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Introduction
The following paper is one in a set of three papers that constitute the submission to the Health Select Committee of the Youth Parliament 2010.  It sets out background information about New Zealand’s tobacco control programme, including the legislative and regulatory context, policy, funding and services.  

Accordingly, it provides information on the: 

· distribution of funding

· tobacco control outcomes framework

· features of kaupapa Māori tobacco services, and 

· New Zealand’s obligations under the Framework Convention on Tobacco Control.

Executive Summary
· New Zealand has a comprehensive tobacco control programme that includes the core range of measures recommended by the World Health Organization.  Current and future efforts are guided by the legislative framework, and build on a well-established set of integrated measures, including smokefree environments, taxation, public health programmes and quit services.

· The Smoke-free Environments Act 1990 and Regulations 2007 aim to reduce the disease and death caused by tobacco.  Some of the key elements of these pieces of legislation include:

· protecting workers from second-hand smoke exposure

· prohibiting the sale and supply of tobacco to people under 18

· prohibiting tobacco advertising, promotion and sponsorship, and:

· prescribing the mandatory health warnings that are required to be displayed on tobacco products.

· New Zealand is a Party to the Framework Convention on Tobacco Control (FCTC).  The Convention seeks to provide an internationally coordinated response to the tobacco epidemic, and recognises the huge impact that tobacco has on indigenous populations.  New Zealand is compliant with its obligations under the FCTC and continues to participate in a range of projects under the FCTC, such as negotiation of a Protocol on the elimination of the illicit trade in tobacco products. 

· The Ministry of Health’s budget for tobacco control is approximately $57 million for the 2009/10 financial year.  This budget funds a range a variety of services, including administration and enforcement of the legislation, cessation services (such as Aukati Kaipaipa), NRT, promotion, education and media. 

· The Government has prioritised “providing better help for smokers to quit” as one of the six priority health targets for the health sector.  The Ministry of Health and District Health Boards (DHBs) are coordinating activities to ensure that the target is met.  DHBs are required to report against the tobacco health target and all have a regional tobacco control plan.  

· Most smokers want to quit and would not start if they had their time again.  In the past five years 60% of smokers have tried to quit.  The vast majority relapse, particularly those who quit without any support.  With the current service capacity, a maximum of 9% of current smokers are being reached.  

· Meeting the target includes implementation of the flagship ‘ABC’ approach (Ask, offer brief advice and cessation support to all smokers) to smoking cessation across the whole health sector.  The objective is that all registered health care workers (67,000 people) will be doing something about their patients’ smoking.  
· A range of specialised smoking cessation services are also funded including the Quitline, pregnancy, and Pacific providers.  There are also 30 kaupapa Māori providers delivering Aukati Kaipaipa services nationally.  These specialist cessation services are reaching around 9% of current smokers with existing capacity.
· A variety of smoking cessation medications are licensed for use in New Zealand including NRT, nortripyline, bupropion (Zyban) and varenicline (Champix).  All medications apart from Champix are subsidised by the Government.  The cost to the smoker for subsidized medications is $3 for up to eight weeks supply.  
· NRT is the first line medication and is available via a Quit Card and prescription, as well as over the counter in pharmacies and supermarkets.  Increasing NRT usage over the past two years has contributed to the two percent reduction in the proportion of people smoking over the past two years.  Each one percent drop in smoking prevalence equates to 30,000 less smokers.  

· Quit rates at one year after quitting increase significantly with the level of support that the smoker receives: 

· No support (‘cold turkey’) – 2-3% 

· Simple advice from a doctor – 4-6%

· Pharmacological support (e.g. NRT) – 4-6%

· Behavioural support (counselling) – 10-15%

· Combination of behavioural and pharmacological support – 18-27%

· Specialist cessation services report quit rates of 22-38% at six months.  
Tobacco Control Programme in New Zealand 

New Zealand has a comprehensive tobacco control programme with a range of integrated mechanisms that are contributing to an ongoing decline in the prevalence of smoking.  This approach is considered to be the most effective by the World Health Organization. 

Tobacco control is defined by the World Health Organization www.who.int/en/ as:

A range of supply, demand and harm reduction strategies that aim to improve the health of a populace by eliminating or reducing their consumption of tobacco products and exposure to tobacco smoke.
  
Tobacco control usually includes a mix of health promotion, tobacco taxation, smoking cessation, research and evaluation, and legislation and enforcement.
New Zealand’s tobacco control programme has been set out in “Clearing the Smoke” A five year plan for tobacco control in New Zealand 2004-2009.  The following goals and objectives of the Plan are still relevant for the current tobacco control programme, including the focus on Māori as a priority population:  

The goals are to:

· significantly reduce levels of tobacco consumption and smoking prevalence

· reduce inequalities in health outcomes

· reduce the prevalence of smoking among Māori to at least the same level as among non-Māori

· reduce New Zealanders’ exposure to second-hand smoke.

The objectives are to:

· prevent smoking initiation

· promote smoking cessation

· prevent harm to non-smokers from second-hand smoke

· improve support for monitoring, surveillance and evaluation

· improve infrastructural support and coordination for tobacco control activities.

Much of the current strategy centres on meeting the Government’s health target:  “Better Help for Smokers to Quit”.  In a major initiative, the Ministry of Health and DHBs are working together to improve the delivery of smoking cessation advice and support to all smokers who come into contact with health services.  The programme is based on the ‘ABC’ smoking cessation framework, details of which are set out below. 

It is important to note that tobacco features as one of only six health targets, highlighting the priority that the Government has given to this issue.  More information relating to the tobacco health target can be found below.   

Legislation, regulation and enforcement

The Smoke-free Environments Act 1990 protects the health of workers and the public from exposure to second-hand smoke; prohibits the sale and supply of tobacco to people under 18; restricts the marketing, advertising, and promotion of tobacco products; and covers the monitoring of the presence of harmful constituents in tobacco products and tobacco smoke.

Regulations made under this Act almost entirely deal with the labelling of tobacco products with health warnings.  The regulations set out the labelling requirements for retail packs of cigarettes and other tobacco products, including graphic pictorial health warnings.

Figure 1: An example of one of the 14 pictorial health warnings that appear on cigarette packs 

[image: image2.emf]
The Ministry of Health is the agency responsible for the administration and enforcement of the Smoke-free Environments Act 1990.  The Smoke-free Environments Act provides for the appointment of Enforcement Officers to enforce its provisions through investigation of complaints and the collection of evidence.  These officers are employed by Regional Public Health Units, which are part of the DHBs.   

Smoke-free officers not only respond to complaints of alleged breaches of the legislation, they also undertake proactive work such as controlled purchase operations, where a young volunteer under the age of 18 attempts to purchase tobacco. 

Framework Convention on Tobacco Control

Currently, around five million people worldwide die each year from tobacco-related causes, and in particular from cancer, heart disease and respiratory diseases.  This number is increasing and current projections are that there will be one billion tobacco-related deaths this century unless concerted global action is taken.  

The WHO Framework Convention on Tobacco Control (FCTC) is the world’s first global public health treaty and the first treaty negotiated under the auspices of the World Health Organization (WHO).  It was signed in 2003 by 168 of the 192 WHO member states (including New Zealand), all of whom have since become parties, making it one of the most widely ratified United Nations Treaties.   New Zealand ratified the FCTC on 27 February 2004 and the Convention entered into force on 27 February 2005. 

The FCTC seeks to provide an internationally coordinated response to combating the global tobacco epidemic.  The goal of the FCTC, as outlined in Article 2 is

 “…to protect present and future generations from the devastating health, social, environmental and economic consequences of tobacco consumption and exposure to tobacco smoke by providing a framework for tobacco control measures to be implemented by the parties at the national, regional and international levels in order to reduce continually and substantially the prevalence of tobacco use and exposure to tobacco smoke.” 

The FCTC and indigenous populations
The FCTC recognises the huge impact tobacco consumption has on indigenous populations in terms of premature death and disease.  In the preamble to the FCTC, Parties have stated that they are “deeply concerned about the high levels of smoking and other forms of tobacco consumption by indigenous peoples”.  

The FCTC states in the Guiding Principles (Article 4) that:
2. Strong political commitment is necessary to develop and support, at the national, regional and international levels, comprehensive multisectoral measures and coordinated responses, taking into consideration:

(c) the need to take measures to promote the participation of indigenous individuals and communities in the development, implementation and evaluation of tobacco control programmes that are socially and culturally appropriate to their needs and perspectives.

Provisions of the FCTC

The Articles in the Convention contain a range of mandatory and non-mandatory provisions and cover a wide range of tobacco control activities, including:

· Price and tax measures to reduce demand for tobacco (Article 6)

· Protection from exposure to tobacco smoke (Article 8)

· Packaging and labelling of tobacco products (Article 11)

· Tobacco advertising, promotion and sponsorship (Article 13) 

· Demand reduction measures concerning tobacco dependence and cessation (Article 14)

· Research, surveillance and exchange of information (Article 20). 

The range of mandatory obligations that fall out of the Convention includes:

· minimum requirements for health warnings, in the principal languages of the country

· requirements to implement a comprehensive ban on tobacco advertising, promotion and sponsorship (those parties that have constitutional barriers to such bans are permitted to instead apply restrictions)

· banning the sale of tobacco products to “persons under the age set by domestic law, national law or eighteen”

· requiring all parties to provide regular reports on their progress in implementing the Convention.  

New Zealand’s compliance with the mandatory obligations of the Convention
The Smoke-free Environments Regulations 2007 were made to ensure that New Zealand met the mandatory health warning labelling requirements under Article 11.  Before 2007 New Zealand’s tobacco health warnings were slightly less than the mandatory minimum of 30% of the principal display areas (front and back).

Since the Smoke-free Regulations 2007 came into force, it is the view of the Ministry of Health that New Zealand meets or exceeds all the mandatory requirements of the FCTC.  

Development of Guidelines and Protocols under the FCTC

The FCTC allows for Guidelines (non-binding) and Protocols (binding on Parties that decide to ratify the Protocol).  

Article 7 of the Convention requests the Conference of the Parties (COP) to propose guidelines for the implementation of the Convention. These guidelines aim to assist Parties in meeting their obligations under the Convention.  At its second and third sessions, the COP adopted guidelines for implementation of Articles 5.3, 8, 11 and 13.  

A number of submitters to the Māori Affairs Select Committee have commented on Article 5.3.  The Guideline for Article 5.3 seeks to ensure protection of public health policies with respect to tobacco control from commercial and other vested interests of the tobacco industry.  Article 5.3 of the Convention requires that “in setting and implementing their public health policies with respect to tobacco control, Parties shall act to protect these policies from commercial and other vested interests of the tobacco industry in accordance with national law”.  

A Protocol on the elimination of the illicit trade in tobacco products is currently being negotiated by the Parties to the Convention. 

Programme Structure and Governance
Figure 2: Tobacco control programme relationships
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Tobacco control funding comes directly from Vote Health.  Unlike alcohol or problem gambling, there is no levy attached to tobacco in New Zealand to directly fund the tobacco control programme.  As described below, the Ministry of Health funds a range of services, delivered nationally, regionally and locally.  The Ministry currently holds the funding for public health services and NRT, which may be devolved to the DHBs during the 2010/11 financial year.

Formal engagement with the tobacco control sector occurs through the Smokefree Working Group.  Six to eight times a year key national organizations in the tobacco control sector (for example the Cancer Society, Heart Foundation, Ministry of Health, other NGOs including ASH, Quitline, Health Sponsorship Council etc) meet to coordinate activities and set priorities.  

Current Funding and Services 

Tobacco Control Funding

Funding for tobacco control has increased gradually over time.  The strategic emphasis has shifted from smokefree environments towards cessation and quit services, including the ABC programme.  The cessation efforts build on and are supported by established regulatory activity, smokefree environments and services focused on reducing initiation.
The Ministry of Health in 2009/10 has a total budget of approximately $57 million for the planning and funding of a comprehensive tobacco control programme.  Services purchased cover the following broad areas:

· health promotion

· research

· enforcement

· policy development

· cessation, and 

· advocacy.

Together, these areas and approaches contribute to a comprehensive tobacco control programme – one that aims to reduce the overall prevalence of smoking by reducing the initiation of smoking and increasing the cessation rate.

The table below sets out investment directly funded through the Ministry of Health’s tobacco control budget.  In addition, everyday smoking cessation advice and support is provided by thousands of doctors and other health professionals in hundreds of clinics and hospitals.  These costs are absorbed into District Health Board (DHB) baselines, which are also Government funded.
Ministry of Health 2009/10 Budget 
	Funding for DHBs
(Clinical leadership, education & training; tobacco control plans; planning, systems development & support for smoking cessation services to meet Health Target
	$10.701m

	Cessation Services

The Quit Group (Quitline)

Aukati Kaipaipa


Other specialist services (Pregnancy, Pacific)
	$18.777m

$9.422m

$6.182m

$3.173m

	NRT (Pharmac)

(Note: Gross expenditure)
	$8.500m

	Promotion, education and media
	$10.967m

	Other
(Includes core public health & national services, Smoke-free Environment Act enforcement, research, monitoring and evaluation)
	$8.502m

	Total
	$57.445m


Figure 3: An example from the “Smoking Not Our Future” campaign run by the Health Sponsorship Council.  The campaign aims to reduce the number of young people taking up smoking  
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Tobacco Control Logic Model
Figure 4: Tobacco Control Progamme Logic
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The programme logic model provides an overview of the inputs, activities, and outputs of the Tobacco Control Programme, with the intended short-term, intermediate and long-term outcomes.  The tobacco control logic model maps the mechanisms by which tobacco control activities lead to positive health outcomes.  It underpins New Zealand’s tobacco control programme.   The Ministry of health undertakes research, monitoring and evaluation activities, and where desired outcomes are not being achieved, activities are re-oriented. 

Kaupapa Māori Services

There are currently 32 Aukati Kaipaipa (AKP) providers delivering services in all DHB districts.  Most of the providers are iwi-based.  The AKP services are dedicated specifically to cessation, but 

in most cases, they also deliver public health oriented interventions.  The aim is to support the index client and their extended whanau (who are critical to the success or failure of a quit attempt), and to enhance supportive environments such as smokefree marae.
Te Hotu Manawa Māori is the biggest Māori public health provider of Māori specific services in tobacco control.  The service focuses primarily on promoting whānau ora and auahi kore in kōhanga, kura, wānanga and marae.  Similar to the AKP services, Te Hotu Manawa Māori focuses on the whole whanau to promote taha tinana, taha wairua, taha hinengaro and taha whānau.

Kaupapa Māori services are distinctive because they are:

· kaupapa Māori inspired and Māori led

· culturally authentic and responsive

· dedicated to achieving whanau ora – supporting Māori families to achieve their maximum health and wellbeing

· committed to fostering, building and maintaining trusting relationships with patients and their whānau

· holistic in approach to the assessment, monitoring and treatment of patients and their whānau

· utilising multidisciplinary teams with a mix of clinical and non-clinical and community workers

· preferential employers (where possible) committed to increasing the Māori health workforce

· investing in professional development opportunities for all staff including non-Māori staff to understand and practice Māori cultural values

· committed to community buy-in and involvement in the design, development and implementation of their services.

Public Health Activities
Tobacco is a priority within public health.  Tobacco regulatory and promotion services aim to prevent the uptake of smoking, encourage and enable smokers to quit, and reduce the public health risks of second-hand tobacco smoke.  Public health activities are undertaken by a range of government and NGO organisations, and usually include supporting organisations to adopt smokefree policies and environments (such as marae or events), regulatory activities and community action to increase smokefree status. 
The Public Health Units focus on promoting smokefree policies and environments, carrying out regulatory activities such as Controlled Purchase Operations (CPOs), ensuring compliance of licensed premises and tobacco retailers with the Smokefree Environments Act, and supporting community action and national initiatives such as Smokefree homes, Smokefree cars and Health Promoting Schools.

The Health Sponsorship Council (HSC) is a key provider of public health tobacco control initiatives.  The HSC is a crown entity established by the Smoke-free Environments Act 1990.  Its function is:

… to promote health and encourage healthy lifestyles with its primary goal to contribute to the reduction in illness and disease and the consequent burden on clinical health services.  
It has responsibility for delivering much of the Ministry’s health education and information activities within the tobacco control programme.  HSC supports the activities of Public Health Units by providing resources and advice in relation to programmes such as Smokefree homes, Smokefree cars, World Smokefree Day, Smoking not our Future and Face the Facts.  The HSC programme is underpinned by a strong research, monitoring and evaluation programme. 
Cessation 

The following pathway maps out the steps that a typical smoker might follow in their efforts to quit smoking. 

Figure 5: Current options for smoking cessation in New Zealand
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Tobacco dependence has been described as a chronic, relapsing disease.  Most smokers do not want to continue to smoke tobacco.  The New Zealand Tobacco Use Survey found that 80 percent of smokers said they would not smoke if they had their time again
.  In the past five years, around 60 percent of New Zealand smokers have tried to quit
. Most of these smokers would have tried to quit without any help (‘cold turkey’). Although this path to quitting should not be actively discouraged, it is associated with the lowest chances of long-term quitting (only 2-3 percent of people who try ‘cold turkey’ will manage to quit smoking for a year as the graph below shows.)
.  

Figure 6: Proportion of quit attempters still smokefree by number of days since quitting
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There are no ‘magic cures’ for stopping smoking but a number of approaches, involving behavioural and pharmacological treatments, increase the chances of quitting for good
:

· Simple advice to stop smoking from a doctor has a small but important effect (increasing 1-year quit rates from 2-3% to 4-6%)
.  For every 40 smokers advised to stop, one will stop smoking for good who otherwise would not have done so.

· Behavioural support (or counselling) is effective in helping people to quit smoking.  Long term quit rates with counselling alone are reported to be around 10-15%
.  

· Medications such as nicotine replacement therapy (NRT) (for example patches, gum, lozenges), bupropion (Zyban), nortriptyline, and varenicline (Champix) at least double the chances of quitting.

· The best quit rates are achieved when combining behavioural support and medications where long-term quit rates are reported to be around 18-27%.  This is approximately ten times more effective than attempting to quit “cold turkey” without support.  
· There is currently insufficient evidence to recommend that people use alternative treatments such as hypnosis or acupuncture
.

Behavioural treatments work by reducing the motivation to smoke, increasing motivation to stay quit, and developing skills to exercise self-control.  Pharmacological treatments (medications) work by reducing the severity of tobacco withdrawal symptoms.

Figure 7: Impact of Increasing Quit Attempts and Support 
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Aveyard and West. Managing Smoking Cessation. BMJ 2007;335:37-41

This graph shows the percentage of smokers who quit if all smokers made one only quit attempt per year from the age of 35.  The dark blue bars are that of the ‘cold turkey’ approach, so the light blue and white bars illustrate the cumulative benefits of behavioural and pharmacological support.  A key challenge is to move this graph forward 15 years so that smokers begin these quit attempts at the age of 20.

Health (Cessation) Target

While prevention programmes continue to be implemented, it is anticipated that the biggest potential reductions in harm caused by tobacco are likely to come from strengthening support for smokers to quit.  Accordingly, the tobacco health target is focused on improving the health sector’s response by engaging all health care workers in supporting smokers to quit:

“80 percent of hospitalised smokers will be provided with advice and help to quit by July 2010; 90 percent by July 2011; and 95 percent by July 2012.  Similar target for primary care will be introduced from July 2010 or earlier, through the PHO Performance Programme”.

District Health Boards (DHBs) are required to report against the target on a quarterly basis.  The results are then published in major daily newspapers to inform the public on the performance of the DHBs against all the targets.  The Ministry of Health’s flagship cessation programme is the ‘ABC programme’, described below.  

Behavioural cessation support

Smoking cessation support is currently available at three levels, supported by the provision of pharmaceuticals:  
· Core competencies level: Smoking cessation service provided by doctors, clinics, and hospitals, with costs absorbed into District Health Board (DHB) baselines. 

· Generalist level: Currently only a few ad hoc services exist, but this ‘level’ has been identified for further exploration and development.

· Specialist level: Uses more intensive individually-based multi-session support, generally funded directly by the Ministry of Health (the Ministry).  Most cessation activity currently occurs at this level.

ABC programme

The aim of the ABC programme is that all of the 67,000 registered health care professionals in New Zealand will be thinking about, asking about, giving advice about and doing something about their patients’ smoking.  The ABC implementation project commenced in 2007 with the publication of updated Smoking Cessation Guidelines which introduced the new ABC approach.  The first phase of ABC implementation was in hospital settings, and will expand into primary care during 2010.  Implementation will finish on 30 June 2012.  At this point ABC should be integrated into the work of all registered health professionals, including administration of NRT to support quit attempts.  
ABC is designed to prompt health professionals to routinely ask about smoking status as a clinical ‘vital sign’.  As noted previously, brief advice is effective at prompting quit attempts and long term quit success, and effectiveness increases with the provision of behavioural and pharmacological interventions.
The Ministry and DHBs are jointly working on the ABC programme.  Some of the ABC work currently under way to support DHBs in meeting the health target includes:

· the development of local DHB Tobacco Control Plans 

· identification of clinical leads within DHBs 
· provision of training for registered health care workers which contributes to Continuing Medical Education (CME) points  

· development of standing orders for NRT that allow nurses to supply NRT 

· establishment of appropriate referral systems between health care settings and cessation providers.  

Specialist cessation services

Aukati Kaipaipa


· Established in 1999, a smoking cessation approach developed by Māori for Māori, and currently delivered by 30 providers nationally.  It is whānau-focused, operates in a Māori setting utilising strong family ties, and adopts a holistic approach to health.   This definition fits within the values of a Kaupapa Māori service.

· Coverage is 5 percent of Māori smokers (136,400) and 1 percent coverage of all smokers.  The approach achieves a 22-28 percent quit rate at six months using a “haven’t smoked for seven days” measure.

Quitline


· Established in 1999, the Quitline comprises a toll-free phone number which is accessible from all parts of the country, a Txt2Quit service, an online forum, and a media campaign.  

· Coverage is 9 percent of all smokers (620,000).  The service achieves a 31 percent quit rate at six months using a “haven’t smoked for seven days” measure (2009).

Pregnancy 


· Pregnancy-specific services have been recently established, with six providers nationally.

· Coverage is 0.3 percent of all smokers.  These services are achieving a 29-38 percent quit rate at six months using a “haven’t smoked for seven days” measure.

Pacific


· Pacific-specific services have been progressively established from 2006 through to 2008/09 and now cover seven DHB regions.  Each service uses a different model based on AKP, but incorporating elements of ABC, referral to Quitline, and a combination of cessation and promotion techniques.
· Coverage is 2.8 percent coverage of Pacific smokers (43,400) and 0.2 percent coverage of all smokers.  It is expected that the services have quit rates similar to AKP.   
Pharmacological Treatment

A range of smoking cessation medications are licensed for use in New Zealand.  
Subsidised medications include:  

· NRT - patches, gum, lozenge (available via a Quit Card voucher or prescription)

· Nortriptyline (prescription only)

· Bupropion (Zyban) (prescription only).
Unsubsidised medications include: 
· Varenicline (Champix) 

In February 2009 PHARMAC’s Pharmacology and Therapeutics Advisory Committee (PTAC) recommended that if access to varenicline was limited to a special authority then it could be listed on the Pharmaceutical Schedule with a medium/high priority.  To date varenicline has not been added to the Phamaceutical Schedule (subsidised).  

· NRT – inhaler, sublingual tablet
· Electronic cigarettes (and similar nicotine delivery systems)
The nicotine containing cartridges in the e-cigarette are scheduled as pharmacy-only medicines because they are included in a medical device that delivers nicotine for inhalation by a human being.  Until such time as the manufacturer or distributor of the product submits an application, commercial sale or distribution of the product would be an offence under Section 20 of the Act.  It could, however, be imported for personal use. 
NRT
NRT is the first line medication.  A key part of the smoking cessation strategy over the past three years has been to get more smokers using NRT more often.  The graph below shows increasing demand for NRT as reflected by increasing government expenditure.  Note that because the Ministry of Health has a sole supply agreement at a fixed price, the price of NRT did not increase during the period of increasing expenditure. 
Figure 8: Monthly Gross Expenditure on NRT 
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The increased use of NRT has contributed to a reduction in number of New Zealanders who smoke, as described in the accompanying paper.  The latest Tobacco Use Survey (2009) shows the current smoking rate for New Zealanders aged between 15 and 64 years is 21.8 percent, a further decline of 2.1 percent from the 2008 rate of 23.9 percent.

The Quit Card Programme

A Quit Card is a voucher that is taken into a Pharmacy to access subsidised NRT.  Up to three different NRT products (patch, gum and lozenge) for up to two months’ supply can be dispensed on one Quit Card.  Until September 2009, one product cost the smoker $5 for a month’s supply.  The introduction of NRT on prescription reduced the cost significantly to $3 per product for two months’ supply.  

Smokers can access a Quit Card in a number of different ways.  They can call the Quitline freephone (0800 778 778) or register on the Quit website - www.quit.org.nz.  The Quit Card is then posted directly to the smoker.  There are also many Quit Card providers in the community who have either completed face-to-face training, an e-learning module or have prescribing rights.  Any registered health care worker in New Zealand can become a Quit Card provider by completing the e-learning module (www.smokingcessationabc.org.nz).  Other non-health care workers, community workers etc, need to attend a two-day training course run by Te Hotu Manawa Māori or the Heart Foundation.  
Sector Coordination 

The following services have significant roles to play in coordinating work that supports the tobacco control programme: 

ASH 
This organisation operates an information centre and service for all tobacco-related issues.  It is also contracted to undertake the year 10 smoking survey.  It supports the Smokefree Pacific Network and is responsible for raising the awareness of tobacco issues through the media and other agencies.  

Smokefree Coalition 
The Coalition provides services that relate to advocacy and encouraging informed public debate and support for a smokefree New Zealand.  It provides this service through improving communications, coordination and collaboration between agencies involved in promoting a smokefree New Zealand.  It has a leadership role and applies a population health approach. 
Pacific Smokefree advocacy service 

As part of a range of health promotion and community activities, Tala Pasifika supports Pacific communities to take action against tobacco smoking through the provision of up-to-date and appropriate information, resources and training.   
It should be noted that there is no specific Māori advocacy service funded at present.  However, the Ministry has been reviewing all services and re-prioritising expenditure in order to to strengthen the focus on reducing Māori smoking rates.  Future Māori advocacy services are being considered as part of this process.
Workforce

The main providers of smoking cessation funded by the Ministry are the Quitline and Aukati Kaipaipa services.  Quitline employs 40 FTE quit coaches and Aukati Kaipaipa approximately 60 FTEs.  In addition to in-house training provided by Quitline and Aukati Kaipaipa, Te Hotu Manawa Māori is contracted to provide both initial and ongoing training for AKP cessation workers.  In addition, the Ministry contracts with the National Heart Foundation to provide Cessation Practitioner Training.  Implementation of the wider ABC programme will also involve development of training for specialist cessation providers.  

Monitoring and reporting

To ensure that tobacco control activities are undertaken effectively and efficiently, providers’ contractual arrangements are monitored through quarterly or six-monthly reporting.  As noted previously, reporting against the Government’s health target is currently the central focus. 
	Ministry of Health Contacts:

	Debbie Edwards

Senior Policy Analyst

Tobacco Policy & Implementation Team
	Karen Evison

National Programme Manager

Tobacco Policy & Implementation Team

	Phone:
	(04) 816-3963
	Phone:
	(07) 858 7018

	Cellphone:
	021 574-194
	Cellphone: 
	021 820 948


� www.who.int/en/


� Ministry of Health (2009) New Zealand Tobacco Use Survey 2008: Quitting results (Wellington, Ministry of Health).


� Ibid


� Hughes, J. R., Keely, J. & Naud, S. (2004) Shape of the relapse curve and long-term abstinence among untreated smokers, Addiction, 99, 29-38.


� McRobbie, H., Bullen, C., Glover, M., Whittaker, R., Wallace-Bell, M. & Fraser, T. (2008) New Zealand smoking cessation guidelines, N Z Med J, 121, 57-70.


� Lancaster, T. & Stead, L. (2004) Physician advice for smoking cessation, Cochrane Database Syst Rev, CD000165.


� US Department Health and Human Services (2008) Treating Tobacco Use and Dependence: 2008 Update


� Ministry of Health (2007) New Zealand Smoking Cessation Guidelines (Wellington, Ministry of Health).





2

[image: image1.png]MINISTRY OF

HEALTH

MANATU HAUORA



[image: image10.jpg]7% of smokers who quit

B Noaction L[] Medication

[ Medication and behavioural support
100

80
60
40
20 1]
ol
35 36 37 38 39 40 41 42 43 44 45 46 47 48 49 50
Age (years)



_1287565751.bin

