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Foreword 

Nominees from the Royal Australasian College of Physicians and the Royal 
Australian and New Zealand College of Psychiatrists have worked together 
with the Centre for Excellence in Indigenous Tobacco Control and other 
organisations to produce a fresh and innovative policy document for both 
Colleges about tobacco smoking.  
 
We believe that this document conveys new and effective solutions for tobacco 
control and will change the way physicians and psychiatrists view their role in 
reducing mortality and morbidity due to tobacco smoking.  
 
Every recommendation in this document is important. 
 
We hope that individual Fellows will refer to this document to meet their 
responsibilities in promoting the health and well-being of their patients 
whether children, young people or adults.  In turn the Colleges, as peak 
professional bodies in Australia and New Zealand commit to an agenda for 
public health advocacy and organisational action that will further support 
Fellows’ endeavours. 
 
In this document, particular attention has been afforded to the cycle of 
disadvantage arising from socio-economic factors that clearly contribute to the 
patterns of smoking tobacco observed in modern societies.  Fortunately, these 
are within the realm of governments and industry to change. Hence, this 
document presents a realistically funded, comprehensive tobacco control 
program that will bring together all contributing interests in a concerted effort 
to promote optimal health for Australians and New Zealanders.  
 
This document states explicitly the obligation each College has to work 
alongside governments to reduce smoking tobacco. The policy document was 
an initiative from the Australasian Chapter of Addiction Medicine. It makes up 
the second of four policies on addiction medicine. 
 
Each College commits to the provision of training and professional 
development programs at all levels of medical education to ensure that all 
Fellows in Australia and New Zealand can contribute effectively to the 
reduction of cigarette smoking.   

 
Dr Jill Sewell     Dr Philip Boyce 
President      President 
RACP      RANZCP 
February 2005     February 2005 
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Executive Summary  
This document is a joint initiative between the Royal Australasian College of 
Physicians (RACP) and the Royal Australian and New Zealand College of 
Psychiatrists (RANZCP) to enable Fellows to take a leading role in tobacco 
control. The idea for this policy came from the Australasian Chapter of 
Addiction Medicine (AChAM). The AChAM will take the lead in implementing 
the recommendations. Physician and psychiatrists have a ‘duty of care’.  The 
Royal College of Physicians (London) produced the first official report on 
cigarette smoking and health in 1962.1  Our two Colleges now have reviewed 
developments since then.  This report reflects the substantial progress made 
and leadership shown in our part of the world in tobacco control.  While much 
has been achieved, control of smoking tobacco will regress unless our efforts 
are renewed.  There is a need to radically reduce the uptake of cigarette 
smoking among the young.    
 
Patterns of smoking tobacco also exhibit a significant socio-economic 
determination that requires commitment at the highest level to redress.  As 
this document also shows, the greatest gain can be achieved by working in 
partnership with Indigenous communities to promote health and well-being in 
culturally safe ways.  Unless we apply a rigorous and defensible evidence-
based approach to tobacco control, tobacco control will languish for another 
40 years, far beyond the lifespan of the authors of this report.  
 
We can do better  
By reducing the number of people who smoke and reducing the number of 
people who ever commence, we will begin to make a difference.  Eventually, 
smoking cigarettes will become less socially acceptable.  There will be less 
emphasis on ‘victims’ and greater recognition that population rates of cigarette 
smoking result from macro-economic forces in which it’s virtually impossible 
for individuals to maintain health-promoting lifestyles.  Disempowerment of 
individuals is recognised by the Colleges as an increasing contributor to 
smoking of tobacco. If smoking tobacco is seen as a behaviour arising from 
overwhelming social influences, then it can no longer be considered or debated 
as an individual ‘choice’. 
 
Irrespective of their specialisations, Fellows of these two Colleges will have 
seen the ravages of tobacco smoking.  They also will acknowledge that an 
unbalanced focus in any policy document on interventions at late stages of 
disease is short sighted. Hence, this document first recognises the need for 
early intervention by physicians and psychiatrists in tobacco smoking by 
patients with depression, diabetes, asthma, chronic obstructive airways 
disease, vascular disease and tobacco-attributable cancer.  Smoking of tobacco 
also features in addictions and drug dependency.  This document also 
emphasises the need to improve access of smokers to affordable treatments.  
In addition, this document demonstrates that the social environment and 
factors that promote smoking tobacco also must change.  Rates of ‘ever 
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commencing’ smoking tobacco must diminish. The Colleges are keen, that in 
the light of the overwhelming evidence for tobacco control, that effective action 
is taken against promotion of cigarette smoking.  Exposure to environmental 
tobacco now must be recognised as a public health hazard beyond the control 
of the individual.   
 
The increased adverse risk to health from environmental exposure has 
prompted the introduction of smoke-free air and train travel to protect 
‘innocent bystanders’.  This document strengthens and extends this public 
health approach to ensure that future efforts in tobacco control will continue to 
make a significant difference.  Thus, initiatives in diverse settings such as 
schools, early childhood programs and smoke-free workplaces are also 
recommended.  As pricing, retail practices, and taxation predict reductions in 
population cigarette smoking rates, these too are reviewed and specific 
strategies are endorsed.  This public health approach recognises the value of 
action by physicians and psychiatrists for individual patients alongside 
consensus-led organisational interventions by the Colleges themselves to 
change public policy. 
 
Working with Indigenous populations 
In Australia, half of the Indigenous population smoke cigarettes and this 
percentage (51 per cent) has not decreased since 1990.2 In New Zealand, half of 
the Mäori population smoke and this percentage (51 per cent) has not 
decreased since 1990.3 Similarly, cigarette smoking has not declined in Pacific 
Island peoples in New Zealand since 1990. 3 Previous responses to tobacco 
control among these communities with the least social power in our modern 
societies have been relatively ineffective.  The Colleges advocate a fresh start.  
The way forward must assure affordable, effective, culturally safe and 
accessible strategies for Indigenous people.  As non-Indigenous leaders must 
no longer impose their own culturally determined views and recommendations 
upon Indigenous people, the Colleges assert the fundamental significance of 
long-term investment in building capacity and self-determination by 
Indigenous peoples as a precondition for their better health. 
 
This document complements key strategies also endorsed as follows: 

• Australian National Tobacco Strategy 2004 – 2009;4  
• The Aboriginal and Torres Strait Islander Peoples’ 

Complementary Action Plan 2003 – 20062; and,  
• The National Mäori Tobacco Control Strategy: 2003-2007.5   

 
Where to from here? 
Fellows will find ten recommendations representing a comprehensive tobacco 
control program that will promote better health and well-being for Australians 
and New Zealanders now and in the future. Each of these recommendations 
has unique value, therefore, has not been ranked. Readers of this policy 
document may also refer to the accompanying implementation strategy and 
resource links including a two page fact sheet at www.racp.edu.au   

http://www.racp.edu/
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Recommendations 
 
1. The RACP and the RANZCP recognise that cigarette smoking is a 
major health and human rights issue requiring further action for 
change. 
 

The redress of inequities in health outcomes and the reduction of disease for 
people who smoke cigarettes is a matter of health equity and not just a 
human rights issue. 
 
Accordingly the Colleges will 
 

Advocate for the Australian State and Territory governments and 
New Zealand government to: 

• Ensure that all public institutions are fully smoke-free; 
• Fund professional services and subsidise pharmaceuticals to 

assist smokers to quit cigarette smoking; 
• Ensure that pregnant women and their partners obtain 

individual treatment to give up cigarette smoking and to 
support them by all means available; 

• Work with Indigenous people to assess the social, cultural 
and economic factors influencing uptake of tobacco 
smoking; 

• Promote awareness that tobacco-delivered nicotine 
dependency is associated with increasing risk of psychiatric 
disorders (which includes nicotine and other substance 
dependence disorders); 

• Ensure that research strategies reduce the harm for those 
who do not quit; 

• Ensure that research is undertaken that is beneficial to 
disadvantaged people, families and communities; 

• Advocate to research the potential benefits, costs and 
feasibility of promoting use of alternative forms of nicotine 
and of non-smoking tobacco; and, 

• Build capacity of health services for tobacco smoking 
control. 

 
2. The RACP and the RANZCP recognise that proactive measures to 
reduce the burden of disease on the population of cigarette 
smokers will require comprehensive health and medical measures. 
 
Cigarette smokers must change many entrenched behaviours if they want to 
quit. Tobacco-delivered nicotine addiction is often the main reason people 
continue to smoke. Behaviour modification must therefore be a major part of 
any smoking cessation program. A pharmacological approach is the most 
successful aid to behavioural change. 
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Accordingly the Colleges will 
 

Advocate for the Australian State and Territory governments and 
New Zealand government to: 
• Encourage medical practitioners and healthcare institutions 

to diagnose cigarette smoking as a major health condition; 
• Adopt policies that ensure treatment of cigarette smoking is 

given the same public and professional recognition as other 
chronic conditions; 

• Implement effective treatments and other programs to aid 
smokers to quit; 

• Encourage all smokers to seek individual treatment to give 
up cigarette smoking and support them by all means 
available; 

• Ensure the availability of quit programs with subsidised 
nicotine replacement; 

• Actively encourage the use of pharmacological agents known 
to expedite nicotine withdrawal; 

• Provide for ongoing research into, and consideration of, a 
range of methods to reduce nicotine from cigarette smoking; 
and, 

• Consult with all relevant Government agencies and 
Indigenous community bodies and other organisations to 
achieve these policies and strategies. 

 
3. The RACP and the RANZCP believe that tobacco taxes must be 
increased and then dedicated to evidence-based efforts to reduce 
cigarette smoking in the population. 
 
Increases in the price of cigarette smoking are the most effective means of 
encouraging population-level reductions in cigarette smoking levels. Young 
people’s smoking tobacco consumption is particularly sensitive to variations 
in price or in their own weekly income. The community is more likely to 
support tax increases on cigarettes if the revenue raised is directed towards 
helping cigarette smokers quit and preventing uptake of cigarette smoking. 
The value and impact of tobacco taxes must be protected against inflation. 
 
Accordingly the Colleges will 
 

Advocate for the Australian State and Territory governments and 
New Zealand government to:  

• Increase the real price of smoking tobacco products by 2−5 
per cent every year; 

• Allocate the increased revenue to enhance tobacco control 
programs including smoking cessation programs, prevention 
programs; 

• Treat tobacco taxation as a health issue; 
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• Notify the public in advance of the tax increase so that 
smokers and quitting services can maximise the health 
gains; and, 

• Allocate the power to regulate the sale of smoking tobacco 
(as occurs for alcohol in some communities) to Indigenous 
communities. 

 
4. The RACP and the RANZCP believe that it is necessary to 
counteract the marketing and promotion of tobacco products so 
that it is no longer regarded as normal to smoke cigarettes. 
 
The elimination of all promotion of tobacco smoking products by those in the 
tobacco trade will discourage the positive portrayals of cigarette smoking. 
The media assist in the normalisation of cigarette smoking, prompts young 
people to experiment with smoking, hinder smokers to postpone quitting, and 
encourage quitters to relapse and ex-smokers to resume cigarette smoking. 
 
Accordingly the Colleges will 
 

Work in partnership with the Australian State and Territory and New 
Zealand governments, the National Public Health Partnership 
(NPHP) and the Ministerial Council on Drug Strategy (MCDS) to: 

• Ensure tobacco packet labels graphically warn smokers of 
the dangers of smoking tobacco in line, with the Framework 
Convention for Tobacco Control (FCTC); 

• Require smoking tobacco products to be placed out of sight 
at all retail outlets; 

• Require quit messages to be placed at all points of retail; 
• Prohibit emerging forms of smoking tobacco advertisements 

and promotions aimed at young people; 
• Support efforts that require anti-smoking advertisements to 

be run where smoking tobacco advertisements or smoking 
tobacco funded promotions are being held; 

• Advocate for the review of the Tobacco Advertising 
Prohibition Act (TAPA) every three years; 

• Ensure that the Australian State and Territory and New 
Zealand governments increase their combined expenditure 
on mass anti-smoking campaigns; and, 

• Institute immediate, middle and long-term campaign 
policies and strategies, with accompanying research into 
their effectiveness. 
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5. The RACP and the RANZCP believe smoke-free environments will 
reduce the harm caused by exposure to environmental tobacco 
smoke (ETS) and that everyone has a right to a smoke-free 
environment. 
 
The evidence about the harms from exposure to ETS, together with an 
increasing awareness about employers’ duty of care to employees, clients and 
customers, has led to the rapid escalation of cigarette smoking restrictions in 
many workplaces and public places. 
 
Accordingly the Colleges will 
 

Advocate for the Australian State and Territory governments and 
New Zealand government to: 

• Ensure funding for media campaigns for smoke-free homes 
and cars; 

• Press for institutional policies to assist smokers to quit, thus 
breaking the cycle of parental cigarette smoking, smoky 
home, glue ear, asthma in children, and heart disease and 
stroke in adults; 

• Complete the transition to smoke-free workplaces, 
hospitality venues, prisons and mental health institutions 
and public places such as around children’s playgrounds, 
sporting stadiums and playing fields; 

• Ensure smoke-free activities include media support for the 
cigarette smoking population before, during and after the 
implementation date for any further bans on cigarette 
smoking, and provide practical advice for smokers to quit; 

• Fund and build the capacity of mental health services to 
promote smoke-free institutions and assist staff and patients 
to quit; and, 

• Ensure hospitals, clinics and health care centres are smoke-
free environments. 

 
 

6. The RACP and the RANZCP believe that research agendas of 
funding bodies must address gaps in evidence, in order to 
continuously improve the body of evidence on effective tobacco 
control.   
 
Funding for tobacco control research is reported to be at a historic low. There 
is good evidence that research into tobacco control and the consequent results 
have proven to be cost effective in saving potential years of life lost from 
tobacco smoking mortality and morbidity.    
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Accordingly the Colleges will 
 

Advocate for the Australian State and Territory governments and 
New Zealand government to: 

• Commission research to ensure more effective policies and 
programs, including the funding of research into innovative 
program development; 

• Use research findings to inform the funding and selection of 
strategies, policies and programs; 

• Fund innovative research and programs that demonstrate 
effectiveness; 

• Research more effective policies to increase successful 
quitting  and to reduce the harm for those who do not quit; 

• Encourage pharmaceutical companies to develop new ways 
to deliver Nicotine Replacement Therapy (NRT) and to 
undertake further study on appropriate drugs to treat 
smoking tobacco dependence; 

• Encourage research into NRT and disseminate the results to 
College members; and, 

• Increase scientific research capacity that is independent of 
the tobacco industry. 

 
7. The RACP and the RANZCP believe that funding for anti-smoking 
programs in schools and the community should be sufficient to 
ensure that children are educated independently of the tobacco 
industry.   
 
The tobacco industry has an obvious conflict of interest when it comes to the 
education of their future customers against cigarette smoking. The age of 
initiation into smoking tobacco is related to adverse outcomes. Smoking 
tobacco among young people is characterised by clear developmental stages 
and changes over time in relation to age. 
 
Accordingly the Colleges will 
 

Advocate for the Australian State and Territory governments and 
New Zealand government to:  

• End the involvement of tobacco companies in educating 
students about tobacco smoking; 

• Introduce levies for health promotion that are uniform 
across all jurisdictions to cover costs associated with health 
promotion activities; and, 

• Introduce education programs for schools to discourage 
cigarette smoking initiation and encourage the progress 
towards smoke-free lifestyles as the norm. 
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8. The RACP and the RANZCP recognise that specific education 
programs are required for basic trainees, advanced trainees and 
for Continuing Professional Development (CPD). 
 
Healthcare professionals who receive training in smoking cessation are more 
likely to perform tasks of smoking cessation. More than sixty per cent of 
smokers said that if they were to decide to quit, they would opt for some form 
of quit cigarette smoking program delivered by a medical practitioner or 
other health professional. 
 
Accordingly the Colleges will 
 

Advocate for policies that will increase the awareness and capacity of 
health professionals to take an active role in tobacco control by: 

• Reinstating financial support to allow medical schools to 
train medical students more systematically and 
comprehensively to intervene effectively with patients who 
smoke; 

• Increasing expertise for Aboriginal and Torres Strait 
Islander and Maori health workers as tobacco control 
experts; 

• Ensuring tobacco control is on the agenda at both Colleges’ 
scientific meetings; 

• Continuing the Colleges’ policy of not investing in tobacco 
companies; 

• Including smoking cessation interventions in basic and 
advanced training curricula, and as part of continuing 
professional development; 

• Ensuring that the Indigenous component of the 
undergraduate medical program is developed in partnership 
with key Indigenous bodies; 

• Encouraging Fellows to promote smoke-free environments 
particularly in socially disadvantaged communities; 

• Promoting best practice strategies in improving awareness 
of the effects of environmental tobacco smoke in 
institutions; 

• Ensuring that health care institution policies, require 
patients’ records including those of adolescents, to record 
cigarette smoking status;  

• Ensuring that tobacco-delivered nicotine dependence is 
treated as a chronic relapsing illness; and, 

• Supporting polices and activities in hospital settings and 
assisting in identifying issues faced by hospitals in 
developing and implementing smoke-free policies on 
hospital grounds. 
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9. The RACP and the RANZCP recognise the untapped capacity 
among physicians and psychiatrists for advocacy to reduce the 
morbidity and mortality due to tobacco smoking.  
 
Advocate to substantially increase government investment in tobacco control 
which is needed to ensure continued reductions in the prevalence of cigarette 
smoking.  
 
Accordingly the Colleges will 
 

Appoint and support a spokesperson on smoking tobacco issues and 
liaise with tobacco control advocacy groups to: 

• Advocate for government policies placing emphasis on the 
most effective ways of reducing the uptake of cigarette 
smoking and increase smoking cessation; 

• Advocate for government funding to be directed towards 
programs that demonstrate evidence of effectiveness and to 
discontinue funding for programs where there is evidence of 
ineffectiveness; and, 

• Identify community leaders with whom to explore 
community solutions to common clinical problems related to 
smoking tobacco (and alcohol). 

 
10. The RACP and the RANZCP recognise that harm reduction has a 
place in the therapeutic armamentarium of clinicians who treat 
addicted patients.  
 
Almost all tobacco smoking related deaths are due to the hazardous 
substances in tobacco smoke. Harm reduction aims to minimise the harmful 
effects of the continued smoking of tobacco or nicotine.  While harm reduction 
includes advice to people to quit, it more usually implies reducing the harm of 
continued cigarette smoking (due to nicotine addiction). 
 
Accordingly the Colleges will 
 

Advocate for the Australian State and Territory governments and 
New Zealand government to: 

• Regulate to reduce the toxicity of tobacco smoke; 
• Assess the feasibility and public health benefit of requiring 

all cigarettes to incorporate a charcoal filter that reduces 
smoke toxicity; 

• Encourage further research into the potential role and 
impact of  non-smoking tobacco as a smoking cessation aid; 
and, 

• Encourage the development of nicotine products that 
provide a satisfying alternative to tobacco-delivered 
nicotine. 
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TERMS USED IN THIS DOCUMENT 
 
In this policy document terms are defined as follows:  

• Stopping smoking, in which a cigarette smoker quits.  Of the 
many different reasons for quitting, evidence supports price 
increases, cigarette smoking restrictions and personal 
circumstances that may be influential;  

• Smoking cessation which, in this document, means stopping 
cigarette smoking with professional help;  

• Prevention refers to social action ensuring low rates of initial 
uptake in population and sub-groups of populations thereby 
preventing smoking tobacco; and, 

• Harm reduction refers to minimisation of the harmful effects of 
smoking tobacco. While harm reduction includes support to quit, 
it more usually implies reducing the harm of continued smoking 
of tobacco, or nicotine. 

 
This document advocates a comprehensive approach to tobacco control in 
which all four dimensions described above are addressed simultaneously. 
Those who are profoundly addicted require therapeutic assistance. 
 
Stopping cigarette smoking is crucial.6 Tens of thousands of individuals 
stop smoking cigarettes in Australia and New Zealand each year, encouraged 
by:  

• Extensive media coverage about the health risks of cigarette 
smoking; 

• Quit campaigns which personalise the dangers and encourage 
quit attempts; 

• Increases in tobacco taxation which greatly reduce the 
affordability of cigarette smoking;  

• Smoke-free workplaces and entertainment venues and growing 
social expectations about smoke-free homes and cars; 

• Reduced promotion of cigarettes and smoking; and, 
• Amendment to the law to put smoking tobacco products out of 

sight at retail outlets. 
 
Overall effectiveness of our efforts will be much higher when governments and 
all other interested parties work in a coordinated manner.  
 
Smoking cessation interventions such as advice and encouragement from 
health professionals, promotion of and referral to Quitlines and promotion and 
subsidy of pharmacotherapies will greatly increase the number of people 
successfully quitting. A UK report7  has shown that smoking cessation in 
general practice is excellent value for money. Cost per discounted life year 
saved from a societal perspective ranged from £212 (brief advice) to £873 
(integrated brief advice, self-help, NRT and specialist smoking cessation 
service).8
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Prevention. Shifting norms and expectations about tobacco smoking 
throughout society is the key to the comprehensive and sustainable avoidance 
of its preventable ill-effects on health.  By optimising preventive efforts to 
change how society views smoking tobacco as a carcinogenic substance, the 
number of Australians and New Zealanders who never start to smoke will 
increase, inherently reducing the economic costs incurred by society as a result 
of smoking cigarettes. 
 
Harm reduction. As there may be some highly dependent individuals who 
are not responsive to best efforts, alternative products that deliver nicotine 
without harming other people represent humane end-stage support for their 
addiction.  
 
This document also focuses on tobacco smoking as the overwhelming 
contributor to avoidable mortality and morbidity in both Australia and New 
Zealand.  
 
HOW TO USE THIS DOCUMENT 
 
This document has been structured to make it easy for physicians and 
psychiatrists to locate those sections most relevant to their interests and 
readiness to act. 
 
People and populations 
 
In dealing with people and populations, physicians and psychiatrists 
across a wide range of specialties can play a major role. 
 
Physicians and psychiatrists treat the victims of the smoking epidemic daily in 
their practices and, therefore, are uniquely placed to appreciate the impact of 
smoking on the lives of smokers and their families. Their ethical and legal 
responsibilities oblige them to provide the best available treatment and advice 
not only for the well-being of the smokers themselves but also of those exposed 
to environmental tobacco smoke (ETS), particularly children. 
 
In the next 20 years virtually all tobacco smoking mortality and morbidity will 
be manifest among people who currently smoke. Smoking cessation is a 
priority. Many physicians and psychiatrists will appreciate the need for all 
health professionals, including their own groups, to make such therapeutic 
interventions a priority. Both Colleges’ education and training curricula will 
include smoking cessation and other aspects of tobacco control. 
 
Settings 
 
Physicians and psychiatrists in their various work settings are well placed to 
influence the organisations they work for, their funding priorities, and the 
balance between prevention and treatment. It is no longer sufficient for 
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physicians and psychiatrists only to be expert in one to one encounters with 
patients. Smoking cessation activities require whole institutions to make this a 
priority and to allocate staff and budgets. Physicians and psychiatrists can help 
to make that happen, by encouragement and through their knowledge of the 
effects of smoking, as well as through their knowledge of the health care 
systems and policy processes. 
 
Public policy  
 
Many physicians and psychiatrists have a broad appreciation of the role of 
social determinants of health and the role of public policy in changing social 
factors.  
 
To shape public policy, most physicians and psychiatrists rely on their Colleges 
to formulate and articulate their positions on tobacco control issues. This 
document provides a guide to public policy making. 
 
This document articulates the Colleges’ policy on the eradication of mortality 
and morbidity attributable to tobacco smoking.  
 
As skills required to influence the media were not traditionally taught as part 
of the medical curriculum, physicians and psychiatrists may wish the Colleges 
to assist them in this regard. 
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Introduction 
 
The Royal Australasian College of Physicians (RACP) and the Royal Australian 
and New Zealand College of Psychiatrists (RANZCP) jointly participated in the 
development of this document. Other bodies that have contributed to its 
content are the Centre for Excellence in Indigenous Tobacco Control, The 
Cancer Council NSW and the Australian Consumer Health Forum.    
 
The policy document was an initiative from the AChAM. It makes up the 
second of four policies on addiction medicine. Earlier publications issued by 
the Colleges on behalf of AChAM have been on illicit drugs which were well 
received.9 10 The Colleges on behalf of AChAM are intending to release a policy 
statement on alcohol. While these are substances with major health 
implications, tobacco places an even greater burden on societies. In Australia, 
smoking tobacco is responsible for more than 60 per cent of the total economic 
impact of drug use.11  
 
Smoking has long been acknowledged as the most significant cause of 
premature death and disability. This is disproportionately so for the least 
advantaged sections of communities in both Australia and New Zealand.12 13 

 
This document has been written to inform Fellows of the two Colleges and 
other organisations by the following activities: 
 

• Guiding member services and support for professional education 
and training and College investment policies;  

• Guiding advocacy and representation roles, for example in 
submissions, statements and consultancy meetings, as in the 
development of the Australian National Tobacco Strategy 2004 
– 2009,4 and endorsing other policy documents; 

• Assisting policy decision makers, lobbyists and people with 
influence in developing evidence informed policy and practice in 
tobacco control; and, 

• Influencing members of the wider community who are interested 
in learning more about the issues surrounding smoking tobacco. 

 
Why the Colleges need a policy on smoking tobacco 
Physicians and psychiatrists make up 32 per cent (5,266 out of 15,900) of all 
specialist medical practitioners in Australia14 and 42 per cent (1,114 out of 
2,653) of all specialists in New Zealand.15

 
Eradication of mortality and morbidity attributable to tobacco smoking 
requires all College Fellows to:  
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1. Work with individual patients in their clinical practice;  
2. Change policies and attitudes in their different work settings and 

among professional referral networks;  
3. Form local alliances and coalitions to support political and social 

advocacy for population health; and,  
4. Exert their influence through the corporate bodies of the Colleges 

themselves, to give voice to health issues and shape public policy in 
their respective countries. 

 
Tobacco smoking causes 23,000 deaths a year in our two countries and is a 
leading contributor to the burden of disease. Reducing the harm and costs of 
tobacco products requires every skill and competence College Fellows can 
bring to bear.  
 
INTERNATIONAL POLICY CONTEXT  
 
In 1997 the World Bank began a global study on the economics of tobacco 
control in partnership with the World Health Organization (WHO). A team of 
over 40 economists, epidemiologists, and tobacco control experts critically 
examined the current state of knowledge about tobacco control. The aim was 
to provide a sound and comprehensive evidence base for the design of effective 
tobacco control policies in any country.16

 
Australia and New Zealand have both ratified the WHO Framework 
Convention on Tobacco Control (FCTC). This FCTC aims “to protect present 
and future generations from the devastating health, social, environmental and 
economic consequences of smoking tobacco and exposure to tobacco smoke”.17 
It commits signatories to comprehensive measures for tobacco control, 
including the protection of non-smokers from the harmful effects of passive 
exposure to tobacco smoke. 
 
Key findings from the WHO Framework Convention on Tobacco 
Control (FCTC) are: 
 

• Tax increases are the single most effective intervention to reduce 
demand for smoking tobacco (tax increases that raise the real 
price of cigarettes by 10 per cent would reduce smoking by about 
4 per cent in high income countries and by about 8 per cent in 
low income or middle income countries);  

• Improvements in the quality and extent of information, 
comprehensive bans on smoking tobacco advertising and 
promotion, prominent warning labels, restrictions on smoking in 
public places, and increased access to nicotine replacement 
treatments are effective in reducing smoking; and, 

• Comprehensive smoking tobacco control policies are unlikely to 
harm economies.  
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There are many factors that contribute to the global scenario of smoking 
tobacco. Among them: 
 

• Just four companies now control 75 per cent of the world 
cigarette market: Philip Morris (PM), British American Tobacco 
(BAT), Japan Tobacco/RJ Reynolds and the China National 
Tobacco Corporation;18 

• The sophistication of tobacco companies’ marketing and their 
political influence are critical to the promotion and sustained use 
of tobacco smoking despite the overwhelming evidence for its 
harmful effects; and, 

• The scale of the global smoking tobacco pandemic is reflected in 
other estimates that by 2030 the number of unnecessary deaths 
resulting from smoking tobacco will rise from some four million 
to 10 million a year, the majority in the developing world.19 

 
Smoking tobacco is an international epidemic. The challenges of 
discouraging children from taking up smoking in the face of social pressures 
and of assisting adults to quit in the face of addiction are similar the world 
over. The threat posed by smoking to global health is unprecedented, and so is 
the obligation to prevent millions of smoking-related deaths with highly 
effective health policies.  
 
NATIONAL POLICY CONTEXT  
 
Cigarette smoking prevalence has declined in the mainstream populations of 
both Australia and New Zealand: 20 per cent in the total adult population in 
Australia; 21 per cent in the non-Indigenous population in New Zealand (25 
per cent of the total adult population in New Zealand).  
 
In Australia half of the Indigenous population smoke cigarettes and this 
percentage (51 per cent) has not decreased since 1990.2In New Zealand, half of 
the Mäori population smoke and this percentage (51 per cent) has not 
decreased since 1990.3 Similarly smoking has not declined in Pacific Island 
peoples in New Zealand since 1990.3 

 
In some regions of Australia, up to 83 per cent of Indigenous men and up to 73 
per cent of Indigenous women smoke tobacco.20  Indigenous communities in 
Australia currently do not have power to regulate the sale of tobacco, as occurs 
for alcohol in some communities. There is very little scientific evidence on 
interventions within Indigenous communities. In one study conducted in New 
Zealand however, the first smoking cessation program designed for Mäori 
women not otherwise accessing mainstream services was well received and 
considered both effective and cost effective.21 While absolute gains in smoking 
cessation may yet be small, research studies conducted in partnership with 
Indigenous communities will contribute much-needed evidence over time and 
also develop capacity. 
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Public health framework. The Colleges recognise that many diverse 
approaches assist understanding and action to address modern epidemics.  
Effective action to eradicate mortality and morbidity due to tobacco smoking 
must begin by acknowledging that smoking tobacco is an unparalleled social 
problem ‘co-produced’ by commercial, intergenerational, political and 
environmental factors disempowering individual behaviour change.  In 
adopting the ‘public health model’ in this policy document, the Colleges seek to 
avoid ‘victim blaming’ and simplistic individualistic solutions while identifying 
explicitly the multifaceted social action required.  The public health framework 
also has the greatest salience among physicians and psychiatrists. 
 
Choosing effective tobacco control strategies requires an understanding both 
of the public health context of smoking tobacco and scientific basis of modern 
medicine. The risk of tobacco smoking is related to characteristics of the host 
(for example: vulnerability), the agent (for example: the addictiveness of the 
product), and the vector (for example: the powerful marketing techniques used 
by tobacco companies). Henningfield22 compared the global spread of malaria 
with the way the tobacco industry spreads tobacco-delivered nicotine 
dependence and found control of the latter was more elusive because of the 
tobacco industries’ many legal protections and political power. 
 
Environmental factors, including the regulatory environment, social norms, 
tobacco taxes, and educational interventions can also have an impact on agent, 
host and vector interactions. Accelerating progress in reducing smoking 
tobacco will accelerate reductions in tobacco-attributable morbidity and 
mortality. 
 
Since the late 1980s, tobacco control advocates have developed powerful 
strategies to combat the tobacco industry, including efforts to "denormalise" it 
by exposing companies’ illegal or unethical practices.23 Some major outcomes 
have been won in the courts. Every Australian and New Zealand jurisdiction is 
now committed to smoke-free public places. 
 
Physicians treating smokers (with a 1 in 2 risk of early death if they continue to 
smoke past age 35 years of age) have a duty of care to ensure these smokers 
understand the risks and are offered evidence-based advice to increase their 
likelihood of smoking cessation. 
 
Burden of Illness. More than 20 per cent of adults and 25 per cent of 
adolescents aged 12 - 17 in Australia in 2004 smoked at least weekly. 24 Around 
25 per cent of adults smoke daily 25 and in 2003, 17.1 per cent of 14 - 15 year 
olds in New Zealand smoked at least weekly.26  

 
More people in Australia and New Zealand die from smoking than from illicit 
drug abuse, motor vehicle accidents, suicides, homicides, drowning, shark 
attacks, falls and electrocution combined.27  
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The success of many strategies to reduce demand and help smokers to quit is 
well supported by evidence. Societal expenditure in sustained tobacco control 
has compromised effectiveness in the more recent past. Although cigarette 
smoking declined previously when government expenditure increased, 
expenditure now is insufficient to fund effective measures in tobacco control.  
 
Expenditure on tobacco control is a small proportion of the 
revenue that governments receive from tobacco taxes. In Australia in 
1998−9, tangible costs were estimated at A$7.586 billion and intangible costs 
at A$13.476 billion.13  Ten years earlier, in 1990, New Zealand tangible costs 
were estimated at NZ $1.220 million and intangible costs at NZ $2.1250 
million.28  
 
Who is affected most by smoking tobacco?  Smoking tobacco is 
particularly high amongst the most vulnerable and disadvantaged people of 
society: those with a mental illness, people living with a disability, those from 
lower socio-economic backgrounds, youth and Indigenous peoples.  Its 
damaging effects exacerbate health and social issues, many of which overlap. 
Gender, sexuality, acculturation and geographic location can also contribute to 
the impact of smoking tobacco on inequities in health outcomes.  
 
Cigarette smoking is a major risk factor for cancer, cardio-vascular, respiratory 
and renal diseases and contributes to greater complications of diabetes. A 
reduction in the therapeutic response to oral29 and inhaled30 corticosteroids 
has been shown in people who smoke and who have mild or chronic asthma.  
 
Smoking cigarettes is also a major cause of the low-birth weight of babies born 
to women who smoke during pregnancy. Babies born to women who smoke 
remain low birth weight babies throughout their lives and are at risk of adverse 
health and social outcomes.31 In this context, smoking contributes to a cycle of 
disadvantage with costs borne by the entire community. 32

 
Parental cigarette smoking is a strong predictor of teenage uptake. Smoking in 
young people is more common in females. Immigrants may lack access to 
preventive information in their own language. Indigenous people may lack 
knowledge about the more specific harmful effects of cigarette smoking.  
 
In the military forces, prisons and some mental health services, smoking has 
previously been normalised and used as a reward.  
 
Cigarette smoking not only causes many diseases, it impedes treatment. 
Smokers use inpatient hospital services more than people who have never 
smoked,33 34 and are also more likely than non-smokers to use services such as 
emergency and outpatient departments.35 Wounds heal less quickly36 and 
smokers are more likely to be admitted to intensive care after surgical 
procedures.37
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Current opportunities. Cigarette smoking rates may have been reduced. 
However, cigarette smoking remains the daily habit or addiction of 3.6 million 
Australians27 and 0.7 million New Zealanders, and half of the Indigenous 
populations of both countries. Their health and wealth “goes up in smoke” at 
the rate of 100 puffs per smoker per day. Every day, 52 Australians and 
12 New Zealanders die from society’s failure to mitigate the social 
acceptability and widespread availability of tobacco.38

 
Legislation for smoke-free workplaces and hospitality venues will bring about 
huge improvements in air quality for non-smokers, will lower daily cigarette 
consumption by smokers, and result in reducing the prevalence of cigarette 
smoking. Importantly, these changes will make non-smoking the norm 
throughout society. 
 
As the more affluent have abandoned cigarette smoking, tobacco control is 
further compromised.  Smoking tobacco becomes the forgotten epidemic. 
Cigarette smoking becomes “out of sight, out of mind” to many of those with 
social power and political influence exposed only to groups with low rates of 
smoking. Decision making can become vulnerable to distorted advice from 
interested groups afforded access to politicians, health ministers and policy 
makers. 
 
Economic and other drivers have ensured that tobacco-delivered nicotine is a 
comparatively cheap drug.  One cigarette currently costs less than 50 cents, 
yielding 10 to 12 puffs, each of which sends nicotine to the brain within 
seconds. Five cents for a tangible immediate pleasure can be perceived as 
“good value” to the smoker in the absence of consistent alternative messages.  
 
OUR GREATEST OPPORTUNITY:  INDIGENOUS HEALTH  
 
To reduce the high cigarette smoking prevalence in Indigenous peoples, the 
Colleges have welcomed the advice obtained from Indigenous experts. 
 
One priority is to ensure Aboriginal and Torres Strait Islander peoples and 
Mäori receive proven and culturally-safe interventions.  The lack of research 
on what works best for Indigenous communities may be used to excuse non-
delivery to these communities. Even if known best practice works for the 
general population it may not work in Indigenous populations.  Social 
marketing such as the Every cigarette is doing you damage television 
commercials can provide a constructive and supportive background for 
culturally customised programs.39  Culturally customised programs can be 
locally based, include local content, involve elders and secure community 
members in their design and delivery.  Ivers suggests that if all Indigenous 
health professionals adopt effective non-smoking and smoking cessation 
policies, non-smoking will become the norm. 22 

 Many Indigenous people 
believe that they could benefit from NRT but that this product must first be 
provided at a price all communities can afford. 22 
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College Fellows can be confident that the Colleges will support them in their 

endeavours to eradicate mortality and morbidity attributable to tobacco 
smoking. 
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People and Populations   

1: Prevent progression from regular cigarette smoking to 
tobacco-delivered nicotine addiction and dependence 

Young people who take up cigarette smoking should never be blamed for this is 
an understandable response to peer pressure, media advertising and 
psychological imperatives to experiment during adolescence and early 
adulthood.  ‘Never smoking’ remains the ideal.  Delay of uptake is less risky 
than unmitigated early uptake.  Addiction to tobacco nicotine at age 15 
predicts a high risk of continuing to smoke beyond 35 years.  Smoking 
cigarettes at age 35 years carries a cumulative 50 per cent risk of premature 
death and reduced healthy years of life.40

 
Experimentation with smoking cigarettes is common and often encouraged 
by peer pressure and triggered by the availability of cigarettes from friends or  
family.41 42  At this stage of experimentation, young people are unlikely to have 
a preferred brand.  Smoking cigarettes is unlikely to occur daily.  Answers to 
questions about smoking cigarettes will vary genuinely depending upon recent 
use.  Beyond initial experimentation, users learn to inhale. Their cotinine 
levels (indicating nicotine absorption) gradually increase.43 Cigarettes will be 
smoked more intensively to extract enough nicotine to maintain addiction.  
This behavioural progression to addiction can be measured accurately with the 
Hooked on Nicotine Checklist (HONC).44

 
Parental cigarette smoking is highly influential in the daily cigarette 
smoking rates of children.45  
 
Homes. Whether the home is smoke-free is also influential on daily cigarette 
smoking by children. 28 46

 
Public places. Adolescent cigarette smoking rates are lower in communities 
with smoke-free public places, 46 other factors considered. When young people 
go ‘down town’, smoky venues and gathering places imply that cigarette 
smoking is the norm, and that non-smokers among them who want to be seen 
as an adult should be adopting a smoky or smoking lifestyle. 
 
Pocket Money. Those with more pocket money are more likely to be daily 
smokers, after controlling for socioeconomic status.47  
 
Education. Life Skills Training (LST) from Years 7 to 9,48 evaluated in 10 
separate studies, reduced polydrug alcohol, cannabis and cigarette smoking by 
two-thirds when evaluated at year 12.49  
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Schools. Progression to daily cigarette smoking is negatively associated with 
smoke-free school policies if they are perceived to be strongly enforced, 
whether the home is smoke-free, and whether public places are smoke-free.46   

(For more information on smoke-free schools see page 42) 
 
HONC scores can be used to tailor interventions by physicians and 
psychiatrists.  Young people with high HONC scores are addicted and can be 
supported according to ‘harm minimisation’ principles.50  Those with lower 
HONC scores must be supported to deflect peer pressure, marketing and other 
influences from the industry.
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People and Populations  

2: Priority populations – children and young people   

In both Australia and New Zealand, there was a reduction between 1999 and 
2003 in the prevalence cigarette smoking among both male and females aged 
14 −17 years, (except Mäori females). More than 25 per cent of adolescents 
aged 12 - 17 in Australia in 2004 smoked cigarettes at least weekly.26 27  About 
25 per cent of adults smoked daily 27 and in 2003, 17.1 per cent of 14 - 15 year 
olds in New Zealand smoked cigarettes at least weekly.28  

 
Cigarette smoking in young people is influenced by adults – what tobacco 
companies do and what electorates demand their political representatives in 
government do in response. In brief: 
 

• Governments control the price of cigarettes – the most powerful 
factor known to affect adolescent cigarette smoking;  

 
• Governments determine whether school and public 

environments are smoke-free; 
 
• Governments control the size and type of health warnings on 

packets, and whether tobacco products are on display at point of 
sale at shops on the way home from school; 

 
• Governments control how much the media carry informative 

messages such as Every cigarette is doing you damage; and, 
 

• Parents control the home environment. 
 
Both Colleges sympathise with young people confronted with resourceful 
tobacco transnationals which continue to market a glamorously wrapped 
product.  Cigarette smoking imagery was banned from billboards long ago.  
Young people smoking cigarettes today have not been exposed to the tobacco 
company advertisements their parents saw. The cinema and video industry 
continues to portray cigarette smoking as the norm.  Parents are the most 
pivotal role models for most young people.  What they do and what they 
permit in the home environment predicts cigarette smoking uptake by young 
people.46

 
Parents who insist upon a smoke-free home environment should be positively 
praised for reducing exposure of their children to environmental tobacco 
smoke, a hazard known to increase children’s physical illnesses.  
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Unequivocal advice to parents who smoke to ensure that, at least, their home is 
smoke-free will reduce the risk of their children also taking up cigarette 
smoking.51   
 
The evidence is weak that youth-oriented policies (for example bans on sale to 
under 18 year olds) reduce youth cigarette smoking.  For effective policy, 
cigarette smoking must be regarded as an adult problem requiring adult 
solutions.  
 
Young people’s tobacco consumption is particularly sensitive to variations in 
price or in their own weekly income. (See below) 
 
Affordability of popular brands to young people as at April 200452

 
Australia 

Brand Number of cigarettes that can be, 
bought by a 15 year old on a weeks 
average pocket money, (2002 pocket 
money, May 2003 price) 

Percentage of 
teenage smokers 
usually smoking 
cigarettes by brand, 
August 1999 

Longbeach 40s 
 
Peter Jackson 30s 
 
Winfield 25s 

44  
 
42  
 
39 
 

20 per cent 
 
17 per cent 
 
21 per cent 
 

- Number of minutes to earn a packet of Winfield 25s. Aug 2003: 24 minutes 
 
 
It may be perceived that young adults are making an informed choice about 
their cigarette smoking.  One leading tobacco company, Philip Morris, has 
produced a school education kit titled I’ve got the power used by many schools 
in Australia and New Zealand.  An Indigenous adaptation of this resource 
called Our strengths was also produced in some states in Australia. Nothing 
could be further from the truth. In view of their level of maturity, 
children need to be protected from damaging health hazards.   Regulations to 
limit the availability of cigarettes in the general community and, specifically, to 
young people, are successful. Increases in the price of cigarette smoking are an 
effective means of encouraging population−level reductions in cigarette 
smoking levels. 
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People and Populations  

3: Priority populations – Indigenous peoples 

In Australia, half of the Indigenous population smoke cigarettes.  This 
percentage (51 per cent) has not decreased since 1990. 2 In New Zealand, half 
of the Mäori population smoke cigarettes.  This percentage (51 per cent) has 
not decreased since 1990. 3 Similarly, cigarette smoking has not declined in 
Pacific Island peoples in New Zealand since 1990. 3 In Australia in some 
regions, up to 83 per cent of Indigenous men and up to 73 per cent of 
Indigenous women smoke cigarettes. 22 The 2002 National Centre for 
Aboriginal and Torres Strait Islander Statistics (NCATSIS) found that 51 per 
cent of the Indigenous population aged 15 years or over smoked cigarettes, 
compared to 52 per cent in 1994.53 There is a high prevalence of chronic 
diseases among Indigenous population in Australia54 55 and New Zealand, 56 
with cardiovascular disease the largest single contributor to their higher death 
rate. 
 
The burden of early death  

• One in three Mäori deaths in 1989−93 was attributed to cigarette 
smoking;56  

• Among Northern Territorians aged 15 or older, 23 per cent of 
Indigenous male deaths, and 17 per cent of Indigenous female 
deaths, were attributable to cigarette smoking;57 and, 

• Indigenous males die at up to more than four times the rate of 
non-Indigenous males from tobacco-related causes. Indigenous 
females die at up to nearly 11 times the rate of non-Indigenous 
females from tobacco-related causes.58  

 
 

Redressing inequities in health outcomes and the reduction of preventable 
disease for Indigenous populations is a matter of human rights. 

 
 
Efforts in tobacco control have had a differentially better impact on non-
Indigenous populations.  Rates among non-Indigenous populations have 
fallen, yet they have remained unchanged or, worse, increased among 
Indigenous populations.  One explanation is that successful tobacco-control 
efforts are culturally grounded.  Strategies generated outside of the Indigenous 
community’s culture that do not incorporate specific health beliefs, ‘holistic’ 
understanding of health and social values are unlikely to be effective.  Hence, 
strategies to eradicate mortality and morbidity due to tobacco smoking in 
Indigenous populations must be developed within the culture and belief 
systems of that population. 
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Why has there has been so little progress? 
 

• Funding. In the past funding has been fragmented, short term 
and given with no Indigenous control; 

• Services have been deficient. For example, in the 1980s and 
most of the 1990s New Zealand had only one smoking cessation 
clinic. Up until 1999, there was no Quitline service in Maori in 
New Zealand. In Australia and New Zealand, a high proportion of 
Indigenous health workers smoke cigarettes;  

• Disparity of services. It is not because the services have been 
any more deficient to Indigenous populations. The funding 
guidelines for the service have emphasised the need to reach 
Mäori clients, to advertise the service to them, to provide 
advisers to ensure a friendly service to Mäori. Mäori have been 
involved in designing television commercials targeted at them; 
and, 

• Elders as role models. Indigenous populations traditionally 
allot leadership roles to elders. The question of who should 
properly fund programs to allow elders to provide leadership in 
tobacco control needs to be addressed. 

 
Despite concerns of Mäori health workers that financial hardship caused by 
higher tobacco taxes would cancel out health benefits, analysis shows that such 
effects are 42 to 257 times less than the consequences of continued cigarette 
smoking.59

 
There is a special role through smoking cessation services in New Zealand that 
focus on Indigenous people, such as the Aukati Kai Paipa programs. This 
smoking cessation pilot program was delivered to Mäori women and their 
families. The program offers a free service and provides NRT in the form of 
skin patches and/or chewable gum, together with counselling support.60

 
In recognition of the size and scope of smoking tobacco in Indigenous 
populations, there will be benefits from sustainable career structures for 
Indigenous health workers in order that their understanding of and 
contributions to tobacco control in these communities can be sustained.  
Relevant training and support will build capacity in a tenured Indigenous 
workforce.  Research can be instigated into how to reduce rates of cigarette 
smoking among Aboriginal and Torres Strait Island peoples and Mäori.60 Not 
all interventions successful among non-Indigenous are directly transferable to 
Indigenous Australians and New Zealanders. 22

 
Most Indigenous ex-smokers, like other ex-smokers, quit by themselves, 
without help, for health reasons.22 Continuing smokers are more likely to quit 
with external support, such as Nicotine Replacement Therapy (NRT), or 
through legislative or other restrictions on smoking tobacco.22
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The National Drug Strategy, Aboriginal and Torres Strait Islander Peoples’ 
Complementary Action Plan 2003−6 2   has recommended the following: 
 

• Enhanced capacity of Aboriginal and Torres Strait Islander 
individuals, families and communities/neighbourhoods to 
address current and future issues in the use of alcohol, smoking 
of tobacco and other drugs and promote their own health and 
wellbeing; 

• Substantially improved access for Aboriginal and Torres Strait 
Islander peoples to the range of services, programs and 
interventions that play a role in addressing alcohol, smoking of 
tobacco and other drugs issues; 

• A range of holistic approaches, from prevention through to 
treatment and continuing care, that is locally available and 
accessible; 

• Workforce initiatives to enhance the capacity of Aboriginal and 
Torres Strait Islander community-controlled and mainstream 
organisations to provide quality services to address current and 
future issues in the use of alcohol, smoking of tobacco and other 
drugs and promote their own health and wellbeing; and, 

• Whole-of-government effort and commitment, in collaboration 
with community-controlled services and other non-government 
organisations, to implement, evaluate and continuously improve 
comprehensive approaches to reduce cigarette smoking. 

 
In Australia monitoring and surveillance through NCATSIS ensures that 
Indigenous cigarette smoking is properly monitored. Information from this set 
of data can assist in planning well-informed services and programs.  
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People and Populations  

4: Priority populations − People living with a mental illness 

In the United States in 2001-2, 24.9 per cent of adult smoked cigarettes and 
nearly half of these people were nicotine dependent.  The one eighth of adults 
(12.8 per cent) who were nicotine addicted consumed more than half (57 per 
cent) of all cigarettes smoked.  The 7.1 per cent of adults with both nicotine 
dependence and a psychiatric disorder smoked 34.2 per cent of all cigarettes 
smoked.  They smoked 28 per cent more cigarettes on average per day than 
those without dependence.  People with any psychiatric disorder (including 
any DSM-IV alcohol or substance abuse disorder, or any mood, anxiety or 
personality disorder, regardless of nicotine dependency), smoked 53 per cent 
more cigarettes per day than those with no such psychiatric disorder.  People 
with psychiatric disorder were twice as likely to be addicted to cigarette 
nicotine as those with no disorder (23.0 per cent versus 10.6 per cent).  
Overall, the 36 per cent of adults who had either a nicotine dependence or a 
psychiatric disorder, or both, smoked 70 per cent of the cigarettes. 61 (See Table 
1) 
 
Table 1: The prevalence of tobacco-delivered nicotine dependence 
and psychiatric disorders  
 
Who is nicotine dependent, and who has a 
psychiatric disorder? 
 
                     Nicotine dependency 

Psychiatric 
disorders 

 Yes No 

Yes 7.1% 23.2% 
No 5.7% 48.0% 
Total 12.8% 71.2%  

What proportions of cigarettes were 
smoked by each group?  
 
                     Nicotine dependency 

Psychiatric 
disorders 

 Yes No 

Yes 34.2% 12.1% 
No 23.3% 30.4% 
Total 57.5% 42.5%  

Source: National Epidemiologic Survey on Alcohol and Related Conditions. Grant BF et 
al. 2004.61

 
By extrapolating from United States data,61 nicotine dependence and 
psychiatric disorders combined account for one third (34 per cent) of all 
cigarettes smoked in the United States.  
 
Does cigarette smoking cause depression?  
The relationship is complex and the causation works both ways. Depression 
increases the risk of cigarette smoking, and cigarette smoking increases the 
risk of depression. There are high rates of nicotine use in those with depressive 
62 and anxiety disorders.63 64 65  
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Dependent cigarette smokers have a higher prevalence of depression (both 
new and repeat episodes), 62 66 higher rates of suicidal ideation, and 2−4 times 
the risk of suicide attempt and completion (which is smoking-dose related).67

Concomitantly, smokers are at high risk of first onset major depression, with 
the highest rates of cigarette smoking occurring in those with recurrent 
depressive episodes, 62 bipolar disorder 68 69 and chronic schizophrenia. 70

 
Depression-history smokers (DHS) are over-represented amongst dependent 
smokers, and are heavier smokers.  When quitting, DHS have more frequent, 
severe and prolonged withdrawal episodes; more depressive symptoms, anger 
and irritability, and approximately a 30 per cent risk of depressive relapse.71  
 
Smoking of cigarettes and schizophrenia  
Most patients start smoking cigarettes in their teens, before mental illness 
begins, yet people with schizophrenia have a cigarette smoking prevalence as 
high as 90 per cent. Those with the novelty-seeking personality trait are more 
likely to use a combination of nicotine, caffeine and alcohol. 
 
There are interactions between nicotine use and effects of medications used for 
the treatment of schizophrenia and bipolar disorder. Nicotine withdrawal can 
lead to exacerbation of psychotic symptoms.72

 
Smoking and medications  
 
Nicotine assists the uptake of clozapine and its metabolism, as well as 
some of the atypical antipsychotics (but not risperidone). Clozapine appears to 
have specific anticraving effects not shared by other antipsychotic agents.73 74 
75  The first rule of a physician is, of course, to do no harm. If nicotine is 
needed, then the smoking of tobacco is the most dangerous way to obtain 
nicotine, and other methods or sources of nicotine should be explored. 
 
Tobacco - delivered nicotine or clean nicotine. This proposal has 
implications for longevity as cigarettes provide the most affordable nicotine 
available to smokers, including people who smoke and who have a mental 
illness. Unfortunately, tobacco-delivered nicotine, accompanied by the toxic 
gases in smoke is the ‘dirtiest’ form of nicotine possible.  Since the 1980s 
nicotine gum and then patches have been available to provide nicotine in safer 
form.  But unless government and the health services subsidise nicotine gum 
and patches, cigarettes will be the only accessible source of nicotine, and will 
continue to shorten the lives of people who have a mental illness and who 
smoke cigarettes. 
 
Alcohol and illicit drugs. From two recent Australian community surveys, 
cigarette smokers had higher rates of alcohol dependence and/or use of, abuse 
of /or dependence on illicit drugs. 27  76 In the twelve months before the survey, 
31.7 per cent of smokers had used cannabis compared with only 7.2 per cent of 
non-smokers. Likewise, the rates for other illicit drug use in the preceding 
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twelve months were 19.1 per cent for cigarette smokers compared with 5.2 per 
cent for non-smokers.27   There is evidence that cannabis is a gateway to 
cigarette smoking. 77  Those seeking treatment for problems related to alcohol 
or illicit drugs should have a cigarette smoking assessment and be offered 
appropriate smoking cessation interventions.78

 
General 
Cigarette smoking poses the same serious threat to the health of those addicted 
to other substances but there has been resistance to considering tobacco a 
"problem drug", along with other substances in addiction-treatment programs.  
A common reason for this is the perception that addressing cigarette smoking 
will interfere with and have a negative impact on the treatment of other 
addictions.79  Also tobacco is not a drug that demands crisis management. 
Consequently, clinical interventions often focus only on alcohol or other illicit 
drug use.  The importance of quitting cigarette smoking at the earliest feasible 
moment remains, however, as the cumulative mortality risk of continuing to 
smoke cigarettes beyond age 35 years of age is one in two.38  80  
 

1. Cigarette smoking and alcohol abuse are over represented in people 
with mental health problems;63 81  

2. There are high rates of nicotine use in those with depressive 62 and 
anxiety disorders; 63 64 65 

3. Cigarette smoking affects lifestyle, as those on the disability pension 
spend considerable amounts of their income on cigarette smoking; 
82and, 

4. Smoking of tobacco is a confounder or trigger for other substance use 
and vice versa. It is therefore more effective to address co-existing 
drug dependence at the same time. 

 
The situation among Indigenous populations may well be worse as depression 
and high cigarette smoking prevalence are intertwined. Mood cues for 
cigarette smoking in films may be unhelpful to people who are psychiatrically 
vulnerable. Relatives, friends and health professionals offering upset patients 
who have a mental illness a cigarette, to cope, may be equally unhelpful.  
 
Mental health services and mental health professionals have to address the fact 
that smoking of cigarettes is still embedded in institutional and professional 
ways of coping with those who have a mental illness and who have difficulty 
coping. 
 
The following summary of the smoke-free status in mental health institutions 
highlights the complexity of occupational health issues for mental health 
services.  Once smoke-free workplaces are secured through smoke-free 
advocacy, policy decision makers will have to turn their attention to mental 
health services.  Mental health services will need extra resources to cope with 
the tobacco control aspects of their work. 
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Cigarette smoking status in mental health institutions 
 

 New Zealand Australia 
Cigarette sales The sale of cigarettes was 

banned in hospitals circa 1990. 
The sale of cigarettes was banned 
in hospitals circa 1990. 

Smoke-free 
status 

Some mental health facilities are 
almost entirely smoke-free, with 
restricted to special areas for 
high security patients. In 
community residential facilities, 
private living quarters have been 
exempted from legislated bans 
on workplace smoking. 
Generally smoke-free programs 
have been well received. 

Some mental health facilities are 
almost entirely smoke-free, with 
smoking of cigarettes restricted 
to special areas for high security 
patients. In community 
residential facilities, private 
living quarters have been 
exempted from legislated bans 
on workplace smoking. Generally 
smoke-free programs have been 
well received. 
In locked psychiatric settings, 
staff appear to use cigarettes to 
clinically manage patients and to 
avoid violence by patients. 83

Cigarette 
smoking 
cessation 
services 

Some general hospitals have 
begun to take on staff for this 
purpose but most mental health 
services have not yet done so. 

Violence can be a risk when 
attempting to enforce smoke-free 
policies. There needs to be 
adequate support, including free 
NRT.  

Cigarette 
smoking 
prevalence 
among staff 

Psychiatric nurses have tended 
to have a higher cigarette 
smoking prevalence than other 
nurses.  

Twenty-two per cent of nurses 
reported being current smokers 
and 21.5% reported being ex-
smokers.84

Cigarette 
smoking 
prevalence 
among people 
with a mental 
illness 
 

Not available Cigarette smoking prevalence is 
even higher in those with 
psychotic disorders and bipolar 
disorder,66 but these were not 
rated in the Australian National 
Comorbidity Survey (NCS) and 
therefore not addressed for 
depression history smokers 
(DHS). 
Patients who have a mental 
illness, especially those with a 
psychotic illness, show 
dramatically elevated rates of 
cigarette smoking compared to 
the general population (60 per 
cent vs. 23 per cent).85

Co-morbidities Not available The National Survey of Mental 
Health and Well-being 
demonstrated a higher rate of 
cigarette smoking in people who 
had other substance use 
disorders. 76
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People and Populations  

5: Priority populations – Pregnant women 

Smoking of cigarettes in late pregnancy represents a ‘systems’ failure of 
tobacco control policies. Intense services are required to assist pregnant 
women to quit.  There is no safe level of cigarette smoking in pregnancy.  
Cigarette smoking in pregnancy adversely affects mothers and babies, and 
smoking cessation programs can reduce cigarette smoking rates among 
pregnant women.86  
 
Pregnancy is a key time to intervene with cigarette smokers.  Firstly, it is the 
start of a life-stage when a woman who smokes regrettably has the maximum 
potential to pose immediate and long-term harm to others − through death, 
premature rupture of membranes, growth impairment and airway 
malformation of the unborn child,87 88 89 90 91 and through the continuing 
effects of smoke exposure after birth on one or more children.  These effects 
include 1.5 − 2 times increased risk of sudden infant death syndrome,92 93 1.5 
to 4 times increased rates of all respiratory infections (bronchiolitis, 
pneumonia, ear infections, tonsillitis),88 94 95 96 97 98 99 100 101 102 103 increased 
overall rates of hospitalisation,104 105 increased risk of invasive meningococcal 
disease106 107 and septicaemia, increased severity of asthma,108 109 decreased 
cardio respiratory fitness and lung function,  88 110 111 112 113 114 and deaths and 
burns through house fires.115

 
Secondly, the long-term effects on a child exposed to tobacco smoke include a 
likely increased risk of chronic respiratory illness as an adult115 116 and a 
possible increased risk of cancer 116 and heart disease.117 118 Secondly, in this 
life-stage, parents’ cigarette smoking most potently increases the likelihood of 
initiation of cigarette smoking in other people − their own children.119  In this 
way it perpetuates a cycle of cigarette smoking and its harm.  Thirdly, it is a 
key time when women and their partners seek health care, are especially 
concerned for their health and the health of their unborn child, and are most 
motivated to change behaviours for the sake of health. 
 
Expectations of pregnant women to quit are high.  Socially desirable responses 
can mislead clinicians with respect to women’s cigarette smoking status.120  
 
Education programmes. Studies show that women are motivated to stop 
smoking of cigarettes during pregnancy, out of concern for their own health 
and that of their baby. 121 122 However, while women are more likely to stop 
cigarette smoking while pregnant, they often relapse within six months 
following the pregnancy. 123 Half the women who quit cigarette smoking 
typically abstain for five to seven months postpartum. 124 An intensive cigarette 
smoking education program achieved 28 people quitting after four visits out of 
437 pregnant smokers and 209 enrolled in the programme. The number still 
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not smoking cigarettes after the baby was born was not stated.125 Quitting 
tended to be mainly among light smokers.126

 
Ninety per cent of antenatal care providers do not provide written information 
and advice about smoking cessation to pregnant women.127 Most (90 per cent) 
of protocols about smoking cessation did not include written information and 
advice, although 30 of these (28 per cent of the total sample) include cigarette 
smoking on a checklist. Of the 11 protocols that contained written information 
and advice, only two detailed how best to advise and support women in 
quitting cigarette smoking. 128

 
Indigenous women. Up to 72 per cent of pregnant Indigenous women 
smoke and Indigenous infants are more likely than others to have low birth 
weight, with cigarette smoking being considered a contributing factor.22There 
is a lack of health promotion resources that specifically address the effect of 
cigarette smoking on pregnant Indigenous women.  A literature review 22 
reported that interventions to assist pregnant women to quit were successful in 
decreasing smoking of cigarettes and increasing birth weight in non-
Indigenous populations. 



 

  
39

People and Populations  

6: Training in counselling for clinicians 

Clinicians are obliged to reduce smoking of cigarettes through one-to-one 
professional interactions with smokers.  Their authority to speak on tobacco 
control relates to their core knowledge of what cigarette smoking does to their 
patients, and to their technical skills in helping smokers to quit.  
 
Australian research has shown that quitters preferred receiving advice and 
help in quitting cigarette smoking through their health professional rather 
than from any other source.128

 
Brief advice from a doctor during a routine consultation to stop 
cigarette smoking achieves a net 2.5 per cent gain of additional 
successful smoking cessation at 6- 12 months post intervention.129 
This advice is both cost-effective and can have a significant impact on 
population cigarette smoking rates. 
 
Simple and brief advice during a consultation using the five A’s significantly 
increases rates of smoking cessation. These are as follows:  

1. Ask about cigarette smoking;  
2. Advise quitting;  
3. Assess current willingness to quit;  
4. Assist in the quit attempt; and,  
5. Arrange timely follow-up.130 

 
The Australian General Practice Guidelines 131 describe an organised approach 
to smoking cessation in general practice based on these five ‘A’s’.  These 
guidelines emphasise the efficacy of clear, compassionate, non-confronting 
and consistent advice that then links to specific assistance strategies.  There is 
not yet equivalent document for physicians and psychiatrists providing a ‘one-
stop’ handbook to support the provision of practical yet evidence-based 
professional advice. 
 
Treatment and management of tobacco-delivered nicotine dependency will 
depend on the stage of readiness to quit as well as the level of dependence on 
nicotine.  Drug therapy in the form of NRT can also assist smoking cessation; 
these treatments should be coordinated with the general and specific support 
and counselling strategies that are also of proven benefit.132

 
Persistent, consistent and compassionate smoking cessation advice by every 
physician and psychiatrist in Australia and New Zealand could be expected to 
reduce overall smoking of cigarettes in the population by 2.5 per cent. There is 
no time to lose. 
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Training in smoking cessation 
A study of cigarette smoking and smoking cessation on the curricula of UK 
medical schools in 2004 reported teaching on smoking to be inadequate. There 
is limited evidence both in Australia and New Zealand supporting the 
effectiveness of training of health professionals in smoking cessation 
counselling.133

 
A Cochrane review of training healthcare professionals in smoking cessation 
reported that those who received training were more likely to perform tasks of 
smoking cessation than untrained controls.131 Of eight studies that compared 
patient cigarette smoking behaviour of trained professionals and controls, six 
found no effect of intervention, however, the effects of training using a systems 
approach increased if prompts and reminders were used.131  This highlights the 
importance of a systems approach. 
 
Simplistic approaches to training will be ineffective.  Although few studies 
have been published that evaluate the impact of training on the behavioural 
skills of either physicians or psychiatrists, studies of interventions in general 
practice demonstrate the need for intensive, multifaceted training strategies 
with built-in reinforcers and follow-up .134   
 
For undergraduates, Coordinators of Alcohol and Drug Education in Medical 
Schools (CADEMS) has been implemented in 57 medical schools globally.135  
CADEMS were originally funded by the federal government to coordinate 
teaching on smoking of cigarettes, alcohol and other drug use and counselling 
to medical students in each of Australia’s 14 medical schools.  An evaluation of 
these training programs demonstrated an increase in knowledge, skills, 
curriculum time and elective studies as a result of alcohol and drug teaching 
coordinators.136

 
Training in advocacy 
Physicians and psychiatrists can be taught strategies to undertake the 
following: 

• Persuade their employing or accrediting institutions to become 
fully smoke-free;  

• Ensure their institutions are funded and staffed to provide 
smoking cessation services to patients and staff; 

• Encourage their Colleges to demand faster progress on tobacco 
control; and, 

• Assist with organised efforts to raise awareness of cigarette 
smoking as a preventable disease risk factor, such as one-to-one 
meetings and communications with their elected politicians and 
other members of parliament. 
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People and Populations  

7: Affordable Nicotine Replacement Therapy (NRT) and 
other pharmaceuticals 

Tobacco-delivered nicotine dependence is a chronic, relapsing illness. Once 
identified, cigarette smokers will achieve better quit rates with support from a 
clinician (physician or psychiatrist) than from their lone unsupported efforts.  
Within the 5A approach described previously, NRT is an effective addition to 
smoking cessation advice for those who are addicted to tobacco-delivered 
nicotine.  Therefore, NRT must be accessible, affordable and used according to 
published guidelines. 130 137

 
There is very good evidence for all forms of NRT to be made available for 
people smoking cigarettes more than 10 −15 cigarettes per day.130  This 
intervention deals with NRT as it relates to individual people or population 
groups.  Further information on the cost and availability of NRT can be read 
on page 54.  
 
The aim of NRT is to assist smoking cessation by providing a near-constant 
level of nicotine above that which is associated with withdrawal.  No form of 
NRT can replicate the rapid nicotine delivery from a cigarette.  The NRT 
formulations available in Australia and New Zealand include gum, patches and 
oral inhaler. Nicotine nasal sprays and a sublingual tablets or lozenges are not 
presently available in Australia. 
 
Cigarette smokers who want to quit have to change many entrenched 
behaviours. Nicotine addiction is often the main reason people continue to 
smoke cigarettes.  Behaviour modification must therefore be a major part of 
any smoking cessation program.  A pharmacological approach is the most 
successful route to behavioural change.138  This approach may not suit 
everyone. 
 
Cost is a significant barrier to cigarette smokers and for governments who wish 
to assist cigarettes smokers to quit smoking.  If smoking cessation services 
were enabled to realise their full potential, government tobacco tax revenue 
would fall.  Governments must be reminded of the revenue they already 
receive from cigarette smoking and the high cost of cigarette smoking to the 
community.  
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Settings  

8: Schools as settings to delay initiation (prevention) 

As described in section 1 and 2 (pages 26−29), smoking of cigarettes among 
young people is characterised by clear developmental stages and changes over 
time in relation to age.  Those who smoke tobacco in early adolescence are 
more likely than their peers to become dependent on tobacco-delivered 
nicotine.139  Cigarette smoking has been linked with a range of negative 
learning factors, such as absenteeism, alienation and lack of teacher control.140

 
School-based anti-smoking programs will delay uptake of cigarette smoking.52 
These programs include efforts to make a school and its grounds smoke-free;141 
making local retailers aware that it is illegal to sell cigarettes to underage 
students; efforts to reduce supply or sale of cigarettes on school grounds; 
classroom teaching about smoking cigarettes and counselling support for 
students wishing to quit.  In 1996−8 enforcement of no sales to under-18s was 
at a maximum, accompanied by a Why start campaign aimed directly at 
adolescents.  No changes occurred in the school environment in the period 
1999−2003, except that more schools became smoke-free.  
 
Other factors may have been influential.  In 2000 the price of cigarettes 
increased 20 per cent, the warnings on cigarette packets became stronger, and 
the quit campaign was launched nationally with television advertising (Every 
cigarette does you damage.) 
 
Cigarette smoking has been banned in school buildings in all jurisdictions, but 
not in all cases on school grounds.  Many Australian schools continue to treat 
smoking of cigarettes as a discipline issue for students rather than a health 
issue for the whole school community.  
 
Counter strategies may be difficult to appraise.  Some tobacco companies have 
identified a gap in government support for health education about smoking of 
cigarettes.  As described on page 29, I’ve got the power is a school education 
kit produced by Philip Morris that embraces choice but provides too little 
information about the health consequences of cigarette smoking.  Schools may 
also receive funding and support through the Life Education Trust.  This Trust 
is partly supported by British American Tobacco in Australia and in New 
Zealand.  It is also active in Aboriginal and Torres Strait Islander communities.   
 
Drug education is compulsory in most jurisdictions, but programs have 
focused much more on alcohol, illicit drugs and inhalants than on cigarette 
smoking; this is particularly so in schools with a high proportion of Indigenous 
students. 
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Several state education departments in Australia have recently produced 
cigarette smoking prevention education resources.  The Smarter than 
Smoking projects in Western Australia and Quit in South Australia and 
Victoria have collaborated extensively to produce high quality materials for 
students. However, across Australia, only 50 per cent of secondary school 
children can recall a recent lesson about cigarette smoking. 142
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9: Home, work and hospitality  

Evidence about the harms from exposure to environmental tobacco smoke 
(ETS) together with an increasing awareness among employers with respect to 
their duty of care to their employees, clients, and visitors have led to the rapid 
escalation of cigarette smoking restrictions in many workplaces and public 
places.  
 
Exposure to ETS is a problem in public places such as children’s playgrounds, 
sporting venues with allocated seating, and in closely shared spaces such as al-
fresco dining areas, shared courtyards and apartment buildings.  Although the 
ETS exposure in such settings is not of the magnitude of enclosed indoor areas, 
community interest in reducing exposure in these settings is growing. 
 
Toxicity of environmental tobacco smoke. ETS exposes non-smokers to 
toxic and carcinogenic substances involuntarily.  The composition of side 
stream smoke emitted from the burning stub of a cigarette is similar to that of 
mainstream smoke inhaled by the smoker through the mouth end.  Most of the 
toxic molecules are small (under 100 molecular weight, and volatile gases.) 
(See Harm Reduction page 62 for details on toxicity of mainstream smoke).  
There are over 4,000 chemical compounds143  and 43 known human 
carcinogens in tobacco smoke.144

 
Disease risks from exposure to ETS. In one of the largest census-based 
studies to date of ETS effects, adults who had never smoked and who lived 
with smokers were demonstrated to have a 15 per cent higher risk of death 
from all causes than those living in a smoke-free household, after adjusting for 
age, ethnicity, marital status and socioeconomic position.145 146  Health effects 
of passive smoking have been confirmed by major reviews of the evidence 
conducted by peak international public health bodies including the US 
Surgeon General,147 the World Health Organization148 and the US 
Environmental Protection Agency.149   
 
The most recent published major review of the evidence relating to ETS and 
cancer was that of the International Agency for Research on Cancer (IARC).150  
Based on current data (ETS is responsible for between 7−8 per cent as many 
deaths as cigarettes smoking itself.3  Most of the attributed deaths from ETS 
are due to ischaemic heart disease or stroke, with a minority due to sudden 
infant death syndrome (SIDS) or lung cancer. 151  Much of the attributed 
morbidity is due to asthma and glue ear in children.150 A further study found 
that exposure to ETS is associated with an excess risk of Coronary Heart 
Disease (CHD) of about 50-60 per cent, much higher than the 25−30 per cent 
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increased risk previously attributable for those living with people who smoke 
cigarettes.152

 
Workplace exposures and mortality. For New Zealand, 101 deaths a year 
are attributable to past exposure to ETS at work.  With new legislation ratified 
in 2005, an estimated 70 deaths a year now will be avoided.150  
 
Offices. The Commonwealth Department of Health and Aging in Australia 
became smoke-free in 1986.  The New Zealand Department of Health followed 
in 1987.  Both Australia and New Zealand legislated only in 1990 to make all 
offices smoke-free. 
 
Hospitality workplaces. In 1999−2000, 59 per cent of Wellington 
hospitality workers were exposed to ETS.153 In unregulated hospitality 
environments, hair nicotine levels in non-smokers are comparable to those of 
smokers, even after adjusting for non-workplace exposure.154  Smoke exposure 
as indicated by salivary cotinine is known to be higher for non-smoking 
hospitality workers where the smoking of cigarettes is uncontrolled in the 
workplace compared with those working in environments where cigarette 
smoking has been limited to designated areas.155  A recent analysis of risk in 
NSW hospitality workers estimates about 73 workers die per year as a result of 
occupational exposure to ETS.156

 
Home exposures.  Most of the deaths from ETS occur from exposure in the 
homes. 150 Once the legislated ban on workplace cigarette smoking takes effect, 
virtually all remaining ETS deaths will be due to home exposure.  In 2003, 30 
per cent of year 10 students reported in a national survey in New Zealand that 
cigarette smoking occurred in their homes.  By contrast, 41 per cent reported 
that one or both of their parents smoked.157  Recent Australian studies have 
quantified the risk and costs attributable to passive smoking, particularly in 
domestic settings.  A national Australian study estimates that, in 1998−99, 224 
deaths were attributable to passive smoking.  Further, 103 of these deaths 
occurred before the age of 15 years.  In Australia, there is an increasing trend 
towards reduction of ETS exposure in the home and cigarette smokers who 
have children in the house are now more likely to smoke cigarettes outside.158  
 
Cigarette smoking bans are more effective than restrictions in reducing 
ETS exposure, and have been shown to be effective across a wide variety of 
public and private settings.159  The most effective interventions to prevent 
cigarette smoking (and therefore exposure to ETS) in public places involve 
comprehensive programs to support compliance with a policy to ban cigarette 
smoking.  Alternatives to cigarette smoking bans, such as use of signs 
requesting people not to smoke have little impact without other supportive 
measures.  Prompting or requesting individual smokers not to smoke has only 
an immediate short-term effect on preventing cigarette smoking in public 
places. 160 The guiding principle to outdoor exposure in relation to toxic 
carcinogens is elimination of exposure.   
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The following columns illustrate the progress Australia and New Zealand have 
made in creating smoke-free environments. 
 
Smoke-free status of workplaces including hospitality venues 
2004−6 
 

 Smoke-free offices and 
other workplaces 

Smoke-free hospitality 
venues 

New Zealand Offices from 1990. All other 
work places from 2004 

From December 2004 

ACT ACT Government has passed 
legislation that will prohibit 
cigarette smoking in pubs 
and clubs by December 
2006 – making it the first 
Australian jurisdiction to 
introduce total smoking of 
cigarette bans in enclosed 
public places.  

Pubs and clubs to be smoke-
free by December 2006 

Northern Territory Northern Territory legislation prohibits smoking of cigarettes 
in public areas and all indoor workplaces, with exemptions for 
cigarette smoking areas in licensed premises, subject to equal 
amenity for all services.  

Tasmania All enclosed public places and work places to be smoke-free, 
with the exception of some areas in bars and gaming venues 
by 2001.   

All nightclubs, gaming areas, cabarets and not less than 50 
per cent of outdoor dining areas provided by businesses to be 
smoke-free by 2006.   

All bars to be smoke-free by 2006. 

NSW Total indoor cigarette 
smoking bans in pubs and 
clubs by 2007 

It has been estimated that 73 
bar, club and pub workers die 
each year as a result of their 
exposure to ETS in the 
workplace. Of these 73, 59 
deaths would be in non-
smokers.150  

Total indoor bans by 2007 

Queensland Queensland legislation has 
banned smoking of 
cigarette in most enclosed 
public places since 2002, 
with exemptions for 
licensed premises and 
certain gaming areas. 

From July 1, 2006, cigarette 
smoking will be banned in all 
indoor areas of liquor licensed 
premises; and in all related 
outdoor areas where food or 
beverages are served. 
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 Smoke-free offices and 
other workplaces 

Smoke-free hospitality 
venues 

Victoria Total indoor cigarette smoking bans in pubs and clubs by 
2007 

South Australia South Australia legislation bans cigarette smoking in enclosed 
public dining areas. The Government recently announced the 
bans would be extended to all enclosed workplaces, except 
licensed premises, within three months. Licensed venues will 
be required to be totally smoke-free by late 2007. 

Western Australia Western Australian legislation banned cigarette smoking in 
most enclosed public places in 1999, with exemptions for 
licensed premises. Extensions to cigarette smoking bans are 
currently being considered. 

Total indoor bans by 2006 

FOOTNOTE: There are exemptions under the legislation for licensed venues and gaming 
venues in all jurisdictions.  In Australia, there are more than 130,000 people employed 
in pubs, clubs and casinos. The current exemptions from cigarette smoking bans leave 
the majority of these workers and many more patrons and performers exposed to the 
known risks of ETS. 
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Settings  

10: Hospitals, public amenities and other institutions  

Settings such as prisons, juvenile detention centres and community-based 
housing (shelters, live-in residential housing and hostels) are typically 
characterised by high rates of cigarette smoking among residents.  In addition, 
smoking cigarettes can become a form of ‘currency’ in such settings.  For many 
of these settings, ETS affects everyone: staff, residents and visitors.  Yet 
smoke-free policies can be complex in such settings.  De-normalisation of 
smoking cigarettes can be as challenging as in mental health settings. 
 
In New South Wales, 79 per cent of prison inmates smoke cigarettes (78 per 
cent of men, 83 per cent of women).  Younger inmates are more likely than 
older inmates to smoke cigarettes (86 per cent vs. 64 per cent).  The median 
quantity of tobacco smoked is 50 grams a week.  Most individuals smoke 
between 11 and 20 cigarettes a day. In the previous year, over half (52 per cent) 
of current smokers had attempted to quit or reduce the amount they smoked.  
At the time of the survey, 58 per cent of smokers had plans to quit; 21 per cent 
within three months. 161   
 
Some people with disabilities may require assisted accommodation.  A US 
study162 found generally higher cigarette smoking rates among adults with 
disabilities than those without.  There are no public data available in Australia 
or New Zealand on the prevalence of cigarette smoking for people living with a 
disability.  Smoke-free policies in these institutional settings must be sensitive 
to the needs of those who are nicotine dependent.  
 
Public amenities.  Across Australia and New Zealand, some local councils 
have expanded smoke-free public spaces to include such areas as beaches163 
and children’s playgrounds. 164 

 
Prisons.  Particular attention needs to be given to young people in juvenile 
justice settings.  
 
The following columns illustrate the disparity in progress for smoke-free 
places between Australian states and territories and New Zealand, in hospitals, 
health and child care settings, playgrounds and correctional and justice 
centres.  Australia does not have a coordinated national policy towards smoke-
free hospitals, childcare centres, playgrounds or justice centres.  Generally, 
access to a smoke-free prison cell is dependent on negotiations between cell 
mates. Given the high prevalence of cigarette smoking, it is more than likely 
that a non-smoker will be housed with a smoker-inmate.  Smoke-free policies 
prohibiting smoking of cigarettes among staff and inmates must be more 
effectively monitored. 
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Smoke-free status in 2004 − 5 in New Zealand and Australia of 
hospitals, health care services, childcare centres, playgrounds, 
correctional systems and other justice centres. 
 

 Smoke-free hospitals 
and health care 
services 

Smoke-free child- 
care centres and 
playgrounds 

Smoke-free 
correctional systems 
and other justice 
centres 

New 
Zealand165

“Live-in residential 
facilities” with 
ventilation are not 
smoke-free. 

District Health Boards 
have a smoke-free policy 
in all hospitals. 

All childcare centres 
are smoke-free 

Smoking of cigarettes is 
permitted by inmates in 
their own cells. 
 
An inmate who does not 
want to smoke in his or her 
cell must not be required to 
share it with an inmate 
who does want to smoke in 
the cell (as far as 
practicable). 
 
Prisons have a complaints 
procedure in place that 
identifies how complaints 
about workplace cigarette 
smoking are dealt with 

ACT Cigarette smoking may 
occur in the grounds, in 
designated cigarette 
smoking areas (tend to 
be set up with benches, 
bins for cigarette 
smoking material, etc.). 

 

Childcare facilities are 
required to be non 
smoking. 

Playgrounds, sports 
ground, etc. no 
requirements under 
current ACT 
legislation.  

Remand centre is smoke-
free 

Northern 
Territory 

Smoke-free excluding 
outdoor grounds 

Childcare facilities : 
Smoke-free 

Prisons and juvenile 
centres are smoke-free. 
Individual cells have no 
restrictions. Dorms are 
either all cigarette smoking 
or all non-smoking 
depending on inmates 
requirements.  There are 
no restrictions on outdoor 
areas. 

Tasmania Smoke-free Smoke-free policy in 
childcare centres.  

Playgrounds: School 
playgrounds are 
smoke-free. Public 
playgrounds are not 

Prisons: cigarette smoking 
permitted unless 
designated as smoke-free.  

Juvenile centres: no 
cigarette smoking 
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 Smoke-free hospitals 
and health care 
services 

Smoke-free child- 
care centres and 
playgrounds 

Smoke-free 
correctional systems 
and other justice 
centres 

smoke-free  

NSW All Area Health Services 
introduced an Area-wide 
Smoke-free 
Environment Policy in 
1999, prohibiting 
cigarette smoking 
(except in designated 
areas) and requiring 
nursing and medical 
staff to manage nicotine 
withdrawal in their 
patients.166

Childcare centres all 
have a Smoke-free 
policy. 

Local councils ban 
cigarette smoking 
around all children's 
playground areas and 
around playing 
grounds.  

Signage is placed 
around these areas to 
act as a deterrent, and 
also has an educative 
role throughout the 
community. 

Prisons: Smoking of 
cigarettes negotiated 
between cell mates. 

Prisons staff: Policy 
requires them not to smoke 
with prisoners. 

 

Juvenile centres: Smoke-
free. 

Queensland Smoke-free policy in 
progress 

From 2005 cigarette 
smoking is banned on 
all patrolled beaches; 
within 10m of 
children’s 
playgrounds; within 
4m of all building 
entrances; and at 
major sporting venues 
including stadia, sport 
and entertainment 
centres. 

No smoke-free policy. 

Victoria No smoking inside with 
recommendations for 
designated smoking 
areas outside the 
hospitals. 

 

Childcare: smoke-free 
Playgrounds: Not 
smoke-free and 
nothing proposed. 

Smoke-free Work 
Environment policy 
requires that cigarette 
smoking within any prison 
building (including 
prisoner accommodation) 
will be banned and prison 
staff and prisoners will be 
permitted to smoke in 
designated open-air areas 
only.  The policy is to be 
progressively implemented 
in all prisons, with a target 
of being fully enforced by 
March 2006. 
 
Prisoners in Corrections 
Victoria's prisoners are 
entitled to attend Prison - 
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 Smoke-free hospitals 
and health care 
services 

Smoke-free child- 
care centres and 
playgrounds 

Smoke-free 
correctional systems 
and other justice 
centres 
specific Quit courses and 
receive nicotine therapy 
(patches). 

South 
Australia 

N/A N/A Non smoking prisoner will 
not be placed in a cell with 
a smoker unless he/she has 
said this is OK. Cigarette 
smoking is allowed in cells 
and in common areas. 

Western 
Australia 

All enclosed areas of hospitals and childcare 
facilities are smoke-free 

Smoke-free policy in 
progress. Quit smoking 
support to staff and 
inmates to be 
implemented.   

FOOT NOTE: No national approach to policy, standards or collaboration. Decisions are 
made state by state and thus ad hoc. In Australia costs attributable to passive smoking in 
hospitals amounted to $AUD. 47 million nationally.13
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Public Policy Strategy  

11: Smoking tobacco product promotion and marketing 

Both the Australian and New Zealand governments have ratified the World 
Health Organization’s Framework Convention on Tobacco Control.19   This binds 
both countries to reduce smoking of cigarettes by regulating tobacco product 
promotion.  

The (draft) Australian National Tobacco Strategy 2004−20094  calls for more 
effective regulation of commercial conduct to mitigate ill-informed, non-
voluntary and unnecessarily harmful and costly use of (and exposure to) tobacco 
products.  The following columns highlight the progress currently taking place 
within Australian state and territories and in New Zealand. 
 
Point of sale regulation of tobacco products and sales at 2004 −5 
 
 New Zealand Australia 
Sale to under 18s Not permitted Not permitted 
Tobacco product poster advertising No No 
Smoking kills notices Yes Yes 
Quitline information at point of sale  No Yes 
Graphic health warnings on packets Under review Due 2006 
Display of cigarette smoking  
products  

Permitted Permitted but under 
review in TAS, WA, 
NSW and SA 

Licensing of agents to sell tobacco 
products 

No Some jurisdictions (eg 
ACT, TAS, SA) but not 
all. 

Community control No provision in law No provision in law 
Smoking tobacco product display 
alongside sweets  

Banned from 
December 2004 

Permitted 

Restriction on number of sales 
outlets  

None None 

 
De-glamorising cigarette smoking. Cigarette smoking products should be 
removed from highly visible placement in retail outlets in order to denormalise 
tobacco purchasing.  An additional advantage is that this may reduce impulse 
buying by smokers and unplanned relapses among former smokers.  Young 
experimenters also may be discouraged.  Tobacco smoking product displays 
are a form of advertising.  In New Zealand, tobacco smoking products have 
been less visible in supermarkets since 2004 as a result of legislation 
prohibiting the display of tobacco smoking products close to children’s 
confectionary near checkouts. 
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In Australia the Tobacco Advertising Prohibition Act 1992 (Commonwealth) 
(The TAP Act) 167 has been important in limiting the exposure of the public to 
smoking of cigarette advertising through more traditional mass media forms of 
marketing. Exposure through other channels of communication to which the 
tobacco industry has increasingly been turning has yet to be fully resolved.  In 
2004, this Act was reviewed.  Submissions endorsed suggestions to broaden 
the definition of “tobacco advertisement” to include covert marketing such as 
events and venue marketing, affinity marketing and internet marketing.168
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Public Policy Strategy 

12: Pharmaceutical Benefits Scheme (PBS) listing for 
Nicotine Replacement Therapy (NRT) and other 
pharmaceuticals 

Eight out of every ten people who smoke cigarettes have tried to quit. As 
described in page 41, NRT significantly increases smoking cessation rates 
when used in conjunction with behavioural techniques. 66  131 138  169 170 171 172   
Therefore, pharmacotherapy should be affordable and be no more expensive 
than smoking cigarettes. All commercially available forms of NRT – gum, 
transdermal patch, inhaler, nasal spray (not sold in Australia) and sublingual 
tablets/ lozenges – are effective. A review of over 100 studies found that NRT 
increases the odds of quitting 1.5 to two-fold (depending on product type) 
regardless of how products are prescribed or purchased.131  Medicines such as 
NRT and bupropion increase success rates independent of counselling, but the 
effects of counselling and pharmacotherapies are additive. 173 174

 
Other pharmacotherapies which affect dopamine release or reducing 
withdrawal symptoms also improve success rates.131 175  For example, a 
systematic review of 18 studies 175  and a single study enrolling 4,000 patients 
176 demonstrated that bupropion is effective in doubling abstinence rates at six 
and 12 months compared to placebo.177    
 
In Australia, in 2002, economic modelling conducted to estimate PBS 
subsidies for drugs to treat smoking-related cardiovascular disease (CVD), 
assuming current cigarette smoking prevalence rates and a 5 per cent absolute 
reduction, found that PBS costs of smoking-related CVD were A$126 
million.178 Of these costs 2.96 per cent included total PBS subsidies.  The 
cumulative difference in these costs over a 40 year period with a 5 per cent 
reduction in cigarette smoking prevalence was estimated to be A$4.5 billion, 
resulting in a 17 per cent reduction.  This saving was estimated to be A$1.14 
billion discounting future costs at 5 per cent per year. 
 
In Australia, the National Centre for Social and Economic Modelling 
(NATSEM) is currently addressing the issue of appropriate modelling to link 
the long term impact on health outcomes of pharmaceuticals on the PBS across 
the health system.  However, NATSEM is not yet specifically focussing on 
smoking cessation pharmaceuticals.  There is a clear need for research into 
effective smoking cessation pharmaceuticals that could curb the increasing 
costs of the PBS and which would contribute to government efforts to ensure 
the viability of healthcare-financing programs in both Australia and New 
Zealand.  
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Availability of NRT for New Zealand and Australia 2004−5 
 

New Zealand Australia 
Quitline-related subsidies. NRT is 
available at nominal cost to people who 
access the various national Quit line 
schemes. 
 

Bupropion available only on prescription 
and not subsidised for people calling 
Australian Quitlines. 

Subsidy. For those not using Quit line 
services, NRT is expensive. (Nicotine 
patches $5 per day). Bupropion is not 
subsidised (cost NZ $4 per day) 
Nortriptyline is subsidised as a 
pharmaceutical benefit. 
 

PBS subsidy available only for use for a 
limited time.179

Availability: Regulations permit the sale 
of NRT in supermarkets and other outlets 
but the industry, in practice, markets 
almost exclusively through pharmacies. 

Availability:  The products are expensive. 
NRT is available over the counter in 
pharmacies. 
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Public Policy Strategy 

13: Community awareness and education for better health 

Reducing tobacco smoking and its health consequences depends on a well-
resourced comprehensive tobacco control program.  In the past, well-planned 
tobacco control programs have promoted reductions in mortality rates from 
tobacco smoking in both Australia and New Zealand.  As discussed previously 
(See People and Populations pages 26−41), this impact is slipping and 
disturbing disparities have emerged. 
 
Risk of New Zealanders and Australians aged 35-69 years dying 
from smoking cigarettes compared to the risk of dying from any 
cause38

 
Risk of 35 year olds  
dying at age 35−69 
years 

Year % risk of dying 
attributable to 
smoking 
cigarettes 

% risk of dying due 
to any cause 
including smoking 
cigarettes 

New Zealand: men 1990 9 30 
 2000 5 23 
Australia: men 1990 8 27 
 2000 5 20 
New Zealand: women 1990 4.1 20 
 2000 3.2 15 
Australia: women 1990 2.3 15 
 2000 1.9 12 
 
The prevalence of cigarette smoking is not spread evenly in the population. 
People with less education, less skilled jobs or who are unemployed are more 
likely to smoke than people of higher socio-economic status.180

 
While previously exhibiting cigarette smoking rates comparable with the 
general community, less that 5 per cent of Australian doctors now smoke.181  
Doctors have unfettered access to data about the health risks of cigarette 
smoking and see the consequences of tobacco smoking morbidity and 
mortality in daily practice.182  They are also a socially empowered group with 
the capacity to modify health risk behaviours.  That a small proportion of 
doctors remaining addicted to tobacco-delivered nicotine indicates its potency 
and toxicity. 
 
Advocacy is required to persuade governments to re-invest in tobacco 
control.  Tobacco taxes that are incurred can be redeployed to fund tobacco 
control.  
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Mass media campaigns for public health messages require substantial 
funding which can only come from government.  These efforts have been 
demonstrated to be effective among their target audiences. 183 184 185 186  
 
It may be easy to lose sight of the longer term health savings and the intangible 
nature of social savings that will be achieved from tobacco control. 5  In 
Australia and New Zealand, complacency has increased with respect to 
achievements in tobacco control, probably because of the decline in overall 
tobacco smoking death rates in both countries and decreasing rates of cigarette 
smoking among specific populations. 187 188   By contrast, community support 
for tobacco control remains resolute, particularly for cigarette smoking 
restrictions.27 52

 
Available international benchmarks now prescribe standards for smoking 
cessation programs.  There is strong international and Australian and New 
Zealand evidence that comprehensive long-term tobacco control programs are 
very effective in reducing smoking of cigarette consumption among adult and 
teenage smokers.189  The VicHealth Centre for Tobacco Control published 
Tobacco control: a blue chip investment in public health in 2001.  This 
document outlines a practical agenda for action that would markedly reduce 
the social and health costs of cigarette smoking in Australia.52

 
Having examined expenditure on tobacco control in developed countries, the 
Center for Disease Control (CDC) recommended that Australia should spend 
A$38m−A$115m per annum on anti-smoking education campaigns.  By 
contrast, Canada spends $2.29 per capita, Ireland $3.00 and the United States 
$3.17.52 In Australia, just A$2.2 million in the 2004 budget was allocated for 
tobacco control.  The national investment in tobacco control by all Australian 
governments is estimated to be A$25 million.  The Australian Government will 
collect some A$5.2 billion in tobacco excise in 2005.190 

 
Comprehensive initiatives reduce impact on cigarette smoking rates. 191 192  An 
evaluation of the Australian National Tobacco Campaign demonstrated 
persistent reductions in overall adult cigarette smoking rates since its 
inception.  It has been further estimated that the first six months of this 
campaign prevented 922 premature deaths and afforded an additional 3338 
years of life. 193  The National Tobacco Campaign has been estimated to have 
averted $24 million in health expenditure in its first six months.189

 
Evaluations of US tobacco-control campaigns have shown high levels of 
advertising recall among teenagers as well as increases in negative attitudes 
towards cigarette smoking among the young. 194 195  
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Public Policy Strategy 

14: Taxation, trade and pricing 

The World Bank has concluded that raising tobacco taxes is the single most 
important step that governments can take to reduce cigarette smoking among 
both adults and young people, particularly in lower socio-economic groups.  
On average, a 10 per cent increase in the price of cigarettes results in a 4 per 
cent reduction in cigarette smoking by adults and a 16 per cent reduction in 
smoking cigarettes by children, reducing overall cigarette smoking but 
increasing tobacco tax revenue. 196 197

 
Cigarette smokers not only involuntarily bear the majority of the costs of 
smoking of cigarettes; they also transfer significant revenue in the form of 
taxes on tobacco to the rest of society.  In principle, a dedicated levy on tobacco 
for tobacco control will generate a source for the level of investment needed to 
resume progress in the eradication of mortality and morbidity due to tobacco 
smoking reducing cigarette smoking prevalence.  A study on the impact on 
output, employment and other macroeconomic variables of a reduction in 
cigarette smoking prevalence in New South Wales demonstrated that the 
aggregate effects upon the economy of a decline in cigarette smoking 
prevalence would be largely neutral in their effects on output and 
employment.198

 
Status of tobacco smoking policy and programs in New Zealand and 
Australia  
 

New Zealand Australia 
Taxation. Automatic annual adjustment 
for CPI 

Taxation. Automatic adjustment in 
February and August each year for CPI 
 

Funding. Funds organisations and 
programs which encourage smoking 
cessation. The Pharmaceutical Management 
Agency for New Zealand (PHARMAC) 
subsidises NRT through approved 
providers. 
 

Funding. Funds organisations and 
programs which encourage smoking 
cessation. Pharmaceutical Benefits 
Scheme (PBS) subsidises bupropion 
scripts but not NRT. 

Call number. Supplies telephone number 
on cigarette packet for free Quit line calls  

Supplies telephone number for free 
Quit line calls, on cigarette packets and 
at “Smoking kills” signs   

NRT subsidy. Subsides 92 per cent of the 
cost of NRT Posts quit packs which includes 
a NRT voucher redeemable at any pharmacy 
 

Bupropion subsidy. In 2001, more 
than 350,000 bupropion prescriptions 
were filled, accounting for 2 per cent of 
the PBS budget and reaching an 
apparent 11 per cent of the cigarette 
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New Zealand Australia 
smoking population. 

Quitting in hospitals. Some hospitals 
and health care services systematically 
identify patients who smoke and offer them 
access to quit counsellors. 

Few patients who smoke in Australia 
receive opportunistic smoking cessation 
interventions from their physicians. 
Only half of smokers are identified.199 In 
another study, one in three received a 
smoking cessation intervention. 200

Several hospitals are now introducing 
systems to ensure smoking cessation is 
provided to those admitted. 

NSW Health has guidelines for 
identification of patients who smoke in 
hospitals and health care services  

Quitline. In 2003 41,000 smokers 
contacted the free call number and 73 per 
cent had redeemed their NRT vouchers. 

Quitlines operate across Australia.  

Guidelines. The New Zealand 
Guidelines201 describe an organised 
approach to promoting smoking cessation 
based on the five ‘A’s “Ask about smoking; 
Advise quitting; Assess current willingness 
to quit; Assist in the quit attempt; and 
Arrange timely follow-up”202 203

Guidelines.  
NHMRC guidelines are available at 
www.nhmrc.gov.au   
Australian College of General 
Practitioners guidelines: 
www.rcgp.edu.au
 
 
 

 
Status of trade and taxation activities as at New Zealand in 
December 2004 and in and Australia April 2004  
 
 
 New Zealand Australia 
Excise rate As at December 2004, the excise 

rate was NZ$337.62 per kg loose 
tobacco or cigars, or NZ$270.09 
per 1000 cigarettes. For current 
rates, see www.customs.govt.nz   
 
 

As at 1 February 2004, the excise 
paid per stick on a cigarette 
containing 0.8 grams of tobacco 
was 24 cents. 
Tobacco products containing more 
than 0.8 grams of tobacco are 
charged excise at the weight based 
rate of A $275.55 per kilogram. 

Price increases Manufacturers nearly always raise 
their Recommended Retail Price 
(RRP) with excise rate increases, to 
maintain their trade share of the 
price.  
 

Price increases are in line with the 
Consumer Price Index, (CPI) 
occurring in August and February 
each year.  
Revenue attributable to tobacco 
products collected by the 
Australian Tax Office’s (ATO’s) 
Excise Business Line (EBL) in 
2000–01 totalled A$4.8 billion, 
($5.09 billion estimated for 
2003−04) which accounted for 24 
per cent of total excise collections 
in that year.204

http://www.nhmrc.gov.au/
http://www.rcgp.edu.au/
http://www.customs.govt.nz/
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 New Zealand Australia 
Illegal trade  According to the manufacturers’ 

returns 36 million cigarettes, 
representing 22 per cent of Philip 
Morris’s reported sales in New 
Zealand, escaped duty in 2001. 
This represented a loss in revenue 
of NZ$9 million to the 
government. 
 

Illegal tobacco produces a loss of 
effectiveness of price-elasticity 
effects on cigarette smoking rates. 
 

Tobacco tax Tobacco taxation is usually levied 
for revenue purposes. Tobacco tax 
increases are likely to be less 
unpopular if planned, pre-
publicised, and the revenue 
channelled to helping smokers to 
quit.  

In 1995, the Government de-
regulated tobacco production.  
In 2001−02 801 million cigarettes 
were imported into Australia. 
 

Health 
promotion 
levies 

Some funding from the 2000 tax 
increase went towards Mäori 
cigarette smoking cessation 
programs. 
 

Health promotion levies were 
discontinued in 1997 in Victoria, 
Western Australia and South 
Australia after the abolition of 
state franchise fees on tobacco. 
 

Smoking of 
cigarette levies 

Although New Zealand applies 
levies on petrol to pay for roads, 
and on alcohol to pay for alcohol 
education, it has no tied taxes on 
tobacco. At the same time, it 
spends more per capita on tobacco 
control than Victoria and South 
Australia, which do have tobacco 
levies. Also, taxes and programs in 
NZ were linked in 1995 and in 
2000, when some funding from 
the tax increase went towards 
Mäori smoking cessation 
programs. 
 

Taxes on cigarettes account for 
68.9 per cent of the total cost of 
cigarettes in Australia.  
 

Revenue from 
tobacco 

Government revenue from tobacco 
totalled NZ $938 million (NZ $854 
million excise, $NZ 84 million in 
Customs duty) in 2002.205  

Government revenue from excise 
duty on tobacco products is 
expected to total $5.2b in 2004–
05.206  
 

Annual 
household 
expenditure 

 Annual household expenditure on 
12 months tobacco to March 2004 
was Aus $10.137 billion. 
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Taxes on tobacco products increase prices and help to discourage 
consumption.  In Australia, the excise on tobacco is indexed to the Consumer 
Price Index (CPI) every six months. 
 
Taxes and prices as at December 2004 for New Zealand and April 
2004 for Australia 
 

 Manufactured 
cigarettes 
excise 
(national) 

Tobacco 
control or 
health 
promotion 
levies 

 

GST 

Price of 
20 
cigarettes 
(popular 
brand) 

Automatic 
adjustment 
for 
inflation 

New 
Zealand  

NZ$0.27 cents 
per cigarette 

None One ninth of 
retail price 

NZ$ 9.25 Annually on 
1 December 

Australia A$0.22 cents 
per stick 

None One eleventh 
of retail price  

 

A$ 11.25 
(Peter 
Jackson) 

August and 
February 
each year  

 
 
An end to duty-free exemptions.  A small but symbolically significant 
percentage of total smoking of cigarette consumption escapes taxation as a 
result of the availability of these products in duty-free stores.  Duty free 
concessions on smoking of tobacco not only deprive governments of both 
Australia and New Zealand considerable tax revenue but reinforce a positive 
attitude towards cigarette smoking.   
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Public Policy Strategy  

15: Harm reduction  

Harm reduction aims to minimise the harmful effects of cigarette smoking 
among those unable yet to quit. 
 

• Nicotine with smoking tobacco. Nicotine reaches the brain 
(the hit) at almost the same time as hot toxic gases are absorbed 
from the lungs. Seeking the nicotine with every puff, the smoker 
inhales toxicants 100 to 200 times a day. Pleasure and harm 
work together. Nicotine maintains the momentum often enough 
and for long enough for smokers to die from the toxicants. Thus 
the underlying principle of smoking tobacco harm reduction is to 
separate the two.  

• Non-cigarette nicotine in the doses used does not kill, 
certainly not as NRT, if it is not associated with cigarette 
smoking. 

• Oral tobaccos, mean no smoke toxicants and are seldom lethal. 
 
Harm reduction means doing all of the following things, preferably together, to 
obtain maximum effect: 
 

1. Reaffirming the health benefit of smoking cessation and offering 
support to quit; 

2. Regulating smoking tobacco products to minimise their toxicity; 
3. Providing less dangerous (that is, non-cigarette forms) of nicotine 

(usually NRT or oral tobacco); 
4. Regulation for fire safer manufactured cigarettes to reduce fire 

injuries and fatalities. The manufactured cigarette needs to be 
redesigned so it does not burn full length when left unattended; and, 

5. Partial combined approaches. For the many cigarette smokers who 
continue to inhale both nicotine and smoke, harm reduction can only 
be partial. Toxicity and dependence on nicotine both need to be 
reduced.  For example, some argue that, as toxicity-reduced cigarettes 
would be perceived to be less dangerous, then young people may be 
especially likely to take up cigarette smoking; indeed former smokers 
may be more likely to relapse. However relapse could also be 
prevented if satisfying forms of non-cigarette nicotine were available. 
Such measures are complementary parts of a comprehensive smoking 
tobacco control program.  

 
Oral tobacco is much less dangerous than cigarette smoking.207  When sourced 
from Sweden (‘snus’), oral tobacco is less toxic than when sourced from South 
Asia.208  Currently, commercial import from any country is prohibited in both 
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Australia and New Zealand.  Both countries are well-placed to permit only the 
importation of ‘snus’.  Oral tobacco carries a reduced mortality risk (10 per 
cent) compared with cigarette smoking.204

 
Are the public misled about the toxicity of tobacco smoke? 
Since the 1950s, it has been known that cigarette tar painted on the backs of 
mice caused cancer.  Tar contains almost all of the addictive agent, nicotine, as 
well as known carcinogens such as benzalphapyrene, smoking tobacco specific 
nitrosamines and heavy metals. Tar yield has been found to be unrelated to 
lung cancer risk among those smoking filtered cigarettes.209  Descriptors such 
as ‘light’ or ‘mild’ are misleading. 
 
With over 4000 chemicals in cigarette smoke, many have believed these were 
too numerous to assess.  Those that were measured, such as tar, bore little 
relation to mortality rates. Recently, however, in a paper originally written for 
the New Zealand Ministry of Health, 203 toxicological risk assessment 
principles were applied to cigarette smoke, whereby the known toxicity rating 
of each constituent was multiplied by its concentration in smoke. In this way 
the most toxic constituents of cigarette smoke were identified. 203 210  
 
The vapour or gas phase of cigarette smoke contains a dozen or so volatile 
organic compounds (VOCs) which together account for most of the identifiable 
known toxicity of cigarette smoke.  The particulate phase toxins such as the 
smoking of tobacco specific nitrosamines and the trace heavy metals, 
principally arsenic, ranked lower down the scale. Furthermore, the levels of 
these constituents in New Zealand cigarettes were lower than in a typical 
United States brand.211  Tests have shown that VOCs account for at least 80 per 
cent of the total identifiable toxicity of Holiday Extra-mild cigarettes. 212 These 
VOCs were virtually all small molecules with a molecular weight of less than 
100.  
 
Charcoal filters. Documents from cigarette company laboratories from 40 
years ago show that charcoal filters can greatly lower most VOCs in cigarette 
smoke, thus greatly lowering cigarette smoke toxicity.213 214 Current charcoal 
filters, however, do not contain sufficient charcoal. 
  
In summary the Colleges recommend: 
 

• Quitting smoking is the first choice; or  
• Switching to more satisfying forms of smokeless nicotine 

(requiring pharmaceutical research and development) (Second 
choice when available);  

• Pricing of all products to reflect putative level of harm i.e. NRT 
would be cheapest; and, 

• Permitting the use of oral tobacco (snus) for example, as 
currently widely used in Sweden, as an aid to smoking cessation 
subject to confirmatory research trials. 
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Where to Next? 
 
This document has summarised the continuing burden of illness caused by 
tobacco smoking to a significant number of people in both countries. 
Eradication of the mortality and morbidity due to smoking tobacco requires a 
concerted social effort.  Physicians and psychiatrists must play a significant 
part. 
 
By 2010, the Colleges should aim to have achieved the following: 
 

• Disappearance of the social and class gradients in cigarette 
smoking prevalence;  

• Presentation of cigarettes for sale in unbranded wrapping with 
graphic health warnings;  

• Distribution of smoking tobacco products will be restricted to 
authorised outlets to prevent access by children and adolescents.  

• Endorsement of sales revenues which are only used to 
underwrite manufacturing and distribution costs; and,  

• Re-deployment of tax revenue through governments to medical 
research and health promotion programs, particularly to counter 
youth cigarette smoking. 

 
Who will do the work? Recommendations from this document are now 
incorporated in a separate implementation strategy available at 
http://www.racp.edu.au/. This implementation plan documents each 
recommendation separately, specifying responsibilities, outcomes and 
indicators. 
 
The Colleges will now work with government and non-governmental 
organisations to address smoking of tobacco. The Colleges also endorse and 
support the Australian National Tobacco Strategy 2004 – 2009, 4 the 
Aboriginal and Torres Strait Islander Peoples’ Complementary Action Plan 
2003 – 20062, the National Mäori Tobacco Control Strategy: 2003-20075 
and Clearing the Smoke: A five-year plan for tobacco control in New 
Zealand.215  
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