

There are an estimated 10,000 tobacco retailers in New Zealand53. Tobacco products 

are readily available (and usually prominently displayed) in almost all supermarkets, 
convenience stores, dairies and service stations. A recent paper found that 78 

percent of adults in the New Zealand Health Survey lived in a neighbourhood that 

was less than 6.5 minutes (23.5% within <1.9 mins) drive of a supermarket, and 81 

percent less than 3.9 minutes drive from a convenience store (27% < 1 minute)47. 

This ensures that tobacco products are easily accessible in most populated areas, 
and helps convey the impression to children and adults that tobacco products are 

normal consumer products used by a large proportion of the population. 

Furthermore, in New Zealand as elsewhere, tobacco retailers are concentrated 

particularly in socioeconomically deprived neighbourhoods46 47. 

Despite tobacco being a highly dangerous product, the sale of which is banned to 

children aged less than 18 years, there are almost no controls over how tobacco is 

sold in the retail sector and the minimum age of purchase is poorly enforced.  

The extent of the latter problem is underlined by data relating to purchase of tobacco 
from shops. In the 2006 Year ten (14-15 years) in-depth survey27, 13.6 percent of 

students who were current smokers reported their usual source of cigarettes was to 

buy them at a shop. However, far more reported that they had bought cigarettes at 

least once from a dairy (55%) or a service station (30%) in the previous month. Of 
smokers who had tried to buy cigarettes in the last month only 26 percent reported 

being asked for their ID and 29 percent reported being refused a sale due to their 

age.  
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The range and constituents of tobacco products will be controlled  

Range of tobacco products  

There are over 50 tobacco brands available in New Zealand, and the market is 
dominated by the ‘budget’ and ‘low value brands’30 54. Under one particular brand, 

there are several variants that make up the brand family. For example, the market 

leading brand Holiday , has 24 variants including menthol, mild, 25 and 30 packs and 

special filter varieties55.  

Having a wide variety of brands and variants has market advantages for the tobacco 

industry. Recruiting and maintaining customers is vital, and a perceived range of 

choices within a brand allows the tobacco industry to target one brand to a range of 

customer demographics. Having several variants of one brand is also used to 
manipulate the advertising restrictions as defined under the Smokefree 

Environments Act. Current regulation allows 100 packs facings to be displayed at any 

one point of sale. Only two of any brand may be shown side by side. Having several 

variants of a single brand allows tobacco marketers to exploit this law. Several 
products under the same brand will have slight differences that allow for them to be 

displayed side by side. These differences could be as small as a 20 and 25 stick pack, 

or ‘mild’ and ‘extra mild’. This allows for the displays to be dominated by particular 

brands increasing the impact of this vital advertising channel.  

Tobacco product constituents  

Section 31 of the Smokefree Environments Act controls the ingredients in cigarettes 

and in cigarette smoke. Regulations to control ingredients of cigarettes have yet to 

be drawn up. Existing controls focus upon the marketing, promotion, supply and 

availability of the product. The manner in which cigarettes are manufactured and the 
constituents of tobacco and cigarette smoke are in practice under the control of the 

manufacturer56. The Smokefree Environments Act has regulatory powers under 

Section 31, although limited use has been made of these. The tobacco industry has 

engineered cigarettes over many decades to become more efficient at delivering 
nicotine, therefore developing and sustaining addiction. Product development has 

manipulated the flavour and feel of the cigarette smoke. As well as making smoked 

tobacco more palatable, it gives brand variants their unique flavours.   

Testing of cigarettes sold in New Zealand has shown that the nicotine content is 

higher than in other countries, even between the same brands57 58. It is likely that 
smokers in New Zealand are being exposed to a more addictive cigarette.  

Under the present Smokefree Environments Act, tobacco manufacturers selling in 

New Zealand are required to disclose a full list of the ingredients in their products. 

However, there is no regulation over what ingredients can be added and in what 
quantities.  

Additives such as ammonium compounds have been used to increase the addictive 

kick of the nicotine by raising the alkalinity of the smoke59, and sweeteners and 

sugar are used to make the product taste nicer. Of further concern is that some of 
these additives, when combusted form new chemicals, pose additional toxic risks to 

the smokers. Sugars that are added to tobacco naturally are of particular concern. 

Not only do they make the product more pleasant tasting to smoke, they also 

produce formaldehyde, a known human carcinogen when combusted60.  

As well as focussing on the addictiveness and palatability of the cigarette, product 

regulation should also extend to the way in which it burns. A number of jurisdictions 

have adopted a Reduced Ignition Propensity (RIP) standard for cigarettes. The 
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advantages of such a standard include reducing the risk of fires caused by cigarettes. 

In 2008 there were 175 property fires in New Zealand caused by cigarettes61.   

The most commonly adopted standard worldwide is the ASTM E2187-04 which 
requires 75 percent of tested cigarettes to self extinguish before burning to the end. 

New Zealand has adopted this as a voluntary test standard for cigarettes. Current 

tobacco industry technology manufactures cigarettes with ‘speed bump’ ridges in the 

paper. When the burn reaches these, it should extinguish. Independent New Zealand 
testing of these cigarettes showed that 75 percent failed the compliance test for self 

extinguishing. The testing also showed that cigarettes rolled with RYO paper had a 

100 percent pass rate62. This was because the paper did not contain the accelerants 

that are found in factory made cigarette papers.  

The concept of a ‘safe cigarette’ is unachievable as long as tobacco smoke is inhaled. 

Even where there is scope for reducing the carcinogenicity of the cigarette by 

changing the manufacturing process, the potential for protecting health is limited and 

the risks remain substantial. Controls on the range and constituents of tobacco 
should not therefore be focused on making smoking safer, but on making it less 

palatable, less addictive and less enjoyable. This will contribute to the ultimate goal 

for people to not become addicted in the first place and for existing smokers to quit.    

4 Evidence to support action 

Goal: Tobacco products will be restricted and controlled in line with the 
harm they cause.  

4.1  Tobacco retail prices will increase systematically and significantly: 

prices will be harmonised for óroll your ownô tobacco 

Raising the price of cigarettes through increases in taxation and duties is the tobacco 
control intervention with the strongest evidence of effectiveness at reducing smoking 

prevalence63.  

For example, a study of 18 European countries found that tobacco tax increases 

were the most effective component of nationwide tobacco control policies in inducing 
quitting. The overall price elasticity of smoking consumption and prevalence has 

been estimated in reviews of the international literature to be around -0.49 (i.e. for 

every one percent increase in price, consumption reduces by 0.49 percent), though 

this was higher for young adults and teenagers64. 

The international evidence also increasingly favours tobacco taxation being a pro-
equity strategy. Systematic reviews report evidence for greater price sensitivity 

among low-income adults and hence the potential for such tax to contribute to 

reducing health inequalities65 66. Subsequent published work also indicates that 

higher tobacco prices are ‘egalitarian’ in their impact in the US67 and reduce social 
disparities in Australia68. There is also evidence that higher cigarette price decreases 

cigarette consumption and promotes cessation among youth and young adults66. 

There is evidence that tax and price increases are as effective in New Zealand as 

elsewhere69. Econometric analyses of New Zealand time-series data suggest a price 
elasticity of cigarette consumption of about –0.50, and a price elasticity of smoking 

prevalence of about –0.2070. The impact of real tobacco prices on consumption in NZ 

can be observed in Figure 1 taken from the recent report on tobacco taxation70. The 

greatest falls in consumption in the last two decades occurred between 1985 and 
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1992 and between 1996 and 2001, coinciding with the largest increases in the real 

price of cigarettes. 

Feasibility of increases in tax  

The main influences on feasibility of implementing tax increases are public opinion, 

likely media responses and political factors such as political will and prevailing 

ideologies. In other jurisdictions a further potential barrier is widespread tax 

avoidance through smuggling, but this is much less of a problem in New Zealand. 

Increases in tobacco tax may be seen as a regressive measure impacting most on 

poor smokers. This is particularly important, as smoking in New Zealand is 

increasingly concentrated among socioeconomically disadvantaged communities 

particularly among Māori.  

This argument can be countered in three main ways. Firstly, the aggregate financial 

and health benefits among poorer smokers who quit will be much greater than the 

aggregate harm that will occur among poorer smokers who continue to smoke71 72. 

Secondly, there is evidence that poor smokers are equally likely to support tax 
increases. Thus, in the ITC New Zealand cohort there was overall majority support 

for dedicated tobacco tax increases in all socio-demographic groups of smokers, 

including among smokers from low socioeconomic status groups who were suffering 

financial hardship73. Finally, in order to justify tax increases from a social justice 

perspective, they must be accompanied by measures to ensure that poor smokers 
have full access to effective and appropriately delivered smoking cessation services, 

accompanied by culturally appropriate quitting campaigns (e.g. the Aukati Kai Paipa 

services for Māori women 74 75 76).  

4.2  Misleading tobacco product labelling  will be banned  

Terms such as ‘light’ and ‘mild’ are used to describe tobacco products where lower 

levels of machine tested tar, nicotine and/or carbon monoxide are emitted from 

products in comparison to those marketed as regular or higher yield cigarettes. 

However, the terms are deliberately deceptive.  

Since at least the early 1990s cigarette manufacturers have known that certain 

smoking behaviour (known as smokers' compensation) delivers to the body higher 

levels of tar, nicotine and carbon monoxide than those levels produced by smoking 

testing machines. Smokers are likely to compensate for such 'light' cigarettes by 

inhaling more deeply, holding smoke in the lungs for longer, covering manufactured 
cigarette ventilation holes with the fingers or mouth, or smoking more frequently. 

Even where misleading terms have been removed from packaging, and replaced by 

subtle colour differences, smokers continue in the mistaken belief that these 

products are somehow less harmful77 78.  

Some of these behaviours, particularly deeper inhalation and holding smoke in the 

lungs for longer can increase the already harmful effects of smoking79.  

The risks of misleading product labelling and packaging should be addressed by: 

¶ A ban on the use of any terms that could mislead consumers into thinking a 
product is any less harmful. These should include, but not be limited to: Light, 

mild, s mooth, fine, mellow, or colour associations such red and gold.  

¶ Introducing generic packaging for all tobacco products to eliminate the use of 

pack design and branding to imply less harmful products 
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4.3   The supply and sale of tobacco products will be cont rolled  

There are a number of possible interventions to reduce retail tobacco supply and/or 

improve compliance with the minimum age of purchase law, including tobacco 
retailer licensing, and restrictions on the number, location or density of tobacco 

product retailers. 

Tobacco licensing  

A positive tobacco licensing system requires that all retailers who wish to sell tobacco 
must apply for a licence80. Licensing can occur for retailers, wholesalers or both81. 

Licensing potentially links tobacco control legislation compliance with the right to sell 

tobacco products, and non-compliance (e.g. selling tobacco to minors) with 

penalties. Retailer licensing or registers are therefore a possible means to improve 
the monitoring and control of tobacco product supply and can also facilitate the 

implementation and enforcement of other supply-side interventions such as age-

related restrictions on purchase and use, and control of outlet density or location. 

Penalties can include fines, imprisonment and the permanent or temporary 
withdrawal of the licence to sell tobacco products, so encouraging other retailers to 

comply, removing rogue retailers as well as potentially reducing outlet density.  

The advantages of licensing have been summarised as81: 

¶ Reinforcing the understanding that selling tobacco is a privilege, not a right 

¶ Providing health authorities with the addresses of sellers, and in the process: 

– facilitating monitoring of their compliance with tobacco control laws 

– enabling authorities to communicate directly with tobacco sellers (i.e. 

to inform them of changes to the law, etc) 

¶ Providing a regulatory mechanism that allows conditions to be placed upon 
the manner in which sales are made and a mechanism by which authority to 

sell can be revoked. 

The Center for Tobacco Policy and Organizing (CTPO) has defined a strong local 

tobacco licensing ordinance as an ordinance that includes82:  

¶ Requirements that all retailers that sell tobacco products must obtain a 

licence and renew it annually 

¶ A fee set high enough to sufficiently fund an effective programme including 

administration of the programme and enforcement efforts 

¶ Coordination of tobacco regulations so that a violation of any existing local, 
state or federal tobacco regulation violates the licence 

¶ A financial deterrent through fines and penalties including the suspension and 

revocation of the licence.  

Best practice guidelines have also been issued by Centers for Disease Control and 
Prevention (CDC) in the USA. More detailed guidance was prepared in a report which 

informed the development of the Australian Tobacco Control strategy. 

Licensing has been increasingly introduced: for example, in Singapore, Iceland and 

States and other jurisdictions in the USA, Canada, and Australia (Tasmania, South 
Australia, Northern Territory, Western Australia and Australian Capital territory; and 

proposed in NSW); and is due to be implemented in Ireland from July 1 2009. By 

2007, all but eight US states had statutes requiring retailers to obtain a licence 
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before selling tobacco products (some of which require an annual licence fee and 

some that include provisions for licence suspension or revocation83).  

There is limited evaluation data of the impact of retailer licensing. Licensing and 
associated enforcement activities have been associated with improved retailer 

compliance with sales-to-minors legislation and reduced successful purchasing by 

minors in, for example, California (where sales to minors by stores reduced from 

37% in 1995 to 13% in 200784). 

It is unclear to what extent tobacco licensing is associated with reductions in adult or 

children’s smoking prevalence or consumption as there have been no controlled 

evaluation studies, and implementation has generally occurred alongside tobacco 

control interventions. However, the introduction of licensing (along with other 
tobacco control measures) has been associated with falls in smoking prevalence and 

uptake in jurisdictions like California84.  

Current policy in New Zealand  

There is no current positive licensing of retailers or wholesalers in New Zealand. ASH 
Scotland argued that New Zealand has a negative licensing system (which is seen as 

much less desirable as a tobacco control measure80). Thus, retailers can sell tobacco 

without a licence. However, an outlet that has been shown to sell tobacco to under-

age customers can be subject to a prohibition order preventing them from selling 

tobacco, either temporarily or permanently. In practice this sanction is very rarely 
applied, and by June 2009 the Ministry of Health was aware of only two retailers 

(one retailer on two occasions) that had received court-ordered bans on selling 

tobacco due to repeated sale of tobacco to minors (personal communication, 

Matthew Allen). 

Tobacco retailer licensing has been successfully implemented in a range of similar 

jurisdictions to New Zealand (see above) and is mostly well-supported by the public, 

suggesting it is highly feasible. 

Control on the number, location or density of retail outlets selling tobacco  

Whilst there has been considerable attention to licensing of tobacco retailers, there 

has been much less focus on addressing tobacco availability through restrictions on 

the number, location or density of retail outlets. There are no controls on the number 

or density of tobacco retailers in New Zealand. However, there have been calls for 

such measures to be implemented as a tobacco control intervention85 86 87 88, with 
possible approaches including: 

¶ Bans on tobacco sales through vending machines, or restrictions on the 

location of vending machines (e.g. new Irish legislation will stipulate that 

machines are in areas in sight of staff) 

¶ Increasing the price of tobacco licences to encourage retailers to abandon 

tobacco retailing 

¶ Introducing incentives for retailers not to sell tobacco products 

¶ Introducing licensing of tobacco retailers, with a moratorium on new tobacco 
retail licences, resulting in a reduction of outlets by natural attrition 

¶ Use zoning laws to restrict or ban tobacco retailing in certain locations (e.g. 

near schools) 

¶ Introducing a maximum outlet density and/or minimum distance between 
tobacco retailers 
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¶ Introducing a ‘sinking-lid’ gradual reduction in the number or density of 

tobacco retailers. 

Another possible measure is stipulating that licences to sell tobacco products would 
only be granted if other conditions regarding the sale and display of smoking 

cessation support products.  

Literature from other fields such as alcohol policy has found an association between 

alcohol availability and consumption and problem drinking89. There is conflicting 
evidence about whether outlet density is associated with smoking prevalence and 

uptake88. In New Zealand a national study found no association between 

neighbourhood proximity to supermarkets and convenience stores and individual 

smoking behaviour, after adjusting for neighbourhood variables for socioeconomic 
status and rurality. However, the analysis was restricted to adults, and did not allow 

for accessing stores when away from the home (e.g. at work). Also, even individuals 

in the group with the worst access to stores, were mostly still only a few minutes 

away by car so the impact of more comprehensive reductions in accessibility could 
not be assessed.  

There is no evidence that we are aware of from intervention studies about the impact 

on smoking uptake, consumption and cessation of restricting access to retailers. 

However, there is a commonsense and theoretical plausibility that it might be an 

effective intervention. This is supported by evidence from Canada that smokers, 
particularly younger smokers, reported they would smoke less if they had to travel 

further to buy cigarettes90. 

The feasibility of these measures as judged by public acceptability is likely to be high 

as there is evidence from other jurisdictions of high levels of public acceptability and 
support. In New Zealand, in the 2008 Health Sponsorship Council (HSC) Health and 

Lifestyle survey, 66 percent of respondents (79% non-smokers, 68% of ex-smokers 

and 35% of current smokers) agreed with the statement ‘the number of places 

allowed to sell cigarettes and tobacco should be reduced to make them less easily 
available’ (unpublished data). However, measures which restrict the numbers, 

density or location of retailers may attract considerable opposition from the retail 

sector, particularly smaller local stores, where tobacco sales constitute a large 

proportion of turnover and profit.  

Abolition of duty - free sales and bans on internet sales  

A ban on duty-free sales of tobacco products and on sales to retail customers 

through the internet was a recommendation of the Australian Preventive Health Task 

Force report91 and of the US Institute of Medicine85. Article 6 of the FCTC treaty 

states that parties may prohibit or restrict, as appropriate, sales to and/or 
importations by international travellers of tax and duty-free tobacco products. 

Given the evidence for the importance of price on smoking uptake, prevalence, 

consumption and cessation (see accompanying report), duty-free sales represent a 

potential mechanism for undermining the impact of increases in tobacco tax and 
duties as a tobacco control measure. This could occur both through legal and illegal 

importation of duty-free products. Sales of tobacco products through the internet 

also represent a possible means to access cheaper tobacco products; the internet is 

also a medium for continued advertising of tobacco, circumventing advertising and 
marketing restrictions. Finally, duty-free and tobacco products bought through the 

internet may not comply with, and hence may undermine, tobacco control 

regulations currently in place (e.g. mandated graphic health warnings, requirements 

for Quitline number on packs, bans on sales to minors, and bans on use of ‘light’ and 
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‘mild’ descriptors). The issues relating to internet sales were extensively reviewed in 

the Institute of Medicine report85.  

The importance of duty-free and internet sales in New Zealand may be limited – in 
the New Zealand tobacco use survey (NZTUS)2 only 3.8 percent of smokers gave 

duty-free as the source (95%CI: 2.5% to 5.1%) of their current packet of cigarettes. 

One of the three major tobacco companies operating in the New Zealand market 

reported for the 2008 year that its duty-free sales50 were 7.1 percent of its total 
sales by volume. In a study of over 1,300 packs collected off the street in 2008-9, 

3.2 percent were foreign packs; of which an unknown proportion will have been 

duty-free sourced. Of these foreign packs just over half (52%) did not have a 

graphic health warning92. In the ITC Wave 1 Survey, of 162 smokers questioned, 
only one (0.62%) had bought tobacco over the internet in the last six months 

(Wilson N – personal communication).  

While evidence suggests that duty-free sales, and internet sales of tobacco products 

sourced from countries outside of New Zealand, are currently a minor issue; it also 
contributes to the wider objective of demonstrating that these products are 

exceptionally harmful and should not be sold as regular consumer items.  No sales of 

duty free tobacco at New Zealand’s border reinforces the vision on a Tobacco Free 

Aotearoa.  

The feasibility of a duty free or internet sales ban in New Zealand is unclear. The 
tobacco industry and retailer organisations have successfully opposed proposed duty 

free sales bans in Malaysia and South Africa. Bhutan successfully introduced a ban in 

200393 and duty free sales have been banned on travel within the European Union. 

Restrictions on internet sales have been implemented in some US States85.   

Restrictions on sales to minors  

The FCTC Article 16 states that parties shall ‘adopt and implement effective 

legislative, administrative or other measures at the appropriate government level to 

prohibit the sales of tobacco products to persons under the age set by domestic law, 
national law or eighteen’63. It also states that measures might include stipulating 

warning notices about sales to minors, requiring retailers to request proof of age, 

ensuring vending machines are inaccessible to minors (or banning them entirely), 

prohibiting distribution of free tobacco products to minors and banning the sales of 

individual or small numbers of cigarettes.  

Purchase of cigarettes by people aged less than 18 years and sale of cigarettes in 

packets of less than 20 were banned in New Zealand in 1998. 

The effectiveness of measures to restrict sales to minors may be limited in 

preventing uptake of smoking by children, particularly where compliance is poor 
and/or retailer education and enforcement is inadequate94. Since these measures are 

largely already in place in New Zealand, they are not considered further here. 

However, given the evidence described above about purchase of tobacco products by 

Year ten students, better enforcement (possibly facilitated by a comprehensive 
licensing scheme) would be a legitimate incremental intervention to improve current 

tobacco control efforts. 

Other supply - focused tobacco control measures  

A full description and discussion of the pros and cons of options is beyond the scope 
of this document. Examples of some possible approaches are outlined below and 

require further investigation. 
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Nicotine Regulatory Authority.   This would be an authority established by statute, 

with a public health aim and executive powers, including powers to implement an 

overarching regulatory system for all tobacco and nicotine products, and most/all 
products which attempt to substitute for nicotine or to modify the need for it95. It 

does not take any part in the market process; rather it regulates the market in the 

interests of public health. This would be a means to facilitate the introduction and 

implementation of many of the proposed interventions outlined elsewhere in this 
report. 

Regulated market model. This is envisaged as a ‘Tobacco products agency’ which 

acts as the sole New Zealand buyer of tobacco and sole customer for the tobacco 

industry. In this model proposed originally by Borland96, the agency serves tobacco 
consumers by supplying tobacco products, most probably through existing retailers. 

Tobacco companies tender for market share or for a supply contract for a particular 

volume; they cannot sell tobacco products in New Zealand in any other way. The 

agency controls the subsequent distribution and marketing of tobacco products. It 
has a public health mandate to reduce the use of and harm caused by tobacco 

products.  

Examples of actions that the agency could introduce include: reducing tobacco 

product toxicity and ensuring harm-reduced products are available; introducing 

plain-packaging of tobacco products and banning all point of sale tobacco product 
displays; introducing retailer licensing and controls over number and density of 

retailers (as described above) and stipulating that tobacco retailers must provide 

smoking cessation products, promotional materials and access to smoking cessation 

support services.  

The agency needs to be independent, transparent (to discourage corruption) and 

distant from government. Operating costs could be covered through a tax/levy on 

the tobacco industry and/or retailers, or could come out of sales. However, the 

agency would be a not-for-profit organisation, which therefore had no incentive to 
maximise sales or profits.  

Reducing quotas of tobacco product imports. This intervention introduces a 

declining quota in the supply of tobacco for New Zealand and/or in the nicotine 

content of tobacco. Laugesen51 proposed a legislated decrease in the nicotine content 

of tobacco by 5 percent every six months, and/or similarly decreasing tobacco supply 
quotas for manufacturers and importers, by 5 percent every six months. The aim is 

to phase out sales of cigarettes in 10 years and encourage addicted users to switch 

to less harmful products. Intervention may also use complementary measures; for 

example, introduction of risk-based tax and mass media campaigns to further 
encourage the switch away from cigarettes. Personal freedom to smoke, grow and 

possess smoked tobacco would be maintained.  

The place of these approaches has been debated to a limited degree in the literature. 

The key advantage is that these approaches may act as radical supply-side 
interventions in themselves (regulated market model, reducing quota model), or 

may facilitate much more rapid and comprehensive implementation of the 

interventions described in this and accompanying reports (Nicotine Regulatory 

Authority).  

The biggest hurdle is implementation. None of these measures have yet been fully 

implemented in any jurisdiction, and hence both their feasibility and the degree to 

which they will help achieve tobacco control objectives are unknown. However, the 

acceptability of radical tobacco control solutions and support for the vision of ending 

smoked tobacco use in New Zealand is available. Thus in the 2008 HSC Health and 
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Lifestyle Survey 50 percent of subjects (60% of non smokers, 52% of ex-smokers 

and 26% of current smokers) agreed that cigarettes and tobacco should not be sold 

in New Zealand in 10 years time (unpublished data). 

4.4   The range and constituents of tobacco products will be controlled  

Range of products  

The tobacco industry continues to exploit the way in which tobacco products may be 

marketed in New Zealand. Having a wide range of products under one brand name 
allows for retail displays to appear as billboards for a brand. Having a wide variety of 

tobacco products contributes to the perception that tobacco is a normal consumer 

product. Reducing the range and volumes of tobacco products on sale will reinforce 

the perception that tobacco is not a normal consumer product. It is an intended 
outcome of other measures in the vision that demand for tobacco will decrease over 

time, and as the market reduces, so will the range of products for sale. In addition, 

the reduction in the range of products should include removing any variants that 

may be perceived as less harmful, for example ‘light’ and ‘mild’. Even when tobacco 
retail displays are banned, reducing the range of products available for sale will 

reduce the marketing power of tobacco companies as it limits the range of choices 

they offer customers to keep them smoking their brands. Ultimately, the gradual 

reduction in the range of products will lead to a situation in which only very basic, 

unbranded products are available in limited locations and only to those who are most 
determined to smoke as other measures will decrease demand, and increase 

quitting. The gradual limiting of choice forms part of the wider strategy to reposition 

tobacco from a normal consumer good, toward a dangerous and controlled substance 

that must be treated like other harmful goods.  

Constituents of  tobacco products  

Cigarettes and tobacco remain significantly unregulated, and careful engineering 

over time has allowed them to burn better, deliver nicotine more efficiently and to 

taste better. As part of a wider set of processes to reduce tobacco use, targeting 
these properties of smoked tobacco will contribute to making it less palatable and 

potentially gain a minor reduction in the risk.  

Nicotine is the addictive substance in tobacco, and smoking is a particularly efficient 

way to deliver it to the brain. It quickly leads to an addiction, and continuing to 

smoke is the most effective way to maintain this. In addition to promoting safer 
forms of nicotine as proposed in chapter three, there is also scope for making 

cigarettes less addictive through gradual reduction of the nicotine content. Making 

cigarettes less addictive is likely to help smokers to quit, and to make cigarettes less 

addictive to young people experimenting with smoking. Reduction of nicotine content 
at first has little effect on blood nicotine levels, but as the nicotine content reaches 

below 2 mg per cigarette it will result in marked cravings for cigarettes. It is 

essential that all cigarettes and brands are within the ambit of the reduction 

programme, and that reductions are simultaneous across all brands.  

The majority of smokers do not notice small reductions in nicotine content and the 

gradual reduction would need to occur in steps103.  This makes the transition easier. 

Of concern is the perception that reducing nicotine could cause more harm as 

smokers would compensate by smoking more deeply, or more frequently, to get 
their nicotine. However, in New Zealand the nicotine content in cigarettes is far 

higher than that required to maintain an addiction104. It has also been shown that, as 
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long as the tar content of the cigarette does not change, smokers do not 

compensate105  

Certain ingredients are known to increase the carcinogenic properties of tobacco 
smoke. For example, sugars that added during the processing of tobacco for smoking 

are known to cause formaldehyde when combusted. The sugars are added to flavour 

the tobacco and cover the bitter taste that is naturally occurring. The pleasant odour 

and taste generated by the added sugars are of particular appeal to young smokers. 
Stopping the addition of sugars to tobacco would make tobacco products less 

appealing, and possibly lead to a slight reduction in the cancer risk.  

Another key area for regulation is the ignition propensity of the cigarette. Tobacco 

manufacturers add accelerants to cigarette paper in New Zealand. Proposed fire safer 
standards have been adopted in Australia, Canada and several US states. This 

standard requires 75% of cigarette to self extinguish before reaching the end of their 

burn. Independent testing on cigarettes designed to be fire safer showed that most 

actually failed this test. Rather than the speed bump technology developed by the 
tobacco companies, legislation must go beyond existing international standards and 

ban the use of accelerants designed to improve the burn characteristics of cigarette 

paper. 

The WHO TobReg proposal recommends that cigarette regulation focuses on the 

constituents of smoke emissions106. The risk of this approach is that there is no 
evidence that cigarette smoke can be made any less harmful. If brands that were 

shown to be more harmful were not permitted onto the market, this may risk 

creating the perception that remaining brands were less dangerous. Even if the 

relative risk of smoking was halved, it remains unacceptably dangerous. Whilst 
product regulation has a part to play, its value in relation to measures that will 

control supply of tobacco products is small.  

It is critical that any modification to cigarettes must not be perceived as reducing the 

risk of smoking, as no such modifications are possible.  

5 Recommendations 

Tobacco retail prices will increase systematically and significantly; prices 

will be harmonised for óroll your ownô tobacco 

Increasing the price of tobacco as a public health measure has been significantly 

underused in New Zealand. It is recommended that:  

¶ A schedule of annual tax increase of at least 20 percent per annum will be 

agreed and initiated, with a view to increasing the price of a packet of 20 

cigarettes to $20 by 2015 

¶ A differentially higher tax on RYO tobacco should be introduced (or other 
means to increase the price of RYO tobacco) to prevent any further shift in 

use of RYOs among smokers as an alternative to quitting. This is not actually 

a higher tax on RYO tobacco in the sense that it is based on equity of tax per 

cigarette as smoked, based on the fact that the harm per cigarette is the 
same whatever the weight of tobacco per cigarette.  

¶ The additional revenue from tax increases should be used for targeted 

smoking cessation support programmes for Māori, people from lower 

socioeconomic groups, other priority groups for smoking cessation, other 
tobacco control programmes, and other health-related expenditure.  
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¶ Tax increases should be presented as public health measures which aim to 

promote and support smoking cessation. They should be introduced with 

concurrent measures to maximise impact, such as mass media campaigns 
and increased promotion of smoking cessation support services like Quitline.  

¶ The impact of tobacco increases on socioeconomically disadvantaged smokers 

and their families should be systematically monitored29 30. Smoking cessation 

support for these groups should be supported by hypothecation of revenue 
raised from the increased taxation.   

Misleading product labelling will be banned 

¶ A comprehensive ban on the use of any terms that could mislead consumers 

into thinking a product is any less harmful. These should include, but not be 
limited to: Light, mild, smooth, fine, mellow, or colour associations such red 

and gold.  

¶ Introducing generic packaging for all tobacco products to eliminate the use of 

pack design and branding to imply less harmful products 

The supply and sale of tobacco products will be controlled 

If dramatic decreases in smoking prevalence are to be achieved it is likely that 

supply-sided measures will be needed to complement demand reduction approaches. 

We therefore recommend the following initial measures (in approximate order of 

priority). 

¶ A supply model for controlling the tobacco market must be developed  

¶ Licensing of retailers should be introduced as a building block for additional 

supply-sided measures, and to signal to the public, media and policy-makers 

that tobacco is not a normal consumer product, and that exceptional 
measures are needed to reduce its use 

¶ Licensing should be introduced in line with best practice, in particular with an 

appropriate enforcement structure to ensure that licences are removed from 

retailers who are non-compliant with tobacco control legislation 

¶ The feasibility of introducing restrictions on the number and/or density of 

tobacco retailers should be investigated  

¶ An incremental approach may be required, with the aim of reducing the 

density of tobacco retailers to an agreed maximum over a five-year period. 

Other measures could include bans on all new tobacco licences in the vicinity 
of schools, followed by a gradual phasing out of existing licensees in those 

areas   

¶ Additional criteria for holding a licence to sell tobacco products should be 

introduced. These should include the sale of smoking cessation products such 
as NRT, and the display of anti-tobacco marketing materials such as smoking 

cessation leaflets and posters, the Quitline number, and information about 

local smoking cessation support services 

¶ Enha
nced enforcement and monitoring of sales to minors should be introduced, 

supported by the introduction of a licensing system with punishments of 

withdrawal of licences where non-compliance is demonstrated   

¶ A ban on duty-free tobacco sales should be introduced. 
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Additional measures which should be further explored include the feasibility of: 

¶ implementing a ban on internet cigarette sales from vendors based inside and 

outside New Zealand 

The range and constituents of tobacco products will be controlled 

¶ The range of tobacco products will be reduced through limiting the number of 

pack sizes, and brand variants  

¶ The phased reduction of nicotine content will reduce the addictiveness of 
smoked tobacco  

¶ The addition of sugars to tobacco products during manufacture will be banned 

¶ The addition of flavourings designed to improve the palatability of tobacco 

products will be banned, with an initial focus on menthol which is used to 
cover the harshness of tobacco  

¶ A mandatory fire safe standard for cigarettes will be adopted. It will ban the 

use of accelerants in cigarette paper  
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Chapter Three: Increasing successful quitting 

1  Objective 

This chapter considers the actions and research needed if the Tobacco Free New 
Zealand by 2020/Tupeka Kore Aotearoa by 2020 goal of all smokers being 

empowered and supported to quit, is to be met. 

The FCTC is considered a starting point but we need cessation measures that build 

upon and exceed the provisions in the Treaty. 

The desired outcomes of the suggested actions and research are: 

¶ A full range of effective and appropriate quit-smoking options will be available 

and accessible at minimal costs for all smokers particularly to priority 

populations such as Māori, Pacific peoples and pregnant women 

¶ Negative misconceptions about nicotine and quitting that act as barriers to 
the use of effective quit smoking products will be changed through health 

professional and public education 

¶ The accessibility of safer and more effective nicotine products will be 

increased, and made more affordable 

¶ Cigarettes and ultimately tobacco will be phased out as a normal consumer 

product. 

2  Summary  

In order to achieve major drops in smoking prevalence it is necessary to significantly 
increase the quit rate, and to decrease the rate of smoking initiation. Increasing the 

quit rate will have the most immediate impact on reducing the heath costs of 

smoking and increasing the rate of decline in prevalence rates in New Zealand. Many 

of the measures described in the previous chapters will trigger and encourage quit 

attempts. This chapter is concerned with how we provide effective support for people 
to stop smoking.  

The actions that need to be taken to empower and support all smokers to quit are 

outlined below. 

¶ Encourage more quit attempts using public education campaigns; increase 
triggers for quit attempts; and encourage health professionals to provide 

evidence-based quit support. 

¶ Increase restrictions on the display and sale of cigarettes, via amendments to 

the Smoke-free Environments Act. 

¶ Address barriers to the use of, and misconceptions about, nicotine 

replacement therapy (NRT) and quitting – for smokers, health care workers, 

and pregnant women. 

¶ Make all existing forms of NRT available and increase the forms that are 

government subsidised. 

¶ Encourage manufacturers to provide smaller, more affordable packs of NRT. 

¶ Encourage smokers to experiment with NRT prior to quitting. 
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¶ Accelerate the process for approving new and safe cessation products in New 

Zealand. 

¶ Investigate making ‘electronic cigarettes’ (e-cigarettes) and other innovations 
that can help safely mange nicotine addiction more available. 

¶ Gradually phase out the sale of smoked tobacco, while introducing safer 

forms of nicotine. 

Research 

¶ Apply best practice for smoking cessation needs to New Zealand’s cessation 

guidelines, and incorporate international and national evidence into strategies 

to support and improve long-term quit rates.  

¶ Gain information on the drivers to smoking among Māori and Pacific groups, 
and the best way to support these groups to quit and stay quit. 

¶ Examine barriers to prescribing NRT among New Zealand health 

professionals. 

¶ Investigate regulatory options for more innovative nicotine replacements. 

3  Introduction 

Over two-thirds of smokers have made a quit attempt in the last five years. Quit 

rates over this time are similar for Māori and non-Māori. Of recent quitters and 

smokers who have made a quit attempt in the last 12 months, around a quarter 

(25.7 percent) reported using some kind of advice2. Only five percent of New 
Zealanders are smokers who wish to continue to smoke. 

Without using quit smoking support services only around three-five percent of people 

who quit smoking stay quit after a year. Using the support of quit smoking services 

and drug treatments can more than double the proportion of people who successfully 
remain non-smokers 12 months after quitting107.  

3.1  Current situation  

The Government has put quitting smoking on its list of six health service priorities 

and the Ministry of Health is implementing a large programme to make cessation a 
normal part of health services. Funding for smoking cessation is currently 

approximately $35 million per annum. This is invested into support services for 

smokers, and a significant subsidy for quit smoking treatments; it also funds mass 

media promotion of quitting and support services. 

There are currently two main services available nationally that are free of charge for 
smokers who want to quit. These are The Quit Group services and Aukati Kai Paipa 

services. The Quit Group services provide support for smokers through the Quitline, 

the internet and mobile phones (Txt2Quit). Aukati Kai Paipa is a network of services 

that provides intensive face-to-face support for Māori smokers and whānau who wish 
to quit. Both services provide smokers wanting to quit with Quit Cards which they 

can use to obtain government-subsidised NRT from a pharmacy for a small payment.  

For smokers who wish to use pharmaceutical quit-smoking aids there is the option of 

using the government-subsidised NRT patches, gum or lozenges, or non-nicotine quit 
smoking medications which are prescribed by a registered prescriber. These are 

bupropion, nortriptyline and varenicline108. Of these, only nortriptyline is available 
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with a subsidy, although Pharmac is currently considering bupropion for subsidy and 

varenicline has been provisionally recommended for approval109.  

A range of other treatments and interventions (such as Allen Carr’s method, and 
Nicobrevin) are widely used but lack robust evidence of efficacy. Alternative 

therapies such as hypnosis and acupuncture have been the subject of trials but again 

the evidence of effectiveness is absent or weak. Many of these treatments are 

expensive.  

The cessation aids that are currently available are only licensed for quitting smoking, 

and for use up to 12 weeks. There is good evidence that using NRT while still 

smoking, using combinations of NRT together and using NRT long term, can all 

contribute to ongoing success in quitting smoking. These uses are not provided for in 
the New Zealand Smoking Cessation Guidelines 200 7110. Several services recognise 

their value and offer these options to smokers, although this is not consistent 

throughout New Zealand.  

4 Evidence to support action 

Goal: All smokers will have full access to effective and appropriate quit-

smoking support services and products.  

The support and information provided to smokers will be the most up-to-date 

available, using the best possible evidence. Currently this is to offer all smokers 

advice to quit regardless of their intention to do so.  

The quitting rates for Māori and Pacific smokers are similar to those for the whole 

population. However, current smoking rates for Māori and Pacific smokers are far 

higher than for the general population2; therefore greater efforts are required to 

increase Māori and Pacific quit rates. The impact of all quitting policies on these 
groups needs to be considered to ensure inequalities are reducing. It is also 

important that all mass media campaigns are tested and evaluated to ensure they 

are effective and appropriate for these groups.  

4.1  A full range of effective quit smoking options will be available to all 
smokers at minimal costs.  

There is a wealth of evidence for providing support to smokers who want to quit. All 

quit smoking options that are promoted to smokers will have a strong evidence base.  

The smoking cessation guidelines for New Zealand provide evidence-based 

information on treatment for smoking. They were first published in 1999, revised in 
2002 and again in 2007110. They provide up-to-date information about best practice 

and note new and effective smoking cessation pharmaceuticals and developments. 

Providing brief advice and support to quit smoking is one of the most effective things 

health professionals can do for the health of their patients. Even an action seemingly 
as minor as asking about a patient’s smoking status can act as a valuable trigger for 

a quit attempt. Brief advice and referral to additional cessation support should be a 

standard feature of all frontline health professionals’ interaction with patients.  

The Health Ministry has recently launched training of health workers to use the ABC 
approach to smoking cessation: Ask  about smoking status, offer Brief  advice  to quit 

smoking and refer the patient to smoking Cessation  services for support.  
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Vision 2020 supports the current Ministry of Health ABC111 strategy to: make the 

health sector’s approach to smoking cessation more systematic, by integrating the 

ABC approach into the everyday practice of all health care workers who have contact 
with smokers. In the medium-term, there is also scope for promoting cessation 

services through social service agencies and community networks, so that smokers 

are surrounded by a culture of support for quitting’. 

This will require the education and engagement of existing health professionals and 
the inclusion of ABC in all undergraduate health professional education. Measures of 

success will be as defined in the ABC strategy and include: 

¶ An increase in attempts to quit 

¶ An increase in the quit rate 

¶ Changes in the way clinicians see smoking cessation. 

4.2  Negative misconceptions about nicotine and quitting that currently 

act as barriers to the use of effective quit smoking prod ucts will be changed 

through health professional and public education.  

Of people who quit or tried to quit in the last 12 months, 26 percent received some 

form of advice. However, the use of NRT remains low, and among those who use 

NRT products insufficient dosages and early termination are common. Almost 27 

percent currently identify as having used a quitting product such as NRT during their 

last quit attempts2. This low level of utilisation may result from misperceptions about 
the safety and efficacy of nicotine and NRT112 both from smokers and health 

professionals who are in a position to offer brief advice.  

Commonly identified reasons for not using NRT include concerns about the 

harmfulness of nicotine, prior unsuccessful or unpleasant NRT use, negative 
expectations of NRT, the view of willpower as the means to achieve abstinence, and 

concerns about side effects and possible addiction112. It is important to manage 

expectations about NRT use: NRT eases withdrawal symptoms, but does not fully 

remove them. This means that people may be dissatisfied with their use.  

4.3   The accessibility of safer and more effective nicotine products will be 

improved, and they will be made more affordable.  

Currently, smoked tobacco products are the most visible and actively marketed 

forms of nicotine available for purchase. NRT patches, gum and lozenges are the 

only non-tobacco source of nicotine easily available for New Zealand smokers. As 
noted above, they are only licensed for use when quitting, whereas uses such as 

combining NRT while cutting smoking down are licensed in the USA and Europe. 

There are two other NRT products which would provide faster delivery of nicotine, 

the microtab form of NRT and the NRT nasal spray which provides clean delivery of 
nicotine but which requires a prescription.  

A key limitation of NRT is that it is not nearly as effective or efficient at delivering 

nicotine as the cigarette. While it can relieve withdrawal symptoms, it can never truly 

replace the cigarettes delivery system. Of those smokers who quit using over-the-
counter NRT, around 93 percent will have returned to cigarettes by six months113. 

This compares to around 97 percent of those who do not use NRT.  

 



Achieving the Vision – 21 December 2009 

41 

 

New Zealand has a limited choice of quit smoking products. A number of effective 

pharmaceutical products available in other countries are not yet on sale here. Any 

new product that enters the New Zealand market is subject to a lengthy approval 
process. This requires an application process by the manufacturers to demonstrate 

the efficacy and safety of the product. It can often take years for a new product to 

be approved. NRT manufacturers have not been active in challenging regulations, 

actively marketing products, or even providing the full range of their products in New 
Zealand.  

The ’electronic-cigarette’ (e-cigarette) provides another mechanism for delivering 

nicotine via an inhaled vapour. The nicotine comes in a cartridge form that is put into 

the electronic cigarette. The device may be sold in New Zealand, but cartridges 
containing nicotine may not. Smokeless tobacco (‘snus’) is another way of delivering 

nicotine, via oral absorption. This form of tobacco is currently not legally available in 

New Zealand. 

4.4  Cigarettes will be phased out as a consumer product.  

Smokers are addicted to nicotine, and currently the engineering, marketing and cost 

of cigarettes makes them the most attractive and preferred nicotine source. They are 

also the most effective and most dangerous nicotine product and the least regulated 

and easiest to obtain. In future cigarette should be increasingly regulated and their 

marketing increasingly restricted in line with the vision for 2020.  

5 Recommendations 

A full range of effective quit smoking options will be available to all smokers 

at minimal cost.  

Efforts will focus on: 

¶ Encouraging more quit attempts, by more people more often, and using more 

support  

¶ Carrying out public education campaigns to raise awareness of the 

opportunities to quit and the help available to do so 

¶ Increasing the environmental and social triggers for quit attempts  

¶ Regularly updating New Zealand’s smoking cessation guidelines and 

distributing them to health workers so they are updated on advances in 

treatments 

¶ Encouraging health care professionals to provide quit support as best practice 
–currently this is the ABC, although this may develop as new evidence 

becomes available 

¶ Advocating for the inclusion of brief advice training into all basic health care 

training. 

Research 

¶ Best practice for smoking cessation will constantly be monitored and applied 

to smoking cessation guidelines in New Zealand 

¶ There is little evidence on the causes of lapse and relapse back to smoking.  

¶ International and national evidence will be evaluated and incorporated into 

strategies to support and improve long-term quit rates  
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¶ There is a need for information on the drivers to smoking among Māori and 

Pacific groups and on what is needed to support Māori and Pacific smokers to 

quit and to stay quit  

Negative misconceptions about nicotine and quitting that currently act as 

barriers to the use of effective quit smoking products will be changed 

through health professional and public education. 

Efforts will focus on: 

¶ Addressing barriers to using NRT and giving smokers realistic expectations of 

NRT through public education campaigns  

¶ Tackling misconceptions about NRT and quitting among health care workers 

through the roll out of the ABC strategy  

¶ Addressing misconceptions about the use of NRT with pregnant women 

¶ Encouraging smokers to experiment with NRT prior to quitting, via education 

campaigns and the wider sale of more affordable NRT packs in a range of 

retail outlets. 

Research 

¶ Examine barriers to prescribing NRT among New Zealand health 

professionals. 

The accessibility of safer and more effective nicotine products will be 

improved, and they be made more affordable. 

Actions to achieve this are detailed below. 

¶ Make changes to the retail and marketing environment for the most harmful 

and dangerous products – cigarettes; put them out of sight, have the price 

increased and have serious restrictions on their sale and purchase. This could 
be achieved via amendments to the Smoke-free Environments Act.  

¶ Make changes in regulation and funding to make all existing forms of NRT 

available including nicotine inhaler and microtab. 

¶ Investigate e-cigarettes and other innovations and consider making them 
easier to sell and promote as viable alternatives to smoking, if they are shown 

to be safe and helpful in managing nicotine withdrawal. 

¶ Encourage manufacturers to provide smaller, more affordable packs of NRT 

patches, gum and lozenges, and also inhalers and microtabs, for sale in a 

wide range of outlets.  

¶ Encourage manufacturers of quit smoking aids to market and sell their full 

range of products in New Zealand, increasing the choice to the consumer 

¶ Pharmac license NRT for managing abstinence long-term as well as for 

smoking cessation.  

¶ Subsidise a wider range of quit smoking options on the grounds that 

increased choice will increase quit rates and be more cost-effective than 

repeated use of a limited range of NRT options.  

¶ Accelerate the process for approving new and safe cessation products in New 
Zealand. Options should be considered via existing medications regulation 

and the Smoke-free Environments Act. 
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Research  

¶ Regulatory options for more innovative nicotine replacements will be 

investigated. For example, options should be developed to appropriately 
regulate and enable the sale and promotion of the e-cigarette and other 

future innovations. This should include safety standards, efficacy testing and 

marketing.  

Cigarettes will be phased out as a consumer product. 

Efforts will focus on: 

¶ Gradually phasing out the sale of smoked tobacco, while introducing more 

effective, safe forms of nicotine that can effectively manage smokers’ 

withdrawal. These must be made widely available and their use encouraged 
though favourable pricing and marketing. 



Appendix: The Timeline to a Tobacco Free New Zealand, all recommendations  

Key Action/Objective Responsibility Implementation Goals Measurement 

Banning Retail Displays of Tobacco Products 

Legislation passed banning tobacco retail 
display 

Advocacy groups to ensure 
ongoing pressure 
 
Government 

2010 

¶ Government to revisit this 
issue in cabinet.  

¶ SFEA amendment 
submitted to Parliament 

2011 

¶ Ban implemented 

¶ Tobacco products will not be on display at any point of 
sale. They will be concealed out of sight of customers 

Plain Packaging will be introduced for all cigarettes  

The brand relationships between tobacco manufacturers and customers will be eliminated by: 

Tobacco product branding will be limited 
to generic plain text and graphic picture 
warnings 

Advocacy groups to present 
evidence 
 
Government 

2010 - 2012 

¶ Research and develop 
evidence of effect and 
support 

¶ Develop and frame 
messages 

¶ Develop legislative 
requirements and advocate 

2013 

¶ Legislation informs the 
tobacco industry on how to 
package their products in 
New Zealand that disallows 
brand relationships with 
customers 

¶ All tobacco products in New Zealand sold in plain 
packaging and prominent effective health warnings  

¶ Tobacco product branding will be limited to generic 
plain text and graphic picture warnings. 

All locations where young people are present will be smokefree 

Support for Smokefree places where Local Government 2010 - ongoing In public locations throughout New Zealand, parents are at 
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young people are present anywhere in 
New Zealand will be translated into action 

HSC 
 the tobacco control 
community 

¶ Smokefree Schools 
nationwide, with active by 
youth for youth 
programmes 

¶ Smokefree beaches, parks, 
playgrounds 

¶ Smokefree festivals, stadia, 
campgrounds 

liberty to take their children to areas where they will not be 
exposed to tobacco products or smoking environments. 

Parents and caregivers will be empowered to be smokefree to protect their children from becoming smokers via:  

Campaigns to highlight the influence 
parents who smoke have over their 
children taking up tobacco.  
 

Tobacco control community 2010 onwards 

¶ Coordinated and strategic 
partnerships amongst 
NGOs, MOH, DHBs and 
PHOs delivering Smokefree 
homes and hapu 
programmes 

¶ Targeted mass media 
campaigns 

¶ Ongoing measures of 
impact and effect will 
inform communications 
strategies 

¶ Increased awareness by parents of the impact of their 
ōŜƘŀǾƛƻǳǊΦ aƻƴƛǘƻǊŜŘ ōȅ ǇŀǊŜƴǘǎ ǊŜǇƻǊǘƛƴƎ ΨŎƘƛƭŘǊŜƴΩǎ 
health as a quit trigger in NZTUYS.  

¶ Decrease in smoking uptake amongst youth shown in 
Year 10 survey 

¶ Increased media on parenting and smoking 
 

Promotion of smokefree homes and quit 
services to parents 

Tobacco control community 
Local government 
HSC and MOH 

2010 onwards 

¶ Education and marketing 
programmes promoting 
parental influence and 
leadership, including 
targeted programmes to 
pregnant women, 
especially Maori 

¶ Year 10 survey shows increased Smokefree homes, 
parents, and decreased smoking uptake. 

Ban smoking in cars carrying children.  
 

Research community 
 
Advocacy groups 
 

2009 

¶ Research published to 
show evidence of support 

2010 

¶ Legislation to ban smoking in cars carrying children 

¶ Decreased exposure to SHS by children 
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Government ¶ Develop and frame 
messages 

¶ Increase public and 
legislator awareness of the 
harm of SHS in cars 

¶ Develop legislative 
requirements and advocate 

2012 

¶ Legislation to ban smoking 
in cars carrying children 

Targeted quit services to pregnant 
ǿƻƳŜƴΣ ŜǎǇŜŎƛŀƭƭȅ aņƻǊƛΦ  
 

Tobacco control community 2009 onwards 

¶ Programme development 
and piloting 

¶ Contracted by MOH 

¶ Nationwide delivery 

¶ Decreasing  smoking prevalence amongst hapu wahine 

The tactics and activities of the tobacco industry will be exposed 

¢ƻōŀŎŎƻ ƛƴŘǳǎǘǊȅΩǎ ŘŜŎŜǇǘƛǾŜ ǇǊŀŎǘƛŎŜǎ 
are documented 

Government 
 
Tobacco control sector 
 
Research community 

2010 onwards 

¶ Develop recommendations 
for Effective and 
meaningful 
implementation of FCTC 
article 5.3  

Effective implantation of Article 5.3 to include:  
 

¶ Annual data on tobacco industry market practice is 
disseminated by MOH to the public 

¶ Tobacco companies required to provide MOH with 
annual data on marketing expenditure in New Zealand 

¶ Political parties banned from accepting donation from 
tobacco companies 

¶ All meetings between MPs and tobacco company 
employees made transparent 

 

Ensure the public is fully aware of the 
activities of the tobacco industry 

Government 
 
Tobacco control sector 

2011 

¶ Effective and meaningful 
implementation of FCTC 
article 5.3.  

¶ Feasibility of a Royal 
Commission of Inquiry into 
the operation of the 
tobacco industry in New 
Zealand, following 
recommendation from 
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2010 Inquiry 

Tobacco retail prices will increase systematically and significantly...  

ΦΦΦŀƴŘ ǇǊƛŎŜǎ ǿƛƭƭ ōŜ ƘŀǊƳƻƴƛǎŜŘ ŦƻǊ ΨǊƻƭƭ ȅƻǳǊ ƻǿƴΩ ǘƻōŀŎŎƻΦ 

Ongoing substantial increases in taxes 
and duties to ensure large increases in 
price of smoked tobacco products  

Government 
 
Tobacco Control Community 

2010 

¶ First large tax increase in a 
decade included in budget 

¶ Investigate feasibility of 
annual excise increase and 
proposed impact. Agree 
the required level of 
increase per annum to 
have significant impact for 
NZ.  

¶ Advocacy strategy for 
annual tax increase 

2011 

¶ Annual schedule of tax 
increases agreed 

¶ The real cost of tobacco (in terms of affordability) 
doubled at least, within 10 years. 

¶ Annual decline in consumption, prevalence and 
quantity of tobacco released for sale in NZ 

 

Differentially higher tax on RYO tobacco  
introduced (or other means to increase 
the price of RYO tobacco)  

Government/treasury 2010 

¶ Tax equalisation included in 
budget 

¶ Tax legislation informs 
treasury on harmonisation 
of taxes on both products 

¶ No new evidence of a shift in use of RYOs among 
smokers following tax increases 

¶ Annual decline in RYO smokers 

¶ Annual decline in loose tobacco released for sale in NZ 
 

The additional revenue from tax increases  
used for targeted smoking cessation 
supporǘ ǇǊƻƎǊŀƳƳŜǎ ŦƻǊ aņƻǊƛΣ ǇŜƻǇƭŜ 
from lower socioeconomic groups, other 
priority groups for smoking cessation, 
other tobacco control programmes, and 
other health-related expenditure. 
 

Government/treasury 2010 

¶ Government to investigate 
ǘƘŜ ŦŜŀǎƛōƛƭƛǘȅ ƻŦ ΨǘƛŜŘ ǘŀȄΩ  

¶ MOH prescribed additional 
funds for prescribed 
programmes with high 
needs groups 

2011-12 

¶ Tax legislation informs 

¶ Revenue allocated for targeted programmes made 
public in annual budget 

¶ An increase in cessation services targeted for Maori and 
low SEGs 

¶ An increase in smoking-related health expenditure 
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treasury on allocation of 
tobacco excise tax revenue 

Tax increases presented as public health 
measures which aim to promote and 
support smoking cessation.  

MOH 
 
Tobacco control community 

2010 

¶ Tax increases introduced 
with concurrent mass 
media campaigns and 
increased promotion of 
smoking cessation support 
services. 

¶ Increased cessation rate at time of increase 

¶ Increased public support for tax as a health measure. 
Monitored via HSC Healthy Lifestyles Survey 

¶ Reduced smoking rates in nigh needs groups 

The impact of tobacco tax increases on 
socially disadvantaged smokers should be 
systematically monitored.  

MoH 
 
Tobacco Control Community 

Ongoing ¶ It is clear the benefits of prices increases to health 
outweigh the financial costs to socially disadvantaged 
smokers.  

Misleading product labelling will be banned 

A comprehensive ban on the use of any 
terms that could mislead consumers into 
thinking a product is any less harmful.  
 

Government 
 
Commerce Commission 
 
Tobacco control community 

2010 

¶ Ongoing media campaigns 
to inform the public about 
misleading packaging 

¶ 2009 Commerce 
commission decision 
investigated 

2011 

¶ Develop and frame key 
messages for legislative 
change 

2012-13 

¶ Amendments to the 
Tobacco Retail displays Act 
bans the use of misleading 
terms, packaging and any 
other marketing tools that 
may mislead smokers 
about relative harm of 
products.  

¶ Legislation ensures packaging of tobacco no longer 
misleads with the use of terms including, but not be 
limited to: Light, mild, smooth, fine, mellow, or colour 
associations such red and gold. 
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The supply and sale of tobacco products will be controlled 

Licensing of retailers introduced as a 
building block for additional supply-sided 
measures  

 

Government and MOH 2009 

¶ Draft legislation developed 
2010 

¶ Develop best practice 
model for licensing or retail 
register model for NZ.  

2011 

¶ Legislation and policy 
informs Smokefree 
enforcement officers on 
best practice licensing for 
compliant retailers 

¶ All tobacco retailers are licensed 

¶ Terms of license define how product is stocked, 
promoted and sold 

¶ Enhanced enforcement and monitoring of sales to 
minors  

¶ Breach of terms results in lose of license 

¶ Lost licenses not renewed  

The feasibility of introducing restrictions 
on the number and/or density of tobacco 
retailers should be investigated.  
 

MOH 
 
Tobacco control community 
 
Research community 

2010 ς 2012 

¶ Feasibility of a retail outlet 
sinking lid policy 
investigated and key 
recommendations for 
policy developed.  To 
include feasibility and 
predicted impact of: 

¶ bans on all new tobacco 
licences in the vicinity of 
schools, followed by a 
gradual phasing out of 
existing licensees in those 
areas. 

¶ Timeline of reducing the 
number of licensed outlets 
to a agreed maximum over 
5-10 years.  

¶ Increasingly restrictive 
terms attached to selling 
tobacco.  

¶ Policy analysis published  

¶ Campaign to proceed if considered feasible 

¶ Number of tobacco retailers begins to decline  

¶ Sales in NRT increase 

¶ Cessation service user populations increase 
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¶ include the sale of smoking 
cessation products such as 
NRT  

¶ the display of anti-tobacco 
marketing materials such 
as smoking cessation 
leaflets and posters 

¶ prominent display of the 
Quitline number, and local 
smoking cessation support 
services. 

A ban on duty free cigarette sales at all 
New Zealand ports 

Government 
 
Customs and Excise 

2010-11 

¶ Complete policy and legal 
analysis. In particular 
impact of, and barriers 
caused by trade 
agreements.  

2012 

¶ Full implementation of 
FCTC article 6.3 

¶ No non-duty paid tobacco sold in New Zealand 

Implement a ban on internet cigarette 
sales from vendors based inside and 
outside New Zealand 

Government 2010-2011 

¶ Feasibility and impact study 

¶ Retail display ban includes 
online sales for NZ based 
retailers 

¶ Recommendations and conclusions from feasibility 
studies to instruct MOH and Government on 
implementing best practice strategies for these final 
solutions 

Supply focused solutions to increase 
regulation and control of tobacco 
products. In particular the way in which 
tobacco is bough into and sold in New 
Zealand.  

Tobacco control community 
 
Research Community 
 
MoH 
 
Government 

2010 

¶ Review models for 
regulatory legislation with 
aim to gradually phase out 
the sale of smoked 
tobacco, while introducing 
more effective, safe forms 

¶ Model for New Zealand agreed and advocated for 

¶ Significant reduction in tobacco released for sale in New 
Zealand 

¶ Significant reduction in smoking uptake 

¶ Significant reduction in tobacco use 
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Other agencies as identified 

of nicotine that can 
effectively manage 
ǎƳƻƪŜǊǎΩ ǿƛǘƘŘǊŀǿŀƭΦ 

¶ Explore, evaluating and 
implementing alternatives 
to the current profit driven 
model for the sale of 
tobacco. 

¶ Review feasibility and 
impact of possible supply 
control models, including, 
but not restricted to: 

¶ Cap on trade in imports 

¶ Sinking lid policies 

¶ Nicotine regulatory body 

¶ Tobacco supply agency and 
state control 

¶ Purchase 
licences/prescriptions 

2011 

¶ Identify, refine and agree 
best possible models for 
New Zealand 

2013 

¶ Advocacy for agreed supply 
control model 

2016 onwards 

¶ Implementation of supply 
control model 

A full range of effective quit smoking options will be available to all smokers 

Carrying out public education campaigns 
to raise awareness of the opportunities to 

Tobacco control community 

 

Ongoing 

¶ carrying out effective 

¶ Successful smoking cessation rates continue to rise in all 
sectors of New Zealand population 
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quit and the help available to do so Quit service public education 
campaigns to raise 
awareness of the 
opportunities to quit and 
the help available to do so 

¶ research to measure the 
impact of campaign 
approaches to ensure 
approaches are effective.  

 

 

Increase the environmental triggers to 
quit 

Tobacco control community 

 

Government 

 

Ongoing 

¶ Continuous evaluation of 
policies, campaigns and 
interventions will inform 
effective approaches 

¶ Evaluation of the impact of 
policies will help inform 
future policy 

¶ Legislative changes will include elements to encourage 
quitting and the use of evidence based support 

Best practice for smoking cessation will 
constantly be monitored and applied to 
smoking cessation guidelines in New 
Zealand.  Including the current ABC 
approach.  

 

MOH Ongoing 

¶ Continual reception and 
liaison with evaluator 
groups 

¶ Resources given to 
effective nationwide policy 
development and 
dissemination of best 
practices 

2010-12 

¶ Increased research into 
lapse and relapse 
prevention 

¶ New Zealand maintains world class  and cutting edge 
support  services for smokers wanting to quit 

¶ Increased cessation remains a priority health target for 
MOH 

¶ Effective targeted support to high needs smokers 

International and national evidence will Academic researchers Ongoing ¶ New Zealand maintains world class  and cutting edge 
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be evaluated and incorporated into 
strategies to support and improve long-
term quit rates.  

 

¶ Ongoing dialogue with 
international tobacco 
control community 

¶ Ongoing review of effective 
programme evaluations 

support  services for smokers wanting to quit 

Information on the drivers to smoking 
ŀƳƻƴƎ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ƎǊƻǳǇǎ ŀƴŘ ƻƴ 
ǿƘŀǘ ƛǎ ƴŜŜŘŜŘ ǘƻ ǎǳǇǇƻǊǘ aņƻǊƛ ŀƴŘ 
Pacific smokers to quit and to stay quit.   

 

Maori Academic 
Researchers 

¶ By Maori for Maori 
research and evaluation 
programmes 

¶ Pacific research and 
evaluation programmes 

¶ aƻǊŜ ǎǳŎŎŜǎǎŦǳƭ ǉǳƛǘ ŀǘǘŜƳǇǘǎ ōȅ tŀŎƛŦƛŎ ŀƴŘ aņƻǊƛ 
smokers.  

Inclusion of brief advice training into all 
basic health care training 

MoH 

 

Tertiary Insitutions 

2010 

¶ Increase roll out of ABC 
strategy 

¶ Identify clinical champions 
to engage medical and 
nursing  schools 

2011-12 

¶ ABC training included as a 
module in all courses 

¶ All recently qualified health professionals will be trained 
in brief cessation advice.  

Negative misconceptions about nicotine and quitting that currently act as barriers to the use of effective quit smoking products will be changed through health 
professional and public education. 

Addressing smokers barriers to using NRT   
 

MOH and government 

 

Cessation service 

 

Research community 

 

Tobacco Control Community 

2010 

¶ Identify common barriers 
to effective use of NRT by 
smokers 

¶ Incorporate messages 
about the effectiveness 
and safety of NRT into 
campaigns 

¶ Increased sale and use of NRT Products 

¶ Increased positive user feedback 

¶ the wider sale of more affordable NRT packs in a range 
of retail outlets. 
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Tackling misconceptions about NRT and 
quitting among health care workers 

 2010-12 

¶ Full implementation of ABC 
strategy 

¶ National targets are met 

giving smokers realistic expectations of 
NRT through public education campaigns 
 

MOH and HSC 2010 onwards 

¶ Public awareness initiatives 
and marketing encouraging 
smokers to experiment 
with NRT prior to quitting 

¶ NRT listed highly amongst successful quitters as part of 
their quit strategy 

addressing misconceptions about the use 
of NRT with pregnant women 

 

MOH ¶ Specific ABC strategy rolled 
out for pregnancy health 
care 

¶ Increased sale and use of NRT products amongst 
pregnant women 

¶ Increased cessation rate amongst pregnant women 

The accessibility of safer and more effective nicotine products will be improved, and be made more affordable. 

 

Options for more innovative nicotine 
replacements will be piloted. For 
example, options should be developed to 
appropriately regulate and enable the 
sale and promotion of the e-cigarette and 
other future innovations. 

 MOH 

 Academic Research 

Quitting services 

Tobacco control community 

2010 

¶ Pilot testing of products 
and methods already 
proven effective in 
overseas markets 

2011 

¶ System for registering and 
selling alternative nicotine 
products developed 

¶ System for registering and 
selling alternative nicotine 
products advocated for 

2011-12 

¶ Supply model developed.  
Possibly in line with 
Nicotine Regulation 
models.  

¶ System for registering and 

¶ Those proven to be safe and helpful in managing 
nicotine withdrawal recommended for easier sale and 
promotion as viable alternatives to smoking  
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selling alternative nicotine 
products introduced.  

Accelerate the process for approving new 
and safe cessation products in New 
Zealand. Options should be considered 
via existing medications regulation and 
the Smoke-free Environments Act. 

 

Pharmac, MedSafe and 
government 

2010 

¶ άCŀǎǘ ǘǊŀŎƪΩ ǊŜƎƛǎǘǊŀǘƛƻƴ 
process for proven NRT and 
cessation products  

¶ Pharmac licenses NRT for 
managing abstinence long-
term as well as for smoking 
cessation. 

¶ Manufacturers encouraged 
to provide smaller, more 
affordable packs of NRT 
patches, gum and lozenges,  
inhalers and microtabs,  

2012-13 

¶ manufacturers given 
incentive to market and sell 
their full range of products 
in New Zealand 

¶ choice of quit smoking aids to the consumer greatly 
increased 

¶ NRT use correlated to increased quit rates 

¶ Wider range of quit smoking options subsidized 

¶ More NRT products for sale in a wide range of outlets. 
 

Cigarettes will be phased out as a consumer product 

Regulation and control over the supply of 
tobacco products. 

Government 2017-20 

 

¶ <2% smoking population in New Zealand, all being 

targeted for cessation services. 

¶ <2% smoking uptake amongst year 10 students 

¶ A national pride in New Zealand being  100% pure and 

almost tobacco free. 
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