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Foreword

Tobacco control in New Zealand has come a long way in recent decades. However, 
there is still a very long way to go to eliminate the needless deaths caused by 
tobacco. 

Tobacco use is the single biggest cause of premature death in New Zealand — it 
is responsible for approximately 5000 deaths in New Zealand every year, including 
approximately one quarter of all cancer deaths and one third of Måori cancer deaths. 
Elimination of tobacco use would dramatically reduce the rate of cancer and cancer 
deaths. 

This document is an important piece of work, resulting from the Cancer Control Council 
putting a greater focus on tobacco control. It is important in providing an understanding of 
how and why tobacco control has come to be where it is today. 

The Council sees this work contributing to the implementation of the New Zealand Cancer 
Control Strategy Action Plan 2005–2010, specifically outcome 10 which is “improved quality of 
understanding and availability of research information on tobacco control”.

This research will be of value to a wide range of people who want to learn more about 
how tobacco control policy has come to exist in its current form. It will provide a greater 
understanding of the context in which tobacco control has evolved, and is a useful starting 
point for further examination of many aspects of tobacco control in New Zealand. 

While this document is not intended as an academic piece of work, all efforts have been 
made to ensure that it is factually correct and can stand up to scrutiny. References to 
source material have been included, to provide further reading and information for those 
seeking it.

The Cancer Control Council sees much potential for tobacco control policy to improve the 
lives of current smokers, and to ensure non-smokers can live a life free of tobacco-related 
disease. This document will contribute to the current and future discussions about tobacco 
control policy by providing context and perspective, both essential in making informed 
decisions.

Dame Catherine Tizard

Chair, Cancer Control Council of New Zealand
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Introduction

Tobacco has caused, and continues to cause, thousands of deaths and much other 
disease every year in New Zealand. This document gives an historical account of the 
diverse measures that have been used by both government and non-government 

organisations to try and reduce the harm caused by tobacco.

Tobacco is responsible for approximately 5000 deaths each year in New Zealand, including 
approximately one quarter of all cancer deaths. These deaths are entirely preventable. 

Tobacco is also a major driver of health inequalities — nearly half of Måori and one third 
of Pacific people smoke, compared with only about one fifth of the Pakeha population. 
This means that Måori and Pacific peoples suffer more from the effects of tobacco than do 
other groups in society. Further, those in the lowest socio-economic demographic are more 
than twice as likely to smoke than those in the highest socio-economic demographic.

This document offers an historical account of the evolution of tobacco control measures in 
New Zealand, from the early studies that paved the way for society to begin to understand 
the harm caused by tobacco to the variety of legislative and other measures that have 
since sought to reduce tobacco-related harm. 

The history of tobacco control is divided into several distinct time periods. The first period 
examined, 1945–1961, can be considered as the beginning of tobacco control. 

During this period scientific evidence about the harms from tobacco began to mount. As 
more and more evidence emerged, the link between tobacco and a wide range of diseases 
became clear. However, this knowledge was largely confined to the medical profession, and 
society as a whole remained largely unaware of the dangers of tobacco use. 

Little was done to prevent tobacco-related harm during this period, quite simply because 
the knowledge that tobacco was harmful was not widely and freely available. 

The period 1962–1979 saw information about the harms of tobacco use disseminated to 
society through the release of two high-profile and well-respected reports. 

The first was the Report on Smoking and Health by the Royal College of Physicians in the 
United Kingdom in 1962. This was followed by the US Surgeon General’s Report on Smoking 
and Health in 1964. 

These reports found a clear link between smoking and a raft of serious diseases, and 
changed the way that society and government viewed tobacco use. As a result, the first 
tobacco control measures were implemented in New Zealand, and included banning of 
tobacco advertising on television, radio, billboards and in cinemas, and the printing of 
warning labels on tobacco products. 
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During this period much New Zealand-specific research was carried out into tobacco 
smoking, and this led to further evidence and action.

The period 1980–1989 can be considered perhaps as the decade that saw the emergence 
of a serious and dedicated tobacco control programme in New Zealand. By the 1980s, 
evidence about the harms of tobacco had been well established. 

Non-government organisations (NGOs) and lobby groups were formed by the early 1980s 
to campaign for tougher regulations on tobacco. These groups used a combination of 
measures, including media coverage, opinion polls and science, to communicate with 
government. 

The increased social agitation for change resulted in the establishment of a tobacco 
control programme in 1984 that included health promotion advertising, tobacco tax 
increases, stronger health warnings and smoke-free environments. 

This combination of measures was very effective in reducing both the rate of smoking 
and the consumption of tobacco products. In fact, from 1985 to1990 New Zealand had 
the fastest rate of decline in consumption of tobacco products among Organisation for 
Economic Cooperation and Development (OECD) member countries.

The period 1990–1999 saw a legislative response to society’s changing opinions about 
tobacco. While smoking had previously been seen as a personal choice that adults chose 
to engage in, the tobacco control programme and other campaigns carried out during the 
1980s had changed this perception. 

Smoking came to be seen as a deadly addiction that was marketed at children, and that 
non-smokers should not have to be exposed to. The Smoke-free Environments Act 1990 
(“the Act”) affirmed the new perceptions of tobacco as the prevailing social norms. The Act 
placed further restrictions on the advertising of tobacco and required many public places 
to become smoke free, including public transport and offices.

The Act also established the Health Sponsorship Council, to replace sponsorship of sports 
and community events previously provided by the tobacco industry, and to promote 
health and healthy lifestyles. Further amendments to the Act in 1997 increased the age 
for purchasing tobacco to 18 and placed further restrictions on tobacco promotion and 
marketing. 

By the end of that decade government was recognising the importance of smoking 
cessation, alongside reduced smoking initiation, as an important part of the tobacco 
control puzzle. This led to the establishment of the Quitline and Quit/Me Mutu campaigns.

The period 2000–2005 has seen a much more strategic approach adopted in the field of 
tobacco control, with a number of related strategies aimed at reducing smoking across 
different parts of society. These strategies have been supported with relatively large 
increases in funding (when compared to funding levels historically) for tobacco control, 
although in terms of tax revenue taken from tobacco less than 5 percent is spent on 
tobacco control. 

This period has also seen a much more global focus on tobacco control. The Framework 
Convention on Tobacco Control was the first public health treaty negotiated under the 
auspices of the World Health Organisation. This has led to evidence-based tobacco 
control measures being introduced in a number of countries, including entirely smoke-free 
workplaces and graphic health warnings on tobacco packaging.
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When examining something as complex as tobacco control across different periods of 
time, it is useful to adopt a framework or model for doing so. This document adopts the 
following framework for examining each period:

Major milestones are noted, to provide an overview of advances made during that •	
particular period.

The smoking prevalence rate and levels of tobacco consumption are examined (where •	
available), and any trends are identified.

Tobacco control measures developed by government are examined, along with the •	
reasons for them.

The activities of NGOs and lobby groups are examined. These often illustrate public •	
opinion on tobacco issues and so are useful in understanding how and why particular 
interventions were made.

This framework enables a comparison to be made between different periods, and enables 
the reader to understand the key differences between each period and how these affected 
different aspects of tobacco control.

This document will provide the reader with an overview of the history of tobacco control 
in New Zealand. It gives a perspective and context to past tobacco control policy 
interventions as well as to the current discussions about tobacco control policy and future 
policies that are yet to occur.
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Pre-Tobacco 
Control —  
before 1945

Milestones1

Pre-1800s•	 : Tobacco introduced to New Zealand by Captain Cook.

Early 1800s•	 : Tobacco used as currency for purchase of land from Måori. 

Late 18th century•	 : James Albert Bonsack invents and patents the cigarette-rolling 
machine, enabling mass production of cigarettes at a low cost.2

1900s

1914–1918•	 : Cigarettes became very popular among soldiers during World War I. Pipes 
and cigars were inconvenient in the trenches, while cigarette packs fitted nicely into shirt 
pockets and could be smoked during a short break! Soldiers were given free cigarettes 
every day and, after the war, cigarette smoking became much more acceptable. After 
World War II, three-quarters of the male adult population and one-quarter of adult 
females were smokers.

1930s•	 : Medical professionals began to notice an increase in lung cancer — previously 
an uncommon disease.

1 http://www.sfc.org.nz/infohistory.html
2 Pollock, D. (1996). Forty years on: A war to recognise and win. In R. Doll & J. Crofton (Eds.), Tobacco and Health 
(pp.174-182). London: Royal Society of Medicine Press. 



9

Early Tobacco 
Control  
1945–61

Milestones3

By the 1950s, American and British research began to identify smoking, particularly •	
cigarettes, as a leading cause of the increase in lung cancer rates.

In New Zealand

1948•	 : First Department of Health posters linking cancer with smoking. 

1953•	 : Tobacco consumption by weight, per adult, peaked.

Prevalence
Smoking prevalence rates are not available for this period because monitoring was not 
undertaken until the 1976 and 1981 censuses. Regular monitoring did not begin until 1983, 
with monitoring by ethnicity following this in 1990.

However, it is estimated that for this period, over 50 percent of men and 35 percent of 
women smoked tobacco4. These estimates would likely have been higher for Måori.

During the years between the first and second World Wars, and particularly during World War 
II, smoking prevalence greatly increased and smoking became normalised in New Zealand 
society, as it did in almost all western societies around the world. As Thomson and Wilson 
note, “annual cigarette use by adults in the United States of America (US) rose from 54 
cigarettes per person in 1900 to 4345 per person in 1963”5. 

In New Zealand this trend was emphasised in the Måori community where, for many, it 
“may have been part of their cultural identity.”6 This trend continued through the post-war 
years, and by 1953 tobacco consumption by weight per adult peaked in New Zealand7, 
while cigarette equivalents8 per person (15 years and over) per year peaked at 3340 in 
1955.9 

3   http://www.sfc.org.nz/infohistory.html
4  Hay, D. (1993). The rise and fall of smoking in New Zealand. Journal of the Royal College of Physicians, 27, 315-9. 
London, UK.
5   Ravenholt, R. (1993). Tobaccosis. In K. F. Kiple (Ed.), The Cambridge world history of human disease. Cambridge: 
Cambridge University Press.
6   Broughton, J. (1996). Puffing up a storm. Kapai te torori! (Vol. 1). Dunedin: Department of Preventative and Social 
Medicine, University of Otago.
7  The History of Tobacco Control in New Zealand at http://www.sfc.org.nz/infohistory.html
8 One cigarette equivalent is equal to one manufactured cigarette or one gram of loose tobacco    
9   Laugesen, M. (2000). Tobacco statistics 2000 (p. 15). Wellington: Cancer Society of New Zealand. 
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Discussion

The reasons for such a high smoking rate are complex. Firstly, there was a general lack 
of knowledge about the harm caused from smoking tobacco. This meant that smokers 
were unaware of the damage they were causing themselves (and others), and so was the 
government. In fact, 

“the main government action concerning tobacco from the 1920s until the late 1940s 
consisted of taxation for revenue-raising purposes. There were also governmental efforts 
to assist tobacco farmers by protecting them with tariffs and helping with research to 
improve local production.”10 

Secondly, this lack of knowledge was exacerbated by tobacco companies advertising their 
products, often to youth who would become addicted to nicotine and become lifelong (or 
lifeshort) smokers. 

Thirdly, smoking had become normalised in New Zealand society, especially in Måori 
communities, where over half of the population smoked. These factors combined led to 
the high prevalence of smoking. However, times were changing and, by the early 1960s, the 
link between tobacco smoke and a whole raft of serious health problems began to become 
clearer.

At least three articles reporting links between smoking and serious illness were reported 
in mainstream American medical journals during the 1930s.11 In 1950 separate reports in 
both the US and Britain were published linking smoking to lung cancer.12 By 1953 the New 
Zealand Department of Health began to recognise the possibility of a link between smoking 
and chronic illness, and duly advised people to “limit yourself to, say, six or eight cigarettes 
a day.”13 

The situation in New Zealand during the period 1945–1961 was characterised by emerging 
evidence and increasing awareness about the harms related to smoking. By 1962 there had 
been at least 24 studies across nine countries linking smoking to lung cancer.14 However, 
this information was only readily available to those in the medical profession, not the 
general public. As a result, there was increased cessation of smoking among doctors, but 
not the general public. A 1962 Health Department survey of New Zealand doctors found 
that, of those doctors who were or had been smokers, 45% had given up15. This was not 
just the case in New Zealand; a trend noted by Michael Kunze suggests that

“Smoking prevalence amongst doctors peaks before the general population. It further 
suggests that the peaking of the prevalence amongst the general population follows the 
point where the medical prevalence drops below the general rate.”16

10  Thomson, G., & Wilson, N. (1999, March 26). Tobacco control in New Zealand from 1945 to 1961. New Zealand 
Medical Journal, 112(1084), 101-3.
11   Diehl, H. (1969). Tobacco and your health: The smoking controversy, pp. 17-18, 22. New York, NY: McGraw Hill.
12   ibid.
13 Turbott, H. B. (1953, Sept. 6-7). Live wisely and live longer! Department of Health.
14 Taylor, P. (1984). The smoke ring. London, UK: The Bodley Head.
15   Dow, D. A. (1995). Safeguarding the public health – A history of the New Zealand Department of Health. Wellington, New 
Zealand: Victoria University Press.
16 Davis, R. (1993). When doctors smoke. Tobacco Control, 2, 187– 8.
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What measures were taken to control 
tobacco during the period 1945–1961?

Government measures
The first tobacco-related public health education in New Zealand consisted of a national 
newspaper advertisement campaign by the Department of Health in 1945, which 
encouraged smokers to smoke only in moderation and not before the age of 2117.

In 1948 the Department of Health established the National Cancer Registry. While this may 
not seem like a major milestone in tobacco control, it certainly is a milestone in cancer 
control. As the saying goes, “you don’t know what you don’t know”, and the establishment 

of the National Cancer Registry meant 
that detailed records of cancer incidence 
could be kept in New Zealand for the 
first time. As a result, trends could be 
identified and eventually the link between 
smoking and cancer would become 
undeniable.

By 1950 the Department of Health was 
noting the risk of lung cancer from 
smoking, but by 1955 “the Department 
had a record of organising one… national 
newspaper campaign on smoking, 
two radio talks and two articles in the 
Department’s own magazine.”18

The 1958 ‘Black Budget’ increased the 
retail price of cigarettes by 39 percent. 
However, this was a government decision 
driven largely by financial motives and, 
without the knowledge that tobacco 
was extremely harmful, this decision was 
made with little to no regard for public 
health outcomes19. 

Consequently, a drop in tobacco 
consumption occurred but, without 
any public education campaign on the 
dangers of smoking, any health benefit 
gained from the price increase was lost 
when tobacco consumption returned to 
pre-tax increase levels by 1959.20 

17   Dow, D. A. (1995). Safeguarding the public health – A history of the New Zealand Department of Health. Wellington, New 
Zealand: Victoria University Press.
18   Thomson, G., & Wilson, N. (1999, March 26).Tobacco control in New Zealand from 1945 to 1961. New Zealand 
Medical Journal, 112(1084), 101–3.
19   McLachlan, M. (1994, September). Up in smoke. North and South, 104–9.
20   Department of Statistics/Department of Health. (1992). Tobacco statistics 1991 (pp. 12–13). Wellington, New Zealand: 
Department of Statistics and Department of Health.

Image issued by the New Zealand Department of Health, 
1945. Held at Alexander Turnbull Library, Wellington, NZ. 
Ref: Eph-B-HEALTH-NZDH-1945-01
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In 1961 manufacturers of Rothmans cigarettes removed the claim from cigarette packets 
that smoking “Does not affect heart or lungs” after correspondence from the Department 
of Health.21

It is worth noting that in the very few instances in this period where there was health 
education about tobacco, none was designed by or targeted at Måori.

21   Thomson, G., & Wilson, N. (1999, March 26).Tobacco control in New Zealand from 1945 to 1961. New Zealand 
Medical Journal, 112(1084), 101–3.

Image issued by the New Zealand Department of Health, 1958. Held at 
Alexander Turnbull Library, Wellington, NZ. Ref: Eph-B-SMOKING-1958-01
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NGO measures
During the period 1945–1961 there were little or no non-government organisation 
(NGO) activities or initiatives to reduce smoking, largely because smoking had become 
normalised in New Zealand and the related harms were relatively unknown and extremely 
underestimated. 

In order to understand why so little was done by NGOs and lobby groups during this period 
it is necessary to understand how and why these groups are formed. These types of groups 
perform important social and political functions, allowing large numbers of people to come 
together to voice a common opinion on a certain issue and lobby for political change. 

However, without the knowledge that smoking was harmful, the general public was unable 
to form any opinions about the dangers of smoking. Quite simply, the information was not 
freely available. As a result, no opinions were formed and there was no function for any 
NGO or lobby group to perform. This would only begin to change as evidence about the 
dangers of smoking emerged.

Image issued by the New Zealand 
Department of Health, 1958.  
Held at Alexander Turnbull  
Library, Wellington, NZ.  
Ref: NON-ATL-0179
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The  Tide 
Begins to Turn 
1962–1979

Milestones22

1962•	 : The Royal College of Physicians releases  
a report on the damage done by smoking.

1964•	 : The US Surgeon General’s report on smoking 
and health linked smoking to heart disease, cancer 
and many other health problems. 

In New Zealand

1963•	 : Cigarette advertising banned on New Zealand 
television and radio.

1973:•	  The tobacco industry agrees to a ban  
on billboard and cinema advertising.

1974•	 : First health warnings appear on  
cigarette packets.

1979•	 : Tobacco defined as a toxic substance  
in the new Toxic Substances Act. 

Prevalence
For this period only limited prevalence data is available, 
because regular monitoring of smoking prevalence 
was not undertaken until 1983. However, it has been 
possible to derive prevalence rates for the years 1976  
and 1981 — years in which a census (that asked a 
question about smoking) was held.

Further, it has been possible to derive the prevalence for these years by ethnicity. 

It is worth noting that the immense wealth of knowledge that developed about smoking 
during this period was not taken on board by all groups in society. One group that did 
take it on board, however, was doctors. The prevalence of smoking among male doctors 
dropped from 37 percent in 1963 to 15 percent in 1981 — a 59 percent decrease!23 

22   http://www.sfc.org.nz/infohistory.html
23   Hay, D. (1984, April 25). Intercensal trends in cigarette smoking by New Zealand doctors and nurses. New Zealand 
Medical Journal, (754), 253–5.

Image issued by the New Zealand Department 
of Health, 1960. Held at Alexander Turnbull 
Library, Wellington, NZ. Ref: Eph-B-
SMOKING-1960-01 
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Figure 1, although brief, shows an overall decrease in smoking prevalence, as well as a 
decrease in all ethnic groups. 

Prevalence rates among Pacific peoples were approximately the same as for the general 
population during this period, while prevalence among Måori was almost double that of 
the general population. (Please note that the the two sets of data that form this graph were 
taken from census responses and are five years apart.)

Figure 1: Smoking prevalence in New Zealand by ethnicity 1976–1981

Source: Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington: Ministry of Health.
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Figure 2 shows two main trends. Firstly, during this period there was an overall 
decrease in total cigarette equivalents released, and therefore consumed. Secondly, 
there was a move away from loose tobacco towards manufactured cigarettes.

Discussion

The period 1962–1979 saw the emergence of evidence-based tobacco control initiatives 
in New Zealand and around the world. Slowly, the vast wealth of evidence became 
overwhelming, and policy makers began to take notice. Once it had become accepted that 
smoking was a major cause of death and disease, the focus for some health policy makers 
became how to stop tobacco-related harm.

In 1962 the Royal College of Physicians in the United Kingdom (UK) released a report on 
the harms caused by smoking.24 This report was one of the most authoritative to date and 
led to a shift in thinking among policy makers and, increasingly, the general population. 

The findings of this report were supported by the 1964 report on smoking and health by 
the US Surgeon General. The US Surgeon General found that smoking was linked to many 
types of cancer, heart disease and a whole raft of other diseases.25 Studies carried out by 
the American Cancer Society and others also found that there was increased mortality 
from cancer and other causes among smokers.26 Slowly but surely evidence of the immense 
harm that was being caused by smoking tobacco was mounting and, slowly but surely, 
societal attitudes began to change.

24   Royal College of Physicians. (1962). Smoking and health. London, UK: Pitman Medical Publishing Co. Ltd.
25   U.S Surgeon General. (1964). Smoking and health. Rockville, MD: US Department of Health, Education and Welfare, 
Public Health Service.
26   Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington New 
Zealand: AFPHM (NZ). 

Figure 2: Cigarette equivalents released per adult in New Zealand 1970–1979

Source: Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington: Ministry of Health.
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One of the main effects of these international findings, and of the changing social 
attitudes, was an increase in the amount of research being conducted about smoking in 
New Zealand. 

Earlier studies conducted during the 1960s focused on finding out just how prevalent 
smoking was. Newman et al surveyed third-form students to find their smoking 
prevalence27, while a 1964 survey of doctors found that 39.3 percent still smoked.28 A major 
advance in understanding the harm caused by smoking came in 1972, with David Hay 
observing that Måori women had the highest female rate of lung cancer in the world.29 

Numerous other studies were conducted in New Zealand during this period, most of which 
focused on specific aspects of the harm caused by tobacco. The many areas investigated 
included: smoking and pregnancy, smoking among adolescents, second-hand smoke, and 
smoking and Måori health.30 

These numerous studies laid the groundwork that enabled parts of society and some 
policy makers to reach the conclusion that tobacco smoking is an extremely harmful and 
damaging activity that should be avoided. Essentially, these studies paved the way for the 
comprehensive and world-leading tobacco control measures that were enacted in New 
Zealand from the mid-1980s. Some measures implemented during this period also helped 
New Zealanders understand the harms from tobacco and sought to protect the public from 
the promotion of tobacco products.

27   Newman, I. M., Ang. J., Irwin, R. P., & Smith, J. M. (1970). Adolescent cigarette smoking. New Zealand Medical Journal, 
72, 161–6.
28   Dow, D. A. (1995). Safeguarding the public health –A history of the New Zealand Department of Health. Wellington, New 
Zealand: Victoria University Press.
29   Hay, D. (1972). Smoking and health: The 1972 situation. New Zealand Medical Journal, 76, 4–12.
30  Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington New 
Zealand: AFPHM (NZ).

Image issued by the New Zealand Department of Health, 
1974. Held at Alexander Turnbull Library, Wellington, 
NZ. Ref: Eph-B-SMOKING-1974-01
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What measures were taken to control 
tobacco in the period 1962–1979?

Government measures
Government established a number of regulatory and legal controls on tobacco during this 
period. Many of these were world firsts at the time, including:

In 1974 the government placed restrictions on smoking in aircraft.•	 31

In 1979 tobacco was defined as a toxic substance in the Toxic Substances Act (although •	
the Act did not come into force until 1983).32

A 15 percent tax increase was imposed on tobacco in 1979. However, the effect of this •	
was not as pronounced as it might have been, due to the annual rate of inflation being 
18 percent.33

Controls also came about as a result of “voluntary” agreements between the tobacco 
industry and government. These voluntary controls included:

In 1962 the tobacco industry agreed not to target youth with their advertising.•	 34 This 
seems to have been an agreement in name only; certainly not in practice. Tobacco 
companies regularly promoted their products to youth, albeit in perhaps a more subtle 
manner than previously, for example with flavoured tobacco and free giveaways.

In 1963 the Department of Health negotiated a ban on cigarette advertising on •	
television and radio. This was eight years before the same ban was implemented in the 
US.35

In 1973 the tobacco industry voluntarily agreed to print warnings and tar levels on •	
packets of tobacco products. They also agreed to restrictions on cinema and billboard 
advertising.36

31 Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington New 
Zealand: AFPHM (NZ).
32  ibid.
33 ibid.
34   Kapoor, S. (1980). Smoking and health: Policymaking structures and process. MPP research paper, NZ Institute of Public 
Administration, Wellington, New Zealand.
35 Toxic Substances Board. (1989). Health or tobacco: An end to tobacco advertising and promotion. Wellington, New Zealand: 
Department of Health.
36 Kapoor, S. (1980). Smoking and health: Policymaking structures and process. MPP research paper, NZ Institute of Public 
Administration, Wellington, New Zealand.
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Another way that government implemented tobacco control measures was through the 
then Department of Health, now the Ministry of Health, and advisory committees. Such 
measures included small-scale health education to promote healthy lifestyles and non-
smoking:

In 1962 an anti-smoking campaign was started by the Department of Health.•	 37

In 1970 collaboration between the Department of Health, Cancer Society, National Heart •	
Foundation and Tuberculosis and Chest Disease Society led to a national anti-smoking 
campaign.38

In 1979 and 1980 a mass-media campaign was organised, urging teenagers to remain •	
smoke free.39

There was a lot of other activity during this time, but much of it consisted largely of 
recommendations from advisors. While this helped achieve a gradual change of opinion 
among policy makers, which eventually led to increased tobacco controls, it did not result 
in any major tangible or measurable outcomes during this period.

NGO measures
This period saw the emergence of a number of NGOs campaigning for tougher tobacco 
regulations. 

Action on Smoking and Health (ASH) was first established in Britain in 1971 and provided 
the model of a group that could coordinate anti-tobacco activity. Although ASH New 
Zealand was not established until 1982, the establishment of ASH in Britain signalled that 
the anti-tobacco NGO movement was gaining momentum internationally. 

As Thomson and Wilson note, 

“While NGOs became active, particularly the National Heart Foundation and the 
Cancer Society, the Department of Health appears to have been by far the dominant 
influence in policy making and legislation [during this period]. It is noteworthy that 
despite the 1962 Royal College report and later ones, the medical professional bodies 
appear to have left the running in this period to other health lobby groups.”40

37   Dow, D. A. (1995). Safeguarding the public health – A history of the New Zealand Department of Health. Wellington, New 
Zealand: Victoria University Press.
38   Kapoor, S. (1980). Smoking and health: Policymaking structures and process. MPP research paper, NZ Institute of Public 
Administration, Wellington, New Zealand.
39   Public Health Commission (1994). Tobacco products: The Public Health Commissioner’s advice to the Minister of Health. 
Wellington, New Zealand: Author.
40   Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand (p. 20). Wellington, 
New Zealand: AFPHM (NZ). 
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Tobacco control in  
New Zealand during  
the 1980s

Milestones41

1982•	 : Action on Smoking and Health (ASH) New Zealand is founded.

1984•	 : Måori men and women have highest rates of lung cancer incidence reported from 
any cancer registry in the world. 

1984•	 : Labour Government elected to office and initiates a tobacco control programme. 

1985•	 : 

Minister of Health publicised a “comprehensive policy to promote non-smoking”. 	∼
Great Smoke-free Week (1986) supported with $0.5 million government funding for 	∼
TV advertising. 

Budget raises tax, industry adds its margins and tobacco prices rise 53%.	∼

1987•	 : New, varied and stronger text health warnings linking smoking to heart and lung 
disease appear on the front and back of cigarette packets sold in New Zealand. 

1987•	 : Department of Health goes totally smoke free. Strong public support for 
restrictions on smoking at work and indoors in public. 

1988•	 : Amendment to Toxic Substances Act bans the sale of toxic substances (including 
tobacco) to those under 16. Domestic airlines go smoke free. 

1988–89•	 : Three further tax increases on tobacco. These helped contribute to the 
overall package of tobacco control interventions that reduced smoking prevalence 
during this period.

1989•	 : Coalition Against Tobacco Advertising and Promotion is launched in Wellington. 
First announcement of government intention to introduce legislation to ban tobacco 
advertising, including sponsorship, but excluding point of sale marketing.

From 1985 to 1990 New Zealand had the most rapid rate of reduction in tobacco •	
consumption in the Organisation for Economic Cooperation and Development (OECD).

41   http://www.sfc.org.nz/infohistory.html



21

Prevalence

Figure 3 shows a rapid decline in smoking prevalance in New Zealand from 1984–1989.  
This decline was the most rapid in the OECD.

The overall prevalence of smoking by those aged 15 years and over dropped from 32 
percent of the total population in 1984 to 27 percent of the total population in 1989. 
(Note: Figure 3 starts at 1984 because this is the year from which regular records of smoking 
prevalence were first kept.) 

While there was a slow but steady decrease in smoking prevalence among the general 
population during this period, Måori and Pacific peoples did not fare so well. Although 
there is evidence of a decrease in the rate of smoking prevalence for both these groups, 
rates remained at much higher levels than for the general population, with the Måori 
smoking rate almost double that of the general population.

Figure 3: Smoking prevalence in New Zealand 1984–1989

Source: Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington: Ministry of Health.
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Figure 4 shows that there was a sustained decrease in the number of cigarette equivalents 
released per adult in New Zealand during this period, and that most of this decrease came 
from a reduction in the number of manufactured cigarettes. 

When viewed alongside the decrease in the rate of smoking prevalence during this period, 
it is possible to see that the tobacco control interventions in place during this period were 
extremely successful, and resulted in reductions in both the rate of smoking prevalence 
and the number of cigarettes consumed annually.

Discussion
It is interesting to note the change in the mix of loose tobacco and manufactured 
cigarettes released for consumption, as well as the change in total tobacco products 
released for consumption during this period. 

Overall, there was a marked decrease in the number of cigarette equivalents released 
per adult per year in New Zealand between 1980 and 1989, falling from 2856 cigarette 
equivalents in 1980 to 1877 cigarette equivalents in 1989. Figure 4 shows a move away 
from manufactured cigarettes but no real move toward loose tobacco in terms of quantity 
purchased. This suggests that most of those who quit were smokers of manufactured 
cigarettes. Recent research42 has suggested that those who are most deprived (in terms of 
socio-economic status) smoke “roll your own” (RYO) cigarettes made from loose tobacco, 
while those who are less deprived tend to smoke manufactured cigarettes. This is largely 
due to the lesser tax burden that RYO cigarettes attract when rolled thinly. This would 
suggest that for this period there was a high amount of quitting behaviour among those 
socio-economic groups that were less deprived, and less quitting behaviour among those 
groups that were most deprived. 

42   Blakely, T., & Wilson, N. (2005, October). The contribution of smoking to inequalities in mortality by education 
varies time and by sex: two national cohort studies 1981–84 and 1996–99. International Journal of Epidemiology, 34(5), 
1054–62

Figure 4: Cigarette equivalents released per adult in New Zealand 1980–1989

Source: Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington: Ministry of Health.
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On the whole, the 1980s was a particularly successful period for tobacco control in New 
Zealand. Scientific research had established that smoking was an extremely harmful 
behaviour, and that it caused cancer and various other types of illness. Essentially, this 
research had laid the groundwork for change to occur. 

The dissemination of research information was also important. The knowledge that had 
previously been confined to the medical profession became available to the public. As 
a result, NGOs and lobby groups were formed and became active in lobbying for further 
tobacco regulations. These groups had a large amount of public support at the grassroots 
level and it is this support that made them so powerful.

Image issued by the New Zealand Department of Health, 1986. Held at Alexander Turnbull Library, Wellington, NZ.  
Ref: Eph-C-SMOKING-1986-01
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What measures were taken to control 
tobacco in the period 1984–1990?

Government measures
Many of the measures taken by government during this period are included in the 
milestones listed above. So many measures were taken to control tobacco during this 
period that it would be somewhat impractical to examine them all here. Rather, this section 
examines the most important measures and examines the factors that allowed them to be 
successfully implemented.

In 1980 the Department of Health Advisory Committee on Smoking and Health (ACSH) 
recognised that the tobacco control efforts in place at the time might not be effective 
for Måori. This was the first such recognition, and led to campaigns that were specifically 
designed to combat Måori smoking prevalence rates.43

After the 1984 election a tobacco control programme was proposed by the Department of 
Health and its tobacco advisory committee. The programme subsequently put in place by 
government could perhaps be considered the first tobacco control “programme” in New 
Zealand. 

It differed from previous measures to control tobacco-related harm in that this was a 
comprehensive and cohesive programme rather than a raft of individual measures. The 
government’s plan included: public involvement and health education, ‘quit’ clinics for 
adults, restricted adolescent access to tobacco, regulation of tar yields (although the 
method by which tar yields are measured has since proven to be inaccurate, meaning that 
a smoker may actually inhale more tar than is stated to be the case44), increased taxation, 
smoke-free environments, health warnings and a ban on advertising of tobacco products 
and tobacco brand-name sponsorships.45 Most of these measures had been implemented 
by 1989.

It is also worth noting that this period saw the beginning of nationwide anti-smoking social 
marketing campaigns. These included the adult-focused “kick it in the butt” campaign from 
1988 to 1990 and the 1986 smoke-free week.46 These were funded by government but also 
included a large amount of NGO input. 

The relative success of these campaigns lies not in the fact that they existed, but more 
in the fact that they were used in conjunction with a range of other options to create a 
“package” of tobacco control interventions. 

Alongside the legislation and social marketing campaigns was what has since been 
described as “the most cost-effective tobacco control option” — the use of tobacco tax 
increases.47 There were two significant rounds of tax increases above the rate of inflation 

43 Kapoor S. (1980). Smoking and health: Policymaking structures and process. MPP research paper, NZ Institute of Public 
Administration, Wellington, New Zealand.
44 National Cancer Institute. (1996). The FTC cigarette test method for determining tar, nicotine, and carbon monoxide yields of US 
cigarettes: Report of the NCI expert committee. Bethesda, MD: National Institutes of Health. (NIH Publication No 96-4028).
45 Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington, New 
Zealand: AFPHM (NZ). 
46   Laugesen, M., & Swinburn, B. (2000). New Zealand’s tobacco control programme 1985–1998. Tobacco Control, 9, 
155–162.
47  Wilson, N., & Thomson, G. (2005, April 15). Tobacco tax as a health protecting policy: A brief review of the New 
Zealand evidence. New Zealand Medical Journal, 118(1213).
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during this period. The first, in 1986, increased the cost of purchasing tobacco by 53 
percent, while in 1988 the tax on tobacco was increased in three steps over a 10-month 
period, with each increase being 50 cents.48 

The rate of smoking prevalence seems to have responded to this combination of measures, 
decreasing five percentage points between 1984 and 1989.49 

NGO measures
There was much NGO activity during this period. In fact, the role of NGOs and lobby groups 
in the 1980s was critical to the implementation of successful tobacco control measures. 
For many New Zealanders, smoking went from being perceived as a harmful habit that 
adults chose to engage in to a deadly addiction that the tobacco industry marketed to 
children. NGOs and lobby groups were central to this shift in thinking. 

NGOs and health lobby groups placed a large amount of pressure on a government that 
was willing to make changes. The result was an increased focus on the harms caused by 
tobacco and a more holistic approach to tobacco control for the first time in New Zealand. 
This holistic approach focused on a wide range of measures to reduce smoking-related 
harm. Tobacco control advocates put emphasis on non-smokers remaining smoke free and 
smokers becoming smoke free. 

The launching of ASH New Zealand in 1982 marked the beginning of an unprecedented 
era of activism in the field of tobacco control. ASH was established to “advocate for 
change through legislation, education and any other lawful means to eliminate disease and 
premature death in New Zealand caused by tobacco”50. The issue of tobacco control had 
featured in a sporadic fashion on New Zealand’s public health and political agendas before 
the establishment of ASH, but after 1982 this was to change for good.

In 1989 the newly founded Coalition against Tobacco Advertising and Promotion brought 
together a large number of well-respected organisations, health professionals and 
professional health associations such as the New Zealand Medical Association, the Royal 
Australasian College of Physicians and the Måori Women’s Welfare League. 

The Coalition promoted its aim as stopping children from starting to smoke, and produced 
a leaflet called “Give Kids a Chance”. The Director of the Coalition, Michael Carr-Gregg, wrote 
that the health lobby was effective not because of its decibel level but because of its 
professionalism.51

Previous governments had put in place individual measures to control tobacco, such 
as partial advertising bans and warning labels and, without a strong social voice to the 
contrary, these measures were seen as being sufficient. Throughout the 1980s, society, 
through NGOs and lobby groups, clearly communicated to government that a far greater 
effort was needed, not to merely stop tobacco advertising but to actually control tobacco-
related harm. 

This message reached government through a number of channels. Firstly, the rise in NGO 
activity led to an increase in the amount of coverage in the media about the harm of 

48  ibid.
49 Ministry of Health. (2006). Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington, New Zealand: Author.
50 ASH NZ. Ash profile and history at http://www.ash.org.nz
51 Carr-Gregg, M. (1990). The final report on the passage of the Smoke-Free Environments Bill. Coalition Against Tobacco 
Advertising and Promotion. 
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tobacco. This put pressure on politicians to be seen to be doing something. Moreover, it 
increased public awareness and helped to build genuine grassroots support for tougher 
tobacco regulations. Without this support it is doubtful that the tobacco control movement 
could have been anywhere near as successful as it was during this period.

Secondly, NGOs and lobby groups used petitions and public opinion surveys to 
communicate with government. Once they were able to show that there were potential 
votes in controlling tobacco, it was much easier to convince government to actually do 
something. 

A 1984 opinion poll, commissioned by the Cancer Society, showed that 75 percent of 
people supported a ban on smoking in enclosed spaces, while 53 percent supported a ban 
on all tobacco advertising.52 Following this, a 4000-signature petition was presented to the 
government, calling for a ban on advertising.53 

While continuing to build pressure on government, neither of these measures was 
immediately successful in its aims. However, in 1987 another petition, from lobby group the 
Tobacco Advisory Council, was heard by the Social Services Select Committee which then 
referred the petition to the government for favourable consideration.54 

Thirdly, tobacco control advocates seem to have been communicating the same consistent 
message to government. During this period ASH, the Cancer Society, the Consumer 
Institute, medical specialists, including the Royal Colleges, the National Heart Foundation 
and the Tobacco Advisory Council had all focused their efforts on, among other things, 
getting a ban on tobacco advertising.55 

All these groups had identified a tobacco advertising ban as one of the most important 
actions that could be achieved and, accordingly, all set out to pursue it. As a result, a 
consistent message was being received by government from the whole NGO sector. 

Overall, the success of NGOs and lobby groups during this period can be attributed to 
the building of grassroots support for tobacco control through knowledge dissemination, 
NGOs’ use of the political system to show politicians that tobacco control was a popular 
cause and the fact that all groups were communicating the same message to government. 
Crucial to all of this was the funding provided by the Cancer Society and the Heart 
Foundation, and the large amount of secretarial support provided by both organisations. 

52   Wright, V. (1985, July 20–26). Citizens army in nicotine war. Listener, 16–18.
53 Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington, New 
Zealand: AFPHM (NZ). 
54 Toxic Substances Board. (1989). Health or tobacco: An end to tobacco advertising and promotion. Wellington, New Zealand: 
Department of Health.
55 Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington, New 
Zealand: AFPHM (NZ). 
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The 1990s and  
tobacco control in  
New Zealand

Milestones56

From 1990 to 1998 tobacco tax was adjusted for inflation at least annually. •	

1990•	 : Smoke-free Environments Bill introduced to Parliament in May, and passed into 
law in August. The Smoke-free Environments Act 1990 (SFE) incorporated earlier bans 
and placed further restrictions on tobacco. These included: 

restrictions on smoking in many indoor workplaces 	∼
a requirement for all workplaces to have a policy on smoking and to review that 	∼
policy annually 

bans on smoking in public transport and certain other public places, and restricted 	∼
smoking in cafes and restaurants 

regulation of the marketing, advertising and promotion of tobacco products and the 	∼
phasing out of sponsorship by tobacco companies of products, services and events 

banning the sale of tobacco products to people under the age of 16 (raised to 18 in 	∼
1998) 

providing for the control, and disclosure, of the contents of tobacco products 	∼
establishing the Health Sponsorship Council (HSC) to replace tobacco sponsorship 	∼
and to “promote health and healthy lifestyles.” The HSC introduced the Smoke-free 
brand.

National Government takes office in October 1990, promising to repeal the ban on •	
tobacco sponsorship and advertising.

1991•	 : Economic recession at its height. 17% price increase in cigarettes resulted in 15% 
decline in cigarette sales. 

1991•	 : Smoke-free campaigns commenced by the HSC.

1992•	 : Tobacco product consumption per adult is the lowest among OECD countries, 
and affordability of tobacco products in New Zealand is one of the lowest among these 
countries. 

1993•	 : 
Smoke-free Environments Act amended to allow existing tobacco sponsorships 	∼
to continue until 1995, coinciding with Australian Federal laws to ban tobacco 
sponsorship in 1995.

56  http://www.sfc.org.nz/infohistory.html
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Contract established with Te Hotu Manawa Måori to coordinate and strengthen 	∼
tobacco control among Måori. 

Smoking prevalence among adults at 27% — no decrease since 1989.	∼

1994•	 : 

Launch of Auahi Kore programme, by Te Hotu Manawa Måori. 	∼
HSC replacement of major tobacco sponsorships with smoke-free sponsorships  	∼
gains momentum.

Public Health Commission sets a target for 20% adult smoking rate or less by 2000 	∼
— requiring further government intervention to be achievable.

1995•	 : 

1 January: All tobacco product signs in shops come down. 	∼
1 July: All tobacco sponsorships end and sponsorship signs come down. A few 	∼
exemptions until December 1995 included Winfield Cup rugby league matches held 
in Auckland and international sporting events held in New Zealand, such as Rally NZ.

October: Smoke-free Environments Amendment Bill No.2 introduced into 	∼
Parliament.

Tax on loose tobacco increased to the same percentage as manufactured cigarettes.	∼
Ministry of Health receives increased funding to carry out controlled purchase 	∼
operations whereby under-age people were sent into shops to see if the shop would 
sell them tobacco products.

1996•	 : 

Census reveals that 23.7% of New Zealanders smoke. 	∼
Media campaign “	∼ Why Start?” targeted at youth begins, and runs for 3 years at an 
annual cost of $1million. 

31 May: First national celebration of World Smoke-free Day (WSFD).	∼  

1997•	 : 

Ligget tobacco company in USA admits tobacco causes cancer and heart disease 	∼
and is addictive, and also admits to marketing to children. 

First national Smoke-free Conference held in Wellington attended by 120 people. 	∼
Theme “Consensus for a Smoke-free New Zealand”. Conference held again 1998 and 
biennially since. This conference called for a Måori-specific response to the tobacco 
problem. As a result a Hui was held and resolved to establish a Måori Smoke-free 
Coalition.

Smoke-free Coalition first receives government funding. 	∼
Smoke-free Environments Amendment Bill No. 2 passed in July, becoming the 	∼
Smoke-free Environments Amendment Act (1997), amending the Smoke-free 
Environments Act (1990) to: 

ban sales of tobacco products to anyone under 18 (was previously 16) 	∼
ban sales of cigarettes in packs of less than 20 	∼
ban free giveaways of tobacco	∼
clarify the regulatory powers of the Act to limit harmful constituents in tobacco 	∼
products 
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ban incentives to retailers to promote tobacco products 	∼
reduce size of in-shop tobacco advertising.	∼

1998•	 : 

May: Tax increase on tobacco products.	∼
September: Quitline and Quit/Me Mutu pilot campaign launched in Waikato and Bay 	∼
of Plenty. At completion of 6-month trial, 8500 calls were received, out of 100 000 
smokers in the region. 

Aparangi Tautoko Auahi Kore (ATAK) – Måori Smoke-free Coalition, established.	∼
California passes legislation requiring bars to become smokefree.	∼

1999•	 : 

Launch of national Quitline and Quit/Me Mutu campaign at the Public Health 	∼
Association Conference. 

Mid-1999: launch of Aukati Kai Paipa, a 2-year pilot cessation programme for Måori. 	∼
First edition of 	∼ Guidelines for Smoking Cessation published by the National Health 
Committee.

Introduction of Smoke-free Environments (Enhanced Protection) Amendment Bill, 	∼
which proposed greater protection for workers, volunteers and the public than the 
Smoke-free Environments Act 1990, particularly against exposure to secondhand 
smoke (SHS). 

First national Auahi Kore conference held in Wellington, attended by 100 people; 	∼
conferences held biennially since.

Smoke-free Environments (Enhanced Protection) Amendment Bill introduced 	∼
to Parliament by Tukuroirangi Morgan. The original intention of this Bill was to 
ensure that a small percentage of indoor workplaces were smoke free. This Bill 
would be inherited by Steve Chadwick in 2000 and, through the attachment of 
a Supplementary Order Paper, be changed to completely restrict smoking in all 
workplaces in New Zealand.
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Prevalence

Figure 5 shows that, overall, during the period 1991–1999 there was no significant 
change in smoking prevalence. Each ethnic group experienced fluctuations in smoking 
prevalence; however, by 1999 Måori still had a prevalence approximately double that of 
the general population. (Note: Figure 5 tracks prevalence by ethnicity from 1991, as this is the 
year from which data was collected by ethnicity.)

Figure 5: Smoking prevalence in New Zealand by ethnicity 1991–1999

Source: Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington: Ministry of Health.

Figure 6: Cigarette equivalents released per adult in New Zealand 1990–1999

Source: Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington: Ministry of Health.
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Figure 6 shows that the overall trend for this period was that there was a decrease in 
the number of total cigarette equivalents released per adult in New Zealand, particularly 
between 1990 and 1992. This decrease was accounted for by a decrease in the number 
of manufactured cigarettes, while the proportion of consumption from loose tobacco 
began to increase. By 1995 New Zealand had the second-lowest consumption of tobacco 
products per adult in the OECD, with only Sweden having a lower rate.57

Discussion

It is interesting to note the different trends during this period and to contrast them with the 
trends from the previous period. At a glance, there has been a significant decrease in tobacco 
consumption during this period but no change in the total rate of smoking prevalence. 

When a smoker quits smoking their quitting behaviour affects both the rate of smoking 
prevalence and the level of consumption of cigarette equivalents. However, when a smoker 
simply cuts back on their smoking, this has the effect of reducing the level of consumption 
of cigarette equivalents but does not affect the overall rate of smoking prevalence because 
they continue to be a smoker. 

It therefore possible to conclude that the tobacco control interventions initiated during 
the 1980s had the effect of increasing the number of smokers who quit smoking, while the 
interventions made during the 1991–1999 period had the effect of reducing the number of 
cigarette equivalents consumed annually, that is, smokers cutting back but not quitting. 

To better understand the reasons for these differences, especially the rates of decline in 
smoking prevalence between the two periods, it is necessary to look at the contexts in 
which these differences arose.

Increases in tobacco taxation have been identified by the World Bank58 and others59 as 
being the most cost-effective tobacco control option for reducing tobacco consumption. 
Other measures, such as social marketing, education and smoke-free environments, have 
been identified as being effective at reducing the rate of smoking prevalence, and these 
were used to differing extents throughout both time periods. 

Further examination of the data for tobacco products consumed reveals that most of the 
decrease in tobacco consumption occurred between 1990 and 1992. There are two main 
factors that might have influenced this.

The Smoke-free Environments Act was passed by Parliament at the end of 1990. The effect 
of this legislation was to decrease the number of settings in which smokers could light up. 
Consequently, it is likely that this legislation had an effect on the consumption of tobacco 
in 1991, but not necessarily on the rate of smoking prevalence. That is, roughly the same 
number of smokers were smoking but were using less tobacco, because of restrictions on 
where they could smoke. 

It seems likely that this Act was a major factor in the fall in consumption of cigarette 
equivalents in 1991, but without having a substantial effect on the rate of smoking 
prevalence in subsequent years. 

57 Laugesen, M., & Swinburn, B. (2000). New Zealand’s tobacco control programme 1985–1998. Tobacco Control, 9, 
155–162.
58 Jha, P., & Chaloupka, F. J. (1999). Curbing the epidemic: Government and the economics of tobacco control. Washington DC: 
The World Bank.
59  O’Dea, D., & Thomson, G. (2007). Report on tobacco taxation in New Zealand. Wellington, New Zealand: Smokefree 
Coalition and Action on Smoking and Health. 
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There was also a tobacco tax increase of 21 percent in 1991. For 6 weeks after this 
increase tobacco consumption decreased by 11 percent60. However, this decrease was 
not maintained, and was not matched by a decrease in the rate of smoking prevalence. 
Although this decrease in consumption was only temporary, it is likely that it had some 
effect on the consumption of cigarette equivalents for the 1991 calendar year. 

It is likely that the significant reductions in consumption of tobacco between 1990 and 
1992 are the result of the nature of the tobacco control interventions used during this time. 

As with the latter part of the 1980s, in the early 1990s a “package” of tobacco control 
interventions was used. These included health promotion campaigns, a tax increase and 
smoke-free environments. 

After these first few years of the 1990s, it seems that the approach to tobacco control 
became more “single issue” focused. Much effort went into social marketing campaigns 
during the mid-90s and, by 1997, the focus had changed to legislation, in the form of the 
Smoke-free Environments Amendment Act. It was not until the latter part of the 1990s that 
a “package” of tobacco control interventions was again used. 

As was seen during the 1980s, a “package” of tobacco control interventions is required to 
achieve the greatest reductions in consumption of tobacco and in smoking prevalence. 
This lack of a “package” of interventions between 1993 and 1999 could help to explain the 
slow decline in consumption of tobacco products, and the negligible decline in smoking 
prevalence during this period.

60 Thomson, G., & Wilson, N. (2005, April). Tobacco tax as a health protecting policy: A brief review of the New 
Zealand evidence. New Zealand Medical Journal, 118(1213).

Image issued by the New Zealand Department of Health, 1996. Held at Alexander Turnbull Library, Wellington, NZ.  
Ref: Eph-D-SMOKING-1996-01
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What measures were taken to control 
tobacco during 1990–1999?

Government measures
One of the most important measures taken by government during this period was the 
introduction of the Smoke-free Environments Bill 1990. This Bill changed the way smoking 
was perceived and paved the way for the amendments to the Bill in 1997 and 2003 that 
further regulated the sale of tobacco and the places in which smokers could smoke.

This Bill was the political response to society’s collective accumulation of knowledge about 
the harms of smoking. The Bill, which was championed by the then recently appointed 
Minister of Health, Helen Clark, was the result of many factors. As Thomson and Wilson 
note, these included: the rise in NGO activity; the appointment of (Murray Laugesen to) 
the first specialist tobacco position in the Department of Health; new research information 
becoming available; the rapidly changing climate of social attitudes to smoking; and the 
fact that a government that was willing to implement comprehensive tobacco control 
measures was in office.61 

Once passed, the Act transformed the lives of office workers, as it required office 
workplaces to be smoke free and to have a policy on smoking. There were few smoke-free 
workplaces at the time — the Act locked these in as the prevailing social norm. 

The Act also closed some of the remaining avenues which tobacco companies used to 
advertise (excluding point of sale) by banning magazine and newspaper advertising and 
putting in place timings to end tobacco brand name sponsorship. 

Although direct product advertising of tobacco had been removed from television, radio, 
cinema screens and billboards since the 1960s, the Act affirmed these bans through law, 
and extended them to include strong brand visibility and campaigns associated with 
sporting and cultural activities (sponsorship). However, tobacco displays, packs and 
branding remained as major marketing avenues for tobacco products.

There were some measures in the Act that had not previously been implemented in any 
way, including the requirement for tobacco companies to disclose the contents of their 
products. The Act gave greater control of these contents to regulators, although this 
seems to be the case only in theory, not practice, and these regulations remained largely 
unenforced.62

The Act also established the Health Sponsorship Council (HSC) to provide sponsorship in 
place of that which had previously been provided by the tobacco industry, and to promote 
and encourage healthy lifestyles. This can be seen as the ‘fight fire with fire’ approach 
— where the tobacco industry had used advertising to promote smoking as a ‘normal’ 
behaviour, the Act used advertising to promote smoking as ‘abnormal’ behaviour and 
promoted healthy lifestyles, to be achieved through being smoke free.

However, not all sectors of society supported the Act. Several large and influential groups 
opposed the further regulation of tobacco, especially the sponsorship ban, during this 

61   Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington, New 
Zealand: AFPHM (NZ). 
62 Thomson, G., & Wilson, N. (2005). Implementation failures in the use of two New Zealand laws to control the 
tobacco industry: 1989–2005. Australia and New Zealand Health Policy, 2, 32.
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period. These included major sports such as cricket, rugby league, tennis and motor 
sports, as well as arts and major associations such as the newspaper publishers’, magazine 
publishers’ and sports journalists’ associations. 

Michael Carr-Gregg, director of the Coalition Against Tobacco Advertising and Promotion in 
1990, suggests that the opposition of these groups was a direct response to “the tobacco 
industry successfully convinc[ing much of] the populous that the legislation was equated 
with the death of sport”.63 Some “front” groups, such as Sports People for Freedom 
in Sport, were also set up by the tobacco industry to oppose restrictions on tobacco 
sponsorship of sports, arts and publishing.64

There was also political opposition to the Act. John Banks said of Helen Clark in the run-up 
to the 1990 election, “The Minister and her Government cronies have been hoodwinked by 
a few departmental officials. I say to those officials that in 9 weeks and 2 days the grin will 
come off their faces. They had better start looking for other jobs because the kind of advice 
they have been giving to the Government will not be acceptable to the next government.”65 

The advice that he was talking about was, of course, advice about the Smoke-free 
Environments Act — particularly the banning of tobacco advertising sponsorship. 

Further, Don McKinnon said in May 1990, “A National Government would repeal any 
legal ban on sponsorship as long as the product sponsored can be sold legally in New 
Zealand”.66 (The ban on sponsorship was deferred until 1995, after which time it took 
effect.)

Given such comments, it seems unlikely that tobacco control advocates would have had 
much faith at all that this government would carry out any measures to control tobacco-
related harm during the 1990s. It is somewhat surprising then that, during its term of office, 
this government did implement several tobacco control measures, some of which had not 
been implemented in New Zealand before, and some of which have not been used since.

The Smoke-free Environments Amendment Act was passed in 1997. This Act raised the age 
for purchasing tobacco from 16 to 18, banned the sale of cigarettes in packs of fewer than 
20, banned the paying of incentives to retailers to sell tobacco, and closed a legal loophole 
that allowed tobacco to be advertised in shops67. From 1996 to 1999 the Ministry of Health 
was allocated almost $1 million annually to enforce the regulations of the Act relating to 
under-age sales.

Another measure of note was the government’s decision to maintain the price of tobacco 
by indexing tobacco tax to the Consumer Price Index. This meant that, as the price of 
other goods and services in the economy rose, so did the price of tobacco. The effect 
was that tobacco did not become any more affordable relative to the price of other goods 
throughout this period. In addition to the 1991 tax increase, the government also raised 
tobacco tax by 15 percent in 1998.68

It is also worth noting the advances made to address the high smoking prevalence among 

63 Carr-Gregg, M. (1990, July). A final report on the passage of the Smoke-Free Environments Bill. Wellington, New Zealand: 
Coalition Against Tobacco Advertising and Promotion. 
64   ibid.
65   Hansard. (1990). Volume 507.
66   Hansard. (1990). Volume 507, 1640–41.
67  Smoke-Free Environments Amendment Act, 1997.
68   Wilson, N., & Thomson, G. (2005, April). Tobacco tax as a health protecting policy: A brief review of the New 
Zealand evidence. New Zealand Medical Journal, 118(1213).
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Måori during this period. In 1993 a contract was established with Te Hotu Manawa Måori 
to coordinate and strengthen tobacco control among Måori.69 This was the first tobacco 
control measure aimed specifically at reducing the inequalities between Måori and non-
Måori smoking prevalence.70 

While the rate of smoking prevalence among Måori did not change markedly in response to 
this initiative, it at least shows that there was a commitment to address the issue of high 
Måori smoking rates.

Finally, during 1998 a pilot Quitline programme was run in the Waikato and Bay of Plenty by 
the NGO sector.71 This was an initiative between a Crown agency, the Health Sponsorship 
Council, and two non-governmental organisations, Te Hotu Manawa Måori and the Cancer 
Society of New Zealand. Following the success of this pilot, in 1999 the government funded 
Quitline to help smokers quit, alongside the Aukati Kai Paipa programme that aimed to help 
Måori smokers quit. 

This signalled government’s recognition of the importance of cessation activities, alongside 
reducing smoking initiation, as an important piece of the tobacco control puzzle. These 
services were supported by “Why Start?”, a health promotion advertising campaign carried 
out by the Ministry of Health that aimed to keep young people smoke-free.72 In 1999 the 
funding for the “Why Start?” campaign was diverted to smoking cessation, with the funding 
of Quitline and the Quit/Me Mutu campaign. This campaign encouraged people to remain 
or become smoke-free, and publicised Quitline as a means of achieving this.

Overall, as Thomson and Wilson note, “In contrast to the 1984–90 period, tobacco control 
in New Zealand during 1991–96 seems to have been marked by what didn’t happen, rather 
than by what did.”73 

Before 1996 very few tobacco control interventions were made, and there was certainly 
no “package” of interventions. However, after 1996 tobacco control seems to have found 
its way back onto the government agenda, and there were a number of interventions, 
including the passing of the Smoke-free Environments Act 1997, a tobacco tax increase, 
and the funding of Quitline. However, it seems to have been a case of “too little, too late” 
to affect the rate of smoking prevalence, which remained at approximately the same level 
in 1999 as it was in 1990.

NGO measures
This period was a strange one for NGOs. It can perhaps be considered as a time of consolidation 
and regrouping. The previous period had seen NGOs lobby hard and successfully for a number of 
tobacco control measures, including a ban on tobacco advertising. 

The passage of the Smoke-free Environments Act 1990 was a major achievement and 
was what NGOs in New Zealand had been collectively working towards for several years. 
Because the NGOs had invested so much time and effort into achieving the passing of this 
Act, once it had been passed there seems to have been a loss in momentum. 

69 Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington, New 
Zealand: AFPHM (NZ). 
70   ibid.
71   ibid.
72   ibid.
73  ibid. (p. 67).
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Before the implementation of the Act these groups were all aiming to achieve the same 
goal, but once this had been achieved it seems that there was no consensus on where to 
head next, and each NGO began to focus its efforts in different areas of tobacco control.

Among other things, the Cancer Society focused on adolescent smoking, and ran a 
youth smoking campaign each February of 1993, 1994 and 1995, as well as organising a 
conference on “Kicking the Adolescent Habit” in 1993.74

ASH seems to have focused some of its energy on litigation. In 1994 it initiated the first 
prosecution against a retailer for selling cigarettes to people under 16 years of age, and 
in 1995 was supportive of a group of smokers who planned to take legal action against 
tobacco companies for harm caused by smoking.75

Overall, not a lot of action was taken by NGOs in the period between 1990 and 1995. 
However, from 1995 onwards the NGOs seem to have regained momentum. In 1995 
20 NGOs and lobby groups came together to form the Smoke-free Coalition. Its initial 
purpose was to influence the outcome of the proposed amendments to the Smoke-free 
Environments Act76. However, this group grew in strength and would remain active long 
after these amendments were debated. Indeed, the Smoke-free Coalition continues to exist 
and to advocate for further regulation of tobacco today.

In 1997 the Cancer Society and the Health Sponsorship Council organised the first  
national Smoke-free Conference in Wellington. It attracted 120 people, with the theme of  
“A Consensus for a Smoke-free New Zealand”77. This signalled that the NGO sector had 
once again built a consensus among its members. This consensus enabled NGOs to lobby 
in an effective manner, and saw tobacco control return to the government agenda. 

74   Laugesen, M., & Swinburn, B. (2000). New Zealand’s tobacco control programme 1985–1998. Tobacco Control, 9, 
155–162
75   Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington, New 
Zealand: AFPHM (NZ). 
76   www.sfc.org.nz
77 Thomson, G., & Wilson, N. (1997). Resource document: A brief history of tobacco control in New Zealand. Wellington, New 
Zealand: AFPHM (NZ). 
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Tobacco control  
in the new millenium 
2000–2005

Milestones78

Note: This period only extends to 2005, as this is the year for which the latest data is available.

2000•	 : November — subsidised nicotine patches and gum available through the Quitline 
and via authorised community providers.

2000•	 : May — Tax increase on tailor-made cigarettes of $1 per packet.

2001•	 : Smoke-free Environments Amendment Bill (a combination of the Smoke-free 
Environments (Enhanced Protection) Amendment Act 1999 and the Supplementary 
Order Paper referred to the Health Select Committee.

2002•	 : The second edition of Guidelines for Smoking Cessation published.

2003•	 : 
Agreement reached on the Framework Convention on Tobacco Control (FCTC), the 	∼
world’s first public health treaty designed to reduce the health and economic effects 
of tobacco. Provides the basic tools for countries to enact comprehensive tobacco 
control legislation. Signed by New Zealand in June 2003. 

Development and distribution of the National Måori Tobacco Control Strategy 	∼
2003–2007 and accompanying Action Plans. 

3 December: Smoke-free Environments Amendment Bill becomes law.	∼

2004•	 : 
1 January: All buildings and grounds of schools and early childhood centres required 	∼
to be smoke free. 

27 January: NZ ratifies FCTC, making the conventions and protocols outlined in the 	∼
document legally binding in NZ. 

29 March: Ireland becomes first country to go completely smoke free in workplaces, 	∼
banning smoking in all workplaces, including pubs, bars and restaurants. 

10 December: All licensed premises (bars, restaurants, cafes, sports clubs, casinos) 	∼
and other workplaces (including offices, factories, warehouses, work canteens and 
‘smoko’ rooms) become smoke free indoors in New Zealand. 

All Australian states (with exception of the Northern Territory) announce their 	∼
intention to introduce smoke-free bars in 2006–2007.

2005•	 : 
28 February: FCTC comes into force when the 40th country formally ratifies.	∼

78   http://www.sfc.org.nz/infohistory.html
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Prevalence

Figure 7 shows several main trends. Firstly, the overall prevalence of smoking is relatively 
static. Secondly, Måori and Pacific smoking prevalence rates have remained much higher 
than for other groups, with Måori prevalence more than double that of the “European/
Other” group. 

Thirdly, prevalence among non-Måori and non-Pacific groups has decreased more quickly 
and more consistently than it has among Måori and Pacific groups, where there have 
tended to be fluctuations in rates of prevalence.

Figure 7: Smoking prevalence in New Zealand by ethnicity 2000–2005

Source: Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington: Ministry of Health.
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Figure 8 shows several main trends. Firstly, cigarette equivalents released per adult in New 
Zealand have decreased over the period 2000–2005, although there was an increase from 
2001 to 2002 and from 2004 to 2005. 

Secondly, manufactured cigarettes still comprise the majority of total tobacco products 
released each year. Accordingly, most of the decrease in cigarette equivalents during this 
period is the result of a decrease in manufactured cigarettes. Thirdly, there has actually 
been an increase in the number of cigarette equivalents made of loose tobacco.

Discussion

As was the case during the 1990s, there was a decrease in the amount of cigarette 
equivalents consumed during this period, but no significant decrease in prevalence. Once 
again, this means that the same number of people were smoking less tobacco each.

This might be explained by the small but significant increase in the cigarette equivalents 
made from loose tobacco. Loose, or roll your own (RYO) tobacco has historically been 
measured as 1 gram being equal to one manufactured cigarette,79 meaning that 30 grams of 
tobacco attracts as much tax as 30 manufactured cigarettes. 

However, smokers can use less tobacco per cigarette when rolling their own. This would 
result in the smoker getting more cigarettes out of each packet. This is likely to ensure that 
smokers continue to smoke, because they can save money by switching from manufactured 
cigarettes to cheaper RYO cigarettes rather than quitting. 

79 Ministry of Health. (2006). Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington, New Zealand: Author.

Figure 8: Cigarette equivalents released per adult in New Zealand 2000–2005

Source: Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington: Ministry of Health.
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Further, there is a disparity in the proportion of tax paid between thinly rolled RYOs and 
manufactured cigarettes, with manufactured cigarettes attracting more of a tax burden 
than RYO tobacco. This has the effect of making RYO tobacco relatively cheaper than 
manufactured cigarettes, and could explain why consumption of RYO tobacco has not 
decreased at the same rate as manufactured cigarettes.

During this and the preceding period it seems that one of the most effective measures to 
entice smokers to try and quit, and therefore reduce smoking prevalence, has been under-
utilised. That measure is tobacco tax increases.80 This is reflected in the fact that between 
1990 and 2005 smoking prevalence among the general population decreased by only 4.5 
percentage points, or 0.3 percentage points each year on average81. 

Since 1990 there have only been four occasions when tobacco tax has been raised above 
the rate of inflation — in 1991, 1995, 1998 and 2000. For a period of 4 to 6 weeks after the 
tax increases of 1991, 1998 and 2000, consumption decreases of 11,10 and 16 percent (for 
tax increases of 21, 15 and 23 percent respectively) were recorded82. However, without a 
comprehensive package of interventions (including support for those wanting to quit) the 
decreases in 1991 and 1998 were not maintained. 

After the 2000 tax increase Quitline recorded a marked increase in calls from smokers 
wishing to quit. Calls went from approximately 6000 in the month before the increase 
to approximately 16 000 in the month after the increase.83 This illustrates that, while 
tax increases are a useful tool to reduce the consumption of tobacco, it is important to 
provide support services at the same time, to maximise the effect of the tax increase on 
the rate of smoking prevalence.

80   Wilson, N., & Thomson, G. (2005, April).Tobacco tax as a health protecting policy: A brief review of the New 
Zealand evidence. New Zealand Medical Journal, 118(1213).
81   Ministry of Health. (2006). Tobacco trends 2006: Monitoring tobacco use in New Zealand. Wellington, New Zealand: Author.
82   Wilson, N., & Thomson, G. (2005, April).Tobacco tax as a health protecting policy: A brief review of the New 
Zealand evidence. New Zealand Medical Journal, 118(1213).
83   ibid.
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What measures were taken to control 
tobacco in the period 2000–2005?

Government measures
During this period a number of positive advancements were made.

Of the actions taken by government, one appears at the forefront — the passage of the 
Smoke-free Environments (Enhanced Protection) Amendment Act. 

The Act was introduced to Parliament during the late 1990s by MP Tukuroirangi Morgan. 
However, the 1999 election failed to see him re-elected, and Steve Chadwick, Member of 
Parliament for Rotorua, eventually picked up his Bill. The Bill as drafted by Tukuroirangi 
Morgan would have required a portion of indoor areas to be smoke free. However, a 
Supplementary Order Paper was attached to the Bill, dramatically changing it to make many 
settings entirely smoke free. The Bill was passed in 2003, and required a range of settings 
to become smoke free by November 2004.84

The environments required to be smoke free included: buildings and grounds of schools 
and early childhood centres, and licensed premises including bars, cafes, casinos and 
indoor workplaces, including offices, factories and ‘smoko’ rooms.85 The intention behind 
this law was to protect people from being exposed to second-hand smoke as a result of 
their occupation. 

New Zealand was among the first countries in the world to introduce such legislation, and 
has been watched closely by other countries to gauge the success of this law. As a result, 
many other countries have adopted similar legislation to protect workers, and New Zealand 
is viewed as a world leader in this area of tobacco control.

A 2006 evaluation of the Smoke-free Environments (Enhanced Protection) Amendment Act 
2003 found that 

“there was strong and growing support for the New Zealand smoke-free legislation and 
its underlying principles. For a six-month period after the law change there was evidence 
of increased quitting-related behaviour. In the University of Otago air quality studies the 
mean fine particulate levels in 37 bars and restaurants were far lower than found in an 
international comparative study from venues where smoking was allowed. Despite some 
limitations and gaps in the evidence, the evaluation of the recent smoke-free legislation 
in New Zealand adds further evidence to the positive experiences and outcomes from other 
jurisdictions such as Ireland, Norway, Scotland, New York, California that have recently 
introduced similar legislation.”86

Other actions that can be considered as having been taken by ‘government’ include 
those taken by agencies on behalf of the government. Among these are several that are 
exclusive to this period and worthy of further examination. They include the ratification of 
the Framework Convention on Tobacco Control (FCTC) and the development of a national 
tobacco control plan.

84 Smoke-Free Environments (Enhanced Protection) Amendment Act, 2003.
85   Smoke-Free Environments Amendment Act, 2003.
86   Edwards, R. et al. (2006). After the smoke has cleared: Evaluation of the impact of a new smokefree law. Wellington, New 
Zealand: Ministry of Health.
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The FCTC is the world’s first public health treaty designed to reduce the health 
and economic effects of tobacco. It provides the basic tools for countries to enact 
comprehensive tobacco control legislation, and was signed by New Zealand in June 2003. 

The core provisions of the FCTC include:87

Price and tax measures to reduce the demand for tobacco•	

Non-price measures to reduce the demand for tobacco, including:•	
Protection from exposure to tobacco smoke	∼
Regulation of the contents of tobacco products 	∼
Regulation of tobacco product disclosures	∼
Requirements for the packaging and labelling of tobacco products	∼
Education, communication, training and public awareness	∼
Requirements relating to tobacco advertising, promotion and sponsorship	∼
Demand reduction measures concerning tobacco dependence and cessation	∼

Measures to control illicit trade in tobacco products•	

Measures to control sales to and by minors•	

Provision of support for economically viable alternative activities.•	

New Zealand is one of the few countries worldwide to have ratified the FCTC.88

New Zealand’s 5-year plan for tobacco control, “Clearing the Smoke” 89 was developed  
by the Ministry of Health and covers the years 2004–2009. 

Specifically, the objectives of this plan are to:

Prevent smoking initiation•	

Promote smoking cessation•	

Prevent harm to non-smokers from second-hand smoke•	

Improve support for monitoring, surveillance and evaluation•	

Improve infrastructural support and coordination for tobacco control activities.•	

The plan suggests a combination of measures to achieve these goals, including tobacco 
tax increases, health promotion, tobacco industry regulation, smoke-free environments, 
increased provision of cessation services and increased monitoring and surveillance, to 
better understand which measures are working successfully and which are not.

Overall, this period has seen a much more strategic focus towards tobacco control. There 
has been greater coordination between government agencies involved, and this has led to 
a “whole of government” approach to tobacco control.

87   World Health Organisation. (2003). Framework Convention on Tobacco Control. Geneva, Switzerland. 
88  World Health Organisation. (2008). WHO Report on the Global Tobacco Epidemic, 2008. Geneva, Switzerland: The 
MPOWER Package. 
89  Ministry of Health. (2004). Clearing the smoke: A five-year plan for tobacco control in New Zealand (2004-2009). Wellington, 
New Zealand: Ministry of Health.
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NGO measures
This period has also signalled a move towards a more strategic approach to tobacco 
control by NGOs. This is illustrated by the development of the New Zealand Cancer Control 
Strategy90 and related Action Plan91, the development of a national Måori Tobacco Control 
Strategy92 and by the provision of tobacco control services by some NGOs as a way to 
achieve the strategic vision.

The New Zealand Cancer Control Trust was established after the participants of a 1999 
Cancer Control Workshop unanimously called for the development of a strategy by a 
network of relevant organisations with a commitment to cancer control. 

The Trust was formed in February 2001 in response to this directive, and with funding 
support from the Cancer Society of New Zealand and the Child Cancer Foundation.93 The 
Trust, together with the Ministry of Health, oversaw the development of the New Zealand 
Cancer Control Strategy, released in 2003. The strategy was the product of NGO and 
Ministry of Health collaboration, and tobacco control measures feature heavily in Goal 1, 
which is to “reduce the incidence of cancer through primary prevention”.

The National Måori Tobacco Control Strategy 2003–2007 sets out to reduce tobacco- 
related harm among Måori. According to the strategy, Måori have a unique relationship with 
the Crown through the implications of the Treaty of Waitangi. In this sense Måori do not 
simply have health needs, but more fundamentally, a right to be healthy that is guaranteed 
by the Treaty. This notion underpins the Måori Tobacco Control Strategy. 

Further, this right is impeded by the fact that tobacco use was not a traditional part of 
Måori culture, and can be considered a particularly burdensome cultural imposition given 
its highly addictive properties and the disproportionate harm to Måori that has resulted 
from its use.

The Måori Tobacco Control Strategy focuses on four main areas:94

1. Legislation

Strengthening the Smoke-free Environments Act 1990 and other related Acts.•	

Decreasing the affordability of tobacco products.•	

2. Health promotion

Supporting and strengthening the Auahi Kore workforce.•	

Associating Auahi Kore lifestyles with Måori well-being, culture and traditions.•	

Increasing smoke-free environments•	 .

Creating awareness of tobacco industry tactics that impact on Måori tobacco use.•	

90 Minister of Health. (2003). The New Zealand cancer control strategy. Wellington, New Zealand: Ministry of Health and the 
New Zealand Cancer Control Trust.
91   Cancer Control Taskforce. (2005). The New Zealand cancer control strategy: Action plan 2005–2010. Wellington, New 
Zealand: Ministry of Health.
92   Aparangi Tautoko Auahi Kore. (2003). National Måori tobacco control strategy 2003 to 2007. Wellington, New Zealand: 
Aparangi Tautoko Auahi Kore.
93   www.cancercontrol.org.nz
94   ibid. 
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3. Cessation

Promoting and increasing access to a range of cessation services for Måori smokers at •	
national, regional and local levels.

Supporting and strengthening the Måori smoking cessation workforce.•	

4. Research

Increasing and strengthening the Måori tobacco control research workforce.•	

Improving quality and effectiveness of Måori-focused tobacco control interventions.•	

A •	 Pacific Peoples Tobacco Control Action Plan95 has also been developed by the Pacific 
Tobacco Control Interim Group. This group was made up of a wide range of people 
representing Pacific peoples’ interests and working in tobacco control within the Pacific 
community.

Interim Group members were nominated by attendees of two fono held in Wellington and 
Auckland in May and June 2003. These fono recommended the development of the Pacific 
Peoples Tobacco Control Action Plan. The plan was published in 2004 and identifies six 
priority areas in which developments and improvements can be made to tobacco control 
services and initiatives for Pacific peoples. 

These areas are:

Providing a Pacific voice for tobacco control issues1. 

Health promotion2. 

Workforce development3. 

Coordination4. 

Research and evaluation5. 

Cessation.6. 

The action plan identifies specific actions that can be taken in each of these areas to 
achieve identified goals.

Since the late 1990s NGOs have worked collaboratively with the Health Sponsorship 
Council to develop a large number of initiatives and a strategic vision for tobacco control. 
This has been evident in the changes to the Smoke-free Environments Act 1990, tobacco 
control conferences, the provision of school resources and promotional activities each 
year for World Smoke-Free Day. 

During the late 1990s all groups lobbied for increased tobacco tax and for the government 
to provide smoking cessation services. One of the major providers of current tobacco 
control services, The Quit Group, was formed by the Health Sponsorship Council, the 
Cancer Society and Te Hotu Manawa Måori, who set it up as a charitable trust to run quit 
smoking programmes in New Zealand. 

The Quit Group has provided the Quitline service and the Quit/Me Mutu campaigns 
through contractual arrangements with government since 1999. During this period the Quit 
Group has provided smoking cessation services to more than 32,000 smokers each year, as 
well as running campaigns encouraging people to quit.96 

95   Pacific Tobacco Control Interim Group. (2004, June). Pacific peoples tobacco control action plan. Wellington, New Zealand.
96 Li, J. (2007). How do Quitline callers compare to the New Zealand smoker population? Wellington, New Zealand: The Quit 
Group. 
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Since the mid-1990s the number of Måori health workers in tobacco control has steadily 
increased, and Aparangi Tautoko Auahi Kore, now called Te Reo Marama, has provided 
strong leadership and advocacy for cessation services specifically for Måori smokers. 
Government has acknowledged the contribution that smoking among Måori makes to 
inequalities, and funding has been provided for Måori-specific services. Currently, similar 
efforts are being made to provide cessation services appropriate to the needs of Pacific 
peoples.

Tobacco control consists of a number of related measures, from preventing initiation 
through to promoting cessation. Until 1999 there was little cessation support available 
for smokers, and most of the focus was on regulation, taxation on tobacco products and 
preventing initiation. 

With the funding of cessation services since 1999 the full range of tobacco control 
measures, from initiation prevention through to cessation promotion, have been 
implemented in New Zealand.
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Conclusion

Tobacco control has come a long way since the days when the New Zealand 
Department of Health advised people to “limit yourself to, say, six or eight cigarettes 
a day”. However, there is still much further to go before New Zealanders no longer 

suffer the harm caused by tobacco.

With approximately 5000 New Zealanders dying from tobacco use every year, tobacco-
related harm will continue to be a major focus for policy makers and the health system in 
general. 

It is crucial that society remains informed about the issues it collectively faces when 
dealing with nicotine addiction, and the harm that results from this addiction being 
satisfied by tobacco. 

This document provides perspective and context to the past tobacco control policies and 
measures that have been used in New Zealand. 

It has explained several distinct phases through which tobacco control in New Zealand has 
evolved. The first phase was one of unawareness. Before the significant reports of the US 
Surgeon General and the Royal College of Physicians, there was no wide recognition that 
tobacco use was harmful. 

These and other reports proved conclusively that tobacco was responsible for a wide range 
of diseases, including lung and other cancers. It was not until these reports were released 
and the knowledge was circulated that some sectors of society were informed as to the 
harm caused by tobacco use. 

The one sector of society that was in a position to understand and respond to this 
information was the medical profession, and after the release of these reports doctors quit 
smoking in droves.

The second phase through which tobacco control evolved was one of increased public 
awareness. The information that had previously been confined to the medical profession 
was disseminated to society through a range of mechanisms, and led to increased 
awareness of the harm caused by tobacco amongst the general population. 

This put pressure on government to be seen to be doing something to protect people 
from the harm being inflicted on society by the tobacco industry marketing its products at 
youth. This led to a number of measures that removed tobacco advertising from television, 
radio, billboards and cinema. The increasing awareness also facilitated a rise in the amount 
of research being carried out into tobacco, both in New Zealand and internationally. 
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The third phase of tobacco control evolution saw public support for tougher tobacco 
regulations grow significantly. This grassroots support was reflected in the establishment 
of several powerful and influential lobby groups and non-government organisations. These 
groups communicated to government that the measures currently being used to reduce 
tobacco-related harm were not sufficient. 

Once these groups were able to show that tobacco control was a popular cause among the 
public, it was easier for government to put in place tougher tobacco control measures. 

The fourth phase saw the use of legislation to “lock in” prevailing social norms, as well as 
to introduce new regulations. Some of these regulations were controversial, or painted as 
such by tobacco industry-funded groups, at the time. As tobacco control — as a public 
health policy — evolved however, these regulations became accepted as necessary, and in 
some cases even insufficient. This led to the implementation of further regulations.

The final phase through which this paper examines the evolution of tobacco control saw 
a more strategic approach to tobacco control. This meant that, rather than being the 
“ambulance at the bottom of the cliff”, tobacco control policy has changed to become the 
“fence at the top of the cliff”. 

This phase has seen tobacco control policy adopt a preventative approach, through 
the development of a number of national strategies and campaigns aimed at preventing 
smoking initiation and promoting smoking cessation.

This document has shown that tobacco control — as a public health policy — has indeed 
gone through distinct phases of evolution. Each phase of this evolution has enabled the 
next to occur and, after more than a century of tobacco-related death and disease in New 
Zealand, progress is being made at all levels to reduce the harm caused by tobacco. 

While this examination has adopted a long-term historical view of the challenges that have 
been faced in tobacco control, it is important to recognise that the future of tobacco 
control will undoubtedly continue to face many challenges. 

By understanding past challenges it is possible to gain a better understanding of how to 
mitigate and deal with future challenges. 

Perhaps the greatest benefit of examining the history of tobacco control is that it provides 
an opportunity for lessons to be learnt from the past, and enables a wider perspective for 
the challenges ahead to be faced and acted upon.








