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INTRODUCTION
The evidence and feasibility review focused on the findings from recent
systematic reviews and key studies, in Aotearoa New Zealand and overseas
studies.
To help select and prioritise potential interventions to achieve the Smokefree
2025 goal, we carried out:
1. an evidence and feasibility review, and
2. two rounds of stakeholder consultation on potential interventions to include
in the Smokefree 2025 action plan.
An accompanying report on the stakeholder consultation is available online at
aspire2025.org.nz/smokefree-action-plan
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EVIDENCE REVIEW
METHOD AND PROCESS
Aim and review questions
The evidence review aimed to identify which tobacco control interventions are likely to have the greatest potential to
achieve the Smokefree 2025 Aotearoa goal. We considered the following components: effectiveness, equity (greatest
impact on reducing Māori and Pacific smoking prevalence), feasibility and acceptability, based on international and local
literature. An initial list of 23 potential tobacco control interventions was selected.
Full list of 23 reviewed interventions
1. Incremental tobacco tax increases
2. Enhanced mass media and social media campaigns
3. Packaging and product-related smokefree communications and other interventions, such as information on contents/
additives, enhanced pictorial health warnings, dissuasive sticks, pack inserts
4. Incremental controls to reduce retail availability and supply, such as licensing, limited proximity or density restrictions
5. Reduced youth access/increased age of purchase
6. Incremental increases in smokefree place policies, such as bars and outdoor dining, national level restrictions for smokefree
cars, playgrounds, sports fields and other children’s areas
7. Smoking cessation support
8. Increased accessibility and promotion of use by smokers of electronic cigarettes and other harm-reduction products/
approaches (population impact on smoking prevalence and quitting)
9. Product modifications and removal of menthol and other additives
10. Interventions to reduce uptake among adolescents and young adults
11. Major tobacco tax increases (along with complementary measures, such as minimum price controls, allocating tobacco
tax revenue to tobacco control and smoking cessation services
12. Major reductions in tobacco imports and release to market, such as a ‘sinking lid’ policy
13. Comprehensive controls and reductions in retail availability and supply, such as sales restricted to pharmacies or
specialist shops
14. Nicotine reduction – mandated very-low-nicotine-content tobacco products
15. Market restructuring, such as regulated market model, state-run distribution and sale of tobacco products, industryfocused interventions
16. Controls on accessibility of tobacco, such as smoker’s licence, prescription-only sale of tobacco products
17. Tobacco-free generation proposal
18. Removing all additives and ending roll-your-own tobacco sales
19. Comprehensive restrictions on smoking in outdoor public places, such as smokefree business areas for cities (including
disallowing smoking in all public places)
20. Mass media and social media campaigns using more radical, anti-industry smokefree messages, such as using court
findings of industry malpractice, exposing industry statements
21. Stringent measures to control alcohol, such as large tax increases on alcohol, major reductions in availability
22. Management and structures for tobacco control, such as increased capacity for tobacco control sector and Ministry of
Health, separate tobacco control authority, equitable funding formulas
23. Total ban on supply of tobacco.
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however, if there was ambiguity about a paper, that
researcher sought a second opinion from a project team
member. Topic-specific experts (see section on page 4
below) recommended inclusion of additional papers. A final
set of 189 papers was selected. An experienced librarian
from the University of Otago medical library in Wellington
assisted with developing the search strategy and advising
on effective search techniques.

Four key questions guided the review:
1. For each intervention, what is the evidence for
effectiveness, equity/reducing disparities and feasibility
(including technical and political feasibility, costeffectiveness and acceptability)?
2. Of all the 23 interventions, which are likely to be most
effective and have the greatest impact on reducing
Māori and Pacific smoking prevalence?

Selection criteria

3. Which interventions are most likely to be feasible
(cost-effective, politically and technically plausible)
and acceptable (to the public and key stakeholders) in
Aotearoa New Zealand?

Relevant systematic reviews published since 2006 were
included. For topics with multiple recent systematic reviews,
only reviews published since 2011 were included. Where
no systematic reviews were identified, selected key articles
published since 2010 were included, with priority given to
recent Aotearoa New Zealand studies (controlled studies if
available), and recommended individual studies from topic
experts (see page 4).

4. What is the evidence for the most feasible and
acceptable mix and balance of interventions across a
comprehensive tobacco control programme?

Search and selection of papers

For Aotearoa New Zealand studies, a wider range of
papers was included, such as qualitative research,
descriptive studies, and unpublished papers on feasibility
or stakeholder views. For some interventions with little
evidence available, other documents were included (e.g.
media reports) to shed light on potential precedents.

The literature search included three components: 1)
primary searching for systematic reviews, 2) supplementary
searching for individual key papers to fill gaps when
necessary (e.g. when recent reviews were not identified on
a particular topic), and 3) specific searching for relevant
Aotearoa New Zealand studies. Criteria used for selecting
individual key papers included recommendations by topic
experts (see below), Aotearoa New Zealand studies, or
recent high-quality intervention studies not included in the
systematic reviews. Project team members also suggested
additional papers when they reviewed the references and
summaries for each topic.

Papers reporting a range of outcomes were included,
primarily effectiveness and equity-related outcomes, such as
smoking prevalence (in general and for population groups
of interest), quitting rates and smoking initiation. Papers
that reported unintended outcomes and co-benefits were
included where available.

We identified potential relevant literature by searching
electronic databases (Cochrane Database of Systematic
Reviews, Medline, Embase and Scopus). Google Scholar was
also used to supplement searches in some topics.

Reviews and studies that related to any age-group were
included. However, population groups of particular interest
included Māori, Pacific, overseas indigenous and ethnic
minority populations, low SES, young adults (aged 18-25
years), pregnant women and people with mental health
conditions.

Specific searches were carried out to fill gaps and for
Aotearoa New Zealand material. Additional searches of key
websites and general Google searches were also used, when
necessary, to fill gaps and identify unpublished material.

Literature from countries comparable to Aotearoa New
Zealand was prioritised, e.g. Australia, UK, US, Canada, EU
and Scandinavia. Given the time constraints, the review also
prioritised papers written in the English language. Literature
from or focused on developing countries was excluded,
unless it was clearly relevant to Aotearoa New Zealand or
filled an important gap.

Most of the reviewed papers were systematic reviews
published in reputable academic journals. The references
on each intervention were checked by topic experts (see
below) who provided input and suggested additional
references as appropriate.

Review and appraisal of papers

One researcher identified potential references and saved
an initial set of 541 papers into Endnote. The inclusion/
exclusion criteria were used to select papers relevant to
this review. Literature was selected by one researcher;

The project team read and appraised the included papers
using an adapted Canadian public health appraisal
framework1. Each paper was appraised for evidence or
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Box 1: Six intervention areas for stakeholder engagement

expert commentary related to the following components:
effectiveness, equity (especially reducing disparities for
Māori and Pacific), cost-effectiveness, unintended impacts,
technical and political feasibility (both short and longer term),
acceptability, public support, and precedents from other
contexts. Notes on each paper were written into an Excel
summary table under the component headings listed above.
One researcher then summarised the findings into summary
tables and drafted potential policy options for each of the
23 interventions. Each summary table was reviewed by
another member of the project team, and then sent to a
topic expert.

Advice from topic experts

1.

Increase the price of tobacco products through tax
increases and other strategies

2.

Reduce retail availability of tobacco products

3.

Increase the legal minimum purchase age for tobacco
products

4.

Expand controls on packaging and design of tobacco
products

5.

Reduce the nicotine content of tobacco products

6.

Remove additives from tobacco products.

Due to limited time availability in the engagement
meetings, we could not include all 23 interventions and
had to prioritise those where we thought feedback would
be most useful in determining the interventions to include
in the action plan. We focused particularly on interventions
which seemed most promising based on the evidence
review, and where political and public feasibility was
more uncertain. Some interventions were not selected
for discussion with stakeholders, for example: enhanced
mass media interventions, improved and better targeted
smoking cessation interventions, and extended smokefree
environment policies. This is because these involve
enhancing existing interventions that are highly feasible and
we expect the Government will continue or extend existing
work in these areas.

We sought brief advice from a topic expert for 22 of the
23 interventions (see next paragraph). Each expert was
asked to comment on the list of initial papers and summary
table, in particular to identify any gaps, inconsistencies or
incorrect information. This advice was then incorporated
into the review and additional references were reviewed
and appraised.
Advice from topic experts was sought and included for
most, but not all, topics. We did not seek advice from a
topic expert on a total ban on tobacco supply (number
23), and we did not receive a response for the topics of
interventions to reduce uptake among adolescents and
young adults (number 10) and stringent measures to
control alcohol (number 21).

Increasing access to safe, effective alternative nicotinedelivery devices, such as e-cigarettes, and other potential
cessation and harm reduction products, was not included in
this consultation. The Government had already announced
a policy change in March 2017 to make e-cigarettes more
widely available, so we assumed this intervention will go
ahead regardless of stakeholder feedback. Standardised
packaging and enhanced pictorial warning labels were also
not included as these will be implemented in 2018.

Comparative appraisal of
interventions/potential policy options
Following appraisal of individual papers, the project team
then appraised the 23 interventions against each of the
following components: effectiveness, equity/impact on Māori
and Pacific disparities, unintended impacts, cost-effectiveness,
technical and political (short- and long-term) feasibility, and
acceptability. A comparison table was completed to compare
the interventions across all components.

Finally, several other interventions were excluded from
the stakeholder engagement due to a perceived lack
of feasibility or acceptability at present. These included
proposals for prescription-only tobacco, a smoker’s licence,
market restructuring (e.g. regulated market or state-run
models), and a total ban on tobacco products. These may
become more feasible in the future, however.

Selection of interventions for
consultation
Based on the comparative appraisal, the project team
agreed on a set of six possible priority interventions to
discuss with stakeholders in the phase 2 engagement, with
more detailed options proposed under each heading. The
broad intervention areas were:
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EVIDENCE SUMMARY
FOR THE ACTIONS
This section summarises the evidence for the actions
included in the action plan, Achieving Smokefree Aotearoa
by 2025. The main interventions covered here are:
1.

Tax and price interventions

2.

Retail interventions

3.

The ‘tobacco-free generation’ proposal

4.

Additives and product modifications

5.

Reducing the nicotine content of tobacco products

6.

Alternative nicotine-delivery products (such as
e-cigarettes)

7.

Mass media interventions

8.

Smoking cessation interventions

9.

Smokefree environment interventions

These interventions include the seven actions in our action
plan, as well as four of the planned and enhanced existing
activities (‘Doing more of what we already do’). The topic
of alternative nicotine-delivery products is included here
because it is of high public and policy interest, and areas of
policy debate remain.
The minimum purchase age topic is also included because
we considered this as an alternative option to the tobaccofree generation (but selected the tobacco-free generation).
Standardised packaging (and enhanced pictorial health
warnings) is in our action plan, but not covered here. This is
because the regulations to implement changes in this area
have already been released.
This includes evidence on packaging and product-related
smokefree communications and other interventions,
including enhanced pictorial health warnings. Standardised
packaging was excluded from our review because the New
Zealand Government had already committed to introducing
this measure. We have also not included evidence here on
the Smokefree New Zealand 2025 Innovations fund, as this
was not part of our evidence review.

10. Increasing the legal minimum purchase age for tobacco
products
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Affordability — Make tobacco less affordable
Summary of rationale for Objective 1:
We have prioritised an increase to tobacco excise tax based
on compelling evidence of effectiveness and the impact on
reducing socioeconomic and ethnic disparities in smoking
(and resulting health inequalities). Modelling evidence
predicts greater health gain for Māori compared to nonMāori from ongoing annual tax increases.2

Potential adverse effects need to be considered, particularly
the impact on low-income smokers and retailers, but we
believe these impacts can be mitigated.
Minimum price regulation is a relatively new policy measure
internationally, but it is considered promising in the
research literature. The measure is used in many US states.
In Aotearoa New Zealand, there have been recent increases
in the availability and sales of budget brands, and survey
evidence indicates that smokers switch to budget brands in
response to tobacco tax increases. This suggests minimum
price regulation is needed to maximise the impact of
tobacco tax increases in promoting smoking cessation.

In addition, New Zealand stakeholders strongly supported
this policy option. Tax increases are an established measure
that attract high public support. There are precedents
in other countries for higher tax increases, for example
Australia has legislated annual tobacco tax increases that
are higher than 10% until the year 2020 (in 2010 they
increased tax by 25%).3

KEY ADVANTAGES

KEY DISADVANTAGES

1.1 Increase annual tobacco excise tax by 20%
Likely to help achieve 2025 goal as tax increases are
supported by strong evidence of effectiveness and may
help reduce disparities in smoking.

Potential for hardship among those who don’t quit.

Higher tax increases are recommended by international
expert bodies (such as IARC).

Potential opposition from Treasury to higher tax increases.

Incremental extension of an established measure is
relatively feasible and could be introduced fairly rapidly
as a Budget measure in 2018.

The tobacco industry will oppose tax rises.

Larger tax increases are acceptable to NZ tobacco control
stakeholders4 and the public (particularly if some of the
additional revenue is used for helping smokers quit).30

Possible increased risk to retailers of tobacco-related crime.
This should be mitigated by rapid reductions in smoking
prevalence and demand for tobacco with the implementation
of the action plan and specifically by Action 2.1 (reducing the
number of retailers selling tobacco products — these could 		
have enhanced storage and security in place).

This needs to be mitigated, for example, by intensifying and		
better targeting support for smoking cessation to reduce
the impact on Māori, Pacific and low-income smokers.

Risk of illicit tobacco trade — not a large problem in NZ but 		
requires continued vigilance and robust enforcement.

1.2 Minimum price regulation
Recommended in the recent literature as a way to
counter industry efforts to keep prices low, particularly
for budget brands.

Only limited evidence is available to base decisions on, as it is
an emerging area of tobacco control.

May raise prices, reduce price dispersion and complement
increased excise taxes.
Already implemented in many US states and jurisdictions.

6

Reviewed papers – tax and price

Evidence on the effectiveness of raising the
price of tobacco

Our review included:
•

Eight recent systematic reviews (2011-2016) on the
effectiveness or cost-effectiveness of tax and price
interventions.5-12

•

Six other reviews including:

Our evidence review found compelling evidence that
tobacco tax and price interventions are highly effective
in reducing tobacco use, preventing children and young
people from taking up smoking, and motivating smokers to
quit. The evidence is consistent and includes the findings of
eight recent systematic reviews (2011-2016).5-12

-

One narrative scoping review on public support13

-

One systematic overview of systematic reviews on
social inequalities14

-

One brief review on taxation as part of a wider
paper on US tobacco control strategies15

-

One large review of evidence on the impact of
tobacco taxes and prices on tobacco use, and the
added impact from dedicating tobacco tax revenues
to other tobacco control efforts16

-

One review on cost-effectiveness of various 		
interventions including tax and price17

Examples of the effect of tobacco prices
on smoking prevalence

-

One qualitative review of the literature on tobacco
control endgame strategies, including minimum price
regulation and price cap regulation18

The World Bank estimated that a 10% cigarette price
increase results in a 7% decrease in smoking consumption
by young people and 4% by adults.8

•

One individual paper on price cap regulation19

•

Eight New Zealand studies: two modelling studies,20, 24
one qualitative study on low-income smokers’ responses
to tax increases,21 one qualitative study of Māori and
Pacific tobacco control stakeholder views on large tax
increases and other endgame policies,4 and four surveys
of smokers.22, 23, 25, 26

Some researchers and expert tobacco control organisations,
including the US National Cancer Institute and the World
Health Organization, point to tax increases as the single
most effective tobacco control intervention, compared with
all other interventions.5, 8
The effectiveness of tobacco tax/price increases in reducing
tobacco-related morbidity and mortality is supported by a
small, but growing, evidence base.5

One authoritative US review estimated that increasing
the unit price for tobacco products by 20% would reduce
overall consumption of tobacco products by 10.4%,
prevalence of adult tobacco use by 3.6%, and youth
initiation of tobacco use by 8.6%.12
The University of Otago’s Burden of Disease Epidemiology,
Equity and Cost-Effectiveness Programme (BODE3) has
carried out modelling on the impact of annual 10% and
20% increases in tobacco tax. This work suggests it will
have a substantial impact on smoking prevalence, but
will be insufficient on its own to achieve the Smokefree
Aotearoa 2025 goal.2, 24 This work also showed that tax
increases can result in major health gains and cost-savings
to the health sector.

Summary of evidence – tax and price
interventions
Action 1.1 Increase tobacco excise tax
by 20% (above inflation) annually in
2019, 2020 and 2021

Tax and price increases are considered the most costeffective of traditional tobacco control interventions. They
cost the least, while raising new revenue, so are politically
attractive.5

Aotearoa New Zealand has a history of regular annual
tobacco excise tax increases, including current increases of
10% annually above inflation, which have occurred since
2010. The 2016 Budget introduced ongoing 10% tax rises
for the four years until 2020.

Evidence is not yet available to inform the specific size
and timing of tax increases. For example, the question of
whether to introduce smaller regular increases or a sudden,
larger increase at three-yearly intervals. Both approaches
have potential merits. For this action plan, we have selected
ongoing increases of 20% annually rather than a ‘shock’
increase. Our reasons for this include consistency with the
current incremental approach, which is a well-established
measure in many settings.

We recommend increasing the current annual tobacco excise
tax by 20% above inflation annually for three years from
2019-2021, with a review in 2021 to assess the need for
continued increases. This is a potential source of funding for
enhanced smoking cessation support and other measures
recommended in this action plan. Available evidence
and monitoring tells us the increases should be timed to
maximise impact in prompting people to quit smoking.
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Effects on equity and reducing disparities

An online survey of 32 stakeholders, carried out as part
of the engagement process, revealed that 20% annual
increases were favoured over two other options (continuation
of the current 10% annual increase, and a larger one-off
increase of 30% followed by 20% increases annually).

Evidence from Aotearoa New Zealand and overseas suggests
that increasing tobacco tax can help to reduce socioeconomic
disparities in smoking. Consistent research in high-income
countries indicates that lower-income populations are more
responsive to tobacco tax/price rises, and tax/price increases
are associated with reduced income disparities. Our review
identified four systematic reviews from 2014-16 to support
this finding,6, 9, 10, 20 as well as Aotearoa New Zealand evidence
on the positive effects of tax increases in socio-economically
disadvantaged communities.25

Feasibility and public support
Drawing on the evidence and expert views of Aotearoa
New Zealand stakeholders, we assess the recommended
annual tax increase as a highly feasible and acceptable
intervention. Increasing tax is an established measure with
a long history in Aotearoa New Zealand, which can be
implemented simply by amending finance legislation. This
could be introduced as part of the Budget in 2018.

Some research indicates that tax/price interventions can be
effective in reducing ethnic disparities.12 Recent Aotearoa
New Zealand evidence suggests that annual tobacco tax
increases may have a greater positive impact on reducing
Māori and Pacific tobacco use, compared with non-Māori.26
Modelling evidence also predicts greater gain for Māori,
compared to non-Māori, from ongoing annual tax increases.20

Aotearoa New Zealand and international evidence suggests
the public endorse tax increases,7, 28, 29 including some
evidence of smoker support and among young people.
Public and smoker support appears particularly strong
if some of the additional revenue raised is allocated to
the national tobacco control programme to help support
smokers to quit.30

In contrast, another study suggests the 2012 tax increase
may have had stronger effects on non-Māori (compared to
Māori) quitting behaviour.22 The study authors noted that
Māori participants nonetheless reported more financial
pressure to quit.

Possible adverse effects of tobacco
price rises
Potential impact on low-income smokers
We have considered the potential for adverse impacts of
tax/price increases – particularly on poorer smokers and on
crime affecting tobacco retailers. Low-income smokers who
quit as a result of the tax increases will benefit financially.
However, some low-income smokers who continue to
smoke may be disadvantaged financially as a result. Others
who continue to smoke will not be disadvantaged, for
example, if they compensate by smoking less tobacco.

Further research is needed to investigate the effects on
ethnic disparities, and the financial hardship experiences
of low-income smokers.21 Any adverse effects should be
monitored, as part of the ongoing evaluation of the action
plan’s impact, so that appropriate measures to mitigate
these impacts can be introduced.

Importance of complementary measures
It may be argued that tobacco products are already
expensive in Aotearoa New Zealand, and that previous
tax increases have not yet significantly reduced Māori and
Pacific smoking. Our proposal is for a much larger increase
than previously (20% instead of 10% annual increases),
which we expect to have a greater positive impact.
Complementing the tax increases with the other measures
in the action plan is likely to enhance effectiveness for
Māori and Pacific smokers. Complementary measures
include targeted smoking cessation support, enhanced and
targeted mass media campaigns, additional increases on
roll-your-own (RYO) tobacco (these are smoked much more
commonly by Māori)27 and ensuring that alternative nicotine
delivery products (such as electronic cigarettes) are more
accessible and affordable than smoked tobacco products.

Some Aotearoa New Zealand research suggests hardship
may have increased for some low-income smokers following
recent tax increases.21 In particular, potential negative
impacts on the children of smokers will need to be carefully
monitored and addressed. For example, addicted smokers,
including parents with dependent children, may forgo
spending on household essentials in order to buy tobacco.
More research is needed.
This potential effect should be mitigated by enhancing
access to free high-quality services for smoking cessation
support targeted to low-income, Māori and Pacific smokers;
possibly using dedicated tax revenue to fund this support.
Without such supporting interventions to help increase
quitting, the adverse financial effects of tax increases are
likely to impact disproportionately on low-income smokers
who continue to smoke. As noted earlier, close monitoring
of the impact of the tax increases should occur so that
further mitigation measures can be considered if necessary.

Stakeholder support
Consistent with the evidence, stakeholders in our
engagement process expressed strong support for
increasing the price of tobacco products. The consulted
stakeholders strongly agreed that increasing tax/price and
reducing retail availability and supply were the two highest
priorities of the six intervention areas discussed (see above).

Potential impact of tax increases on retail crime
Recently, media reports have drawn attention to various
crimes targeted at retailers in Aotearoa New Zealand,
including the theft of tobacco products and violence against
small retailers in dairies and service stations. Such crimes
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are clearly undesirable and unacceptable. At present,
data is not available to confirm whether these crimes are
increasing, and if they are, what factors are driving the
increase. However, understandable concern and anxiety is
being expressed by retailers and others.

Action 1.2 Establish a minimum
retail price that must be charged for
tobacco products, with effect from
December 2019

We believe the response to retail crime should not be to
abandon the established, evidence-based policy of tobacco
tax increases. This would harm the health of New Zealanders
since tobacco price increases are so strongly associated
with reducing and preventing tobacco use and prompting
smokers to quit. Reversing the tax increases would benefit
tobacco manufacturers, who have a vested interest in
keeping tobacco products affordable. Finally, the effects of
abandoning tax increases on retail crime are unknown.

Minimum price regulation is a relatively new, but growing,
area of tobacco control. Laws to regulate the minimum
price of tobacco products are already in place in at least
24 US states and the District of Columbia.18 As noted in
the Achieving a Smokefree Aotearoa by 2025 action plan,
the main action plan, the main rationale for regulating
the minimum price of tobacco is to counter the tobacco
industry’s efforts to keep prices low in response to increases
in tax, such as price discounting.

Our view is that implementing a comprehensive action
plan for achieving Smokefree Aotearoa by 2025, as in
the accompanying action plan, offers the best solution to
the issue of tobacco-related retail crime for the following
reasons.

Evidence on the effectiveness of minimum
price regulation
Evidence is emerging on the effects of minimum price
laws, so only limited evidence is currently available. A
systematic review in 2016 found the most common ‘nontax’ price interventions were minimum price regulation
and restrictions on price promotions.7 The review noted
that these two interventions are seen as promising
complements to tobacco taxes, and recommended the use
of both interventions.

1. Large reductions in smoking prevalence that result
from implementation of a comprehensive action plan
will have an impact on reducing demand for tobacco
products, which in turn will reduce an important driver
of tobacco-related retail crime.

The current literature includes few studies that measured
the impact of these interventions on average prices, price
dispersion or disparities in tobacco consumption, since
much of the literature focuses on policy development
and potential legal challenges.7 Of the three studies in
the 2016 review that explicitly measured the effects of
minimum price laws on price-related outcomes, two found
no evidence that average cigarette prices were higher in
places with minimum price laws, and one found no average
price impacts of a voluntary, industry-led policy. Three other
studies found that policies to restrict price promotions were
associated with lower awareness of promotional offers.7
The review’s authors emphasise there is a need for further
research in this area.

2. Another objective in our action plan – to greatly reduce
the availability of tobacco products – will help reduce
tobacco-related retail crime by dramatically reducing
the number of tobacco retail outlets. This will decrease
the availability of tobacco products for theft and require
tobacco to be sold from stores with adequate storage
and security arrangements.
Potential increase in illicit trade (smuggling) of tobacco
Smuggling is unlikely to be a major problem in Aotearoa
New Zealand because of geographic isolation, strong
border controls, and effective tax administration and
enforcement. The risk of illicit trade is probably greatly
overstated as a problem and has not been a major issue
to date in Aotearoa New Zealand, despite ongoing tax
increases.31

Aotearoa New Zealand survey research suggests that
smokers do switch to cheaper brands of tobacco products
in response to increased tobacco taxes, which minimum
price regulation would help to deter. One survey revealed
that more than a fifth of smokers and recent ex-smokers
on low incomes switched from premium to cheaper brands
following tobacco tax increases.25 Analysis of the annual
tobacco returns by tobacco manufacturers and importers
provides evidence of brand positioning and growth in the
availability and sales of budget brands.32

Stakeholder support
Minimum price regulation was not specifically discussed in
our stakeholder engagement process, as the focus was on
increasing tobacco taxes.
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Feasibility and acceptability
Several papers analysed in a 2016 review of ‘non-tax’ price interventions, including minimum price regulation, found
evidence of public support for these types of tobacco pricing policies.7 No Aotearoa New Zealand evidence on public
support for minimum price regulation was located for our review; the current evidence on public support appears focused
on tobacco tax increases.

Summary of evidence on tax and price interventions
Evidence assessment

Strong evidence for tobacco tax increases.
Newly-emerging limited evidence for minimum price regulation.

Effectiveness

We assessed increasing tobacco tax as highly effective and minimum price regulation as
uncertain (because it is an emerging area with limited evidence available).

Equity and reducing disparities

We assessed the likely impact on equity and reducing disparities as positive for tobacco
tax increases and uncertain for minimum price regulation.
The evidence suggests that people on low incomes and young people are more 		
responsive to tobacco tax increases. Some evidence, including from Aotearoa 			
New Zealand, is available to suggest tobacco tax increases can reduce disparities		
in terms of income and ethnicity.

Cost-effectiveness

Tobacco tax increases are highly cost-effective, and minimum price regulation is likely to
be cost-effective.

Unintended impacts

We considered three main potential adverse effects: possible impact on smokers on low
incomes, impacts on retail crime, and impacts on illicit trade (smuggling) of tobacco 		
products.
The first two are important considerations for Aotearoa New Zealand, but can be 		
mitigated, whereas illicit trade is less likely to be a major problem.

Technical feasibility

We assessed technical feasibility of tobacco tax increases as high – because it is an
established measure that can be done by amending finance legislation. Minimum price
regulation, as a new measure, is assessed as moderately feasible.

Political feasibility

Tobacco tax increases are assessed ‘moderate to high’ in terms of political feasibility, 		
and minimum price regulation is assessed as moderately feasible politically.

Acceptability / public support

We assess acceptability of tobacco tax increases as moderate to high, based on strong
international and Aotearoa New Zealand evidence of public and smoker support for tax
and price interventions in general, including among young people. (Majority support is 		
found among smokers only if the extra revenue is ear-marked to support smokers to 		
quit). Acceptability of minimum price regulation is assessed as moderate based on
overseas evidence of public support.

Precedents

Tobacco tax increases are standard practice in multiple countries including Aotearoa 		
New Zealand. Acceptability of minimum price regulation is in place in at least 24 		
US states and the District of Columbia. Integrated mass media campaigns and 		
concurrent enhanced cessation support has been implemented in Iceland, Switzerland
and Vietnam.
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Availability — Make tobacco less available
Summary of rationale for Objective 2:
policy measure would help to reduce relapse by people
trying to quit, as it would remove the option of purchasing
tobacco in a licensed venue at the same time as alcohol.
While Aotearoa New Zealand surveys suggest mixed
support for this measure, it would be an important step in
reducing the link between tobacco and alcohol.

A substantial reduction of tobacco retail outlets is likely to
make an important contribution to achieving the Smokefree
Aotearoa 2025 goal. Work in Aotearoa New Zealand
suggests potential positive effects on reducing ethnic
and social disparities in smoking and health outcomes.2, 33
Stakeholders in our engagement process overwhelmingly
rated reducing retail availability and supply as an urgent
priority. The public, including smokers, also view this
intervention as likely to be effective. The proposed twostage mechanism of a transitionary phase-out period
followed by mandated restrictions of tobacco sales to a
very limited number of retailers seems a feasible approach.
There are strong precedents for restrictions on retail
availability in other jurisdictions.

The tobacco-free generation proposal is an innovative idea
which hasn’t yet been implemented in any jurisdiction,
although several places are considering the proposal
(including Tasmania, Singapore and Russia). New Zealand
could be a world leader by adopting this measure.
Our key reasons for supporting this measure are that
preventing youth from starting to smoke is critical to
achieving the Smokefree Aotearoa 2025 goal. New Zealand
modelling studies predict that this policy would be highly
effective, cost-saving, and have a substantial positive impact
on reducing smoking-related ethnic and social disparities. It
would be relatively easy to implement, both for government
and retailers, and there is a low risk of adverse effects.

Our main rationale for prohibiting the sale of tobacco from
all alcohol on-licensed premises is to help weaken the
link between smoking and drinking — to make it easier
for people to quit smoking. The evidence shows a close
association between smoking and drinking behaviours. This

KEY ADVANTAGES

KEY DISADVANTAGES

2.1 Transition retailers out of selling/
sales to limited specified outlets
Likely to help achieve 2025 goal as emerging evidence,
NZ modelling and precedents in other countries support
potential effectiveness.

Potential opposition from retailers and smokers.

Specifying time period for initial phase-out period is
transparent and gives retailers and smokers time to
adjust.

Details of process for phased reduction in number of retailers
to be determined, and retailer response uncertain.

Establishes a pathway to the second phase where sale
is restricted to a limited number of specialist outlets.

The evidence base for this approach in other jurisdictions is
still emerging.

This approach avoids the need to set up a new
licensing scheme and may be more acceptable to some
stakeholders than licensing (for example, retailers,
politicians, smokers).

Reduction in retailers could promote illicit trade, though
this risk could be mitigated by appropriate enforcement
measures and other aspects of the action plan working to
reduce smoking prevalence and demand for tobacco 		
products (for example, reducing the number of tobacco retail
outlets and increasing the security of outlets).

This would decrease thefts and so reduce illegal sales of
stolen tobacco, because there would be fewer outlets and
the remaining outlets could have enhanced storage and
security.
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KEY ADVANTAGES

KEY DISADVANTAGES

2.2 Prohibit sales in alcohol on-licensed
premises
Would help reduce impulse purchases due to alcohol use,
and help reduce smoking initiation and increase the ability
to quit (relapse while drinking is a major risk).

Likely to have only minimal impact on the overall supply/
availability of tobacco products on its own (but positive
impact from ‘decoupling’ smoking and drinking).

There is evidence that smoking behaviours and relapse are
associated with alcohol intake, particularly in social
environments such as bars.221

Opposition from parts of hospitality industry, some of whom
see smokers as an essential market.

NZ tobacco control stakeholders have expressed support
for this idea.222

2.3 Tobacco-free generation
Strong potential to reduce youth uptake — and to reduce
ethnic and social disparities in smoking, as suggested by
modelling evidence and because Māori and Pacific
populations have more youth and greater smoking
prevalence among youth and young adults.

Concern about age discrimination and opposition from young
people – this can be addressed by engaging with youth
and young adults about the policy.

Would be a way to address the problems and limited
effects of minimum age laws (rite-of-passage effect,
adverse signalling).

Some see this as ‘denial of choice’ — inhibits adults from the
opportunity to take ‘informed risks’ (but there are arguments
against this, for example, it is justifiable to constrain choices 		
over toxic products).

Emphasis is on welfare of future generations, while also
not impacting on current smokers (politically attractive
message).

Potential demand for illegal sales (but less likely if smoking
branded as ‘last century’, and as youth uptake reduces).

Potential to use media to portray smoking as ‘last century’.

The proposal doesn’t address current adult smokers (so will 		
need to be introduced alongside other policies).

Clear message that smoking is no longer a rite of passage
for young people.
Strong signal of shifting to a tobacco-free context may
adult smokers’ decisions to quit.
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Reviewed papers – reducing the
availability of tobacco

are sold in around 6,000 locations including in almost all
dairies, supermarkets, service stations and convenience
stores. Tobacco products are also sold in some liquor stores
and pubs/bars alongside the sale of alcohol. Previous
research has shown that tobacco products are very widely
available in Aotearoa New Zealand, particularly in more
disadvantaged areas,45 with one tobacco retailer per 129
smokers and at least one tobacco retailer within a 500 m
walk of almost half of all secondary schools in Aotearoa
New Zealand.45

Our review included:
•

One qualitative review of the literature on tobacco
control endgame strategies.18

•

Two longitudinal studies on the effects of retail outlet
density and proximity on smoking outcomes,34, 35 one
longitudinal study on retail policy activities including
licensing,36 one longitudinal study on the association
between retail outlet proximity over time and smoking
outcomes,57 and one longitudinal study on retail
availability and relapse after quit attempts.59

•

Six descriptive articles or policy papers which analyse
retail policy options.37-41, 60

•

Two qualitative studies that report on retailers’ decisions
to stop selling tobacco (US, Australia).42, 43

•

Eighteen NZ studies, including a descriptive paper that
summarises overseas experience with tobacco retail
regulation52, cross-sectional and modelling studies,2, 33, 44, 45
and research with stakeholders, retailers, smokers and the
wider public,4, 46-49, 51-53, 56, 63 an evaluation of the impact of
national smokefree legislation,54 two PhD theses55, 219 and
a study with pharmacists (submitted for publication).64

A licence is not required to sell tobacco nor are there
regulations about how to store tobacco securely. In contrast,
retailers require a licence to sell other high-risk products such
as ammunition, pharmaceuticals and agricultural chemicals,
and regulations on their secure storage are in place.
We recommend substantially reducing the retail availability
of tobacco products by requiring all tobacco retailers to
transition out of selling tobacco between December 2018
and December 2021. From 2022, tobacco products would
only be permitted for sale by a small number of specified
tobacco retail outlets.

Evidence on the effectiveness of reducing
retail outlets
Strategies to reduce tobacco retail availability and
accessibility are a newly emerging area of tobacco control.
There is some evidence that supports the effectiveness of
reducing retail outlets. However, limited evidence is available,
since retail reduction policies have only been implemented
recently. Current evidence is mostly from cross-sectional
studies, a few cohort studies and modelling studies.

Three broad areas of retail intervention were considered in
this review:
1. Licensing or registration of tobacco retailers
2. Reductions in the number and/or density of tobacco
retail outlets (e.g. prohibiting sales from alcohol onlicensed premises, banning sales close to schools)

Recent Aotearoa New Zealand modelling studies suggest
that drastically reducing the number of tobacco outlets in
NZ could reduce smoking prevalence, achieve health gains,
and reduce health system expenditure.33, 44 The effects were
modest, but the effects may have been underestimated as
they were based on the costs of additional travel-related
time and expenses, without accounting for possible impacts
of inconvenience or wider ‘denormalisation’ impacts.

3. Restriction of tobacco sales to certain retail outlets
(e.g. specialist R18 retailers, pharmacies, non-profit or
government-run outlets)

Action 2.1: Require all existing tobacco
retailers to transition out of selling
tobacco products by December 2021.
Tobacco products will be sold only by
a small number of specified tobacco
retail outlets from 2022

Several papers have attempted to use modelling to assess
the relative effectiveness of various approaches to reducing
tobacco retail outlet density (e.g. eliminating retail outlets
near schools verses only permitting sales in 50% of liquor
stores) or other retail-focused interventions.41, 56. For
example, one Aotearoa New Zealand study has modelled
a large reduction in the number of outlets resulting in one
per Territorial Local Authority (TLA) with a population size
of 50,000 or more.2

Tobacco control efforts in Aotearoa New Zealand – as
in most jurisdictions – have focused mainly on reducing
demand through measures such as tobacco tax increases,
restrictions on marketing, mass media campaigns and
encouragement and support to quit. The supply side of
tobacco control has rarely been addressed.

As yet, there is little ‘real world’ policy evaluation. In Finland,
one longitudinal study measured the association between
change in proximity to retail outlets over time and change
in smoking behaviours.57 This supports the idea that
such interventions may work and is as close as currently
possible to an estimate of what would happen as a result
of reduced tobacco retail proximity. This study is unique in

Tobacco may be sold anywhere, and by anyone, in Aotearoa
New Zealand at present, with no restrictions (aside from
the minimum purchase age of 18 years and the restriction
on minimum quantities). As a result, tobacco products
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Stakeholder support

measuring both exposure and outcome measures over two
points in time to date.

Reduction of tobacco retail availability and supply was the
most-preferred intervention across all stakeholder meetings
in our engagement. All seven groups of stakeholders ranked
retail reduction as either 1 or 2 (where 1 was the highest
priority in terms of effectiveness and feasibility). Five of the
seven groups rated this intervention area as their highest
priority; the remaining two groups agreed it was their
second-highest priority. See Box 1 above.

Links between tobacco retail availability and smoking
outcomes
Substantial evidence suggests that wide availability of,
and access to, tobacco outlets is associated with smoking
initiation and relapse after quit attempts. Research
indicates, for example, that living in an area with more
tobacco outlets increases the odds of smoking.37, 59
Evidence points to links between higher retail density and/or
proximity and adverse smoking-related outcomes.37, 59, 60 This
suggests that reducing the numbers and/or density of retail
outlets may reduce smoking uptake and increase smoking
cessation.

These findings were consistent with the online survey of
stakeholders, which also showed a clear preference for
reducing retail availability and supply as the top priority.
The stated reasons for favouring this intervention included
the lack of current action to reduce retail availability or supply,
and as a way to help address tobacco-related crime. The
Northland group believed its region would likely support this
option due to its relative isolation, strong community support,
and the need to reduce burglaries of tobacco products.

Higher retail outlet density is associated with various youth
smoking outcomes, including greater initiation, increased
prevalence, increased number of cigarettes consumed and
purchased, and increased adult smoking prevalence.37, 59
Several cohort studies have found an association between
proximity of retail outlets and adult smokers’ relapse during
cessation attempts.37, 59

Despite agreeing on the importance of reducing retail
availability and supply in general, stakeholder views were
mixed on the specific options presented for how such
reductions could be achieved. It is worth noting that views
may change on these options as some of these ideas were
quite novel and the advantages and disadvantages have
not yet been clearly established or debated. The two most
preferred options, across groups, were:

Restricting sales to certain outlets
Very little evidence is available on restricting tobacco sale
to specified retail outlets. Pharmacy-only sales have been
proposed in Iceland and Oregon, but in neither case has
the proposal been implemented.18, 64, 219

Effects on equity and reducing disparities

a) a phased reduction in retail outlets, where the
Government would require tobacco retailers to
transition away from selling tobacco over a specified
period of time.

Although evidence is limited, Aotearoa New Zealand
research suggests that substantially reducing retail
availability would have potential positive impacts on
equity. A modelling study of four retail supply restriction
interventions, including a 95% reduction in retail outlets,
found a large effect on reducing health inequalities
between Māori and non-Māori.33 This is partly due to higher
background smoking prevalence and estimated higher price
sensitivity among Māori.

b) a sinking lid reduction to phase out commercial tobacco
sales altogether.
There was less support among stakeholders for restricting
tobacco sales near schools or for limiting the type of
stores that could sell tobacco products to liquor stores or
pharmacies. Suggested alternative ideas included restricting
tobacco sale to supermarkets or specialist vape shops.

A recent study that modelled five tobacco ‘endgame’
options predicted that substantial retail reduction would
help to reduce disparities in smoking between Māori and
non-Māori.2

After considering the evidence and stakeholder views,
we decided against recommending a licensing system for
tobacco retail in Aotearoa New Zealand. Reasons for our
decision include: the relatively high implementation costs, the
time and financial burden of setting up new administrative
and bureaucratic systems, and that it was assessed to be
politically less appealing than other retail options.

Qualitative research with Aotearoa New Zealand tobacco
control stakeholders found they anticipated a potential
positive equity impact from a large (90%) reduction in retail
availability.4
Further, most smokers in Aotearoa New Zealand reside in
areas of lower SES61 – and lower SES residents are exposed
to far higher numbers of tobacco outlets. The known
positive association between tobacco retail density and
SES/ethnicity suggests that policies that reduce density
might also reduce ethnic and SES disparities in access to
tobacco products.

Feasibility and public support
Based on the views of Aotearoa New Zealand tobacco
control experts and preliminary evidence, we assess the
recommended action to significantly reduce retail outlets
over time (by requiring retailers to transition out of selling
tobacco by a specified date) as a moderately feasible and
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acceptable policy option, with likely high public support.
Recent research with Aotearoa New Zealand tobacco
control stakeholders suggests that gradual reduction of
retail availability may be more politically acceptable than
licensing or immediate large reductions in availability.56

Example of tobacco retail restrictions –
Hungary
Hungary introduced a state monopoly on the retail sale of
tobacco in 2013. Legislation has mandated that tobacco
can only be sold at a limited number of governmentlicensed outlets (called National Tobacco Stores). This
reduced the number of tobacco stores from around
42,000 to 7,000.52

One Aotearoa New Zealand survey suggests that smokers
view policies that significantly reduce the availability of
tobacco (i.e. reductions of 88% or more) as potentially more
effective than standalone location-based policies aimed
at high-risk settings, such as eliminating tobacco sales at
alcohol on-licensed premises.51

Outlets were initially run by concession-owners who
paid a fee. The quota of tobacco licences was linked
to the population size: a maximum of one licence in a
municipality with fewer than 2,000 residents; and one
licence per 2,000 residents in larger municipalities. Stores
could also sell alcoholic beverages, energy drinks, coffee,
soft drinks, mineral water and newspapers. Children under
18 years were not allowed in the shops.

Political feasibility may increase in future. If further tax
policies become less acceptable over time, for instance, then
the political feasibility of retail interventions may increase.
Aotearoa New Zealand surveys indicate strong public
support for reducing the number of tobacco retailers.53, 63, 218
Interestingly, a recent survey suggests New Zealand smokers
see large reductions in retail availability as relatively more
effective than other retail policies based on location (such as
restricting tobacco retail near schools).51

Distribution rights were later restricted to a single company
and tobacco manufacturers were prevented from directly
distributing to the National Tobacco Stores network.
One mechanism for reducing the retail availability of
tobacco is the licensing of retailers. Recent reports from
Singapore suggest there has been a large reduction in
tobacco retail outlets since licensing was introduced in
1998. Tobacco retail outlet numbers have dropped from
7,650 outlets in 1999 to 4,764 outlets in 2016.65

A recent New Zealand study is the first to survey
pharmacists for their views on restricting tobacco sales to
pharmacies.64 This is one option to consider in deciding
which specified retail outlets should be allowed to sell
tobacco after 2022. The survey found moderate, but
adequate, support from pharmacists to suggest potential
viability of this strategy. Twenty-six per cent of pharmacists
said they would be very or extremely likely to sell tobacco
under a pharmacy-only sales policy, and this increased to
37% if the strategy was proven successful elsewhere after
12 months’ implementation. Nearly all pharmacists believed
they had a role in providing tobacco smoking cessation
counselling to smokers, and a majority of them already
provided such support on a regular daily basis.

Finland has recently introduced a dramatic rise in the cost
of tobacco retail licence fees and also requires outlets to pay
an annual surveillance fee to cover the cost of officers to
check compliance.66 However, evidence of the effects of this
measure is not yet available as the law change is so new.
Another precedent can be seen in alcohol policy, where
restrictions on alcohol outlets have demonstrated success
in reducing alcohol use.39 Tobacco restrictions may have a
similar effect.35

International evidence indicates strong public support
for retail interventions. For example, there is US evidence
of public support for retailers who voluntarily stopped
selling tobacco.43 Studies have also documented positive
media coverage of retailers who voluntarily adopt various
measures, including ceasing tobacco sales.47

Potential adverse effects of reducing
tobacco retail outlets
In one study, Aotearoa New Zealand stakeholders assessed
possible adverse effects of significantly reducing tobacco
retail outlets as uncertain.4 Stakeholders’ main concerns
were differential impacts on retail outlet types (e.g. dairies,
convenience stores, supermarkets and service stations), and
possible increases in illicit trade. However, potential effects
could be minimised, particularly if an approach was taken
that was equitable across all retailer types.4

Precedents for significant retail reduction
Overseas examples of strong tobacco retail policies can be
found in various US counties (e.g. in California and New York
State), Hungary, San Francisco and Cook Islands. Several
jurisdictions have proposed restrictions on the location of
retail outlets (e.g. in proximity to schools) or restrictions
on the number of outlets, including some jurisdictions in
California and Hungary.

Importantly, communication with retailers will be vital to
progressing retail interventions, such as an engagement
process to explain the rationale and potential advantages
of proposed policy options to retailers. Other strategies
could include incentives and support to retailers to switch
from tobacco sales to alternative products. A gradual
reduction in outlet density, as we are recommending (see
the accompanying action plan), may help to reduce the
likelihood of illicit trade.
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Action 2.2: Prohibit tobacco sales
from all alcohol on-licensed premises
by December 2018

Consideration of mandatory licensing (or
registration) of tobacco retailers
We considered the option of licensing (or registration) in
the review and stakeholder consultation. Some evidence
suggests licensing schemes may increase compliance
with youth access laws and reduce the retail availability of
tobacco. For instance, findings from South Australia and
California (Santa Clara County) suggest that introducing
a licensing fee may be sufficient to reduce numbers of
tobacco retail outlets 71. However, it appears that many
jurisdictions have introduced licensing without any
reduction in retail availability.

In Aotearoa New Zealand, tobacco is often sold at bars
and other licensed premises. Based on recent estimates
of potential retail reduction strategies,51 we estimate that
tobacco is currently sold in around 1000 bars, pubs, taverns
or nightclubs.
Alcohol use is known to contribute to both smoking
uptake and relapse by smokers trying to quit.67-70 Smoking
consumption tends to increase when cigarettes can be
purchased from licensed premises, and the combination of
smoking and drinking is associated with greater health risk.51

Increasing licence fees may produce reductions in the
number of licences as rising costs deter more retailers. In
some instances where licence fees have risen, data points
to subsequent reductions in outlet numbers (e.g. Singapore,
South Australia and unpublished data from Finland), but
these reductions are only modest.56 A reported decline
in tobacco retail licenses in South Australia, for instance,
after a significant cost increase, was seen almost entirely at
on-licensed venues, with little impact on reducing licences
in other retail outlet types. Further, none of Australia’s
five states and territories with mandatory licensing have
introduced restrictions on the number, type and location of
tobacco retail outlets. This means the effect on the number
and density of outlets has been minimal to date.56

Evidence of effectiveness
As this is a new policy measure, no specific evidence was
found on the effectiveness of prohibiting tobacco sales at
on-licensed premises. However, the link between higher
retail density and adverse smoking-related outcomes
suggests that reducing retail outlets, including by banning
sale of tobacco at licensed premises, may reduce smoking
uptake and increase cessation.
As noted in the previous section, modelling studies suggest
a modest effect of reducing the number of tobacco outlets
in Aotearoa New Zealand on smoking outcomes and reduce
costs.33, 44

In the US, tobacco retail policy activity is rapidly increasing.
In 2014, 63% of US states had licensing fees for tobacco
retailers and 80% reported some policy activity on either
licensing or retailer density.36 Evidence from the US has, so
far, mainly evaluated aspects of implementation rather than
investigating evidence of effectiveness on smoking-related
outcomes.

The rationale for this intervention is to ‘decouple’ smoking
and drinking, given the evidence of association and
reinforcement between the two behaviours.

Feasibility and acceptability
A recent Aotearoa New Zealand survey of tobacco control
experts found mixed views for prohibiting tobacco sale at
alcohol on-licensed premises.56 Some opposed the idea
as they felt it was less effective than other retail reduction
options and could distract from other interventions.
Others, however, supported the measure because it would
challenge the link between alcohol and smoking, and
remove reinforcement for people trying to quit.

Not all retailers comply with licensing schemes. In New
South Wales, for example, 10% of outlets were unlicensed,
despite the existence of a mandatory (negative) licensing
scheme.72
New Zealand research suggests some public support, but
not among daily smokers. A 2014 survey found that current
smokers and non-smokers supported the licensing of
retailers, but daily smokers opposed retail licensing.53

One example of an overseas precedent for this policy
is Quebec, which prohibits tobacco sales in bars and
restaurants.
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Summary of evidence on retail interventions
Evidence assessment

Newly emerging limited evidence for retail reduction interventions (including large 		
reductions in availability and prohibiting tobacco sales in bars and pubs)

Effectiveness

We assessed retail reduction (transitioning retailers away from selling tobacco and 		
restricting sales to limited specified outlets) as an emerging area that is potentially 		
moderately to highly effective.
Prohibiting tobacco sales in alcohol on-licensed premises will potentially have a more 		
modest effect.
The link between higher retail density and adverse smoking-related outcomes suggests
that reducing the numbers and/or density of retail outlets may reduce smoking uptake
and increase cessation. New Zealand modelling studies suggest that drastically reducing
the number of tobacco outlets could at least modestly reduce smoking prevalence, 		
achieve health gains, and reduce health system expenditure.

Equity and reducing disparities

Unknown but potentially positive (for both interventions). New Zealand research 		
suggests potential impacts on reducing ethnic and social disparities in smoking 		
and health outcomes.

Cost-effectiveness

Little evidence was found, although cost-effectiveness would be expected to be very 		
high for retail reduction interventions, from a societal/government perspective.

Unintended impacts

We considered potential impacts on retailers, such as financial impacts from loss of 		
sales, and suggested ways to mitigate this. In particular, it would be important 		
to ensure communication and engagement with retailers, and offer support to make
the transition.
Possible increases in illicit trade, but this can be mitigated with a gradual reduction in 		
retail outlets.

Technical feasibility

Retail reduction: Moderate feasibility due to the need to manage impacts on retailers 		
and implementation challenges
Prohibiting tobacco sales in on-licensed premises: High feasibility

Political feasibility

Retail reduction: Moderate feasibility as supply-side measures have not been 		
implemented in Aotearoa New Zealand before (but the 2011 Smokefree Aotearoa 2025
goal aims to reduce tobacco availability to minimal levels and the Government 		
committed to assess supply-sided options in its response to the Māori Affairs 			
Select Committee report).220
Prohibiting tobacco sales in on-licensed premises: High feasibility

Acceptability / public support

Retail reduction: Likely high or moderate public support. NZ and international evidence
suggests high levels of public support for a range of retail reduction policies, including 		
our recommended options.
Prohibiting tobacco sales in on-licensed premises: Likely high feasibility – one NZ survey
found mixed support among stakeholders.

Precedents

Retail reduction: Examples where strong retail reduction policies are being implemented
include: several California counties (e.g. Santa Clara County, Huntington Park), a New York
county (Cayuga), Hungary, San Francisco, Singapore, Finland and Cook Islands.
Pharmacy-only sales: We are aware of two examples of intended implementation of 		
pharmacy-only sales – Iceland and Oregon
Alcohol restrictions are also a precedent for substantial retail reduction. There is 		
demonstrated success of restrictions on alcohol outlets in reducing alcohol 			
use.39 Tobacco restrictions may have a similar effect.
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To summarise, a substantial reduction of tobacco retail
outlets is likely to make an important contribution to
achieving Smokefree Aotearoa 2025. New Zealand
work suggests potential effects on reducing disparities.
Stakeholders in our engagement process overwhelmingly
rated reducing retail availability and supply as an urgent
priority. The public, including smokers, also view this
intervention as likely to be effective. The proposed twostage mechanism of a transitionary phase-out period
followed by mandated restrictions of tobacco sales to a
very limited number of retailers seems a feasible approach.
There are strong precedents in for restrictions on retail
availability in other jurisdictions.

Reviewed papers on the tobacco-free
generation

Action 2.3: Introduce a ‘tobaccofree generation’ policy to restrict
access to tobacco products for future
generations, with an annual increase
in the minimum purchase age,
starting in December 2020

Evidence to support the tobacco-free
generation

This review included:
•

one qualitative review on tobacco endgame policy
options18

•

six descriptive articles on the rationale, policy
implications and/or ethical issues74-79

•

two background papers80, 81

•

one qualitative study with NZ stakeholders4, 82

•

one NZ modelling study.2

No direct evidence is available since this measure has
not yet been implemented. Research into the effects
of advertising of age-related products has found that
most youthful non-compliance under an age-specific law
disappears when a universal law is introduced instead.81
Numerous studies reveal the importance in smoking
initiation of peer influence and the desire to appear ‘grownup’.80 Having a fixed minimum age creates a transition and
rite of passage. This is a key flaw in minimum age laws.

What is the ‘tobacco-free generation’
proposal?
The tobacco-free generation idea would prohibit retailers
from selling tobacco to new generations from a specified
date. We propose introducing legislation to make it illegal
for any person born on or after 1 January 2003 to purchase
commercial tobacco.

Despite the absence of direct evidence, the rationale for the
intervention is sound. Preventing youth uptake may be key
to ending the tobacco epidemic – since more than 80% of
smokers start by age 18, and virtually all by age 26.74 This
intervention recognises the difficulty of persuading adults
to quit. By focusing on the sale of tobacco, rather than
purchase, the policy makes enforcement relatively easy,
especially in settings where tobacco retailers are licensed.

This would be implemented with an annual increase in the
minimum purchase age for tobacco products, by one year
each year from December 2020. For example, the minimum
purchase age would be increased to 19 years in 2021, 20
years in 2022, 21 years in 2023, and so on. Over time this
policy would effectively phase out the sale of tobacco. A
key advantage of this policy measure is that it sends a clear
message that tobacco is unsafe at any age – and avoids the
‘coming of age’ implication of minimum purchase laws.

Aotearoa New Zealand modelling evidence suggests strong
potential for effectiveness and health system cost-savings
from this policy.2 A recent study estimated that a tobaccofree generation policy would reduce smoking prevalence
to 11.2% for Māori, and 5.6% for non-Māori by 2025. The
measure was also predicted to result in large health gains
and cost-savings to the health system, particularly for Māori.

This proposal recognises that while the cigarette is too
dangerous to be allowed if newly created, it is also too
addictive simply to be prohibited overnight. The aim is
instead to phase it out by ‘grandfathering’ existing customers
and forbidding vendors from selling to new generations.
Existing smokers would not be affected by this policy.

Effects on equity and reducing disparities
Again, little evidence is available as this is a new proposal.
The New Zealand modelling study, referred to in the
previous section, provides modelling evidence for the
proposal’s potential positive impact on equity.2

This idea has been proposed by researchers in Singapore,
and a tobacco-free generation bill was introduced to
Tasmania’s Parliament in November 2014, but has not yet
been enacted. The policy is under consideration in some
Scandinavian countries, Russia and Singapore, and is being
advocated in Queensland.

That work suggests the tobacco-free generation policy
is likely to massively reduce smoking prevalence, and
contribute substantially to ending smoking disparities for
Māori. If well-enforced, the policy is predicted to halve
smoking rates within 10-15 years of implementation – and
would result in 5 times’ larger health gains per capita for
Māori compared to non- Māori. The modelling research
ranked it as the most effective endgame measure from an
equity perspective.2

A tobacco-free generation bill was introduced to Tasmania’s
Parliament in November 2014. A Parliamentary Committee
has reported back on the Bill. A vote in the Upper House is
pending.
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Feasibility and acceptability

A qualitative study of Aotearoa New Zealand tobacco
control experts found concern that the policy could
widen ethnic and social disparities in smoking.4 This was
because social supply to minors and retail non-compliance
were considered more prevalent in Māori and Pacific
communities and neighbourhoods. Interestingly, though,
Pacific tobacco control experts were the most optimistic
about this policy receiving community support, from both
parents and community leaders.

Technically, the tobacco-free generation proposal would
be relatively easy to implement. It would simply require
changing the wording of the current minimum age legislation
to also include citizens born on or after 1 January 2003.
This intervention may be easier for tobacco retailers
because they wouldn’t need to calculate the age of
customers anymore; they could just view the customer’s ID
to confirm the year born.

Unintended effects

Some Aotearoa New Zealand tobacco control experts have
expressed pessimism about feasibility and mixed views
on the likelihood of public support.4 It will be vital to hold
a public engagement process – especially with young
people – to establish the need and increase support for the
policy. As noted in the action plan, this engagement should
happen before introducing the policy.

The tobacco-free generation proposal has a low risk of
adverse effects. There may be potential for increased illicit
trade in tobacco products; however, this can be mitigated.4
This possibility would be minimised by choosing a cohort
later than 2000 for introduction of the policy. Further, illicit
trade requires demand: as long as sales are prohibited only
to those cohorts that are not yet addicted, the demand will
be minimal.

The proposal has several political advantages. The emphasis
on future generations and incrementalism may appeal to
governments. This measure is no-cost, requires no new
machinery to implement, and would be consistent with
Aotearoa New Zealand’s ‘clean and green’ image. The
measure is consistent with international human rights
commitments, and is likely to produce some ‘quick wins’
(e.g. for young pregnant women and babies).

Stakeholder support
The introduction of a tobacco-free generation policy in
Aotearoa New Zealand attracted support in our stakeholder
engagement process, although views were diverse. Some
stakeholders strongly disagreed with increasing the
minimum purchase age, and instead preferred the tobaccofree generation policy.

There is evidence of strong public support in Tasmania,
Queensland and Singapore.74, 75, 78

Stakeholders ranked raising the minimum purchase age
(either with an increase to the legal age to 21 or a tobaccofree generation policy) as the fourth most important
intervention in terms of likely effectiveness and feasibility.

Precedents for this policy
A precedent for the tobacco free generation proposal
occurred in colonial Taiwan (Japanese Formosa) and
British Ceylon in the early part of the 20th century.18 Opium
smoking was phased out over 20 years by requiring smokers
to display a licence in order to purchase opium; after an
initial registration period, no further licences were granted.

A concern raised about the tobacco-free generation option
was the length of time the policy may take to have effect,
with potential health impacts occurring into the future.
Many stakeholders also expressed concern about age
anomalies with the option of raising the minimum age
(either to 21 or with a tobacco-free generation policy).
Some felt the proposals would need further discussion and
engagement with young people to address concerns about
age-based prohibition and inconsistency with other agebased laws, such as for alcohol or marriage.

In both settings, complementary initiatives were introduced
to enhance the effectiveness of the generational measure
– in the areas of supply control, registration/licensing of
addicts, cessation programmes and education.74

19

Summary of evidence on the tobacco-free generation proposal
Evidence assessment

Newly-emerging area – hasn’t yet been implemented in any country, but is being 		
considered in several jurisdictions.

Effectiveness

No direct evidence because not yet implemented, but Aotearoa New Zealand modelling
suggests it is likely to be highly effective.
Numerous studies reveal the importance in smoking initiation of peer influence and the
desire to appear grown-up.80 This is a key flaw in minimum age laws.
Despite the absence of direct evidence, the rationale for the intervention is sound.
Preventing youth uptake may be key to ending the tobacco epidemic – since more 		
than 80% of smokers start by age 18, and virtually all by age 26.74 This intervention 		
recognises the difficulty of persuading adults to quit.

Equity and reducing disparities

Modelling suggests it is likely to have a positive impact on equity.2

Cost-effectiveness

NZ modelling evidence suggests strong potential for health system cost-savings.2

Unintended impacts

Low risk of adverse effects; possibly potential for increased illicit trade but can mitigate
to reduce this risk, e.g. by choosing a cohort later than 2000.

Technical feasibility

Relative ease of implementation – the Government could simply change the wording of
current minimum age legislation to also include citizens born on or after 1 Jan 2003.
This policy would be easier for retailers than the current minimum purchase age law 		
because they wouldn’t need to calculate the age of customers anymore (would 		
just view ID to confirm year born).
The impacts may be immediate, because the policy’s message that there is no ‘safe 		
age’ for smoking is more convincing than minimum purchase age laws. Further, 		
this would have an intensifying effect as respective cohorts age over time.

Political feasibility

In the short-term it may be difficult to convince politicians of the merits of this policy –
Tasmania’s experience suggests strong opposition from the tobacco industry is likely. NZ
stakeholders expressed pessimism about feasibility and mixed views on the likelihood of
public support in NZ.
On the other hand, some Tasmanian MPs strongly support the proposal and it is still 		
under consideration. The emphasis on future generations and incrementalism 		
may appeal to governments.
Longer term feasibility may increase over time if other jurisdictions implement this 		
policy.

Acceptability / public support

Evidence of strong public support in Tasmania, Queensland and Singapore.
A NZ qualitative study found mixed views among stakeholders on whether the NZ
public would support this policy. Some felt public support could be stronger if the policy
is framed as supporting young people.

Precedents

A precedent for the tobacco free generation proposal occurred with the phase-out 		
of opium smoking over 20 years in Japanese Formosa (colonial Taiwan) and 			
British Ceylon in the early part of the 20th century.
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Summary of rationale for Objective 3:
Appeal — Make tobacco less appealing and less addictive
act to enhance the appeal and palatability of cigarettes,
particularly to young people and to people trying to quit
smoking. They may also enhance addictiveness. Intervening
to reduce the appeal and palatability of smoking may
help prevent youth in particular from taking up smoking
or becoming addicted. Further, several precedents are
available in other countries and evidence from their
implementation will emerge in future.

As well as the supply side of tobacco control, another
neglected area of policy in Aotearoa New Zealand – and
until recently most other countries – is the regulation of the
product. There are almost no regulations for how cigarettes
are designed and manufactured, or on their constituents or
emissions. As a result, the tobacco industry can ensure that
cigarettes are highly appealing, palatable and addictive to
encourage use and minimise quitting, and are not required
to make their products safer for users.

Despite the lack of precedent and absence of evidence
for the impact of a mandated nicotine-reduction strategy,
we believe there is strong emerging supporting evidence
and theoretical reasons to believe that implementation
of mandated very-low-nicotine-content (VLNC) tobacco
products would have a major impact on reducing smoking
prevalence. Some research suggests that nicotine levels are
particularly high in New Zealand tobacco.83 This is another
reason to implement this action.

One of the key areas for intervention in the action plan to
achieve Smokefree Aotearoa 2025 is to legislate to reduce
the appeal and addictiveness of the product, for example
by eliminating additives and reducing the nicotine content
of cigarettes and other tobacco products.
Little evidence exists on the effects of removing additives
from tobacco products but that is unsurprising as this is a
newly-emerging area of tobacco control. Stakeholders in
our engagement process did not prioritise this option highly
overall, but when asked to rank more detailed options in
this area, they favoured banning all additives rather than a
more incremental approach.

Feasibility issues around lack of precedents and probable
opposition from the tobacco industry and politicians would
need to be addressed. Robust monitoring and evaluation
mechanisms must be put in place to assess impact and, if
necessary, reappraise the intervention.

Yet, we believe there is a strong rationale for this option
for other reasons. It is highly plausible that additives
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KEY ADVANTAGES

KEY DISADVANTAGES

3.1 Ban appeal- and addictive-enhancing
additives
Likely to help achieve 2025 goal by dramatically reducing
the appeal of tobacco products, potentially helping current
smokers to quit and preventing youth from taking
up smoking.

Evidence base is still emerging.

Some overseas precedents are in place and evidence will
increase rapidly in future based on other countries’
experience, particularly with removal of menthol.

Possible legal and international trade challenges.

May be possible to implement this policy with regulations
rather than requiring new legislation.

Tobacco industry opposition and potential for manufacturers
to take action to counter the effects of additive removal.
Possible increases in illicit trade which may undermine the 		
intervention effectiveness.

3.2 Restrict sales to VLNC
Likely to help achieve 2025 goal by greatly reducing the
addictiveness of tobacco products, potentially helping
current smokers to quit and reducing risk of youth taking
up smoking.

Evidence base is still emerging and there is no evidence yet
for a mandated nicotine reduction policy.

Active areas of research with strong supportive evidence and
substantial evidence likely to emerge in the next few years.

Possible legal and international trade challenges.

May be possible to implement this policy with regulations
rather than requiring new legislation.

Feasibility may be limited by lack of precedents and probable
tobacco industry and political opposition.

NZ surveys find strong support among the public85
and smokers.85, 95, 115

Possible increases in illicit trade which may undermine the
intervention effectiveness.			
May be logistical challenges in implementation.
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Action 3.1: Ban all additives and
innovations in tobacco products
that may enhance their appeal or
addictiveness by December 2019

Evidence to support removing additives
Limited evidence is available on the effects of removing
all additives from tobacco products, as this is a newly
emerging area. Given the limited evidence on the effects
of existing regulations, we need to consider the impact
of current tobacco product features and its likely effect
on tobacco control efforts. Current features, such as the
inclusion of flavours, are known to increase the appeal of
cigarettes and hinder tobacco control strategies.87

Over 350 known additives are contained in cigarettes sold in
New Zealand.4 Additives include flavours, sugars, menthol,
liquorice, preservatives, and many other chemicals. These can
change the properties of tobacco or enhance the experience
of smoking, which adds to the appeal, particularly for young
people and experimental smokers. Some additives may
have the effect of increasing the addictiveness of tobacco
products.98

Menthol is the one of the best known and most studied
additives. Menthol use is associated with uptake of smoking
and menthol cigarettes are smoked by more young people
and women in various jurisdictions,91 and also by some
ethnic groups (e.g. Black Americans).87 Menthol may make
tobacco products more attractive, particularly to younger
smokers due to its pleasant flavour and its ability to reduce
the harshness of tobacco smoke because of its cooling
and local anaesthetic properties. Reducing harshness may
facilitate deeper inhalation and so enhance addictiveness.
Reviews have concluded that menthol cigarettes have
a major impact on increasing initiation of smoking and
reducing cessation among established smokers.88, 97, 98

Information on use of menthol cigarettes in Aotearoa New
Zealand is limited – 13% of smokers in the 2016-17 ITC
study (preliminary unpublished data), similar to the level in
the 2007 ITC study.86
The removal of additives was a recommendation by the
MASC, although this has not yet been acted upon. There is
increasing international precedent for removing additives
such as menthol from cigarettes and tobacco.
We recommend that the Government regulate to remove
all additives in tobacco products that have the potential to
enhance appeal, palatability or addictiveness by December
2020. The ban could apply to additives with a proven or
potential effect to increase addictiveness or appeal (with
the onus on the industry to demonstrate that an additive
has no such effects) and may be able to be introduced by
regulation under existing legislation (the 1990 Smokefree
Environments Act). Alternatively, the Act could be amended
if necessary.

Modelling evidence predicts that a ban on menthol would
result in a reduction in smoking prevalence of 10% overall,89
and major reductions in smoking initiation.90 In the 201617 ITC study, 38% of menthol cigarettes smokers said that
they would quit smoking entirely if menthol cigarettes were
banned (unpublished preliminary data).
Therefore, a ‘prima facie’ case may be argued for regulation
to remove additives, based on theory and emerging
evidence of the impacts of additives. If flavourings such
as menthol are removed, then tobacco products will be
more distasteful and less palatable, particularly for young
smokers. If constituents like ammonia are removed, then
tobacco products may be less addictive. And, removal of
preservatives would mean a lower shelf life, which is likely
to push up the price of tobacco products.

Reviewed papers on additives
Our review included:
•

one systematic review on the removal of (non-menthol)
flavours87

•

one qualitative review on tobacco endgame policy
options18

•

one descriptive article that documents the approach
taken by the US FDA to estimate the public health
consequences of menthol cigarettes and lessons learned
for extending the approach to all flavours in tobacco
products88

•

two policy guidance papers89, 90

•

one qualitative study describing the tobacco industry
response to a menthol ban in Alberta and Nova Scotia

Internationally, little is available in the way of evaluations of
regulatory experience to draw upon, although governments
are increasingly considering potential tobacco product
regulatory measures.37 The international precedents for
such regulations are covered below.

Effects on equity and reducing disparities
In the US, one modelling study suggested that banning
menthol, specifically, may have a positive equity impact for
Black Americans.89 The study projected that a menthol ban
would lead to a 25% reduction in smoking prevalence for
Black Americans, but only 10% for the overall population.

91

•

four other papers that were included for background
information92-95

•

one Aotearoa New Zealand qualitative study on Māori
and Pacific tobacco control stakeholder views4, 82 and one
New Zealand article reporting on public support from the
International Tobacco Control (ITC) survey findings.96

In a qualitative study, removing additives was perceived
by Aotearoa New Zealand stakeholders as likely to have a
neutral effect on equity.4 However, if there is evidence of
greater menthol use among Māori/Pacific smokers, then
banning menthol is likely to have a pro-equity effect.
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Stakeholder support

Potential adverse effects of removing all
additives from tobacco products

In our engagement process, stakeholders ranked removing
additives as among the least-preferred priorities (rated
number five overall). Respondents to the stakeholder survey
ranked this option relatively higher (rated number three
overall). When asked in the survey to rate three detailed
options on additives, stakeholders favoured removing all
additives over reducing additives annually over time or
simply requiring tobacco companies to publicly report the
elements of tobacco products.

Little evidence is available, but possible risks may include
increases in illicit trade in imported products which do not
have additives removed, or tobacco manufacturers may
identify and use other ingredients or design features to
counter the effects of additive removal.

Feasibility and public support
On balance, we rate removing additives as moderately
feasible from a technical perspective. Qualitative research
with tobacco control experts has revealed mixed views,
but they noted this policy could be implemented with
regulations rather than requiring new legislation.4
Political feasibility may be lower than some other
interventions because of legal and international trade
implications, though these should not be problematic
provided any regulations are applied to all tobacco
products equally. Legal challenges have been made by the
tobacco industry in places that have implemented menthol
bans (although unsuccessfully challenged to date).89 The
Framework Convention on Tobacco Control, to which
Aotearoa New Zealand is a party, provides support for
removal of additives from tobacco products.
New Zealand and overseas research indicates high support
for removal of additives. For example, one New Zealand
study found almost 88% of non-Māori smokers, and almost
85% of Māori smokers, expressed support (either ‘a little
or a lot’) for laws to reduce the toxins in cigarette smoke.115
Over half of smokers supported restricting additives like
sugar in cigarettes.115

Precedents for removal of additives
Overseas precedents for removing menthol and/or other
flavour additives include the EU, Canada, Brazil, San
Francisco and New York City. Brazil has introduced the
most comprehensive measure to date, with a ban on all
additives. The European Commission has agreed to ban
menthol as part of the Tobacco Products Directive (TPD).
Canada amended its Tobacco Act in 2009 to ban the use
of additives that have flavouring properties or enhance
flavour; however, the act excludes menthol. Five Canadian
provinces (Alberta, Ontario, Quebec, New Brunswick and
Nova Scotia) have since enacted regulations to prohibit use
of all flavourings, including menthol.89
In Aotearoa New Zealand, there is a precedent from other
products in existing regulations that put the ‘onus of proof’
about the safety of additives on manufacturers (e.g. food
safety and psychoactive substances regulation).

24

Summary of evidence on additives and other product modifications
Evidence assessment

Newly-emerging area – so only limited evidence is available on the actual or potential 		
effects of removing additives.
There is evidence on the links between additives and adverse smoking outcomes. Since
current tobacco products are engineered with additives to increase appeal 		
and palatability, thereby increasing the harm to smokers, there is a ‘prima facie’ case for
regulation to remove or restrict additives.

Effectiveness

We assessed the effect of removing additives as emerging evidence of effectiveness, 		
but potentially moderately to highly effective.
Flavours in tobacco products are associated with tobacco use, dual/poly use, youth 		
experimentation and reduced intentions to quit.

Equity and reducing disparities

Unknown.

Cost-effectiveness

No evidence identified but likely to be highly cost-effective because low initial cost and
no ongoing implementation costs for government (especially if the costs fall on the 		
tobacco industry).

Unintended impacts

Little evidence, but possible risks of contraband products, illicit trade, or industry adding
other ingredients to counter the effects of additive removal.

Technical feasibility

We assessed technical feasibility as moderate. One study found mixed views among
NZ stakeholders.
The measure could probably be implemented with regulations rather than a new act.

Political feasibility

There is support in the World Health Organization Framework Convention on 		
Tobacco Control (FCTC) and likely public support, but also legal and international
trade implications. Legal challenges have been made by the tobacco industry in other 		
jurisdictions, but have so far been unsuccessfully challenged.

Acceptability / public support

We assessed acceptability as uncertain, but there is some evidence of strong public and
smoker support, from Aotearoa New Zealand and overseas research.

Precedents

Overseas precedents exist for removing menthol and/or other flavour additives 		
(e.g. EU, Canada, Brazil). NZ precedents include regulating to put the ‘onus of proof’ 		
on manufacturers (e.g. food safety and psychoactive substances regulations).
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Action 3.2: Introduce a mandated
nicotine reduction policy to restrict
the sale of tobacco to very-lownicotine content tobacco products
from December 2021

likelihood of contemplating, making and succeeding at a
quit attempt without causing significant increases in craving
or withdrawal symptoms, or a compensatory increase in the
numbers smoked, as had been feared.102, 106, 107
A large New Zealand trial found that addition of very low
nicotine content (VLNC) cigarettes to standard Quitline
smoking cessation support may help some smokers to
become abstinent.105 Compared with usual Quitline support,
the provision of VLNC achieved a marked increase in quit
rates, a positive impact on the time to relapse, and high
acceptability among participants.

The composition of tobacco products can be regulated as
a strategy to reduce addictiveness, aiming to help current
smokers to cut down or quit, and prevent new smokers
from becoming addicted. Nicotine is thought to be the main
addictive component of tobacco products. It is possible
to remove most of the nicotine content, similar to the
way that coffee can be decaffeinated, to make cigarettes
only minimally addictive. Reduced-nicotine cigarettes are
already available in the US and are called Very Low Nicotine
Content (VLNC) cigarettes. The nicotine content of VLNC is
generally less than 0.4 mg per gram of tobacco.

The World Health Organization concluded that mandated
nicotine reduction could decrease the acquisition of smoking
and progression to addiction among experimenters, limit
the number of cigarettes smoked by some proportion
of addicted smokers and both increase the number of
addicted smokers who stop smoking and reduce the
number of those who relapse.107 It is highly plausible that by
making smoked tobacco products ineffective as a nicotine
delivery device and hence less addictive, a mandated
nicotine reduction strategy could be complementary
to other interventions, particularly expanding access to
alternative products such as electronic cigarettes.

There is growing interest in nicotine-reduced tobacco
products as a tobacco control action, stimulated partly by
the US Food and Drug Administration being given powers
to reduce the nicotine content of tobacco products through
the 2009 Tobacco Control Act.

Reviewed papers on reducing
nicotine content

One early model estimated that the prevalence of smoking
in the US would decline from 23% to 5% with a VLNC
policy that was introduced over 6 years, but there is a need
for more recent, updated, modelling.101 This study estimated
a gain of 157 million QALYs over a timeframe of 50 years.114

This review included:
•

one Cochrane systematic review on harm reduction
strategies including reduced nicotine99

•

two descriptive overviews of evidence,100, 101

•

four trials102-105 including one NZ trial105

•

one qualitative review18

•

one advisory note from the World Health Organization107

•

five descriptive articles / opinion pieces108-112

•

one NZ technical paper on modelling114

•

one qualitative study with NZ stakeholders4, 82

•

two NZ studies on public support.85, 96, 115

More research is needed, however. Some experts believe
that expanding access to alternative nicotine delivery
products will be sufficient to greatly reduce smoking
prevalence, but this is yet to be tested.
New research findings are imminent with around many
more trials underway. In particular, existing studies have
been performed in contexts in which nicotine-containing
cigarettes were available to participants (even if use was
discouraged), so the impact of mandated nicotine reduction
could not be tested. Furthermore, no country has yet
implemented mandated nicotine reduction so the impacts
of this intervention in real-world settings is uncertain.

Evidence to support reducing nicotine
content

Effects on equity and reducing disparities
Little evidence is available yet, but one large New Zealand
trial of VLNC cigarettes for smoking cessation found no
ethnic differences in quitting behaviour with use of VLNC
cigarettes combined with NRT and behavioural support
(24% of the sample identified as Māori).105

Moderately strong, but consistent, evidence from
observational studies and trials suggests the potential
effectiveness, and relatively few harms, of a mandated
nicotine reduction policy.101, 104, 107, 112
However, there is no evidence yet on an existing mandated
nicotine reduction policy, as none have been implemented.
In recent RCTs and observational studies, smokers have
been provided with low-nicotine (also called ‘denicotinised’)
cigarettes, including in a New Zealand trial.101, 103-105, 107

Stakeholder support
In our engagement process, stakeholders ranked reducing
nicotine content as among the least-preferred priorities
(rated number six overall in both the meetings and survey).
One group noted that VLNC cigarettes would still have the
effect of normalising smoking and providing undesirable
role modelling to children.

These studies demonstrate that VLNC cigarettes can reduce
the number of cigarettes smoked per day and increase the
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Potential adverse effects of mandated
nicotine reduction

Of the three specific options discussed, stakeholders in the
survey preferred a phased approach, where the nicotine
content in tobacco products would be reduced over
time. The next preferred option was a mandated nicotine
reduction strategy.

Possible unintended adverse effects include a perception
that VLNCs are safer than conventional cigarettes, resulting
in greater uptake and reduced incentive to quit. This runs
counter to the existing evidence of smoker behaviour and
could be addressed with appropriate public information
campaigns.

Feasibility and public support
Feasibility may be moderate because of lack of
precedents for a mandated policy, logistical issues about
implementation (e.g. would the tobacco industry agree
to supply VLNC versions of existing brands, how would
nicotine content be monitored?), acceptability (e.g. how
would smokers respond if their preferred brands were no
longer available), and concerns about tobacco industry
and political opposition (e.g. it could be portrayed as de
facto prohibition). Implementation would probably require
new legislation, though this may be possible through fairly
simple amendments of the 1990 Smokefree Environments
Act. Logistical support may be possible through
international collaboration (e.g. with the US FDA). There
are as yet no precedents overseas for a mandated nicotine
reduction strategy.

Another possible risk is that the policy stimulates illicit
trade in nicotine-containing cigarettes. However, that could
be mitigated by appropriate enforcement measures (and
is unlikely to be a major problem due to Aotearoa New
Zealand’s geographical isolation and strong border controls,
and would be less likely if ECs are widely available and
provide an effective alternative nicotine delivery system.

However, there is evidence of strong public and smoker
support in NZ and other countries. For example, a New
Zealand survey for the International Tobacco Control
(ITC) study found 86% support for nicotine reduction
among smokers – and this was similar in Māori and Pacific
smokers.96, 115
Another New Zealand survey found that a strong majority
of smokers (63%, and even higher in quit attempters)
supported reducing nicotine content in cigarettes – with
81% support overall.85
In contrast, a recent New Zealand qualitative study of
smokers found initial support for VLNC use instead of regular
cigarettes – but over time the support appeared to reduce.84
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Summary of evidence on reducing nicotine content
Evidence assessment

We assessed the current evidence as moderate – although a newly emerging area, 		
there is consistent evidence from trials to date and further trials are underway.
Strong evidence indicates that nicotine is the main addictive component in tobacco 		
products.

Effectiveness

As this is a newly emerging area, we assess the effectiveness as emerging - but		
potentially high.

Equity and reducing disparities

Little evidence is available yet, so we assessed this as unknown. One NZ trial found no 		
differences by ethnicity in the use of VLNC in quitting.

Cost-effectiveness

No evidence was identified.

Unintended impacts

We considered two potential adverse effects, which could both be mitigated (the 		
perception that VLNCs are safer than conventional cigarettes and potential increase in 		
illicit trade).

Technical feasibility

We assessed this intervention as moderately feasible. NZ’s location increases the
feasibility (border control reduces risk of black market), but risks include a longer 		
implementation period than other interventions, and uncertainty around the tobacco 		
industry’s response (e.g. problems with supply or restricted choice of tobacco products)

Political feasibility

In terms of political feasibility, we assessed this as moderate to low, because of legal
and international trade implications (although industry opposition can be mitigated). 		
The policy and may not attract strong public advocacy. The policy is comparably 		
more palatable politically than an outright ban on sales or use of tobacco products.

Acceptability / public support

We assessed this as moderate – there is good evidence of strong public and smoker 		
support in NZ and other countries, but some recent NZ research suggests support from
smokers may reduce over time.

Precedents

No country has yet implemented nicotine reduction. US legislation allows for nicotine 		
reduction (not to zero but to very low levels). Some brands are available for purchase
in the US.
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Doing more of what we already do
Planned actions

the middle of 2018 at the earliest. Proposed new rules for
all ECs, whether or not they contain nicotine, include:

We now discuss evidence on the first of the planned
actions, ensuring access to alternative nicotine-delivery
products.

1. Ensure access to safe alternative
nicotine-delivery products, along with
complementary information and smoking
cessation support
This review focused on e-cigarettes (ECs) as the main
non-pharmacological alternative nicotine-delivery product
currently used in Aotearoa New Zealand. The market is
rapidly developing, with numerous types of ECs and other
products emerging. Product diversity is likely to increase
in future.

•

Prohibiting sale, and supply in a public place, to youth
under 18 years

•

restricting sale via vending machines to R18 settings

•

allowing all retailers to display ECs and e-liquid at
point-of-sale

•

allowing R18 retail settings to display ECs and e-liquid
in-store (including window display), promote products
on the outside of the store, and offer discounts, free
samples, loyalty awards etc.

•

Restricting advertising to limit the attraction of ECs to
non-smokers, especially children and young people –
e.g. by prohibiting broader advertising, e.g. billboards,
radio, TV, Internet (the rules above will apply to
retailers’ websites)

•

Prohibiting vaping in indoor workplaces and other
areas where smoking is banned under the Smoke-free
Environments Act

•

Requiring all vaping products to meet quality and
safety standards, such as nicotine concentration,
child-resistant closures etc. (to be developed by a
technical advisory group).

This section provides more detail than the other topics that
are planned or existing activities, given the current interest
in and policy change on electronic cigarettes.

Background
Electronic cigarettes (ECs) are electrical devices that mimic
smoked tobacco products by delivering nicotine (where
they contain nicotine) by heating an e-liquid solution to
produce a vapour which the user then inhales or ‘vapes’.
This summary focuses on ECs, of which there are numerous
types with the technology rapidly evolving. Other products
that deliver nicotine are becoming available, and may
emerge in future, that could also be used as part of a harm
reduction approach.

In addition, a regulatory regime will be established to
assess the need for regulating other emerging tobacco and
nicotine-delivery products in future. The Government intends
to introduce an amendment to the Smoke-free Environments
Act in 2017, and to implement the changes in 2018.

A harm minimisation approach could be used to help
achieve the Smokefree Aotearoa 2025 goal. Harm
minimisation has a wide scope; it aims to prevent
anticipated harm as well as reduce actual harm, and
to improve health, social and economic outcomes for
communities and individuals. Components of this approach
include harm reduction, demand and supply reduction and
abstinence strategies. ECs potentially offer a harm reduction
approach, in contrast to abstinence approaches that aim to
achieve tobacco- or nicotine-free goals. It should be noted,
though, that harm reduction requires a full transition from
smoking to vaping, which many smokers do not make.

Review of evidence on electronic
cigarettes
Our review included:

At present, Aotearoa New Zealand policy nominally prevents
the sale of nicotine containing ECs and e-liquids, although it
is permissible to import nicotine liquid (‘e-juice’) for personal
use (up to three months’ supply). Despite this policy, the
illegal sale of nicotine e-juice exists, and no enforcement
action is taken. ECs and e-juice without nicotine are freely
available for sale in Aotearoa New Zealand.
In March 2017, the Associate Health Minister announced
the sale of nicotine ECs and e-liquid will be made legal as
consumer products, with some controls (see below). The
Government plans to align the vaping regulations with
those for cigarettes, which will require legislative change.
The Ministry has indicated this will likely happen from
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•

Five recent systematic reviews (2014-2016) on the
impact of e-cigarette use on smoking cessation, and/or
the health effects of e-cigarette use99, 116-119

•

one qualitative review18

•

two other reviews120, 121

•

five policy papers37, 122-125

•

one assessment of the population impact of e-cigarettes
on smoking cessation126

•

one comparative health risk assessment of ECs and
conventional cigarettes127

•

one modelling study128

•

five surveys129-133

•

five descriptive articles134-138

•

three papers from Aotearoa New Zealand:
-

one EC trial139

-

one policy paper140

-

one cross-sectional survey141

Evidence on EC use, smoking cessation and
potential health effects

estimated that in 2014 in the UK the numbers of additional
quitters due to ECs was in the ‘tens of thousands’.126

As a new and rapidly emerging product category, there is,
unsurprisingly, limited, and sometimes conflicting, evidence
to inform decision-making on ECs as smoking cessation aids
and on their potential for causing harm to individuals. Much
of the evidence of efficacy as cessation aids to date is from
observational studies rather than clinical trials. However,
emerging evidence, for example from the United Kingdom
where ECs are widely available, is increasingly suggesting
that they are making a positive contribution to recent
reductions in smoking prevalence.118, 122, 123

The evidence suggests few, if any, significant short-term
adverse effects of EC use.123, 142 Compared with smoked
tobacco, current research suggests a much lower negative
health impact of ECs in the short-term, although the
evidence base is still developing. The current best estimate
is that EC use is around 95% less harmful to health than
smoking.123, 142 This estimate is a collation of expert views,
rather than an empirical comparison.

Evidence on health effects of ECs

A recent study measuring biomarkers (nicotine, tobaccospecific N-nitrosamines (TSNAs), and volatile organic
compounds (VOCs)) found that former smokers with long
term exclusive EC use have substantially reduced levels
of measured carcinogens and toxicants relative to those
smoking only combustible cigarettes and dual users.133 A
comparative health risk assessment, which compared ECs
to conventional cigarettes, found that although the health
effects of ECs are still not well understood, current evidence
indicates that ECs are less harmful than conventional
cigarettes.127

More trials are urgently needed to inform policy
development in this area. In 2016 fifteen trials were
underway that are expected to add further evidence on the
possible role of ECs in smoking cessation.118

Effectiveness in supporting or increasing
smoking cessation
The most recent Cochrane systematic review, published
in 2016, found evidence that nicotine ECs were effective
compared to ECs that didn’t deliver nicotine, but concluded
that the level of evidence was low, due to the small number
of studies (two) included in the meta-analysis.118

However, longer-term adverse effects of short-term and
long-term EC use have not yet been studied so cannot be
ruled out.123

Preliminary evidence is emerging of a modest effect for
helping some individual smokers to quit smoking altogether,
or to cut down the number of cigarettes they usually smoke
(although cutting back may not significantly reduce harm).
One Aotearoa New Zealand trial found similar quit rates at
six months to those found with nicotine patches when no
behavioural support is provided.139 However, as yet there is
insufficient evidence of effectiveness in terms of increasing
smoking cessation when EC use is initiated by the smoker
rather than by a cessation service.

Evidence on Aotearoa New Zealand use of
e-cigarettes
As there is increasing use of ECs in NZ currently, and an
emerging retailer industry, there was some pressure to
legalise the use of nicotine ECs. In two 2013 studies, 7% of
adults and youth (aged 14-15 years) reported that they had
used ECs.143, 144
Preliminary analysis of the 2016 Health and Lifestyles
Survey suggests an increase in the past few years – 17% of
adult respondents reported they had used ECs.145 People
aged 15 to 24 years (30%) and 25 to 34 years (27%) were
more likely to report that they had ever tried an e-cigarette
when compared with people aged 35 to 54 years (16%)
and 55 years and over (6%). When asked about frequency
of EC use, the vast majority (84%) reported they do not use
an EC now. Only 6% reported using ECs at least once a day.

In summary, evidence from the two available clinical
trials and observational studies suggests that ECs may
be effective as cessation aids when used as a smoking
cessation intervention, but confidence in this result is
low due to the small number of trials and low quality of
studies.118, 140 There is evidence from one cross-sectional
study in the UK that daily use is necessary to confer a
cessation benefit.131 The tobacco control policy context is
also important.128 Further trial evidence is needed.

Importance of synergistic effects from
combining interventions

Evidence of the role of ECs in reducing
smoking prevalence

We believe that increasing the potentially positive role of
ECs in smoking cessation can be maximised through many
of the other interventions in our Achieving a Smokefree
Aotearoa by 2025 action plan, for instance making tobacco
products less affordable, less available, less appealing and
less addictive relative to ECs. Such changes would enhance
the likelihood that ECs would be attractive alternatives
to smoked tobacco products for addicted smokers who
continue to require nicotine, and so will encourage quitting
and switching to ECs.

ECs could potentially lead to a reduction in smoking
prevalence even if only modestly effective at helping
individuals to quit smoking so long as their use was
widespread among smokers with the intention of
substituting them for conventional cigarettes. ECs are
widely available from a range of retail outlets and on the
internet; and they are more appealing to smokers than
pharmaceutical nicotine replacement products. Evidence
to show ECs have led to a reduction in smoking prevalence
thus far is limited, however. West and colleagues (2016)
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Selected country experiences

Our recommendation of substantial annual tax increases
on smoked tobacco products will make smoked tobacco
products relatively less affordable, and alternative nicotine
delivery products relatively more affordable. We therefore
support a differential tax policy where excise tax is applied
to smoked tobacco products, but not to alternative
products such as ECs.

It is useful to consider how other comparable countries
have approached ECs. The following box summarises the
approaches of three selected countries: UK, US and Finland.

Box 2: Selected countries’ approaches to
EC regulation

Nonetheless, there may still be areas of policy debate over
ECs. For example, the above logic would suggest that, while
retail availability of tobacco products should be greatly
restricted, ECs should be made available everywhere.
But there could be downsides of making ECs too widely
available. Such a policy may promote use by children and
result in ongoing encouragement of new EC users and
nicotine addiction. That would be undesirable given the
modest adverse effects of nicotine use and possible longterm adverse effects of EC use.

UK: The UK has taken a liberal approach to ECs, with little
regulation apart from age and advertising restrictions. The
UK Royal College of Physicians has recommended that
ECs, NRT and other non-tobacco nicotine products should
be promoted “as widely as possible” as a substitute for
smoking, and that regulation doesn’t inhibit the harm
reduction potential of ECs.
US: In contrast, the US has taken a more cautionary
approach. In May 2016 the US FDA regulated e-cigs and
all other products (current and future). Licences or permits
are required to sell ECs in 14 states including California.120,
121
The US Preventive Services Task Force concluded the
current evidence is insufficient to recommend e-cigs for
tobacco cessation.37

Long-term adverse effects of EC use are currently unknown,
but are likely to be much less than smoked tobacco
products. In addition, the option of restricting sales to
specialist shops and pharmacies would be a way to ensure
availability, while minimising the risk of purchase by minors
and ensuring that smokers get the best possible advice
about use of ECs in quitting.

Finland: Finland has decided against a harm reduction
approach, aiming to phase out ECs and other alternative
products, as well as phasing out tobacco (Finland’s 2040
goal is to get to less than 2% for all tobacco and nicotine
products including ECs). ECs are currently sold in retail
shops, however they have strict rules. As of August 2016
ECs faced the same restrictions in terms of sales and
public use as regular cigarettes, such as age limits – and
are no longer allowed to have any flavours.66

We recommend there should be rigorous discussion and
debate about EC-related policy (such as permitted place of
sale, packaging and marketing, controls on use of flavours
and vaping in places where smokefree polices are in place)
with the aim of implementing policy in 2018 which strikes
the best balance of positive impacts of ECs on smoking
prevalence, while minimising the risk of adverse effects of
wider availability and use.
There should also be rigorous monitoring and evaluation of
the impact of e-cigarettes (and other alternative nicotine
delivery products) on smoking cessation and uptake by
December 2019, and potential adverse impacts. Policies
should be reviewed and modified as necessary.
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Summary of evidence on ECs and other products
Evidence assessment

Newly emerging area - To date there is limited, but increasingly emerging evidence on 		
the role of ECs as smoking cessation aids and as ‘gateway’ products to smoking 		
for youth or ex-smokers. A number of trials are underway that will add further evidence.

Effectiveness

EC role in smoking cessation: Preliminary, growing evidence of potential effectiveness, 		
but the quality and level of evidence has been low. Evidence of the overall impact on
smoking prevalence is still emerging. Some evidence from the UK suggests a modest 		
positive effect.126, 223 More research is needed.

Equity and reducing disparities

Little equity-specific evidence was located for this review. One NZ trial on the use of 		
nicotine ECs for smoking cessation (compared with patches and non-nicotine 			
ECs) found no difference in cessation efficacy between Māori and non-Māori smokers139

Cost-effectiveness

No evidence was found on the cost-effectiveness of interventions involving ECs.

Unintended impacts

Concerns have been raised about potential youth uptake, uptake by non-smokers, 		
normalisation of smoking, dual-use and erosion of smokefree laws.
Gateway effect: Evidence is uncertain on whether EC use facilitates smoking initiation 		
by non-smokers who would otherwise not have taken up smoking140. The focus of 		
research to date has been on young adolescent experimentation, with a lack of current
information about youth aged over 18 years. Further research is needed.
Dual use: There are concerns that vaping will allow or encourage smokers to continue
smoking, by allowing nicotine intake in places where smoking is not permitted. Trials 		
and surveys suggest dual use may be as high as 70-80% of EC users, but it is not yet 		
clear to what extent this represents a transition away from smoking cigarettes.140
Health effects of ECs: Relatively lower health risks than smoked tobacco in the short-		
term; evidence on longer-term effects is not yet available.
Second-hand exposure: A large evidence review for Public Health England concluded 		
that ECs release negligible levels of nicotine into ambient air and there are no identified
health risks to bystanders.142

Technical feasibility

This measure is highly feasible. Work on a national policy and regulatory framework for
ECs in NZ is underway, with a recent Ministry of Health consultation and the Government
announcement in March 2017 to allow the legal sale of ECs with regulatory controls.
Legislative change will be required and a Bill to amend the Smoke-free Environments 		
Act 1990 is expected in early 2018.
Policies need to support the potential of ECs in facilitating smoking cessation, while also
discouraging dual use and non-smokers from taking up ECs.

Political feasibility

This measure is highly politically feasible. The recent government announcement
indicates feasibility of legalising sale of ECs and e-liquids with some controls. It may also
be feasible to further restrict availability to a small number of outlets (e.g. pharmacists 		
and specialist vape shops).

Acceptability / public support

Acceptability of regulatory options: Findings of the recent Ministry of Health consultation
provides information about the acceptability of various options for regulating ECs.250 		
submissions were received, 98 from vapers and 152 from non-vapers. Most 			
(90.8%) submitters agreed the sale and supply of nicotine ECs and 				
nicotine liquids should be allowed on the local market, with appropriate controls.146

Precedents

The UK has taken a liberal approach to EC regulation, in contrast to the US which has 		
adopted a more cautious approach. Finland has strict regulation and aims to achieve an
endgame goal for both smoked tobacco and ECs.
This review didn’t find examples of other countries that have restricted sale of EC 		
products to certain outlets such as pharmacies or specialist vape shops.

As noted earlier, evidence on standardised packaging (and enhanced pictorial health warnings) is not covered here because
the regulations to implement changes in this area had already been released.
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Enhance or extend existing tobacco
control activity
The sections below follow a slightly different structure to the
earlier sections, where relatively fewer topics are included
in the text. A summary table includes the full range of
topics, however. The reason for the difference in structure is
because these activities are supporting actions, rather than
the core (new) actions in the action plan.

1: Enhance mass media and social media
campaigns, including about smoking
cessation support and the Smokefree
Aotearoa 2025 goal
Background

•

lack of use of emotion-arousing campaign themes

•

some campaigns were only of short duration.43

•

One systematic review of major tobacco control
interventions which included assessment of mass media
campaign6

•

Two systematic reviews of equity effects of tobacco
control interventions which included assessment of
mass media campaign9, 10

•

One systematic review of cost effectiveness of mass
media campaigns151

•

One systematic review of stigma and smoking152 and
one narrative review of the potential impact of mass
media campaign and TID on stigma153

•

One study of support for a range of tobacco control
interventions among smokers in four developed
countries158

•

Four NZ studies of support for tobacco control measures
and the Smokefree Aotearoa 2025 goal among adults
and adolescents.157, 159-161

Evidence from NZ of impacts of mass media campaigns on
smoking-related outcomes is limited, but there is no reason
to believe the findings would be different from those found
in the systematic reviews.
There is evidence indicating that general adult campaigns
also reduce youth uptake of smoking,147, 149, 162 which
suggests less need for youth-specific campaigns.
Tobacco industry denormalisation (TID) campaigns
A systematic review found moderate evidence that TIDthemed mass media campaigns are effective at reducing
smoking among youth – with weaker evidence for impact
on young adults and adults.154

Evidence reviewed included:
Four recent systematic reviews of mass media
campaigns (two general, one focused on adults and two
focused on youth)147-150

One NZ overview of the possible role of mass media
campaigns and one overview of recent practice in mass
media campaign in NZ156, 157

International evidence on the effectiveness of mass media
campaign comes from four systematic reviews of mostly
epidemiological (before-after, interrupted time series and
quasi-experimental) studies,147-150 which found positive
effects in reducing smoking prevalence by increasing
quitting and intention to quit and reducing initiation
behaviours among youth and adults in many different
settings, particularly various American states. There is also
specific evidence of impacts of mass media campaigns
from Australia.

We recommend implementing well-funded, best-practice
mass media and social media campaigns as part of a
comprehensive communications strategy – as originally
recommended in the MASC report. Resources for the
campaigns could be allocated additional revenue from
tobacco tax increases.

•

•

The effectiveness of mass media campaigns occurs by
promoting quitting directly (and possibly other indirect
mechanisms e.g. changing social norms, promoting
interpersonal discussion about smoking and quitting, and
supporting tobacco control policy introduction).

Current campaigns include cessation-oriented campaigns to
promote use of the Quitline and the ‘Stop Before You Start’
campaign to prevent initiation of smoking among young
adults. A review of New Zealand mass media campaigns in
2014 revealed several areas that fell short of best practice:
falling expenditure on mass media campaigns, with
current intensity at or below the recommended intensity

One systematic review and one narrative review of TID
mass media campaigns154, 155

Evidence of effectiveness

Mass media campaigns aim to reduce smoking prevalence
and smoking-related harm among young people or
adults, and may use a variety of media channels, including
television, internet, radio, billboards, print media – as well as
social media.

•

•

There is some evidence that TID mass media campaigns
are most effective in settings where knowledge about the
tobacco industry anti-industry sentiment is already present.
The latter may be a problem in NZ as there have not been
any previous TID campaigns in NZ with wide reach, the
tobacco industry mostly maintains a low profile in NZ and
as a result there may be a lack of awareness of the tobacco
industry presence and its activities in NZ.
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Impact on equity and reducing disparities

Precedents

The international evidence is mixed, but viewed overall
suggests that mass media campaigns have similar impacts
on priority groups such as indigenous, ethnic minority, and
low SES smokers, particularly if of sufficient intensity.9, 10
Negative health effects and personal testimony messages
may be particularly effective with low SES groups.

Well-resourced and sustained mass media campaigns have
been prominent features of comprehensive tobacco control
strategies in many countries (e.g. Australia) and jurisdictions
(e.g. California). These two examples are leaders in tobacco
control and in reducing smoking prevalence.
Industry denormalisation campaigns have most commonly
been implemented in the US, and have mostly included a
strong youth focus. Mass media campaigns have been a
feature of tobacco control in NZ for 20 years or more. The
Te Reo Marama ‘Māori Killers’ and “Endangered species’
campaigns offer a precedent for hard-hitting campaigns in
NZ, though these were short-lived and poorly funded.

However, one review noted there were substantial
methodological shortcomings with studies of mass media
campaign in low SES groups and an absence of evidence
from multiple disadvantaged groups,150 Another review
noted that empirical evidence of lack of impact on low
SES groups may often be due to insufficient intensity of
campaigns.164
Two overviews of equity impacts of tobacco control
interventions both found mass media campaigns to have
mixed effects, because campaigns vary in intensity and
mode of delivery.9, 10 Low SES groups tend to have higher
rates of television viewing.

Cost-effectiveness
Little evidence was found in the general reviews. Durkin and
colleagues noted that mass media campaigns can be highly
cost-effective as they can reach large audience at low cost.
Targeted mass media campaigns may be less cost-effective
depending on relative costs and efficacy of targeting.
‘Recycling’ (i.e. repeating previous) campaigns (where pretesting is supportive) may be used to reduce costs and
improve cost-effectiveness.
One systematic review151 concluded there was consistent
evidence that mass media campaigns of various types in
different settings were cost-effective interventions and
could be cost-saving when healthcare costs averted were
taken into account.

Unintended impacts
There are risks that negative campaigns (e.g. graphic
negative effects, moral undertones) may increase stigma,
create resistance and stress, cause social withdrawal, and/
or reduce self-esteem and well-being among smokers who
are unable to quit.
On the other hand studies of the impact of negative selfstereotypes among smokers due to media campaigns
report a mix of the above negative effects, but also report
approximately equal positive effects such as smoking
cessation, decreased risk of lapse or relapse, and increased
intentions to quit.152
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Summary of evidence on mass media interventions
Evidence assessment

There is strong evidence that mass media campaigns are effective at reducing smoking
prevalence and uptake among adults and young people.
Although Cochrane reviews of mass media campaigns have rated the evidence as
moderate, these reviews include many dated demonstration projects that did not 		
have adequate reach. Further, the Cochrane reviews rate non-RCT studies as poor or 		
very poor quality, when an RCT is an inappropriate design for evaluating media 		
campaigns. The US Surgeon-General’s report has a better approach from a public health
perspective.165
There is moderate evidence to support tobacco industry denormalisation (TID)-themed
mass media campaigns.

Effectiveness

Systematic reviews indicate positive effects in reducing smoking prevalence by 		
increasing quitting and quit attempts, and reducing smoking initiation.

Equity and reducing disparities

Mixed evidence but overall suggests similar impacts on priority groups such as 		
indigenous, ethnic minority, and low SES smokers, particularly if of sufficient intensity

Cost-effectiveness

Limited evidence, but some research suggests a cost-saving impact.

Unintended impacts

Some risks of increasing stigma and stress for smokers who cannot quit, but studies also
show positive effects such as smoking cessation and lower risk of relapsing.

Technical feasibility

We assessed technical feasibility as high. No legislation is required, but there would be a
resource requirement for the development of new campaigns and/or intensification of 		
mass media campaign delivery.

Political feasibility

Existing national mass media campaigns demonstrate that these interventions are
politically feasible, however there may be some political barriers for more 			
substantial interventions like TID campaigns. The tobacco industry (and its allies),
in particular, is likely to vigorously oppose such interventions, and they may create 		
political controversy which makes policy-makers reluctant to proceed.

Acceptability / public support

Acceptability is likely to be high for interventions to strengthen mass media campaigns,
e.g. Aotearoa New Zealand surveys suggest high public support.159, 161
It is less certain whether TID approaches would gain support (although the acceptability
of Truth campaigns seems very high among target audiences).

Precedents

Strong precedents in Australia, California and other settings. US precedent for industry 		
denormalisation campaigns.
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2: Enhance targeted smoking cessation
advice and support
Background

cessation support and broader smokefree interventions
have been relatively little used in Aotearoa New Zealand,
despite good evidence of the impact of smoking cessation
support in this setting.44 The recent announcement of a
Smokefree Defence Force is a good example of a setting for
such an initiative.

Currently, the government has a strong focus on smoking
cessation programmes at the individual level. Individuallevel smoking cessation interventions, such as nicotinereplacement therapy (NRT) and Quitlines, enable individuals
who engage with the intervention to increase their chance
of long-term quitting. However, evidence suggests that only
a minority of smokers use these interventions.

Workplace interventions could focus particularly on
occupational groups with high smoking prevalence or ‘role
model’ status, such as teachers and nurses.
Exploration of smoking cessation support in a greater
variety of settings may also be a promising approach, such
as through community-based outreach, pharmacies and
WINZ offices. Ensuring cessation information and support
is available wherever cigarettes and e-cigarettes are sold
(including advice on use of ECs for quitting) is likely to
maximise uptake and impact of cessation services.

In contrast, population-level interventions enable whole
populations to increase their quit rate (and usually to
lower their smoking prevalence), such as by providing a
whole population with cues to quit or increased chance of
avoiding relapse. Examples of population-level interventions
include the measures included in our action plan to reduce
affordability, availability, appeal and addictiveness of
tobacco products, as well as enhanced mass media and
smokefree policies.

Better targeting of smoking cessation advice and support
to achieve sufficient reach and impact with priority groups,
particularly Māori and Pacific smokers, is important to
ensure that these groups have appropriate cessation
support available. Other groups that should receive
targeted cessation support include post-release prisoners
and pregnant women.

We believe that individual smoking cessation support will
be insufficient to achieve the Smokefree Aotearoa 2025
goal, and that enhancements in this support will only make
a small contribution to reducing overall prevalence. Broadbased population level will also be vital.

Our review included:

We base this on several lines of argument, described in more
detail in the Smokefree Aotearoa 2025 Progress Report
aspire2025.org.nz/smokefree-actionplan. For example:
(i) The overall numbers of people quitting through face-toface and other cessation services and the40 Quitline are
currently well below the numbers required to achieve
the Smokefree Aotearoa goal, particularly for Māori and
Pacific people. Substantial increases seem unlikely to be
possible within feasible resource allocations
(ii) Most quit attempts occur without the use of formal
smoking cessation support services (only 12% of
smokers had used Quitline or formal smoking cessation
services during their last quit attempt in the 2012/13
New Zealand Health Survey)57

•

Ten reviews focused on smoking cessation99, 166-174

•

Four general reviews that include smoking cessation6, 8-10

•

Four trials105, 171, 175, 176

•

One policy paper37

•

One summary of Australian indigenous cessation
support177

•

One small Aotearoa New Zealand qualitative study with
Māori women former smokers178

•

One Aotearoa New Zealand survey on public support.96

Evidence of effectiveness
Effects of NRT: A large 2012 Cochrane review, including
150 trials, found evidence that all these forms of NRT can
increase the likelihood of quitting smoking.167 A general ‘rule
of thumb’ is that NRT doubles quit success rates. There is
some evidence, although low quality, for the effectiveness
of NRT for those smokers who don’t want to quit.

(iii) The emergence of ECs may encourage quitting without
formal support. In the United Kingdom, as EC use has
increased, the use of NHS smoking cessation services
has declined (though this may also have been due to
cuts in funding).
However, smoking cessation support may enhance the
impact of population-based interventions like increases in
tax. Furthermore there is a moral imperative to make such
support available to those who want it — particularly among
poorer smokers — to mitigate possible adverse economic
impacts of tobacco tax increases.

Improving access to and choice of NRT: Aotearoa New
Zealand trial evidence explored whether smokers with
better access to NRT, more product choice and no financial
barriers to NRT were more likely to stop smoking at 6
months than smokers in a control group. No increase in
long-term quit rates was found compared to usual care,
despite a significant impact on short-term quit rates, time
to relapse, high participant acceptability and greater use of
NRT. The authors suggest that despite reporting more use

Targeted efforts to promote and support cessation
among priority and high prevalence groups seem the best
approach to take. For example, workplace-based smoking
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in programmes can be increased by competitions and
incentives organized by the employer, although one trial
demonstrated a sustained effect of financial rewards for
attending a smoking cessation course and for long-term
quitting.169

of NRT, participants (particularly highly dependent smokers)
in the intervention group may still have been ‘under-dosed’
with NRT, which is why no effect was seen on quit rates.175
Potential effects of NRT on harm reduction among those
who continue to smoke: A recent Cochrane review found
some evidence of effectiveness for NRT use among those
smokers who continued to smoke, but wanted to cut down
or replace their usual cigarettes with alternatives (NRT,
pharmaceutical drugs, e-cigarettes, very-low-nicotinecontent [VLNC] cigarettes, nicotine inhalers etc.) – although
rated the evidence as low quality.

Delivery of smoking cessation support by dentists: A
recent evidence review concluded there is considerable
evidence to support the effectiveness of smoking cessation
programmes used in dentistry. Effective programmes
are brief behavioural interventions combined with
pharmacological treatment, and include involvement of the
entire dental team.166

Incentives to quit smoking: There is some emerging
evidence on the effectiveness of financial incentives to quit,
and on quit-smoking competitions.37 Financial interventions
for smoking cessation are most effective when targeted
at smokers to reduce the cost of cessation products, but
incentivizing quitting may be effective as well (mixed
findings from reviews to date).6 Tobacco price increases,
due to raising tobacco taxes, could be argued as a form of
financial incentive to quit.

Combining mass media interventions with smoking
cessation: There is evidence of positive synergistic effects
from combining mass media interventions to deliver
smoking cessation messages and counselling support.8

Evidence on equity and reducing disparities
Our review found mixed findings on equity effects –
targeted programmes, and improving access to cessation
services and support, may have promise in improving equity
and reducing disparities.

Use of VLNC cigarettes for smoking cessation: Recent trial
evidence suggests that very-low-nicotine-content VLNCcigarette use can reduce the number of cigarettes smoked
per day and increase the likelihood of contemplating,
making and succeeding at a quit attempt.101, 103

For example, a recent international review concluded
that non-targeted smoking cessation programmes have a
negative equity impact (as higher quit rates among more
advantaged smokers).10 Some studies suggest, though, that
cessation services can achieve greater effectiveness in lowSES smokers by concentrating support in less advantaged
communities.9, 10 A recent Canadian policy paper states that
improving access to smoking cessation may be the most
promising approach to reducing smoking in disadvantaged
groups, but acknowledges more research is needed.

A large Aotearoa New Zealand trial found that addition of
very low nicotine content (VLNC) cigarettes to standard
Quitline smoking cessation support may help some smokers
to become abstinent.105 Compared with usual Quitline
support, the provision of VLNC achieved a marked increase
in quit rates, a positive impact on the time to relapse, and
high acceptability among participants.

Evidence is available on the effectiveness of smoking
cessation interventions for indigenous populations. One
systematic review of five trials revealed that smoking
cessation products have similar efficacy for indigenous
(including Māori) and non-indigenous populations.171 The
authors concluded that not all tobacco control interventions
can or necessarily need to be culturally adapted for
indigenous populations, but in some circumstances this
is important.

Nicotine inhaler: Another recent NZ trial found that use
of a nicotine inhaler, from a metered dose inhaler and
combined with a nicotine patch, substantially improved
abstinence for 6 months among adult nicotine-dependent
smokers wanting to quit.179 This is the first trial to suggest
that use of a simple nicotine inhaler increases cessation
over and above nicotine patch therapy.

Evidence for effectiveness of different methods of
organisation and delivery of cessation support:
Workplace delivery of smoking cessation support: A 2014
Cochrane review of 57 studies found strong evidence that
some workplace-delivered interventions directed towards
individual smokers increase the likelihood of quitting
smoking.169 These include individual and group counselling,
pharmacological treatment to overcome nicotine addiction,
and multiple interventions targeting smoking cessation
as the primary or only outcome. In contrast, self-help
interventions and social support were found to be less
effective. However, the review also noted that while people
taking up cessation interventions are more likely to stop
smoking, the absolute numbers who do stop smoking are
low. The review found limited evidence that participation
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Summary of evidence on smoking cessation
Evidence assessment

Strong evidence supports the use of smoking cessation programmes in helping 		
motivated, individual smokers to quit; however, evidence suggests only a minority of 		
smokers use cessation interventions.
There is a lack of evidence for the effectiveness of cessation efforts in increasing 		
successful cessation at the population level.

Effectiveness

The use of NRT is supported by evidence as effective in assisting individual smokers to 		
quit smoking.
There is emerging Aotearoa New Zealand trial evidence to support the use of both 		
VLNC and a nicotine inhaler to assist with smoking cessation by individuals.
The current evidence indicates the following methods of cessation delivery can be 		
effective in helping individuals to quit: workplace delivery of cessation support, delivery
of cessation support by dentists, and combining mass media interventions with smoking
cessation.

Equity and reducing disparities

Uncertain as mixed findings were located. There is some evidence from a review of
trials to suggest that smoking cessation products are equally effective for Māori and 		
non-Māori.171

Cost-effectiveness

Overseas evidence indicates cost-effectiveness of:

a) pharmacological treatment (e.g. NRT, Varenicline, Bupropion) combined with 		
		 behavioural treatment (e.g. counselling by GP, proactive phone counselling)8
b) methods of delivery such as Quitlines and pharmacy-delivered smoking cessation8
NZ cost-effectiveness data is planned for publication this year – on mass media 		
promotion and provision of the NZ Quitline (by Wilson and colleagues, University of 		
Otago, forthcoming).
Any expansion of cessation support or increase in subsidisation will have cost 			
implications, especially relative to other policy options in tobacco control.
Unintended impacts

None identified aside from the opportunity cost of spending more in this area 		
compared with other potential tobacco control interventions, which may be 			
more effective than individual cessation support (as is the current situation in NZ).

Technical feasibility

Most of the smoking cessation interventions appear broadly technically feasible, but 		
some may require greater logistical effort/resource to implement e.g. some workplace-		
based interventions may take time to set up (although the NZ Heart Foundation already
run workplace healthy heart checks of which smoking cessation support is a key 		
component).

Political feasibility

Expanding access to cessation and targeting Māori women and pregnant women, in
particular, is likely to be politically palatable in the current political context – 		
current government is supportive of individual cessation strategies. Further, cessation 		
seems to be the main focus of the recent ‘realignment’ of tobacco control services, and
the vast majority of tobacco control resources go towards cessation at present.
The Māori Affairs Select Committee report noted the importance of increasing access to
effective cessation services designed and delivered by Māori for Māori.73

Acceptability / public support

Strong public support for enhanced cessation has been reported in NZ surveys.96

Precedents

Smoking cessation is a well-established tobacco control measure, and enhanced, more
targeted smoking cessation approaches are implemented in many overseas settings.
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3: Extend smokefree environment
legislation to include specific outdoor areas
and vehicles carrying children

e.g. smokefree cars, may be more feasible now that other
countries are implementing policies and have evidence of
effectiveness. In particular, the Australian experience with
smokefree cars suggests this may be possible in
New Zealand.205

Our review included six reviews or summary papers (on
various aspects of this topic),180-187, 7 individual studies
(including one intervention study and one quasiexperimental study),188-193 eight Aotearoa New Zealand
papers,194-203 and two descriptive or policy papers.204, 205

There is likely to be a role of local action and evidence
(potential) in increasing political feasibility at the national
level. A 2007 article on the use of secondhand smoke (SHS)
research by NZ politicians found that 10 out of 21 politicians
who spoke about SHS during the 2000-2005 period either
denied, or were sceptical of, harm due to SHS.203 This study
noted that political support may be increased through
strong advocacy of the research.

Evidence of effectiveness
Strong evidence is available on the effectiveness of indoor
public place policies and legislation; however evidence
related to outdoor areas and cars is still emerging.

One study suggested there was low political feasibility for
smokefree cars in 2008.206 In Australia, framing the debate
in terms of protecting vulnerable children contributed to
the smokefree car law being passed.205

One population-based study in California found increased
quit attempts in towns with outdoor smokefree laws
(for parks, beaches and/or patios).191 Other studies have
revealed that Canada’s provinicial smokefree patio laws
were associated with reduced exposure to secondhand
smoke (through reduced smoking on patios) in Nova Scotia
and Alberta.188, 189

Precedents
Outdoor dining: There are many international precedents,
and some evidence of compliance, for smokefree outdoor
dining policies.182

Evidence from Queensland and Ottawa suggests
that smokefree outdoor dining policies can be easily
implemented with little enforcement required (as the
policies tend to be self-monitoring).182 Observational
research from New York City has found a reduction in
observed smoking in parks 18 months after the introduction
of a smokefree park law.191

Balconies and patios: Canada has provincial smokefree
patio laws. Finland has recently introduced the ability
to apply for a ban on people smoking on neighbouring
balconies if their presence is a disturbance. Housing
companies may now apply for the ban if smoke is seen to
be spreading from someone’s private balcony and onto
other spaces. (As in many other countries, bans are in place
in public areas, but this new policy addresses a smoker’s
private space). No evidence of change is yet available from
Finland, but the policy is new.66 This may have relatively less
relevance to NZ because it has lower housing density and
fewer apartments with balconies.

In relation to smokefree cars, a quasi-experiment from
Canada found lower reported smoking in cars after the
introduction of provincial smokefree car laws.192 In contrast,
another study from Canada found reduced smoking in cars
in just one of seven provinces with smokefree car laws.190

Impacts on equity
No specific evidence was found, but smokefree prison
policies suggest potential to reduce disparities (as prisoners
are of low-SES and Māori and Pacific are over-represented).
Smokefree prisons appear to be effectively implemented
in New Zealand, with a report in 2012 suggesting marked
decreases in levels of smoking and tobacco-related
contraband, along with a massive reduction in fire-related
incidents.224

Cars: Australia, Finland, UK, and some Canadian provinces
have implemented smokefree car laws for cars where
children are present with some difference in the age limit
(e.g. Finland’s law relates to children aged under 15 years,
UK law covers youth under the age of 18). In Australia,
framing the debate in terms of protecting vulnerable
children contributed to the smokefree car law being
passed.205

Feasibility

Tertiary campuses: In NZ, a 2015 scan found that 9 out of
29 tertiary campuses had smokefree policies that covered
both indoor and outdoor areas.201

A 2016 report by University of Otago researchers found
evidence for the feasibility of smokefree outdoor policies.194
There is evidence of implementation, e.g. smokefree outdoor
dining, and some evidence of effectiveness to support these
policies. An international literature review, with a focus
on England and Australia, provides some evidence of the
feasibility of smokefree mental health sites.183
The current Government recently rejected a Health Select
Committee recommendation to prohibit smoking in cars
carrying children aged under 18 years. Political ideology
may be a threat to change, but some incremental policies,
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Evidence assessment

Newly emerging area, with some preliminary evidence on outdoor smokefree policies 		
(e.g. outdoor dining areas, parks, beaches) and smokefree car policies.
Strong evidence for the effectiveness of indoor public place policies and laws.

Effectiveness

Preliminary evidence suggests that smokefree outdoor policies may be associated with
reductions in smoking and secondhand smoke exposure, and with increases in quit 		
attempts. Some studies have found that smokefree car laws can reduce the prevalence
of smoking in cars.

Equity and reducing disparities

No specific evidence on equity was located for this review.

Cost-effectiveness

Some evidence of low implementation costs compared with possible health gains – 		
from a review of smokefree outdoor dining.182

Unintended impacts

Uncertain

Technical feasibility

We assess technical feasibility as moderate, as there is some evidence for feasibility 		
from New Zealand and other countries.

Political feasibility

May be moderately politically feasible, despite the current administration’s recent 		
rejection of smokefree cars, with increasing evidence and increasing local-level 		
smokefree action around New Zealand.

Acceptability / public support

Evidence from several countries, including Aotearoa New Zealand, suggests there is high
public and stakeholder support for extending smokefree public place policies to various
settings including outdoor dining areas and cars.194, 225, 226

Precedents

International precedents exist for smokefree outdoor dining and patio policies, as 		
well as for smokefree cars.

Alternative option to tobacco-free
generation:
Increase the legal minimum purchase
age for tobacco products

enforcement of the minimum age law resulted in high
compliance, declining attempts by minors to purchase
tobacco, and a 50% reduction in youth smoking
prevalence.207 Minimum age laws may also help to prevent
youth smoking initiation. Research finds an association
between the enforcement of minimum age laws and
significant declines in the proportion of never smokers who
believed it was easy to get cigarettes.216

As the final section in this report, we present information
from our review about an alternative way to restrict
youth access to tobacco products: by increasing the legal
minimum purchase age.

The evidence base in this area includes mixed findings,
however. Some systematic reviews have reported conflicting
conclusions.211 For example, a 2013 cross-sectional study
found no association between retailer compliance with
youth access laws and youth smoking outcomes.210 It is likely
that some youth access laws have not been sufficiently
comprehensive or enforced. Another explanation for
inconsistent results may be that some research has not
distinguished between youth access interventions that were
successful in disrupting tobacco sales to children, and those
that failed to disrupt sales.207

Aotearoa New Zealand currently has a legal minimum
purchase age of 18 years for tobacco. As a strategy to reduce
youth access to tobacco products – and, importantly, to
discourage smoking initiation by young people – legislation
could be implemented to increase the minimum purchase
age for tobacco products from 18 to 21 years of age.

Reviewed papers
We examined two systematic reviews,9, 207 four crosssectional studies (including one from Aotearoa New
Zealand),208-211 three modelling studies (US, Finland,
Netherlands),212-214 and one descriptive review.215

In summary, youth access laws appear to reduce youth
smoking prevalence, but only when accompanied by very
high compliance.211 Strong enforcement of minimum age laws,
which interrupt and prevent the sale of tobacco to young
people, is clearly needed. In a large 2012 systematic review,
all of the successful enforcement programmes comprised
routine inspections and test purchases by minors.207

Evidence on effectiveness
Evidence on minimum age laws in general
Evidence has built up over many years, and in multiple
settings, to indicate that minimum age laws, in general, can
be effective in restricting youth access to tobacco products.
Some evidence has shown large positive effects. An
Australian longitudinal controlled study by Tutt and
colleagues, for instance, reported that aggressive

Evidence on increasing the age to 21
In the past 2-3 years, new US evidence has emerged
that supports increasing the minimum age to 21 years.215
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Feasibility and acceptability

The evidence suggests that this intervention can reduce
adolescent purchasing of tobacco products – and also
reduce smoking prevalence among adolescents. In 2015 the
US-based Institute of Medicine (IOM) assessed the evidence
base as sufficient to recommend wider adoption of stronger
laws that lift the minimum age to 21 years.217 There is some
evidence from the US on the economic impact of raising
the age to 21 years, which suggests the policy may result in
a 2-to-3% annual decrease in total tobacco sales.215

There is evidence of strong political support in the US –
data shows that a federal Tobacco 21 law has support
across the political spectrum, including about 76% of
Republican and nearly 80% of Democrat respondents.
On the other hand, the likelihood of public debate and
a potentially time-consuming legislative process may be
political barriers. The NZ context also differs from the US,
e.g. NZ has a lower minimum age for alcohol (18 compared
with 21 in the US) – although this may also be raised in
future.

Drawing on this evidence, many US jurisdictions have now
introduced a minimum purchase age law of 21 years for
tobacco products, including California, Texas, Hawaii and
more than 100 local jurisdictions.215 Lifting the age to 21
is a relatively new policy with little empirical evidence
available to date (most evidence is based on modelling).
More research is needed to monitor the effects of this
intervention.

Other political barriers may include opposition from
retailers’ associations and the tobacco industry, and concern
about the economic impact of the policy. The discrepancy
that would be created between the legal age of purchase
for alcohol (18 years) and tobacco may also represent a
barrier.

Social supply of tobacco
Some researchers caution that minimum purchase age
laws may be undermined by the ‘social supply’ of tobacco
products, where young people receive tobacco from older
peers or family members.

Potentially, there may be evaluations or other
documentation from when the tobacco purchase age was
raised from 16 to 18 years in Aotearoa New Zealand, which
may inform decisions in this area.
US studies show very high levels of public support
for increasing the minimum age to 21 years,215 e.g.
70 to 75% of Americans support this law change. In
that study, majority support extended across all major
sociodemographic groups including among young adults
18 to 24 years of age, with the exception of 18 to 20-yearold smokers. There is also high support among current and
ex-smokers.215

New Zealand research suggests that social supply plays a
much greater role than commercial supply in youth access
to tobacco, with an increasing relative influence of family
members compared with friends – and Māori and Pacific
adolescents are more likely to receive tobacco in this way211.
It is possible that social sources of supply only become
predominant after commercial sources have been reduced,
as Aotearoa New Zealand has had a minimum purchase
age of 18 in place since the late nineties.

Notably, one recent cross-sectional study found that those
smokers who had initiated smoking themselves between
the ages of 18 and 20 expressed the highest level of
support among smokers for raising the minimum age to
21.208 This study also found the highest support was from
never-smokers, females, African-Americans and older
adults.208

Impact on equity and reducing disparities
A systematic review on the equity impact of interventions
to reduce youth smoking suggests that strict control of
youth access to cigarettes (minimum age law and electronic
locking of cigarette vending machines) may have potential
equity benefits for low SES youth.9 A US prospective
cohort study in that review found an association between
comprehensive, enforced minimum age laws and lower
smoking initiation by low SES girls, although the effect sizes
were small.

No specific research was found for this review on Aotearoa
New Zealand public or smoker support for this policy. Public
support in New Zealand may be lower than in the US given
the inconsistency with the minimum purchase law for
alcohol.

There may be synergistic effects with other interventions
in this action plan. For example, restricting youth access to
tobacco, combined with substantial reduction of tobacco
retail outlets, may reduce social supply, with positive equity
effects for Māori and Pacific youth.211

Overall, feasibility is likely to be relatively low given the
political barriers, discrepancies in legal age laws for various
products, and a relatively complex policy development and
implementation process.

Unintended adverse effects
Some retailers may have concerns about the realities of
enforcing the law with an older peer group – there could be
greater concern about potential conflict, threats or violent
behaviour.
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Summary of evidence on minimum age interventions
Evidence assessment

Moderate evidence for minimum age laws / restricting youth access in general.
Newly emerging evidence from the US for increasing the minimum purchase age to
21 years.

Effectiveness

We assessed the effectiveness as moderate
(Limited evidence is available on increasing the age to 21 years, but there is moderate 		
evidence on minimum age laws in general, with evidence that youth access laws appear
to reduce youth smoking prevalence, when accompanied by high compliance and
strong enforcement)

Equity and reducing disparities

Likely positive impact on equity and reducing disparities

Cost-effectiveness

No evidence identified, but likely to be cost-effective and cost-saving as relatively cheap
to implement.

Unintended impacts

Low risk of major adverse effects

Technical feasibility

High – but would require law change. The challenges with enforcement are likely to be
similar with the current age restriction.

Political feasibility

Moderate – focus on youth, low implementation costs, learning from the US may help 		
increase political feasibility.

Acceptability / public support

Uncertain as little New Zealand evidence available.

Precedents

Many US jurisdictions and 3 states (California, Hawaii, Texas) have raised the age to 21 		
and the US has previously raised the alcohol purchase age to 21.

Comparative summary table of actions
We appraised each action against a range of criteria. The appraisal criteria were:
•

Effectiveness

•

Equity/impact on Māori and Pacific ethnic and social disparities in smoking

•

Unintended impacts

•

Cost-effectiveness

•

Technical and political (short- and long-term) feasibility

•

Acceptability

•

Whether there are precedents in other settings.

The results are summarised below.
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Action
Effectiveness
			

Likely impact
on equity

Costeffectiveness

Feasibility

Acceptability Precedent

Increase annual tobacco
High
Positive
High
excise tax by 20%				

Moderate
or high

High or
moderate

Yes

Minimum price regulation

Emerging area
Potentially high

Unknown

Moderate

Moderate

Yes

2.1

Transition retailers out of
selling/restricting sales to
limited specified outlets

Emerging area
Potentially
moderate to high

Unknown
Likely high
Moderate
Potentially			
positive

Likely high
or moderate

Yes

2.2

Disallow tobacco sales
in alcohol on-licensed
premises

Emerging area
Potentially
moderate

Unknown
Potentially
positive

Likely high

High

Likely high

Yes

Tobacco-free generation

Emerging area
Modelling
suggests it is
likely to be
highly effective

Modelling
suggests it is
likely to be
highly positive

Modelling
suggests it is
likely to be
cost-saving

Moderate

Moderate

No

Remove additives that
Emerging area
Unknown
Likely high if
Moderate
enhance appeal or
Potentially
Some US
costs fall on
addiction
moderate to high
research
tobacco industry
			
suggests
			
effective for
			
ethnic minority
			
groups

Uncertain

Yes

Moderate

Moderate

No

Uncertain

Moderate

High

Uncertain

Moderate
to high

Moderate

High

High		

High

Likely high

1.1

1.2		

2.3		
		
		
		

Likely high

3.1

Restrict sales to VLNC

Emerging area
Potentially high
			
			

3.2		

Ensure access to safe
Emerging area
alternative nicotinePotentially high
delivery products		
			
Enhance mass media

Unknown
Likely high if
but early research costs fall on
suggests no
tobacco
ethnic differences
industry
Unknown
as limited
evidence
to date

High (adults)
Mixed findings
Moderate (youth)		

Enhance smoking
Moderate
cessation		
		

Potential positive Moderate
High
effect if well
to high
targeted		

Expand smokefree
environments

Moderate (newly Little evidence
emerging area
available but
but indoor
likely to have
smokefree policies
at least a
are high impact)
neutral effect
		
on equity

Uncertain

Moderate Moderate to low

Increase the minimum
High to moderate
Positive
Likely high
Low
Moderate
purchase age
(high if well-enforced)					
						

43

High

Likely
moderate
to high

CONCLUSION
We reviewed a wide range of interventions that may potentially
help to achieve a Smokefree Aotearoa by 2025. Twenty-three
interventions were initially reviewed, followed by a more detailed
focus on ten interventions.
The evidence on each of these ten topics is summarised in
this report, and presented according to our appraisal criteria:
effectiveness, equity (especially reducing disparities for Māori and
Pacific peoples), cost-effectiveness, unintended impacts, technical
and political feasibility (both short and longer term), acceptability,
public support, and precedents from other contexts.
The area with the strongest evidence of effectiveness and likely
impact on equity (especially reducing disparities for Māori and
Pacific peoples) was annual tobacco tax increases. Several other
areas had limited or emerging evidence of effectiveness currently,
but are likely to be highly effective if well implemented and the
public (including young people), smokers and retailers are engaged
and supported. These promising areas include large reductions in
tobacco retail availability, the tobacco-free generation measure,
removing all additives that may increase appeal or addictiveness,
and introducing a mandated very-low-nicotine-content policy.
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