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Abstract

Aims To identify the extent to which four major population-level tobacco control
interventions were used in New Zealand from January 2000 to June 2007.

Methods We selected the four population-based tobacco control interventions with
the strongest evidence base. For each intervention, we undertook literature searches to
identify the extent of their use in New Zealand during the study period and made
comparisons with the other 29 OECD countries.

Results Increasing the unit price of tobacco: New Zealand has high tobacco prices,
but the policy on tax has several limitations relative to best practice within OECD
countries. In particular, the high price appears to be shifting many smokers from
factory-made cigarettes to loose tobacco, rather than stimulating quitting.

Controls on marketing: While New Zealand compares favourably with most other
OECD countries for tobacco marketing controls, some jurisdictions have made more
progress in specific areas (e.g. eliminating point-of-sale product displays and
removing misleading descriptors on packaging).

Mass media campaigns: The country routinely invests in these campaigns, but the
budget is only around $1.20 per capita per year. Some design aspects of the
campaigns are progressive, but comparisons with other countries indicate potential for
improvements (e.g. learning from counter-industry campaigns in the USA).

Smokefree environments regulations: New Zealand was one of the first OECD
countries to implement comprehensive smokefree workplaces legislation (including
restaurants and bars) and it still compares well. But gaps remain when compared to
some other OECD jurisdictions (e.g. no smokefree car laws).

Conclusions There is still substantial scope for New Zealand to catch up to OECD
leaders in these key tobacco control areas. In particular, there needs to be higher tax
levels for loose tobacco (relative to factory-made cigarettes) and the elimination of
residual marketing. There are also important gaps in exploiting synergies between
interventions in this country.

The international literature reports high quality scientific evidence for a number of the
population-level tobacco control interventions used in New Zealand.' In many cases,
there is supportive New Zealand-specific evidence for such interventions being
effective. Aspects of New Zealand’s overall tobacco control programme have been
reviewed previously,”” but not since 2000.

New Zealand ranks ninth lowest among the 30 OECD countries for adult smoking
prevalence,’ but prevalence is considerably higher than in the leading countries, with
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for example an absolute gap of over 6% compared to countries such as Australia (at
around 17%)6 or Sweden (around 16%).7 Also, the overall adult smoking prevalence
for New Zealand masks large disparities between population groups, with for
example, very high adult Maori smoking rates (46% in 2006) which have changed
little over the last 20 years or more.® Some other OECD countries have also had much
steeper declines in smoking prevalence rates compared to New Zealand (e.g. Canada
and Sweden—see Figure 1).

The persistently high and slowly declining smoking prevalence in New Zealand and
increasing disparities in smoking prevalence by ethnicity and socioeconomic position
highlights the need to critically examine New Zealand’s tobacco control efforts. This
review aimed to compare the extent to which four best practice population-level
tobacco control interventions are being used in New Zealand, and in comparison with
other OECD countries.

Figure 1. Adult smoking prevalence in New Zealand, Canada and Sweden (1985
and 2006)
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Sources: Health Canada data’ and two New Zealand data sources® ' (with both countries reporting

data for 2006 and prevalence for both daily smokers and non-daily smokers combined). A different
survey methodology was used for the 2006 data® in New Zealand. The results for Sweden are for daily
smokers and are for 2004-2005.”
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Methods

Selection of major interventions—For this article we selected the four population-based interventions
that were best supported by evidence for effectiveness from either a Cochrane systematic review or a
systematic review undertaken by a United States Task Force (as reviewed elsewhere'). These were:

e [ncreasing the unit price for tobacco products;
e  Controls on tobacco product marketing;

*  Mass media campaigns; and

®  Smokefree environments regulations.

As the focus for this review was on population-level interventions, we did not consider programmes for
individual-level provision of smoking cessation advice and support (e.g. Quitlines, although Quitline
advertising is covered within mass media campaigns, since such campaigns may stimulate quitting that
is independent of cessation service usage).

We recognise that there are many other tobacco control interventions where there may be benefits for
tobacco control, but where the evidence-base is not as well established (e.g. school-based health
education, age limits on purchasing/use of tobacco, smokefree sponsorship, and increasing unpaid
media coverage of tobacco-related matters).

There are also interventions that can address upstream societal determinants of smoking such as
poverty, inequality, poor education, unemployment, and discrimination. However, these were out of the
scope of this review. More radical tobacco control strategies such as reforming the structure of the
tobacco industry or market are also not included in this review, as they are without an established
evidence-base. However, such new strategies'' ~'* need serious consideration in designing future
tobacco control policy, either beside or overarching “traditional” and evidence-based tobacco control
interventions that are the focus of this review.

We also recognise a particular need to review tobacco control policies for Maori, given the very high
smoking prevalence rates of Maori. Such a review is being currently undertaken by our Maori health
research colleagues.

Literature searches—To identify relevant New Zealand data, we undertook Medline searches for
articles relating to tobacco control interventions, using the search terms “Zealand” and “smoking or
tobacco” for the period January 2000 to 30 June 2007.

To identify New Zealand literature that was not Medline-indexed, the following websites were
examined for reports and studies: the Ministry of Health, the Quit Group, the Health Sponsorship
Council, the Cancer Society, the Heart Foundation and ASH (New Zealand). Non-Medline indexed
literature was identified with the search engine Google Scholar.

Analysis of each major intervention—For each of the major interventions, we aimed to determine the
extent to which the intervention was being applied relative to best practice within other OECD
countries. Comparisons for the other 29 countries who were OECD members in 2006 were generally
based on The Tobacco Atlas® (but with other sources cited where appropriate).

Results

Increasing the unit price of tobacco (for cessation and preventing initiation)

The evidence-base on tobacco taxation in this country has been reviewed
previously.'>'® We reviewed the implementation of tobacco taxes in New Zealand
during the study period.

New Zealand’s tobacco tax level as a proportion of the pack price was only 19" out of
25 OECD countries for which data were published in 2006.° A more relevant
comparison considers relative purchasing power to indicate affordability of tobacco
products. A year 2000 comparison ranked 22 OECD countries using the “Big Mac
index of cigarette affordability”, and ranked New Zealand as having the third most
expensive cigarettes.'’
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A similar analysis published in 2002 found that New Zealand cigarettes were the most
expensive of all OECD countries,'® and that Marlboro and “local brand” cigarettes in
New Zealand were both the fifth most expensive among all OECD countries when
ranked by minutes of labour required to buy a packet. In 2004, an analysis that
included 28 OECD countries ranked affordability using pack price in relation to GDP
per capita. It found New Zealand cigarettes were the second most expensive after
Turkey, one of the poorest OECD members. '’

More recent published analyses were not available, so we obtained 2005 price data for
a pack of Marlboro cigarettes in New Zealand and for EU countries in the OECD
(using supplementary online data from a published article® and using GDP data per
capita for 2005 from the IMF to allow for purchasing power parity—adjustmentsﬂ).
The adjusted New Zealand price was more expensive than all the 22 other European
OECD countries except for the UK which was only slightly higher.

Despite these high tobacco prices in New Zealand, various other aspects of the
price/tax intervention are underused, compared to other jurisdictions. Firstly, there are
very infrequent increases in tobacco tax above the annual inflation-adjustment [none
for over 7 years (i.e. since May 2000) and only two above-inflation rises in the tax on
manufactured cigarettes since 1991].

Secondly 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
jurisdictions, and the evidence that voters are more likely to support such taxes.
Thirdly, there is no evidence of other measures to maximise the effect of taxation
increases as a public health intervention (e.g. concurrent media campaigns on
smoking cessation when tax increases occur).

15,22

Finally, the impact of price appears to be being undercut by the very high proportion
of smokers who now smoke roll-your-own cigarettes in New Zealand (60% of Maori
smokers and 49% of European/Other ethnicity smokers,® which are very high levels
compared to other OECD countries®). This means that without any additional tax on
loose tobacco, smokers can keep smoking (for the same expenditure after a price
increase) by rolling thinner cigarettes with around half the amount of tobacco of
factory-made cigaurettes.24

Controls on tobacco marketing

Existing controls on tobacco marketing were slightly changed in 2003 with the
Smoke-free Environments Amendment Act (SEAA), which introduced further
restrictions on tobacco displays at the point-of-sale. These included restrictions on the
number and type of tobacco packets and cartons which can be displayed, and
requirements that tobacco displays should not be visible from outside the shop, and
should not be within a metre of sweets and other children’s products. The Framework
Convention for Tobacco Control, which New Zealand ratified in 2004,25 requires
comprehensive bans on tobacco advertising and promotion.26

New Zealand’s controls on tobacco marketing compare favourably with most other
OECD countries. A comparison using 2005 data suggested that New Zealand was one
of 17 OECD countries (out of 30) to have advertising restrictions on television, radio,
and in domestic print media.® Also in 2005, New Zealand was one of only four OECD
countries to be classified in The Tobacco Atlas as having a “comprehensive
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advertising ban”—including billboards, point-of-sale advertising, and event
sponsorship.°

Nevertheless, tobacco marketing has not been completely eliminated. Block displays
of up to 100 packs of cigarettes per point-of-sale are still permitted, and tobacco
products are prominently displayed in almost all of the most commonly used retail
environments—dairies, convenience stores, supermarkets, and petrol stations. More
rigorous interventions used in some OECD countries are not used in New Zealand.
For example, Iceland,”’ and five Canadian provinces,”** have point-of-sale product
display bans.

By requiring large warning labels, other countries also displace more marketing
images from the front and backs of tobacco packs than does New Zealand. In 2005,
New Zealand lagged behind 15 OECD countries which had health warnings that were
required to cover 30% or more of the pack.® New Zealand is adopting graphic
warnings during 2008, but these still only cover 30% of the front of the pack (the
most significant surface for smokers), compared with 50% in Canada. This is despite
the evidence-base for the impact of large size Canadian graphic warnings on
smokers.*"!

Descriptors such as “light” and “mild” are marketing devices to reassure smokers and
suggest that such cigarettes have less adverse health effects.*” These descriptors are
banned in at least 23 OECD countries> and will shortly be in Canada also.”* “Light
and mild” descriptors are not banned in New Zealand, although this issue is subject to
a current (2008) Commerce Commission Enquiry. The Commission has however,
chosen to ignore the issue of “brand names”,” despite these also being potentially
misleading—e.g. the “Freedom” brand.*®

Colour coding also appears to be being used by tobacco companies in New Zealand to
signal “light and mild” cigarettes®’ (possibly in anticipation of a ban on the
descriptors), and this issue may also be outside the Commerce Commission’s
considerations.

Mass media campaigns (cessation and preventing initiation)

Mass media campaigns have been extensively used internationally and in New
Zealand for tobacco control. We reviewed the use of tobacco control mass media
campaigns at a national level in New Zealand since January 2000. Not included are
more local community level mass media campaigns, or where media are used to
promote regional quit and win contests.

Recent mass media campaigns have focused on promoting smokefree workplaces,
homes and cars; promoting quitting (including calling the national Quitline);
explaining the new smokefree law (the SEAA 2003); and promoting smokefree
messages to Maori and Pacific peoples (for details see the Quit Group and Health
Sponsorship Council websites and the website: www.secondhandsmoke.org.nz).

One analysis detailed national-level monthly mass media campaign expenditure for
three 12-month periods (late 2002 to late 2005).*® From this source, the average
annual expenditure can be calculated to be $2.3 million by the Quitline and $2.8
million for other agencies (e.g. the Health Sponsorship Council), and represents
around $NZ 1.20 per capita per year. When this amount is adjusted by relative
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purchasing power (using GDP per capita values for New Zealand and the United
States) it equates to only $US 0.57 per capita. This can then be compared with data
from particular US states, which have reported two to four times higher per capita
advertising expenditures for youth campaigns alone (i.e. $US 2.35 per capita for
Arizona, $US 2.16 for Massachusetts, and $US 1.29 for Florida™) or for all
campaigns combined (e.g. $US 1.32 per capita for 2000/01 in California).*’

Nevertheless, the available literature on the New Zealand calmpaligns‘”'44 suggests that

some campaigns are well targeted for priority audiences and are well designed. For
example:

* A focus on attempting to ensure appropriateness for priority audiences and to
reduce inequalities through the use of Maori participants in many of the
advertisements, as well as a specific campaign designed by Maori for a Maori
audience (i.e. the It’s About Whanau campaign). Similarly, the Maori
Television channel has been used for showing advertisements.

e A campaign for a Pacific peoples audience.®’

e Use of campaigns of proven efficacy—e.g. adaptation of advertisements
designed in Australia for many of the advertisements shown in New Zealand.

® A common focus on the health threat theme, and the combining of this with a
message for alleviating this threat (i.e. calling the Quitline).

When compared to other OECD countries however, it is possible to identify potential
for improvements in the New Zealand mass media campaigns. These include the
following:

* None of the smoking cessation focused mass media campaigns have been
linked with tobacco tax increases, in order to maximise the impact of the
ensuing price increase. This is in contrast to some other OECD jurisdictions,
e.g. various US states.*

* None of the mass media campaigns have been linked with the messages on the
warning labels on cigarette packaging, e.g. in contrast to Australia.*’

® No government-funded media campaigns have focused on exposing the nature
of the tobacco industry. Such industry “denormalisation” campaigns have been
very successful in other OECD jurisdictions: California (from 1990), Florida
(from 1998), across the USA (by the American Legacy Foundation), Norway,
and the Canadian province Quebec (reviewed elsewhere48). In particular there
has been a lack of the use of adolescent tobacco use prevention campaigns,
using counter-industry themes—despite the growing US-based evidence of
their effectiveness.* >

Furthermore, there is some evidence for the deliberate constraint of resources
allocated to mass media campaigns to prevent excessive demand on the Quitline
Service, such as following the implementation of the smokefree workplaces and
public places in December 2004.”* Instead, there should be an increase in funding of
mass media campaigns at such times to exploit the synergies of co-interventions
coupled with an increase in resources for cessation support to address the increased
demand.
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Smokefree environments regulations

From an international perspective, New Zealand’s smokefree law of 1990 was an
advanced piece of tobacco control legislation. The updated 2003 legislation
(implemented during 2004) extended smokefree areas to all restaurants, bars, and
other indoor workplaces (except for prisons cells, and designated smoking rooms in
health care institutions, residential disability care institutions, or rest homes). It also
prohibited smoking in schools and early childhood centres, in taxis and other public
transport, casinos, and in gaming machine venues. Smoking in outdoor settings is
prohibited in the grounds of all schools by this legislation.

Local regulations or policies initiated by some local governments (Territorial Local
Authorities) cover some council-owned parks (e.g. in South Taranaki and Upper
Hutt), the grounds of some hospitals, some stadiums, and the campuses of a university
(Massey).

In 2005, New Zealand was one of only seven OECD countries to have a full ban on
smoking in government buildings.® In 2004 it became the third country in the world to
ban smoking indoors in bars and restaurants (after Ireland and Norway), though this
legislation was a decade behind that for California.”*

In 2007, New Zealand was still one of only 10 OECD countries with comprehensive
indoor workplace smoking bans that included bars and restaurants (though some other
OECD countries such as Australia and the US have state-wide balns).54

Table 1 details the range of environments covered by smokefree regulations. These
are relatively broad compared to most other OECD countries. Nevertheless, in certain
ways the New Zealand coverage of smokefree environments lags behind. For
example, there are a number of jurisdictions where smoking is banned outside on
beaches, in parks, playgrounds, stadiums, bus shelters, the outdoor sections of
hospitality venues, common areas of housing estates, and in the outdoor areas of a
whole town in California.”>™®

More specifically, these restrictions include all Californian public playgrounds;59
public playgrounds in over 20 New South Wales local authorities;*® and all park,
sports fields, playgrounds, beaches, and bus shelters in parts of Sydney.(’l’62 A number
of jurisdictions also ban smoking near building entrances—e.g. Washington State in
the United States.®* Some of these approaches will probably reduce secondhand
smoke exposure in crowded settings, but more importantly, they may reduce the
visibility of smoking to children and hence contribute to preventing role modelling of
smoking to children and the denormalisation of smoking within society.

There has also been no proposal by the New Zealand Government for a law for
smokefree private cars, and yet a number of jurisdictions have introduced such
restrictions—where children are in the vehicle. These include South Australia,

Arkansas, Louisiana, Puerto Rico,64 and the city of Bangor (Maine, USA).65
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Table 1. Areas covered by (and areas not covered by) smokefree regulations in

New Zealand

Area

Extent of coverage

Workplaces (including
hospitality settings)**

Fairly comprehensive and effective according to various studies.”*® But still not
complete for some e.g. hospitality workers who service outdoor smoking areas;
workers who work in proximity to designated smoking rooms e.g. in rest homes; or
prison staff who enter cells. Around 8% of survey respondents report smoking
inside their workplace.®

Schools*

Comprehensive for schools and early childhood centres.

Public transport*

Comprehensive (with some air quality data available®®).

Grounds of healthcare
facilities

Some hospital grounds.

Stadiums*, parks, beaches,
bus stops etc.

Some stadiums, a small percentage of parks (but with these being “voluntary”),
one university campus, but no beaches or bus stops.

Prisons*

Smokefree cells where “reasonably practical”. There are variable regional policies
. . . 70
on connected spaces and other interior or exterior places.

Settings where no regulations exist or are rare

Private homes

There are no regulations, however mass media campaigns have encouraged
smokefree homes.

Private cars

As above for homes.

Marae*

Only covered by government regulation when they are internal workplaces
(including where there are regular volunteer workers), licensed premises, or
education areas. Considerable regulation by marae organisations exists.

Outside the entrances of
buildings

Virtually nil. (However, Victoria University does not permit outside smoking that
is: “within three metres of an external entrance or air intake duct to an air handling
system”).

*These settings can also be workplaces for some people;**Includes health care facilities (including mental health

facilities).

Discussion

Main findings and interpretation—The major finding of this review is that there is
still scope for further progress in all these four key tobacco control areas in New
Zealand. There is a strong public health argument for increased investment to achieve
such progress, given the major impact of tobacco use on premature mortality in this
country,” its adverse impact on Maori health, and its contribution to health
inequalities.”” The argument is supported by the relatively poor results of government
efforts to reduce the smoking prevalence, compared to countries such as Australia,

Canada, and Sweden.

Although New Zealand has relatively high tobacco prices, it is a concern that New
Zealand is not using tax policy to prevent smokers from shifting to thinner roll-your-
own cigalrettes,24 rather than quitting. This problem could be partly addressed by
adding a differentially higher tax for loose tobacco (so that it leads to a similar price
for thin roll-your-own cigarettes and standard factory-made cigarettes).

Furthermore, there has been no real increase in levels of taxation for over 7 years.

Given the proven effectiveness of tobacco tax” and its ethical justification,

7475 .-
this

situation should be a priority one for health agencies and advocates to address.
Indeed, the Ministry of Health’s 5-year plan for tobacco control specifically identifies
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tobacco taxes as “the most important single intervention to reduce smoking
initiation”.”®

However, there are some gaps in the information required to inform best practice in
the use of tobacco taxation policy for prevention of smoking among youth and
reducing smoking in high prevalence communities such as Maori. For example, there
is very little information on how tobacco price impacts on Maori smokers, and on low
socioeconomic position smokers in New Zealand. There are few New Zealand studies
that consider the impact of youth income and tobacco prices on youth smoking.” ™

Other important areas for New Zealand to catch-up with OECD leaders include
eliminating point-of-sale product displays, removing misleading descriptors, and
using larger areas of packs for warning labels. In the mass media campaign area, there
is scope for learning from countries that have used tobacco industry focused
campaigns, and for a large increase in the resources allocated to sustained and
targeted mass media campaigns using best practice methods. In particular, there is a
need for a greater focus on campaigns that reach Maori and Pacific audiences (though
this is to be the subject of a separate review).

By being the third country in the world to implement extensive smokefree workplaces
(including restaurants and bars) there may be a sense among New Zealand
policymakers that the smokefree environments issue is “solved”. However, the
normality for a significant proportion of adults and children of being exposed to
tobacco smoke,**! particularly in homes, means that measures are urgently needed to
reduce children’s exposure to SHS and the role-modelling to children of smoking as
an adult behaviour. This is crucial, given the evidence of the influence of smoking
around children on smoking initiation,”****" and the policy emphasis within the
Government’s Framework for Reducing Smoking Initiation in Aotearoa-New
Zealand.®® Measures could include:

e Laws requiring smokefree cars where there are children inside;

e Laws for a wide range of smokefree outdoor settings that children frequent
(e.g. parks and playgrounds used by children); and

e Better funded mass media campaigns aiming to make it socially unacceptable
to smoke around children in the home and other settings.

The context behind the policy shortfalls—It is possible that New Zealand
policymaker focus on introducing and operationalising the smokefree environments
law (SEAA 2003) has diverted attention away from the need to have an effective
overall strategy. Public health worker and policymaker attention has also been
diverted to such key public health issues as the obesity epidemic and climate change.
Another contributing factor to the slow progress in some areas may be the political
situation, in that the dominant political party (Labour) in recent years has had to fight
hard in Parliament for tobacco control advances (i.e. the SEAA 2003).

In particular, the minor parties in the government coalition since 2002 (United
Future), and since 2005 (United Future, New Zealand First), do not appear to be
natural allies in tobacco control progress. That is, 19 out of 21 MPs in these parties
voted against the SEAA and one leader has a long history of opposition to tobacco
control.%
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The Labour-led Government may not have felt it had sufficient political support from
other parties in the MMP government, and sufficient public support to make
additional bold moves on such issues as tobacco tax reform. But from a public health
perspective, a government that better informed the public of the issues would
probably be able to better engender increased public support for more rapid progress
on tobacco control.

Limitations of this review—This review may not have identified some of the grey
literature relating to the utilisation of these interventions in New Zealand (e.g. internal
documents that organisations had not published on their websites). The comparisons
with other OECD countries were also incomplete, as it is often years before the details
of particular policy interventions are detailed in the Medline-indexed literature.

Others have also taken a slightly different approach to inter-country comparisons for
tobacco control, using a scale with six interventions, adding to the ones we have used
the use of large warning labels on packs and smoking cessation treatment (but with
these two extra categories having a lower weighting).20

We are also aware that this review has not fully considered issues around synergies
between different interventions. Nevertheless, in the areas where such synergies could
clearly have been exploited, these appeared to be poorly developed in New Zealand.
For example, when the new smokefree law was introduced in 2004, Quitline mass
media expenditure actually decreased!’® Furthermore, there was no special mass
media campaign for quitting at the time of the last substantive tobacco tax increase in
2000. Mass media campaigns for smokefree cars have also not been accompanied
with legal requirements for such cars to be smokefree when children are present.

The issue of synergies, and the limitation of excluding other interventions where the
evidence-base is not as well established, become particularly important when the
question is posed of the causes of New Zealand poor performance in reducing
smoking prevalence, when compared with similar jurisdictions in the last 15 years.

In addition to Canada and Sweden (see Figure 1), there has been particular progress in
lowering prevalence rates in particular states and provinces within OECD countries.
That is California, British Columbia, and New South Wales have reached daily
smoking prevalence rates below 10%, 12%, and 14% respectively (albeit with minor
variation in definitions of “adult”).90 Thus California, with less use of marketing
controls, an earlier use of smokefree laws, and more use of mass media, has a daily
rate of less than half that of New Zealand. Thus the particular mix of interventions
may be a major factor in tobacco control effectiveness (along with differing social and
economic contexts).

Furthermore, one of the significant differences between Canada, USA, Australia, and
New Zealand, is the much greater degree of litigation against tobacco companies and
around smoking harm in the former group.48 It is possible that such factors such as
litigation,”" and the type and extent of coverage of tobacco issues in the media,”***
are as significant as any of the four major interventions that we have focused on.

Implications for policy and research—The clear implication from this review is that
much more progress in all the four intervention areas that we focus on is necessary,
and that synergies between them should be maximised. One counter argument
however, is that attention to these established areas distracts from achieving the key
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structural changes that may deliver more rapid progress (as mentioned in the
Methods).

Such structural approaches are possibly more rational than incremental change in
specific intervention areas—but they may also be much harder to achieve politically.
Therefore health advocates may wish to run a mixed strategy of getting high level
structural change onto political agendas, and pushing for them when the political
situation is favourable, but focusing on specific priority interventions at times when
political will is weak and fragmented.

Conclusions

The major finding of this review is that there is still substantial scope in each of these
four key tobacco control areas, for New Zealand to make progress to the level of
OECD leaders. In particular, New Zealand needs to increase tobacco tax levels for
loose tobacco (to equate to that on factory-made cigarettes at the per cigarette level).
Further elimination of residual marketing (e.g. at point-of-sale displays) and the
removal of misleading descriptors on tobacco packaging, are also needed. There is
also potential for achieving greater synergies between the major interventions.

Competing interests: All of the authors have previously undertaken work for the Ministry of Health or
non-governmental agencies working to improve tobacco control.

Author information: Nick Wilson, Senior Lecturer; George Thomson, Senior
Research Fellow; Richard Edwards, Senior Lecturer; Department of Public Health,
Otago University, Wellington.

Acknowledgements: This work was part of background work for the ITC Project (the
International Tobacco Control Policy Evaluation Survey) and the Reducing Smoking
around Children Policy Research Project, which are supported by the Health
Research Council of New Zealand. It was also background work for the Project
Daring to Dream: Pursing the Endgame for the Tobacco Industry (supported by the
Marsden Fund). We also thank Tony Blakely, Michele Grigg, Penny St John,

Sue Walker, and two NZMJ anonymous reviewers for helpful comments on the draft.

Correspondence: Dr Nick Wilson, Department of Public Health, University of
Otago, Wellington, PO Box 7343, Wellington, New Zealand. Email:
nick.wilson@otago.ac.nz

References:

1. Wilson N. Review of the Evidence for Major Population-Level Tobacco Control
Interventions. Wellington: Ministry of Health; 2007.
http://www.moh.govt.nz/moh.nsf/indexmh/review-evidence-major-population-level-tobacco-
control-interventions

2. Thomson GW, Wilson NA. Lost in the smoke: tobacco control in New Zealand during the
1990s. N Z Med J. 2000;113:122—4. http://www.nzma.org.nz/journal/113-
1107/2178/content.pdf

3. Laugesen M, Swinburn B. New Zealand's tobacco control programme 1985-1998. Tob
Control. 2000;9:155-62.

4. Thomson G, Wilson N. Tobacco Control Policy. In: Davis P, Ashton T, editors. Health and
Public Policy in New Zealand. Melbourne: Oxford University Press, 2001.

NZMJ 20 June 2008, Vol 121 No 1276; ISSN 1175 8716 Page 81
URL: http://www.nzma.org.nz/journal/121-1276/3122/ ONZMA



Laugesen M, Scollo M, Sweanor D, et al. World's best practice in tobacco control. Tob
Control. 2000;9:228-36.

6. Mackay J, Eriksen M, Shafey O. The Tobacco Atlas (2nd Edition). Atlanta, Georgia:
American Cancer Society; 2006.

7. Statistics Sweden. Use of alcohol and tobacco [Swedish language with English sections].
Stockholm: Statistics Sweden, 2007.
http://www.scb.se/statistik/_publikationer/LE0101_2004105_BR_LE114SA0701.pdf

8. Ministry of Health. New Zealand tobacco use survey 2006. Wellington: Ministry of Health,
2007.

9. Health Canada. Long-term trends in the prevalence of current smokers. [Last Updated: 9 July
2007]. http://www.hc-sc.gc.ca/hl-vs/tobac-tabac/research-recherche/stat/ctums-
esutc/prevalence/chart_image 2006_e.html

10. Ministry of Health. Tobacco Trends 2006: Monitoring tobacco use in New Zealand.
Wellington: Ministry of Health; 2006. http://www.moh.govt.nz/moh.nsf/pagesmh/5658

11. Borland R. A strategy for controlling the marketing of tobacco products: a regulated market
model. Tob Control. 2003;12:374-82.

12. Callard C, Thompson D, Collishaw N. Transforming the tobacco market: why the supply of
cigarettes should be transferred from for-profit corporations to non-profit enterprises with a
public health mandate. Tob Control. 2005;14:278-83.

13. Thomson G, Wilson N, Crane J. Rethinking the regulatory framework for tobacco control in
New Zealand. N Z Med J. 2005;118(1213). http://www.nzma.org.nz/journal/118-1213/1405

14. Laugesen M. Snuffing out cigarette sales and the smoking deaths epidemic. N Z Med J.
2007;120(1256). http://www.nzma.org.nz/journal/120-1256/2587

15. Wilson N, Thomson G. Tobacco tax as a health protecting policy: a brief review of the New
Zealand evidence. N Z Med J. 2005;118(1213). http://www.nzma.org.nz/journal/1 18-
1213/1403

16. New Zealand Institute of Economic Research. A review of tobacco taxation. In: Tobacco
taxation as a health issue. Wellington: Public Health Commission; 1995.

17. Lal A, Scollo M. Big Mac index of cigarette affordability. Tob Control. 2002;11:280-2.

18. Guindon GE, Tobin S, Yach D. Trends and affordability of cigarette prices: ample room for
tax increases and related health gains. Tob Control. 2002;11:35-43.

19. Blecher EH, van Walbeek CP. An international analysis of cigarette affordability. Tob
Control. 2004;13:339-46.

20. Joossens L, Raw M. The Tobacco Control Scale: a new scale to measure country activity. Tob
Control. 2006;15:247-53.

21. International Monetary Fund. World Economic Outlook Database, September 2006 (2005
data). http://www.imf.org/external/pubs/ft/weo/2006/02/data/index.aspx

22. Thomson G. Dedicated tobacco taxes — Experiences and arguments. Presentation at the
Seminar: “Death and Taxes, future directions for tobacco taxation”. Aotea Centre, Auckland,
3 September. 2007.

23. O'Connor R, McNeill A, Borland R, et al. Smokers' beliefs about the relative safety of other
tobacco products: findings from the ITC collaboration. Nicotine Tob Res. 2007;9:1033-42.

24. Laugesen M. Flat-tax regime permits, encourages half-price RYO smoking. Time for a fresh,
risk-based approach. NZ SmokeLess e-News. 2007;2(28 August):9.
http://www.smokeless.org.nz/ryotax2.htm

NZMJ 20 June 2008, Vol 121 No 1276; ISSN 1175 8716 Page 82

URL: http://www.nzma.org.nz/journal/121-1276/3122/ ONZMA



25.

26.

27.

28.

29.
30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

World Health Organization. Updated status of the WHO Framework Convention on Tobacco
Control. Geneva: World Health Organization, 2007.
http://www.who.int/tobacco/framework/countrylist/en/index.html

World Health Organization. Final text of WHO Framework Convention on Tobacco Control.
Geneva: World Health Organization; 2003. http://www.who.int/tobacco/en/

Paynter J, Freeman B, Hughes B, et al. Bringing down the power wall: a review of retail
tobacco displays. Auckland: ASH New Zealand and the Cancer Society of New Zealand,
2006.

Greaves L. Canada: demolishing the power walls. Tob Control. 2003;12:7-8.
Sibbald B. News @ a glance: No tobacco displays. CMAJ. 2005;172:624.

Hammond D, Fong GT, Borland R, et al. Text and graphic warnings on cigarette packages:
findings from the international tobacco control four country study. Am J Prev Med.
2007;32:202-9.

Hammond D, Fong GT, McNeill A, et al. Effectiveness of cigarette warning labels in
informing smokers about the risks of smoking: findings from the International Tobacco
Control (ITC) Four Country Survey. Tob Control. 2006;15 Suppl 3:iii19-25.

Pollay RW, Dewhirst T. The dark side of marketing seemingly "Light" cigarettes: successful
images and failed fact. Tob Control. 2002;11 Suppl 1:118-31.

Canadian Cancer Society. Countries that have banned “light” and “mild” descriptors for
cigarettes [LC Paper No. CB(2)1298/05-06(01)]: Canadian Cancer Society, 2006.
http://www.legco.gov.hk/yr04-05/english/bc/bcb1/papers/bc610302¢b2-1298-1e.pdf

Canadian Cancer Society. Progress we’ve made in fighting tobacco: Canadian Cancer Society,
2007. http://www.cancer.ca/ccs/internet/standard/0,3182,3172 334419 langld-en,00.html

Anthony S. Letter to N Wilson from the Commerce Commission (14 March 2007):
"Complaint regarding Freedom brand cigarettes". 2007.

Wilson N, Thomson G, Edwards R. Should New Zealand's Commerce Commission act on
cigarette brand name deception? [letter]. N Z Med J. 2006;119(1244).

http://www.nzma.org.nz/journal/119-1244/2295

Pearce N, Wilson N, Thomson G, et al. Colouring of cigarette packs in New Zealand, does it
mislead consumers? Wellington: University of Otago, Wellington, 2007.

Wilson N, Sertsou G, Edwards R, et al. A new national smokefree law increased calls to a
national quitline. BMC Public Health. 2007;7:75.

Pechmann C, Reibling ET. Anti-smoking advertising campaigns targeting youth: case studies
from USA and Canada. Tob Control. 2000;9 Suppl 2:1118-31.

Ibrahim J, Glantz S. Tobacco policy making in California 2001-2003: No longer finishing first
San Francisco: University of California, San Francisco, 2003.
http://repositories.cdlib.org/ctcre/tcpmus/CAPolicy2003/

Wilson N. The impact of television advertising campaigns on calls to the New Zealand
Quitline. Wellington: The Quit Group; 2004.
http://www.quit.co.nz/documents/FINAIL MediaStudy.pdf

Wilson N, Grigg M, Graham L, et al. The effectiveness of television advertising campaigns on
generating calls to a national Quitline by Maori. Tob Control. 2005;14:284-6.

Waa A, Grigg M. "Its about whanau": Views of smokers and whanau. In: Proceedings of the
Tobacco Control Research Symposium, September 2002 Wellington: Health Sponsorship
Council; 2003.

NZMJ 20 June 2008, Vol 121 No 1276; ISSN 1175 8716 Page 83
URL: http://www.nzma.org.nz/journal/121-1276/3122/ ONZMA



44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.
55.

56.

57.

58.
59.

60.
61.
62.
63.

64.

65.

Barnes H, McPherson M. Maori Smoker and Whanau Response to "It's about whanau"
Television Commercials. Auckland: Whariki Research Group, SHORE Research Centre,
Massey University; 2003.

St John P, Tasi-Mulitalo L. New Zealand: Pacific islanders' smoking targeted. Tob Control.
2006;15:148-9.

Wakefield M, Chaloupka F. Effectiveness of comprehensive tobacco control programmes in
reducing teenage smoking in the USA. Tobacco Control. 2000;9:177-86.

Quit Victoria. 2006 television advertisements. 2006.
http://www.quit.org.au/browse.asp?ContainerID=2006_tv_advertisement1

Thomson G, Wilson N. Directly eroding tobacco industry power as a tobacco control strategy.
NZ Med J. 2005;118(1223). http://www.nzma.org.nz/journal/118-1223/1683/

Farrelly MC, Niederdeppe J, Yarsevich J. Youth tobacco prevention mass media campaigns:
past, present, and future directions. Tob Control. 2003;12 Suppl 1:135-47.

Niederdeppe J, Farrelly MC, Haviland ML. Confirming "truth": more evidence of a successful
tobacco countermarketing campaign in Florida. Am J Public Health. 2004;94:255-7.

Farrelly MC, Davis KC, Haviland ML, et al. Evidence of a dose-response relationship
between "truth" antismoking ads and youth smoking prevalence. Am J Public Health.
2005;95:425-31.

Hersey JC, Niederdeppe J, Ng SW, et al. How state counter-industry campaigns help prime
perceptions of tobacco industry practices to promote reductions in youth smoking. Tob
Control. 2005;14:377-83.

Edwards R, Bullen C, O'Dea D, et al. After the smoke has cleared: Evaluation of the impact of
a new smokefree law (A report commissioned by the New Zealand Ministry of Health).
Wellington: University of Otago, Auckland University, and the Health Sponsorship Council,
2006. http://www.moh.govt.nz/moh.nsf/pagesmh/5599/$File/smokefree-evaluation-summary-

dec06.pdf
Novak K. Out from the haze. Nature. 2007;447:1049-51.

Henriques CE, Newton DR, Marshak HH. Smoke-free parks: a 12-year-old made it happen. J
Community Health. 2003;28:131-7.

Roberts S. Officials in California Town Say Smoking Ban Is Working. Wall Street Journal
2006; (30 May).

Hong Kong Digest. Hong Kong passes anti-smoking law New York: Hong Kong Economic
and Trade Office, 2006: October.

Simpson D. Hong Kong, China: no smoking in housing estates. Tob Control. 2007;16:167.

San Francisco Chronicle Sacramento Bureau. New state law bans smoking on playgrounds,
sets $100 fine. San Francisco Chronicle 1991: (9 August).

ASH Australia. Smoke-free outdoor areas. Sydney: ASH Australia, 2007.
Manly Council. Manly's Smoke Free Zones Sydney: Manly Council, 2007.
Mosman Council. Smoking in Public Places. Sydney: Mosman Council, 2007.

Washington State Legislature. RCW 70.160.075: Smoking prohibited within twenty-five feet
of public places or places of employment Olympia, WA Washington State Legislature, 2005.

CNN. Puerto Rico enacts Caribbean's toughest smoking ban: Associated Press (3 March),
2006. http://edition.cnn.com/2006/WORLD/americas/03/03/puerto.rico.smoking.ban.ap/

Belluck P. Maine city bans smoking in cars carrying children. New York Times. 2007;19
January.

NZMJ 20 June 2008, Vol 121 No 1276; ISSN 1175 8716 Page 84
URL: http://www.nzma.org.nz/journal/121-1276/3122/ ONZMA



66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

http://query.nytimes.com/gst/fullpage.html?sec=health&res=9D04E3DC1E30F93AA25752C0
A9619C8B63

Wilson N, Edwards R, Maher A, et al. National smokefree law in New Zealand improves air
quality inside bars, pubs and restaurants. BMC Public Health. 2007;7:85.

Fernando D, Fowles J, Woodward A, et al. Legislation reduces exposure to second-hand
tobacco smoke in New Zealand bars by about 90%. Tob Control. 2007;16:235-8.

Waa A, McGough S. Reducing exposure to second hand smoke: Changes associated with the
implementation of the amended New Zealand Smoke-free Environments Act 1990: 2003 —
2006. Wellington: Health Sponsorship Council; 2006.
http://secondhandsmoke.co.nz/reasearch/reports.shtml

Milne K, Guenole N. Changing support for smokefree bars among a cohort of New Zealand
bar managers: Findings from a longitudinal survey conducted before and after the introduction
of smoking bans in bars. Wellington: Health Sponsorship Council; 2006.
http://www.moh.govt.nz/moh.nsf/wpg_Index/About-smokefreelaw-research

Hawthorn H. Letter to Dr George Thomson re: “Evaluation of smoke free policies in New
Zealand prisons”. Wellington: Department of Corrections (13 July 2007).

Ministry of Health. Our Health, Our Future: The health of New Zealanders 1999. Wellington:
Ministry of Health, 1999.

Wilson N, Blakely T, Tobias M. What potential has tobacco control for reducing health
inequalities? The New Zealand situation. Int J Equity Health. 2006;5:14.

Hopkins DP, Briss PA, Ricard CJ, et al. Reviews of evidence regarding interventions to
reduce tobacco use and exposure to environmental tobacco smoke. Am J Prev Med.
2001;20:16-66.

Wilson N, Thomson G. Tobacco taxation and public health: ethical problems, policy
responses. Soc Sci Med. 2005;61:649-59.

Wilson N, Thomson G, Tobias M, et al. How much downside? Quantifying the relative harm
from tobacco taxation. J Epidemiol Community Health. 2004;58:451-4.

Ministry of Health. Clearing the smoke. A five-year plan for tobacco control in New Zealand
(2004-2009). Wellington: Ministry of Health; 2004.
http://www.moh.govt.nz/moh.nsf/0/AAFC588B348744B9CC256F39006EB29E/$File/clearin

gthesmoke.pdf

Scragg R, Laugesen M, Robinson E. Cigarette smoking, pocket money and socioeconomic
status: results from a national survey of 4th form students in 2000. N Z Med J.
2002;115(1158). http://www.nzma.org.nz/journal/115-1158/108

Scragg R, Laugesen M, Robinson E. Parental smoking and related behaviours influence

adolescent tobacco smoking: results from the 2001 New Zealand national survey of 4th form
students. N Z Med J. 2003;116(1187). http://www.nzma.org.nz/journal/116-1187/707

McGee R, Williams S, Reeder A. Purchasing of cigarettes by New Zealand secondary
students in 2000. Aust N Z J Public Health. 2002;26:485-8.

Darling H, Reeder AL, McGee R, et al. Brief report: Disposable income, and spending on fast
food, alcohol, cigarettes, and gambling by New Zealand secondary school students. J Adolesc.
2006;29:837-43.

Scragg R. Report of 1999-2005 National Year 10 Smoking Surveys (Report prepared for
ASH). Auckland: School of Population Health, University of Auckland; 2006.

Farkas AJ, Gilpin EA, Distefan JM, et al. The effects of household and workplace smoking
restrictions on quitting behaviours. Tob Control. 1999;8:261-5.

Gilpin EA, White MM, Farkas AJ, et al. Home smoking restrictions: which smokers have
them and how they are associated with smoking behavior. Nicotine Tob Res. 1999;1:153-62.

NZMJ 20 June 2008, Vol 121 No 1276; ISSN 1175 8716 Page 85
URL: http://www.nzma.org.nz/journal/121-1276/3122/ ONZMA



84. Proescholdbell RJ, Chassin L, MacKinnon DP. Home smoking restrictions and adolescent
smoking. Nicotine Tob Res. 2000;2:159-67.

85. Wakefield MA, Chaloupka FJ, Kaufman NJ, et al. Effect of restrictions on smoking at home,
at school, and in public places on teenage smoking: cross sectional study. BMJ.
2000;321:333-7.

86. Darling H, Reeder A. Is exposure to secondhand tobacco smoke in the home related to daily
smoking among youth? Aust N Z J Public Health. 2003;27:655-6.

87. Borland R, Yong HH, Cummings KM, et al. Determinants and consequences of smoke-free
homes: findings from the International Tobacco Control (ITC) Four Country Survey. Tob
Control. 2006;15 Suppl 3:iii42-50.

88. Health Sponsorship Council. Framework for Reducing Smoking Initiation in Aotearoa-New
Zealand. Wellington: Health Sponsorship Council; 2005.
http://www.hsc.org.nz/pdfs/RSI_Framework Final.pdf

89. Thomson G, Wilson N. Screening for Ministerial appointments? Systems failure in Peter
Dunne's appointment as a New Zealand Revenue and Associate Health Minister. N Z Med J.
2005;118(1226). http://www.nzma.org.nz/journal/118-1226/1765

90. Chapman S. Falling prevalence of smoking: how low can we go? Tob Control. 2007;16:145-
7.

91. Vernick JS, Rutkow L, Teret SP. Public health benefits of recent litigation against the tobacco
industry. JAMA. 2007;298:86-9.

92. Menashe CL, Siegel M. The power of a frame: an analysis of newspaper coverage of tobacco
issues--United States, 1985-1996. J Health Commun. 1998;3:307-25.

93. Chapman S, Dominello A. A strategy for increasing news media coverage of tobacco and
health in Australia. Health Promot Int. 2001;16:137-43.

94. Wakefield M, Flay B, Nichter M, et al. Role of the media in influencing trajectories of youth
smoking. Addiction. 2003;98 Suppl 1:79-103.

NZMIJ 20 June 2008, Vol 121 No 1276; ISSN 1175 8716 Page 86

URL: http://www.nzma.org.nz/journal/121-1276/3122/ ONZMA



