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Introduction 
Thankyou Suzanne for that very kind introduction.  

 

I would like to begin by acknowledging the Traditional Custodians of the Land: the Turrabul and 

Yaggera. I would also like to pay respect to the Elders both past and present and offer my 

acknowledgment and respect to other Indigenous Australians who are present. 

 

I am honoured to be recognised as the 2011 William Rudder Fellow, and would like to acknowledge 

the support of the Cancer Council Queensland which, in its 50th year of celebration, has generously 

supported my attendance at this important meeting. Thankyou also the organising committee for 

inviting me to make this address. 

 

I am also honoured and humbled to be speaking in front of an audience with so many of the great 

names from tobacco control research, advocacy and practice. 

 

Acknowledgements – ASPIRE 2025 team 
I would like first to acknowledge my many colleagues who I have the great honour of working with 

and in particular the members of the ASPIRE 2025 team, many of who are pictured here at our 

recent launch in Wellington by Minister Turia. Janet Hoek, Stephanie Erick, Chris Cunningham, 

Heather Gifford and George Thomson. Others who are not present include Rhiannon Newcombe, 

Rob McGee, Julian Crane, and Ninya Maubach. And I should mention Nick Wilson, Anaru Waa and 

Tony Blakely; and many others who I have worked with over the years within and outside of New 

Zealand. 

 

Scope of talk 
My talk will begin by addressing what we might mean by tobacco controlled or the tobacco 

‘endgame’? I will then move on to discussing achievement of a tobacco-free endgame vision – noting 

that it can be achieved, that there are of course some major challenges, and some thoughts on the 

way forward. I will end with some thoughts about an even larger challenge beyond tobacco control, 

but which is arguably integral to achieving the endgame for all, as well as other public health goals. I 

will finish with some questions and challenges for you to consider during this conference and 

beyond.  

 

I acknowledge that I will present a rather NZ-centric view of the world in the examples and evidence 

I draw on, but I hope that my thoughts will at least partly be generalisable to the wider Oceania 

context. 
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What do we mean by tobacco controlled? 
So, what do we mean by tobacco controlled? One way of looking at this is as the ‘endgame’ for 

tobacco products. This endgame can be conceptualised as a goal, a philosophy, and as a process and 

a strategy to achieve the endgame goal. I immediately acknowledge that all of these (except perhaps 

the philosophy) may differ somewhat according to local circumstances. 

Endgame as a goal: 

There are a range of visions for what the endgame for tobacco might look like, as summarised in this 

slide (with the origin in brackets for each). For example, these can be couched in terms of minimising 

prevalence/consumption (e.g. 5% or less), supply, uptake, and health effects from tobacco products; 

or in more general terms such as tobacco use being denormalised, or children being protected from 

tobacco. Something to keep in mind, and a topic to which I will return to is that the endgame should 

apply across the board, and that equity should be a key consideration of endgame thinking. 

Endgame as a philosophy: 

Endgames can also be conceptualised as a philosophy or as a way of approaching tobacco control. In 

endgame thinking there is a rejection of the status quo and that gradual incremental reductions in 

prevalence and consumption are sufficient. In the words of Jim Morrison, ‘we want the world and 

we want it now’. 

 

The recent experience in NZ as shown in this graph is rejected as inadequate, because the current 

slow decline ensures the enormous burden of preventable death and suffering due to tobacco will 

continue virtually untouched for decades, and that is wholly unacceptable. Given that more rapid 

progress is required, radical and rigorous comprehensive approaches are needed so that the 

endgame is achieved quickly. Overall I believe endgame thinking represents a paradigm shift in 

clarifying both our ultimate goals and in recognising what is needed to achieve them. 

Endgame as a process and strategy: 

As a process, one formulation that we have presented is that the endgame requires that 

governments have a clear commitment and plan to achieve close to zero prevalence within a 

reasonable time period. We suggest two decades at the absolute maximum, preferably much less.  

 

An endgame strategy is the detailed plan for achieving the endgame goal with interventions, 

milestones, monitoring and so on. This is likely to require greatly intensified efforts using the current 

suite of interventions, and possibly more radical over-arching strategies. Again I will return to this 

topic later. Other issues that need to be considered include: to what degree are there likely to be a 

hard core of ‘residual’ smokers at the end of the process, and how do we provide for them? And 

what role does harm reduction (as against minimal use) play in achieving minimal tobacco related 

harm? I will not consider these further in this talk, but they are important issues. 

 

So how can this vision, this endgame be achieved?  

It is possible! 
The first question is does it seem possible at all? I think there are at least three arguments to suggest 

that the answer to that is a resounding yes. Firstly, by analogy, there have been endgame 

achievements in other fields e.g. ending (mostly) leaded petrol and asbestos use in NZ and other 

jurisdictions; and elimination of CFCs, and some infectious diseases like small pox at a global level. 

These have not been simple to achieve, and of course they have some important differences from 

tobacco control. However, I think they demonstrate that when jurisdictions and sometimes the 

international community has the political will and determination, endgame goals can be achieved 
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and endgame strategies implemented, despite in most of these cases determined opposition by the 

relevant economic vested interests. 

 

Secondly, there is growing evidence that public opinion supports the notion of the endgame. This 

graph shows that of the general public in NZ 50%  agree vs 30% disagree in supporting an end to 

tobacco sales in 10 years; and this slide shows that even half of NZ smokers support ending cigarette 

sales in 10 years (with the proviso that effective nicotine substitutes became available). Note that 

this strong support existed in 2008-9 even before substantial discussion of the endgame had 

occurred. The general experience (e.g. with smokefree environments legislation) is that debate 

results in greater support for tobacco control measures provided the case is well made. 

 

This is further supported by qualitative research we have carried out with senior policy-makers and 

media commentators where a tobacco free vision focused on the protection of children from 

tobacco was presented to them and was largely enthusiastically embraced, as shown in this quote; 

something we also found with focus groups with smokers and non-smokers.  

 

Research in progress with young smokers suggests they also are mostly enthused (first 3 quotes), 

even if they were unsure of the practicalities (quote 4). Though I have to admit there were some 

exceptions! 

 

Thirdly, there are good examples of very low smoking prevalence being achieved in selected 

population groups i.e. a smokefree norm and culture has been established, even where smoking was 

until recently common. Smoking among doctors and others was around 20% in 1975 – the current 

prevalence in the adult population in NZ. Now, only 3.5% of doctors smoke, making them under the 

5% threshold that is often seen as an endgame goal for society as a whole. A similar pattern is 

apparent among nurses, though there is still some way to go. And they are not alone. Here are some 

selected occupations from the 2006 NZ census. The lowest was horticultural scientists at 2%. 

 

What are the challenges? 
However, there are also numerous challenges. I will outline a few of what I see as the key ones: 

1. The numbers game  

Modelling suggests two things. First, the quickest way to achieve rapid reductions in prevalence is a 

massive increase in cessation. Second, achieving and maintaining very low prevalences in the long 

term requires large reductions in uptake. This is illustrated in the graphs modelling population 

smoking prevalence in Australia for various scenarios taken from the paper by Coral Gartner and 

colleagues. This arrow shows the status quo with current rates of uptake and cessation – around 

13% prevalence by 2025 (the red line), plateauing at 10% long term. Large increases in cessation 

(double the average between 2001-7) but no change in uptake result in marked reductions by 2025 

(around 9%) and a plateau at 7%. Large declines in uptake (continuing to decline at the same rate as 

during 2001-7 or double that rate of decline in the lower line) result in less spectacular reductions by 

2025, but very low prevalence in the long term. Whilst in the ideal scenario greatly increased 

cessation and reduced uptake result in 6% or so prevalence by 2025, falling to 2% in the long term. 

2. Disparities in smoking 

The problem of numbers is compounded by the differentials in smoking prevalence. The disparities 

by ethnicity, and by SES, are huge in NZ and many other settings.  

 

Note the contrast in this slide between doctors and nurses and lower status/paid orderlies and nurse 

aides in the same health care settings. Similarly the disparities among teaching staff –for teachers vs 

teacher aides and even more starkly for secondary school vs kohanga reo teachers (that is teachers 
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in total immersion Māori language family programmes for pre-school children, who will be almost all 

Māori).  

 

A challenge therefore is how do we achieve rapid reductions in smoking prevalence that are similar 

or ideally much greater in these populations with the highest smoking prevalence? Achieving an 

endgame for only some is not really achieving the endgame at all. 

3. Continued uptake of smoking 

Also, at least in NZ, despite some promising signs, the overall the picture in reducing uptake is not 

encouraging. There is compelling evidence of success in reducing greatly smoking among 14-15 year 

olds in all ethnic groups in NZ, as shown in this graph – though it is still too high especially among 

Maori. Overall, 5.5% of all 14-15 year old students were daily smokers in 2010, reduced from 15.6% 

in 1999. But what about later on?  

 

This graph shows that in two different NZ national prevalence surveys in 2006, that smoking 

prevalence peaks at 30% among 20-24 year olds.  

 

This graph shows the comparison between 1996 and 2006 from the census data. There is no 

evidence of any meaningful change in uptake among young adults, this during a period when 14-15 

year old smoking greatly reduced. Hence in 2006, half of young Māori continue to enter adulthood 

as smokers, over 50 years after Doll and Hill et al showed smoking caused lung cancer. The supply of 

new smokers is thus continuing largely unabated. 

 

The shift in uptake, and hence the need to shift the focus of uptake prevention interventions to an 

older age group, brings new challenges. The evidence base is weak. The settings and subjects are 

more difficult for effective intervention. There are new beliefs, behaviours and determinants to 

consider in developing intervention strategies. And the ethical and moral framework to justify some 

interventions is less clear cut.  

4. New behaviours and influences 

Regarding new beliefs and behaviours, firstly, there is the growing phenomenon of the social 

smoker, or going further the occasional smoker who doesn’t see themselves as a smoker in the long 

term, or even in the present. Choi et al have called the latter ‘phantom smokers’ and they are 

increasingly common as suggested in this US study.  

 

Qualitative research suggests social smokers may differentiate themselves from real or ‘addicted/full 

time’ smokers. This latter participant stating that they have beaten the addiction, even though they 

still smoke.  

 

Uptake in young adults may result from different influences and determinants from uptake in 

younger age groups. These quotes from the same studies illustrating the importance of new social 

networks and the frequent offering of tobacco by smokers as young people move in to jobs and 

further education.  

 

The role of excessive alcohol use and its disinhibiting effect may also greatly facilitate uptake, 

progression and maintenance of smoking in young adults especially. This data from the ITC NZ 

cohort shows the greatly increased hazardous drinking among young adult smokers.  

 

These quotes from qualitative work led by Janet Hoek and Marewa Glover demonstrates how 

alcohol intake is intimately linked to use of tobacco among 18-25 year old social smokers.  
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Furthermore, alcohol intake can result in relapse among quitters as this quote from a Pacific smoker 

shows. 

 

And there are a range of experimental studies showing that co-intake of alcohol enhances the 

positive effects of smoking and reduces the immediate adverse effects such as nausea. It appears 

that alcohol helps people to start and continue smoking and undermines their efforts to stop.  

 

These new beliefs, behaviours and influences have profound implications for prevention. If social 

smokers do not see themselves as smokers, mass media campaigns targeting smokers may be 

dismissed as irrelevant. Social smokers may not view their smoking as serious enough to warrant 

quitting or seeking help to quit. The messages for young adult smokers may need to be different e.g. 

focusing on the immediate adverse effects of smoking, particularly social effects due to the smell 

and how smoking is perceived negatively in social terms, rather than long term health effects like 

cancer and heart disease. Interventions need to use the media (e.g. social networking) and occur in 

the settings most relevant to young adults. We may need new social marketing campaigns to 

establish as a social norm the unacceptability of smokers offering cigarettes to young non-smokers, 

experimental smokers, and to those who are trying to quit. The frequency of XS alcohol 

consumption, and its role in promoting uptake and maintenance of smoking and undermining 

quitting, suggests co-interventions may be needed and that we cannot tackle smoking in isolation. 

5. Lack of proof for impact of interventions and policies 

The lack of evidence for population based, policy interventions is often cited by the tobacco industry 

and other opponents of tobacco control as an excuse for inaction. Indeed, in some cases the 

evidence base is limited. For example, when Janine Paynter and I carried out a systematic review in 

2009 of the evidence on point of sale (PoS) displays, there were some obvious weaknesses and gaps. 

For example, all but one of the observational studies investigating links between exposure to PoS 

and children’s smoking were cross-sectional (and hence have limitations in determining direction of 

causality) and many were carried out in California, which had some important differences in the 

policy context limiting the application of the findings to other settings. Experimental studies are 

hampered in many ways e.g. by the difficulty of replicating ubiquitous and recurring exposures like 

PoS displays in an experimental design. Use of self-reports of the impact of PoS on smoking, 

purchase and quitting in a variety of study designs have some obvious possible limitations. There 

was no peer-reviewed evidence from the evaluation of PoS bans in jurisdictions like Canadian States, 

Iceland and Thailand. Even now there is only published evidence from one jurisdiction, Ireland, and 

then from a somewhat poorly resourced evaluation carried out after the event with funding cobbled 

together from sources mainly from outside of the country. 

 

The lack of evidence partly reflects a commonplace failure to prioritise the evaluation of policy 

interventions by governments and government agencies. However, there are also a range of real 

difficulties in carrying out the evaluation of policy and other population based interventions – some 

of which are shown here. Finally, some interventions are truly novel, so the lack of evidence at least 

in the form of intervention studies is inevitable. Plain packs have not been implemented, so 

evidence of the probable population impact must come from experimental studies, focus groups, 

surveys and so on; rather than rigorous controlled studies of the impact of the actual intervention in 

the real setting, as would be the ideal. 

6. Tobacco industry and its allies 

Finally, of course there is always the tobacco industry which has developed a range of carefully 

constructed arguments, tactics and marketing strategies to oppose the efforts of tobacco control. 

We all know these well, but that doesn’t make them any the less effective.  
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Regarding the arguments, it is important to remember that these are carefully constructed and 

thought through. Here is a quote from a UK front group (FOREST) internal discussion document 

describing how the arguments should be framed in terms of individual freedom and autonomy vs 

the authoritarian, health fascist framing of tobacco control efforts. It’s been a theme for a long time:  

 

Here in a ‘Giles’ cartoon from the 1960s.  

 

Here a headline from the NY Post – discussing the proposed NY Smokefree legislation in the late 

1990s. Note that Rupert Murdoch is the Editor in Chief.  

 

Here are two more particularly scurrilous examples – the first on the left a German events marketing 

company using the Star of David with the word juden replaced by raucher (smoker in German); and 

on the right as part of Philip Morris’s 1995 campaign against smokefree legislation with the theme 

‘‘Where will they draw the line?” - the caption says ‘do we need another ghetto?’, the map shows 

the boundaries of the third reich jewish ghetto. The symbolism to equate the “persecution” of 

smokers with that of the jews in Nazi Germany is fairly obvious, and chilling.  

 

But of course it is not just negative tactics, there is also the attempt to juxtapose tobacco and 

smoking with positive and progressive social movements – as infamously with women’s 

emancipation in the Virginia Slims campaign 

 

And here at the time of the fall of the Berlin wall. I was in Berlin at this time and remember the 

themed street party with The West cigarette company advertising with the ‘Test the West’ slogan 

that passed continuously from West Berlin under the Brandenberg gate and onto the iconic Unter 

Den Linden street in the old East Berlin. The caption on the right is wrong. The slogan on the T-Shirt 

is not West-West’, it is ‘test the West’.  

 

What better ways are there to establish a positive image for smoking that to associate it with 

genuinely progressive social movements or with iconic and nation building events? How do we 

establish positive tobacco-free norms in the face of such tactics?  

 

An increasingly important development which I think is a particular threat is the use of international 

trade agreements and treaties to undermine tobacco control efforts. The current legal challenge to 

the Plain packs legislation being but one example of a world-wide trend. The current behind closed 

doors negotiations for the Trans Pacific Partnership may well be other opportunity for the industry 

to constrain the public health and tobacco control agenda of governments across Oceania for years 

or even decades to come.  

 

So now to turn to some thoughts about how we meet these challenges and achieve the endgame. 

 

Some thoughts on the how? 

1. Population an individual cessation approaches 

Returning to the issue of the numbers, and in particular how to achieve mass cessation at a 

population level.  One issue is the relative balance between population-based approaches and 

individual cessation support.   

 

I have attempted to draw a diagram summarising some of the main pathways involved in smoking 

careers – uptake, quitting, relapse and so on. Considering individually targeted cessation 

interventions such as NRT and professionally delivered cessation support, these will largely have an 

effect to increase the initial success among assisted quitters. Efforts to enhance access and uptake of 



 

 

7 

 

this support will increase the proportion of supported quit attempts. And where cessation support is 

maintained into the longer term, then relapse will be reduced – though only among assisted 

quitters. 

 

If we consider population based approaches, such as these, the impact is potentially much more 

profound. For example, price increases or smokefree legislation. Both may deter uptake, and 

increase quit attempts (as triggers or by increasing motivational tension to use Robert West’s 

theoretical model). Both are likely to increase the success of unassisted quit attempts through the 

same means. Increasing motivation to quit may even increase the uptake of cessation support, and 

assuming that the rule of thumb holds that cessation support doubles the success rate, then as 

unassisted success rates are increased, success rates will also be increased among assisted quitters. 

Finally, it is feasible that increasing the price and restricting opportunities to smoke and socially 

acceptability of smoking through smokefree legislation will make relapse less likely, but note this will 

occur among both assisted and non-assisted quitters. 

 

This increased potential impact of population approaches is supported by evidence from modelling 

studies such as this one by Levy et al – where doubling population quit rates has the greatest impact 

on population prevalence compared to increasing treatment use or effectiveness.  

 

Similarly, using Tobias et al.’s formula for their Systems Dynamic Model to predict smoking 

prevalence, the greatest impact on increasing population quit rates comes from increasing quit 

attempts and unassisted quit success rates and reducing relapse. This is shown in this slide where 

10% increases in quit attempts, unassisted quit success rates and reduced relapse have much 

greater impacts than 10% increases in success of assisted quit attempts or 10% increases in the 

proportion to quit attempts which are assisted. 

2. Which methods? 

I will not dwell on this too much, both because there are much better informed experts than me in 

this audience, and also because to some degree this will depend on local circumstances, 

opportunities and barriers. This slide shows a fairly standard suite of approaches. I will make five 

general points only. 

 

Firstly, if we are serious Intensification is essential.  

 

Secondly, whilst, individual smoking cessation support is an important component of any 

comprehensive strategy, broader population based measures to create an environment which 

supports non-smoking by reducing likelihood of uptake, promoting and supporting quitting and 

preventing relapse are likely to have the most impact in achieving the end game. 

 

Thirdly, we should be as evidence-based (at a population level) as we can be, but accept that 

sometimes we have to try new things and/or adopt a precautionary principle (i.e. implement 

plausible interventions prior to unequivocal evidence of effectiveness being available); 

 

Fourthly, we should use approaches which will have most impact on high prevalence groups  

 

Finally, we should seriously consider, debate and test additional strategies.  

 

I want to consider briefly two sets of additional strategies. Firstly, product modification – measures 

can range from greatly enhanced labelling of additives, harm reduction approaches for a safer 

cigarette (reduced nitrosamines and so on), progressive nicotine reduction to make smoking less 

addictive and removal of some or all additives – which may make smoking more palatable and 
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facilitate the action of nicotine. There has been relatively little research and policy development or 

implementation in these areas, and it is long overdue. 

 

Secondly, although a wide range of retail interventions have been identified, few other than action 

to reduce minor access and PoS displays restrictions and bans have been widely adopted. In 

particular other measures to reduce access have been little explored. I suggest that a good start 

would be progressively reducing retailer density, addressing issues of proximity (e.g. not within a 

1km radius of school), and restricting places where tobacco can be sold (for example not anywhere 

where alcohol is sold, and only in stores where under 18 year olds are excluded). This should be 

backed up by a rigorous licensing regime. Licensing not only facilitates the introduction and 

monitoring of compliance with other retail measures, and aids enforcement, it also sends a clear 

signal that selling tobacco is a privilege not a right and ensures that the current wholly bizarre free 

for all where absolutely anyone can sell this highly addictive and hazardous product cannot 

continue.  

 

Once again the public and smokers are in support of this sort of measure, at least in New Zealand.  

 

Regarding over-arching structural approaches, these may range from simple but radical single 

measures such as staged reductions in cigarette nicotine content, progressive and inexorable 

increases in price or age of purchase (the latter proposed in Singapore, so that purchase is never 

legal for the next generation), or reductions in retail availability. There are also more structural 

models such as a steady absolute reduction in tobacco product imports or even changing the nature 

of the tobacco market as proposed by Ron Borland in the Regulated Market Model.  

 

This slides shows how the Sinking lid approach – particularly apt in countries like NZ where almost all 

cigarettes are imported and border controls are robust – can be combined with other measures to 

meet the goal of a tobacco free NZ by 2020. 

 

The best approach is not clear, and there is unlikely to be a one size fits all solution. The best 

strategy will vary with circumstances such as patterns of smoking, tobacco market, political context 

etc. However, I think it is certain that single advances like plain packaging or smokefree legislation, 

however welcome, will not be sufficient, and that there needs to be a multifaceted intensification of 

existing approaches, and serious consideration of under-used methods like product modification and 

reducing supply, and over-arching endgame solutions 

 

Some thoughts about the how? 
I am going to focus here on two areas which I think are key building blocks for success.  

1. Ongoing generation and use of evidence 

Firstly we are going to need an approach that is based on the systematic generation and use of 

evidence. This will only occur if we have a systematic evaluation culture. I have noted before the 

limited evidence available for population based tobacco control interventions like PoS display bans. 

It is close to criminal that major policy interventions occur without rigorous evaluation, leaving the 

field open to the tobacco industry to claim that there is no evidence that key interventions work, 

and to present their own arguments often based on anecdotes and poorly designed studies and 

analyses. 

 

We also need ongoing research to identify and scope new challenges, new barriers and 

opportunities for intervention, new evidence of what is and isn’t working and developments in 

tobacco industry tactics and arguments. As indicated by the evidence from qualitative studies I have 

presented, this should include ongoing in-depth research, particularly with smokers, and particularly 
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with smokers from key target groups. We need to know what smokers believe and experience and 

how they behave in an ongoing and timely fashion, so that our interventions are and remain relevant 

and effective. Also we need monitoring of progress including using better indicators of impact at the 

population level – for example, we should explore markers of denormalisation of tobacco as 

suggested by Simon Chapman and Becky Freeman, and we need to develop better measures of 

population quitting – for example, Tang et al suggested a composite measure based on prevalence 

of plans to quit, quit attempt and recent quit rates at population level. 

 

Returning to the evaluation culture, evaluation needs to be planned, well-informed, multi-faceted, 

focused on key target (i.e. high prevalence) groups and well resourced. An exemplar of such a 

comprehensive approach, including multiple facets, methods and populations, was the evaluation of 

the smokefree legislation in Scotland - in stark contrast to most policies worldwide.  

2. Visions, framing and tactics 

A second major building block is how the vision and strategy is developed, disseminated and framed. 

One aspect of this is the need for a cast iron moral, ethical and social justice case to underpin and 

justify radical tobacco control efforts.  

 

This slide shows some of the elements of that case – drawn from the level of hazard and 

addictiveness of the cigarettes, the early onset of smoking, the almost universal regret about 

starting, the high proportion of smokers who desire to and attempt to quit smoking, and the impact 

of SHS on the health of others. 

 

I mentioned earlier that uptake among young adults poses some potential problems in this regard, 

particularly where interventions are proposed that can be seen as paternalistic or negate personal 

autonomy. Such measures are easy to justify with respect to minors – since purchase and/or 

smoking is illegal and society clearly has decided that minors need protection from anything that 

promotes smoking. Also measures to protect not smokers from hazardous SHS pose few ethical 

dilemmas for most. However young adults have the same autonomy and rights to self-determination 

as any other citizen, so if we were for example to propose raising the age of purchase further, how 

could this be justified?  

 

One of the studies we will be starting shortly will explore the notion of autonomy and informed 

choice among young adults, by investigating their level of awareness of hazards and addictiveness of 

smoking, the valuation of future life, the development of regret about smoking, and the degree to 

which uptake under the influence of peers and alcohol is truly a free choice. Such studies will 

hopefully help develop the ethical case for tobacco control action among this group. 

 

We also need an inspiring (tobacco free) vision and we need to inspire the public and decision-

makers about that vision - arguably we need a true social movement for the endgame i.e. where the 

current largely passive support for the endgame is transformed into activism. A tobacco resistance 

movement or similar. We need credible leaders (not academics like me who think the answer to 

every problem is to write a paper), but leaders who can communicate and inspire and have the 

political skills and authority to drive the endgame agenda.  

 

Another side of this is the need to be very careful in how we act so that we do not give credence to 

the tobacco industry’s framing of tobacco control as authoritarian and restricting-personal freedom.  

 

In a recent BMJ head to head debate, George Thomson, Nick Wilson, Alistair Woodward and I 

argued that bans on smoking in certain outdoor areas could be justified, largely on the grounds of 

reducing role modelling to children. Simon Chapman argued against us. I think our case is a strong 

one, but I agree with Simon about one of his contrary arguments, that we need to be very careful as 
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this sort of intervention can be perceived as unjustifiably paternalistic and authoritarian. We need to 

tackle this head on and emphasise how tobacco control measures are pro-freedom by freeing 

smokers from an unwanted addiction, and by protecting our children from the risk of addiction and 

premature death. 

 

The signs in these smokefree parks in NZ I think show how this sort of thing needs to be done. It is 

not just a no-smoking sign, but one where the reason for the restriction is spelt out together with 

the rationale in a clear and positive way.  

 

We need to be very careful that interventions do not stigmatise smokers. Once again this involves 

keeping in close touch with how smokers are feeling through in-depth research. These quotes show 

how the experience of stigma among smokers and practice of stigmatising behaviours can be very 

real. This reduces support among smokes (and also among non-smokers) for tobacco control and the 

tobacco free vision, and may drive smokers together in a sort of Dunkirk spirit against the perceived 

assault from a marginalising society or harden the determination of smokers to smoke, as 

encapsulated in this last quote. We should be anti-smoking, but never anti-smoker. 

 

We should always remember that in public health values matter. Although I have argued that we 

should adopt an evidence based culture based on achievement of key outcomes, I also urge that we 

pay close attention to how we do things and ensure that we stick to our values. When I discuss 

healthy public policy with my students, I emphasise the first two points here in the Ottawa charter. 

But we shouldn’t forget the next two – i.e. the need to empower communities and individuals. Top 

down approaches can be disempowering , bottom up approaches will not appear so and are less 

likely to be portrayed as paternalistic or nannying. These are important values in themselves for 

most public health practitioners, but also I believe help us to achieve our ends.  

 

Thus, bottom-up, broadly-supported, fully debated, and empowering (for individuals and 

populations) measures will be more acceptable and hence more sustainable. Indeed, perhaps 

perversely we owe the tobacco industry a favour. Major policy advances like smokefree legislation 

are hard won, and only occur in the face of rigorous and determined opposition from the industry 

and its allies. This forces us to fully develop and articulate the case, and means that measures 

generally have broad public and political support. Once implemented there tends to be no way back 

and the measures are sustained by broad ranging public support, and if suggestions are later made 

to repeal legislation (e.g. smokefree laws) these attract little support and even indignation.  

 

A final challenge 
Now, onto the final challenge. We are all very familiar with the sort of public health thinking which 

emphasises the role of upstream determinants, as in the well known Dahlgren and Whitehead 

model. However, it is notable in this model that tobacco smoking and most tobacco control 

interventions fit into the lifestyle and perhaps community and social influences levels of the onion.  

 

If we consider the upstream factors like level of deprivation we see in NZ that the pattern of 

deprivation among European/others is in stark contrast to Māori and Pacific – who are concentrated 

disproportionately among the most deprived groups. Patterns of smoking of course mirror these 

disparities in socio-economic position, status and power, suggesting that these are the ultimate 

determinants of continuing high smoking prevalence among disadvantaged groups.  

 

This raises a series of questions, is it possible while structural, upstream factors like socio-economic 

disparities, racism etc persist to reduce smoking prevalence for all as achieving the endgame 

requires? Can we achieve tobacco free goals among Pacific, among Māori, among aboriginal 

communities without wealth redistribution, without equalisation of power? The answer is uncertain, 
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but it is certainly a strong argument that we in tobacco control need also to be at the forefront of 

campaigns for wider social and political justice. The additional advantage is of course that addressing 

the broader social and economic inequalities will also benefit a whole range of other public health 

issues such as excessive alcohol use, accidents and obesity and the related morbidity and mortality. 

If we do not tackle these underlying determinants , there is a danger that the public health 

equivalent of Galbreith’s Culture of Contentment will come to being – where the comfortable 

majority disowns the disadvantaged and marginalised minority. We could end up with a situation 

where the comfortable, non-smoking majority (and the politicians that they elect to government) 

see the non-smoking endgame as having being achieved, except among a marginalised 

disadvantaged sections of society, where it can be quietly ignored, perhaps attributed to 

fecklessness and stupidity.  

 

Conclusions 
So I finish with these questions : 

 

� What might the vision or endgame scenario look like in your country, region, city ….? 

� What measures will work in your setting? 

� How can you ensure that the endgame vision is articulated, communicated and resonates with 

all sections of the community and key stakeholders?  

� What ideas will you take home as to how make the paradigm shift, develop a credible and 

inspiring vision and endgame strategy, and ultimately to achieve your endgame? 

� How can we ensure that we are part of the movement for wider change to achieve broader 

public health goals and social justice?  
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