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Executive Summary 

The Canterbury Smokefree Initiatives Service Map was a collaborative project between 

Partnership Health Canterbury Primary Health Organisation (PHC PHO) and Community 

& Public Health, Canterbury District Health Board (C&PH, CDHB). The purpose of the 

service mapping exercise was to perform a stock-take of current smokefree initiatives in 

Canterbury to act as a foundation for future planning and delivery of services and other 

relevant activities. While many smokefree health promotion and smoking cessation 

activities were being conducted in Canterbury, greater coordination and strategically 

applied funding would improve the quality of these services. 

A questionnaire was developed to collect information about the organisations involved, 

their smokefree health promotion projects and/or smoking cessation programmes. Key 

stakeholders were identified by the authors and by snowballing techniques. The 

questionnaire was administered using a semi-structured face-to-face interview. Responses 

were entered into a database and information thematically coded, then analysed. 

The results showed a variety of organisations contributed to developing smokefree health 

promotion initiatives and offering smoking cessation services. These organisations were 

Non-Government Organisations, Primary Care providers (i.e. General Practices) and 

organisations affiliated with the Canterbury District Health Board. Fifty percent of projects 

aimed to promote smokefree environments in homes and cars and to educate the public on 

the risks of smoking and second hand smoke exposure. One-quarter of projects focused on 

implementing policies and procedures, or the promotion of a smokefree lifestyle as part of 

a healthy lifestyle. 

Organisations indicated that their programme strengths were due to being: a community 

initiative; collaborative approaches with organisations working in smokefree; legislatively 

backed (Smoke Free Environments Act 1990 amendment); or integrated with other health 

promotion messages or curricula. Some identified programme strengths also acted as 

barriers for programmes continuing. In the case of community initiatives, some 

organisations indicated there was a lack of community willingness to use the information 

and resources provided. Some organisations indicated that other organisations became 

reliant in collaborative projects. Smokefree issues being a low priority for management was 

an identified barrier to developing workplace smoking cessation services or developing 

smokefree environments. The introduction of the amendments to the Smoke Free 
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Environments Act on 10 December 2004 may help to alleviate these issues. Organisations 

offering cessation services identified there was a lack of people trained in cessation 

provision and/or they did not have the capacity to expand their cessation services. Pegasus 

Health General Practices engaged many patients in their PEGS programme, whereas the 

four other General Practices surveyed reported engaging very few people for smoking 

cessation. Huge potential exists for General Practice to counsel more people for cessation. 

Most organisations surveyed did not formally evaluate project success. Many judged the 

success of their project on anecdotal reports from programme participants. Some projects 

were in their first year of running and had not evaluated the impact of their messages and 

strategies on their project target audience. Quantitative and qualitative evaluation was only 

done by larger organisations that assigned dedicated resources to thorough project 

evaluation. Of those smoking cessation providers that evaluated their programme, this was 

most often  measured by quit rates, although the definition of a quit rate was unclear with 

two-day quit rates most commonly used. Quit rates ranged from 20 to 40% for all 

programmes. Some General Practice smoking cessation quit rate figures were not available 

mainly due to people dropping out of the programme or not returning for follow up 

sessions. 

The VicHealth Centre and the US Surgeon General’s Report provide evidence-based 

recommendations of those tobacco control strategies which have resulted in a reduction in 

smoking proportions or exposure to second hand smoke. The results of this stocktake have 

been compared to these recommendations (Table 13).  

Organisations working in smoking cessation or smokefree health promotion in Canterbury 

are using a range of techniques to change smoking behaviour. The evidence-base 

supporting these activities is inconsistent. There are four strongly recommended evidence-

based interventions for reducing tobacco use: increasing excise tax on cigarettes; informing 

through high intensity counter-advertising campaigns; multi-component cessation 

interventions; and education and prompting of healthcare providers to identify, advise and 

assist tobacco-using patients. Excise tax on cigarettes and high intensity counter-advertising 

campaigns are coordinated by national government or organisations. In agreement with the 

evidence-base all four different cessation services run in Canterbury use multiple methods 

to help support people to quit smoking. The last recommended intervention is in the 

development stages with systems currently being put in place in the CDHB to facilitate 

this.  
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Recommended strategies to reduce tobacco use are: providing reminder systems for 

medical practitioners (this did not appear to be in place in Canterbury) and reducing the 

patient co-payment for effective cessation therapies, which is in place in General Practices 

and other organisations offering cessation services.  

Bans on tobacco smoking in workplaces and public areas is a strongly recommended 

strategy to reduce exposure to second hand smoke. A ban was implemented in all New 

Zealand workplaces on 10 December 2004.  

There is currently insufficient evidence of the effect of providing information to people 

about reducing second hand smoke exposure in the home, which was being implemented 

by a number of local organisations in support of the national ‘Take it Outside’ campaign. 

Some other strategies being conducted also appear to have little evidence-base to support 

them. Some examples include World Smoke Free Day and school poster design 

competitions. 

 

Recommendations 

• Make information obtained from this study available to study participants and 

Canterbury smokefree stakeholders via an internet searchable database. 

• Create/increase opportunities for cessation support in rural communities. 

• Increase the reach of cessation programmes across Primary Care. 

• Support/develop increased avenues to cessation support (particularly in the workplace). 

• Improve communication and referral between smokefree stakeholders. 

• Examine current smokefree activities against evidence-base. 

• Address adolescent smoking initiation and cessation. 

• Develop further support/approaches to address Māori smoking. 
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1.0 Introduction  

The Canterbury Smokefree Initiatives Service Map is a collaborative project between 

Partnership Health Canterbury Primary Health Organisation (PHC PHO) and 

Community & Public Health, Canterbury District Health Board (C&PH, CDHB). The 

purpose of the service mapping exercise is to perform a stocktake of current smokefree 

initiatives in Canterbury to act as a foundation for future planning and delivery of 

services and other relevant activities. 

The National Drug Policy Strategies (1) priorities provide a framework under which 

smokefree activities should fall. The major directions emphasised over the previous five 

years include: 

• Information, research and evaluation; 

• Health promotion; 

• Assessment, advice and treatment services; 

• Law enforcement; and 

• Policy and legislative development. 

National Drug Policy 1998 

  

Both the CDHB's Tobacco Control Plan (2) and PHC PHO's Health Promotion 

Programme (3) include identifying/mapping of smokefree initiatives as an initial task. In 

their health promotion plan Partnership Health note that:  

"The work undertaken to develop this Plan has revealed that there is currently and in development a 

significant amount of activity in Canterbury and nationally focused on smoking cessation and prevention 

and funded by a variety of sources. There would be considerable value added if  

• People working with target populations were aware of the range of options available to support 

them; 

• Organisations developing or delivering projects were aware of other relevant activity; 

• Partnership Health could plan to fill gaps and enhance other activity which is a more cost 

effective approach; 

• Money wasn't wasted on repeating existing work; and  

• Organisations working in this area have an opportunity to access general practice support."  
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Partnership Health Health Promotion Plan 2004-2005 

 

The Sponsors for the project were Carolyn Gullery (PHC PHO) and Brian Prendergast 

(C&PH, CDHB). Supervision for the project was undertaken by Dr Lynley Cook 

(C&PH, CDHB) and Dr Greg Hamilton (Christchurch School of Medicine and Health 

Sciences and C&PH, CDHB). The Smokefree Team of C&PH provided team support.  
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2.0 Methods 

2.1 Overview 

The purpose of the project was to perform a stock-take of current smokefree initiatives 

in Canterbury to act as a foundation for future planning and delivery of services and 

other relevant activities. A questionnaire was developed to collect information about the 

organisations involved, their smokefree health promotion projects and/or smoking 

cessation programmes. Key stakeholders were identified and initial contact made by 

telephone with the goal of making appointments to administer the questionnaire in a 

face-to-face interview. Responses were entered into a database and information 

thematically coded then analysed. Quantitative results were presented graphically or in 

tabular form and qualitative data were supported by key quotes. 

2.2 Questionnaires 

The questionnaire for this project (see Appendix 1) was adapted from the questionnaire 

developed by the allied physical activity and nutrition service map project. The 

questionnaire comprised three broad sections:  

1. The first part elicited information regarding the organisation, its mission statement, 

services provided, collaborative partnerships and any gaps or opportunities it had 

identified in smokefree service provision.  

2. The second part related to smokefree health promotion projects and focused on 

gathering information on the project aims and resources, collaborative partnerships, 

strengths of the programme, and its success.  

3. The final section specifically addressed smoking cessation services to gather 

information on the number of participants, cost, duration, capacity and effectiveness 

of the service.  

The questionnaire was piloted with the smokefree team at Community and Public 

Health. From their comments and suggestions appropriate changes were made to the 

questionnaire.  

2.3 Smokefree stakeholders 

A list of smokefree service providers was drafted and a snowball technique was used to 

identify further providers. The list included Non-Government Organisations (NGOs), 
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divisions of the Canterbury District Health Board (CDHB), Primary Health 

Organisations, Independent Practitioners Associations (IPA) and a selection of General 

Practices representative of the IPAs in Canterbury other than Pegasus Health IPA which 

responded on behalf of its registered practices. Some of the identified stakeholders were 

not currently running smokefree health promotion or smoking cessations programmes, 

therefore these organisations were not recruited. Secondary and tertiary sector services 

delivering smokefree health promotion or smoking cessation were excluded from the 

scope of this project. Commonly this group provide brief intervention to hospital 

outpatients who are being treated for other related illnesses.  

2.4 Interview 

Stakeholders were contacted by telephone, the purpose of the survey was explained, their 

assistance sought and appointments arranged to meet up for face-to-face interviews. 

Semi-structured interviews were conducted allowing for clarification of the questions and 

responses. In some cases, usually when an organisation had multiple projects or 

programmes, stakeholders completed the questionnaires at a time convenient to them.  

2.5 Analyses 

The questionnaires were collected and the stakeholders’ responses reviewed and entered 

into an Epi-Info 2002 (a Microsoft Access based database). Closed-ended questions were 

entered directly and thematic analysis of open-ended questions allowed coding into 

categories based on questionnaire responses. The coded data was analysed using SPSS 

12.0.1 for Windows. Results were presented in tabular/graphical form where appropriate, 

and were supported by key quotes from the qualitative data. 
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3.0 Results 

3.1 Organisations involved  

There were broadly two types of smokefree health promotion initiatives in Canterbury: 

• Those offering smoking cessation services; and 

• Those offering broader health promotion projects/programmes.  

Of the 25 organisations identified, 13 completed questionnaires for either smoking 

cessation programmes and/or smokefree health promotion programmes conducted in 

Canterbury. Thirty-eight percent of these organisations came under the auspices of the 

CDHB, 31% were NGOs, 19% were IPAs or General Practices. The participating 

organisations can be found in Table 1. Forty-three percent of programmes were delivered 

in the CDHB area, a further 37% in only the Christchurch area and 12% were delivered 

nationwide by local branches. 
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Table 1: Identified stakeholders  
 

Organisations % of 
responses 

Canterbury District Health Board 
Community and Public Health1 
Hauora Matauraka1 
CDHB Smokefree Co-ordinator1 
Christchurch and Women's Hospital's Safe 
Handling Advisor1 

38 

Non-Government Organisations 
Heart Foundation1 
Cancer Society1 
Canterbury Asthma Society1 
Education for Change1 
Te Hotu Manawa Māori 2 
Pacific Island Heartbeat2 
He Oranga Pounamu2 
Health Sponsorship Council 3 
Quit Group3 

31 

General Practices Clinics 
Pacific Health Centre1 
Union and Community Health Centre1 
Te Amorangi Richmond 
Riccarton Clinic and Afterhours1 
Canterbury University Health Centre1 

13 

Independent Practitioners Association 
Pegasus Health1 
Papanui Medical Centre 
Christchurch South Health Centre 
Selwyn 
Southlink Health 
Hirunui Kaikoura4 

6 

Primary Health Organisations 
Partnership Health Canterbury5 

Hurunui Kaikoura5 
Canterbury Community5 
Rural Canterbury5 

0 

 
1 Questionnaires completed by these groups 
2 No regular programmes in Canterbury 
3 National groups (no Canterbury-specific programmes) 
4 Hirunui-Kaikoura area not surveyed as survey will be conducted by Hirunui-Kaikoura PHO 
5 PHOs not surveyed because programmes not running at present 
 
3.1.1 Work focus and partnerships 

Table 2 outlines the focus of organisations work in tobacco control. Twenty-one percent 

of organisations focused on delivery of smoking cessation programmes, followed by an 
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advisory role (15%) and an advocacy role (15%). One quarter of organisations were 

working with NGOs and 18% with CDHB in collaborative partnerships (Table 3). On 

average organisations reported working in more than three different work focus areas 

and were working collaboratively with 2.5 other organisations in Canterbury.  

 

Table 2: Work focus of organisations 
 

Work focus  % of responses 
 Smoking cessation 21 
 Advisory 15 
 Advocacy 15 
 Communication initiatives 14 
 Policy initiatives 12 
 Smoking cessation training 8 
 Legislative enforcement 6 
 Funding 6 
 Other 4 

 

Table 3: Collaborative partnerships identified as contributing to smokefree 
activities 

Collaborative partners % of responses 
 NGOs 27 
 DHB 18 
 Community groups 12 
 PHOs 9 
 Primary Health providers 9 
 Other projects or programmes 3 

 

3.1.2 Planning documents 

Seventy-seven percent of organisations surveyed reported using planning documents to 

develop their programme or project. The main documents included their own 

organisation's strategic directions (eg. Canterbury District Health Board tobacco control 

strategic/action plan 28%), Ministry of Health documents (national smoking cessation 

guidelines 28%), health promotion documents (Ottawa Charter, Te Whare Tapa Wha 

24%), and the Treaty of Waitangi (16%). 
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3.1.3 Service gaps or opportunities 

Participants were asked to identify gaps in their service delivery. Twenty-six percent of 

stakeholders identified the lack of available workplace cessation services and 16% 

identified a limited work capacity of people currently working in smokefree health 

promotion and smoking cessation services. Ten percent of stakeholders identified other 

needs including a need for brief intervention training, especially for hospital staff and 

practice nurses, and for programmes/projects delivering smokefree messages targeting 

youth. 

3.2 Smokefree health promotion initiatives 

3.2.1 Projects parameters 

Of the 13 organisations identified as working in smokefree health promotion or smoking 

cessation settings at a primary health level, all but the four General Practices ran 

smokefree health promotion programmes, projects or initiatives. Almost 80% included a 

communication initiative such as social marketing campaigns, resource or education tool 

development (see Table 4). Half of the organisations surveyed worked in an advocacy 

role and 35% of programmes involved policy initiatives or approaches that included 

smokefree environment policies, human resource dedication to smokefree initiatives and 

systems approaches. As a legislative requirement, Community and Public Health had a 

project designed to enforce the new amendment to the Smoke Free Environments Act 

legislation and educate businesses and the public on their roles and responsibilities. 

 

Table 4: Description of smokefree health promotion projects/programmes 
 

Project description % of cases 
 Communication initiative 79 
 Advocacy 57 
 Policy 36 
 Legislative enforcement 7 
 Other 7 

 

The aim of half of the programmes was to promote smokefree environments and 

educate the public on the benefits of becoming smokefree and reducing people's 

exposure to second hand smoke. One-fifth of programmes focused on changing and 

implementing policies and systems to support smokefree environments or promoting 
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smokefree as part of a healthy lifestyle. One, the Education for Change programme, 

aimed to reduce smoking among pregnant women (this programme is also covered in the 

cessation section).  

Table 5: Aims of smokefree health promotion programmes 
 

Project aim % of responses 
Work towards smokefree 
environments and public education 

50 

Implement policies and practices 21 
Promote healthy lifestyles 21 
Reduce smoking in pregnancy 7 

 

Most commonly, projects or programmes delivered in the Christchurch area were aimed 

at the general population. More specific target groups were identified for programmes 

delivered by Hauora Matauraka, the Pacific Health team at Community and Public 

Health and Education for Change, with Māori or Pacific people or for women during 

pregnancy identified as programme recipients. Figure 1 illustrates population age sectors 

targeted by the programmes and Figure 2 provides information about the specific risk 

factors targeted. Those exposed to second hand smoke were most commonly identified 

as the target group for programmes. There were no programmes identified targeting rural 

populations. 
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Figure 1: Target age group for programmes 
(Other includes all in- and out-patients in Canterbury District Health Board facilities, the 
general population, the Pacific community and workers) 
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Figure 2: Target risk factor group for programmes 
 

There were no programmes that specifically targeted males but there were two programmes 

delivered by Education for Change and Hauora Matauraka that specifically targeted females 

but also worked with both males and females within their families. The other nine 

programmes were not gender specific.  

 

3.2.2 Projects designed for Māori or Pacific people 

Approximately 70% of respondents had resources that were designed for a specific ethnic 

group. Of these, half could be adapted to use with Māori or Pacific people. Thirty percent 

of respondents had programme/project resources or materials specifically designed for 

Māori or Pacific people.  

 

3.2.3 Resources and Promotion 

Written, visual and interactive aids are used by 62% of organisations to support smokefree 

health promotion programmes/projects. Only 39% of organisations used just written 

materials. A range of marketing tools was used to promote smokefree health promotion 

programmes/projects. On average, 3.2 different methods were utilised. Fliers and word of 

mouth were identified by 20% of organisations and posters/signage and radio were used by 

14% of organisations. 
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Table 6: Resources and promotional activity of smokefree health promotion 
programmes/projects 
 

Resources % of responses 
 Written, visual & interactive material 62 
 Written material 38 
Promotional activity  
 Fliers 21 
 Word of mouth 21 
 Radio 14 
 Poster/signage 14 
 Internet/website 11 
 Television 9 
 Newspapers 9 
 Workshops 2 

 

3.2.4 Links, strengths and barriers of projects 

Table 7 shows that all projects or programmes indicated they linked into a wider 

framework of either nationwide objectives/programmes (46%) or the organisations own 

strategic direction (39%), and two organisations (15%), linked to projects run within other 

organisations. One-quarter of stakeholders identified a strength of their 

programme/project was that it was a community initiative or a collaborative approach. 

Other strengths identified were that the programme/project had legislative backing and 

integrated messages. Barriers to continuing existing programmes/projects included 

community willingness to use the information provided to them, and when advocating for 

smokefree workplaces and offering smoking cessation services that this was a low priority 

for management, budget restraints and reliance on other organisations.  
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Table 7: Identified strengths and barriers of projects/programmes 
 

Strengths % of responses 
 Community initiative 25 
 Collaborative approach 25 
 Legislative backing 17 
 Integrated messages 17 
 For Māori, by Māori 8 
 Experienced facilitators 8 
Barriers  
 Willingness of communities to use  
 Information 

31 

 Low priority for management 23 
 Budget restraints 15 
 Reliance on other organisations  15 
 Staff time/workload 8 
 Training 8 

 

3.2.5 Contributing organisations and potential partnerships 

Stakeholders on average were already collaborating with two other organisations, 50% with 

NGOs, 40% with each of CDHB and community organisations, 30% with IPAs, 20% with 

each of TLAs and health professional organisations such as the Midwifery and Maternity 

Provider Organisation. Despite this, 40% indicated that linking their programmes with 

projects by other organisations would be useful, as would linking projects through the 

intersectoral group, Smokefree Canterbury. Fifty-five percent of the organisations surveyed 

thought it would be useful to form partnerships with other organisations working in 

smokefree health promotion. The other 45% did not respond to the question. Thirty 

percent of stakeholders that responded identified intersectoral partnerships, and 20% 

working with both the DHB and workplaces to be potentially useful partnerships. 
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Table 8: Potential partnerships within smokefree health promotion 
 

Links with other 
programmes/projects 

% of responses 

 Projects by other organisations 40 
 Smokefree Canterbury 27 
 Projects by same organisation 20 
 National campaigns 13 
Potential partnerships  
 Intersectoral partnerships 30 
 DHB 20 
 Workplaces 20 
 TLAs 10 
 NGOs 10 
 OSH 10 

 

3.2.6 Measures of success 

Measures of success ranged from counting the number of people that attended a 

programme to qualitative evaluation. On average organisations reported using 1.2 measures 

of project success. Table 9 shows 35% assessed success by anecdotal reports from people 

involved in the programme/project. For 24% of programmes/projects it was too early in 

the project lifespan to assess success. Community and Public was the only organisation that 

has conducted quantitative evaluation of one of its health promotion programmes. 

Education for Change had conducted quantitative evaluation of two of its three 

programmes. These evaluations measured the how many participants had made their 

homes or cars smokefree and evaluated their movement along a readiness-to-quit 

continuum.  

Table 9: Measure of programme success 
 

Measure of success % of responses 
 Anecdotal reports 35 
 Too early to assess 24 
 Number of participants 18 
 Quantitative evaluation 12 
 Qualitative evaluation 6 
 Message reached wide audience 6 
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3.3 Smoking Cessation Services 

Eleven of the 13 organisations surveyed ran smoking cessation programmes. Only 

Community and Public Health and the Cancer Society did not offer cessation services. 

Programmes include one-on-one and group smoking cessation services, and training for 

people to run smoking cessation services or to incorporate cessation 

support/encouragement into their usual services. Organisations that offered cessation 

services were Non-Government Organisations, General Practices with Quit Card providers 

on staff, sections of the District Health Board, and Pegasus Health (an IPA) ran a cessation 

programme systematically through approximately 100 General Practices. 

3.3.1 Target group 

Cessation services targeted a range of groups of people who smoke but were mainly aimed 

at the general population or clinic patients (see Table 10). Education for Change and 

Pegasus Health (PREGS) conducted programmes specifically for pregnant woman who 

smoke and their families and Hauora Matauraka had a programme specifically for Māori 

women who smoke and their families.  

3.3.2 Type of programme 

Seventy percent were individual-based programmes comprising programmes based on the 

Quit Card provider programme, Pegasus Health General Practice's PEGS (Preparation, 

Education, Giving Up, Staying Smokefree) programme and programmes designed for 

specific target groups. The four group-based programmes comprised group training of 

cessation workers by the Heart Foundation and Education for Change independently, a 

pilot group cessation programme with Burwood hospital staff and cessation for Māori 

women and their families by Hauora Matauraka. People received referral to the cessation 

programmes from general practitioners; self or whanau referral; from practice nurses and 

other health professionals.  

3.3.3 Programme promotion 

Smoking cessation services were primarily publicised by two means of promotional 

activities; fliers and posters or signage. Two General Practices did not promote their 

smoking cessation service mainly because they did not have the capacity to service large 

numbers of people.  
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3.3.4 Setting 

Services were delivered in a range of settings and were often delivered in more than one 

setting or venue. Sixty percent of programmes were delivered in health settings, General 

Practices or at the organisation running the programme. 

Table 10: Target group, promotional activities and setting for delivery of smoking 
cessation services 

Target group % of responses 
 General population 29 
 Patients 29 
 Staff 10 
 Workplaces 10 
 Pregnant women and their families 14 
 Māori women and their families 10 
Promotional activity  
 Fliers 30 
 Posters/signage 25 
 GPs and practice nurses 15 
 Internet 10 
 Workshops 10 
 Radio 5 
 No promotional activity 5 
Setting for delivery  
 Health setting 20 
 GP practice 20 
 Agency 20 
 Workplace 13 
 Person's home 13 
 Internet 7 
 Marae 7 

3.3.5 Cost 

The cost of smoking cessation programmes varied depending on the location in which the 

programme was delivered. For example the cost of completing the PEGS programme was 

the initial consultation (although this may be for another issue, e.g. chest infection), $20 for 

the course and may include additional consultation or co-payment charges which varied 

depending on the individual Pegasus Health General Practice. Eighty percent of the 

programmes did not charge people for their appointments with a Quit Card provider, but 

there may be a pharmacy cost for the Nicotine Replacement Therapy (NRT) if nicotine 

patches or gum were chosen. The only programme with an associated cost was an internet 

based cessation package, each person must purchase a licence to log on to the website 

(Table 11).  
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3.3.6 Duration 

Half of the programmes took eight weeks or more to complete. The other half ran from 

one to seven weeks in duration. All but one of these shorter programmes ran for between 

four and seven weeks. The Education for Change programme offered people a choice of 

the number of sessions they wanted to attend. Fifty percent chose to attend four or more 

sessions and the other half chose to attend only 1-3 sessions. The focus of this programme 

was on readiness to quit and developing smokefree areas rather than focusing on quitting 

smoking. 

Table 11: Cost and duration of smoking cessation programmes 
 

Cost to individual % of responses 
 Cost for NRT only 50 
 No cost 30 
 Cost for NRT & appointment with  
 nurse, doctor, quit card provider 

10 

 Cost for programme 10 
Duration of programme  
 1-7 weeks 50 
 More than 8 weeks 50 

 

3.3.7 Enrolled people 

Table 12 shows that 7 of the 11 programmes reported 20 people or less enrolled at any one 

time. Over the duration of a year these programmes worked with fewer than 200 people. 

Two programmes enrolled currently more than 20 people and reported working with more 

than 200 people annually. These organisations were Education for Change that is 

contracted to see approximately 600 people a year and the PEGS programme that is run 

across approximately 100 Pegasus member practices in Christchurch, enrolling 

approximately 3000 people per year. Half of the programmes identified did not currently 

have any Māori or Pacific people enrolled and 20% had not worked with any Māori or 

Pacific people during the previous year. Education for Change, the Pegasus member 

practices and Hauora Matauraka were the main providers of cessation services to Māori. 

The PEGS programme has enrolled approximately 200 Māori people in each of 2003 and 

2004. 

Two programmes were unsure of their reach. One of these was an internet based 

programme and the number of people that had purchased the programme in Christchurch 

was unknown (only national figures were available) as was the number who had actually 
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used their programme. The second was a pilot hospital-based programme at Burwood 

hospital that has yet to start. 

Table 12: Numbers of people enrolled in smoking cessation programmes  
 

Number of people currently 
enrolled 

% of 
organisations 

 0 30 
 1-20 30 
 20-200 10 
 200+ 10 
 Unsure/not applicable 20 
Number of Māori & Pacific 
people currently enrolled 

 

 0 50 
 1-20 20 
 20-200 10 
 200+ 0 
 Unsure/not applicable 20 
Number of people enrolled 
yearly 

 

 1-50 40 
 51-200 20 
 200+ 20 
 Unsure/not applicable 20 
Number of Māori enrolled yearly  

 0 20 
 1-10 10 
 11-50 0 
 50+ 30 
 Unsure/not applicable 40 
Number of Pacific people 
enrolled yearly 

 

 0 10 
 1-10 30 
 11-50 10 
 50+ 10 
 Unsure/not applicable 40 
Additional people programmes 
could enrol annually 

 

 0 30 
 1-10 10 
 10-100 20 
 100+ 30 
 Not applicable 10 
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3.3.8 Potential capacity 

Two of the three smoking cessation programmes that catered for the largest numbers of 

people wanting to stop smoking (Smokechange and Aukati Kai Paipa) were at full capacity 

and could not enrol extra people under current funding arrangements. Some programmes 

run at General Practice clinics and NGOs that were working with very few people reported 

they had the capacity to expand their client base. 

3.3.9 Measure of success 

The success of smoking cessation programmes was usually measured by the proportion of 

people that quit smoking (2-day point prevalence quit rates) and remained smokefree after 

six months. Forty percent of programmes had not measured their programme’s success by 

quit rates. Although quit definitions were inconsistent, the programmes that reported quit 

rates indicated between 20% and 40% of people that completed the programme had quit.  
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4.0 Discussion 

The purpose of this collaborative service mapping project between Partnership Health 

Canterbury Primary Health Organisation and Community and Public Health, Canterbury 

District Health Board was to perform a stocktake of current smokefree initiatives in 

Canterbury to act as a foundation for future planning, delivery of services and other related 

activities. 

4.1 Summary of results 
The results show there are a variety of organisations developing smokefree health 

promotion initiatives and offering smoking cessation services. These organisations were 

Non-Government Organisations, General Practices and organisations affiliated with the 

Canterbury District Health Board. Fifty percent of projects aimed to promote smokefree 

environments in homes and cars and to educate the public on the risks of smoking and 

second hand smoke exposure. One-quarter of projects focused on implementing policies 

and procedures, or the promotion of a smokefree lifestyle as part of a healthy lifestyle. 

Organisations indicated that the strengths of their programmes were that they were 

community initiatives, collaborative approaches with organisations working in smokefree, 

legislatively backed (Smoke Free Environments Act 1990 amendment), or the messages 

were integrated with other health promotion messages or curricula. However, some 

identified programme strengths also acted as a barrier to programme continuation. In the 

case of community initiatives, surprisingly a lack of community willingness to use the 

information and resources provided was viewed as a barrier by some respondents. This 

suggests a possible lack of community engagement in some of these activities. Some 

indicated that other organisations became reliant in collaborative projects. Smokefree issues 

being a low priority for management or some Kaumatua was an identified barrier to 

developing workplace smoking cessation services or developing smokefree environments. 

The introduction of the amendments to the Smoke Free Environments Act on 10 

December 2004 may help alleviate these issues. Organisations offering cessation services 

have identified there is a lack of people trained in cessation provision and/or they do not 

have the capacity to expand their cessation services. Pegasus Health General Practices 

engaged many patients in their PEGS programme, whereas the four other General 

Practices surveyed reported engaging very few people for smoking cessation. Huge 

potential exists for General Practice to extend cessation services. 
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General Practices were the least likely of the organisations surveyed to advertise their 

cessation service, and would only offer it to their patients if they thought it was 

appropriate. In contrast, Education for Change and Hauora Matauraka, CDHB advertise 

their cessation services to selected target groups to fulfil contractual obligations. 

Most projects surveyed did not formally evaluate project success. Many judged the success 

of their project on anecdotal reports from programme participants. Some projects were still 

in their first year of running and had not evaluated the impact of their messages and 

strategies on target audiences. Quantitative and qualitative evaluation tended to be  done by 

larger organisations that assigned dedicated resources to thorough project evaluation. Of 

those smoking cessation providers that evaluated their programme, this was most often 

measured by quit rates, although definition of quit rates were unclear with two-day quit 

rates most commonly used, however, longer term follow-up was conducted by some 

organisations. Quit rates ranged from 20% to 40% for all programmes, whether ethnic 

specific, PEGS, Smokechange or quit card provider programmes. Comparing quit rates was 

problematic because some only accounted for people who complete programmes, while 

others used figures of enrolment to calculate quit rates. Other General Practice smoking 

cessation quit rate figures were not available mainly due to people dropping out of the 

programme or not returning for follow up sessions. Organisations identified workplace 

cessation services as an important service gap. Other gaps identified in service provision 

were brief intervention training for hospital staff and targeted youth messages.  

4.2 Evidence-based interventions to reduce tobacco use initiation  
The US Community Preventative Services Task Force (2001) (5) has compiled a list of 

interventions that have been shown to successfully reduce tobacco use and reduce 

exposure to second hand smoke. This group has also identified a number of interventions 

but there is insufficient evidence to ascertain if these are effective approaches. This, 

however, does not imply they will be unsuccessful. Table 13 outlines how the programmes 

being conducted in Canterbury compare with the recommended strategies to reduce 

tobacco use and exposure to second hand smoke.  

There are four strongly recommended evidence-based interventions for reducing tobacco 

use: increasing excise tax on cigarettes; inform through high intensity counter-advertising 

campaigns; multi-component cessation interventions; education and prompting of 

healthcare providers to identify, advise and assist tobacco-using patients. Only multi-

component cessation interventions and involvement of healthcare providers are being 
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conducted in Canterbury. All of the cessation services identified (PEGS, Quit card 

providers, Aukati Kai Paipa, Smokechange, Smokestop) have elements of face-to-face 

counselling, telephone follow-up or internet support and the option of nicotine 

replacement therapy (NRT). These approaches are well aligned with evidence-based 

practice (4, 5). 

The Education for Change Systems First project aimed to help engage hospital staff with 

skills and systems to incorporate smoking cessation into their daily practice. While 

education and prompting of healthcare providers to identify, advise and assist tobacco-

using patients is not routinely done at CDHB hospitals, staff are being trained to 

implement this. This is in accord with CDHB strategic directions (2). The CDHB have also 

employed a Smokefree Coordinator to implement policy and practices covering patient 

smoking status identification, education, resource provision, cessation services and referral 

systems. There have been discussions on implementing a system for General Practices to 

record this information on their patient databases. This will also provide a framework for 

staff to be supported and trained in smokefree brief interventions. 

Increasing excise tax on cigarettes is an intervention conducted at a central government 

level, but local agencies do have the opportunity to write submissions on the topic. There 

are no high intensity counter-advertising campaigns run by organisations in Canterbury. 

The national ‘It’s about Whanau’ and ‘Every cigarette is doing you damage’ smokefree 

advertising campaigns are examples of high intensity counter-advertising campaigns. These 

campaigns are very costly, but have been shown to effectively reduce tobacco use. The 

Surgeon General’s Report (2000) (4) concluded that incorporating economic, regulatory 

and comprehensive approaches are likely to have the greatest long-term impact on reducing 

population tobacco use. In the case of Canterbury this means incorporating national and 

local initiatives in a comprehensive manner to ensure synergies between components. 

While the local strategies generally tended to fall under the umbrella of national initiatives, 

articulation of these relationships was not always clear. 
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Table 13. Evidence-base for tobacco control programmes (4) 
 
Evidence-based interventions Programmes in Canterbury 
Interventions to reduce tobacco use  

Strongly recommended  

Increase excise tax on cigarettes Nationally coordinated 

Inform through high intensity counter-advertising campaigns National campaign 

Multi-component cessation interventions PEGS, Quit card smoking cessation, Aukatitia Te Kai Paipa, 
Smokechange, Smokestop 

Education and prompting of healthcare providers to identify, advise and assist 
tobacco-using patients 

CDHB smokefree coordinator 
Education for Change Systems First 

Recommended  

Provider reminder systems for medical practitioners Education for Change Systems First 

Reduction of patient co-payment for effective cessation therapies Usually no charge for consultation and small charge for NRT 

Insufficient evidence  

Quit competition - 

Information to providers that they should counsel to quit Smokechange Education, Partners in Change 

Interventions to reduce exposure to SHS  

Strongly recommended  

Bans or limits on tobacco smoking in workplaces and public areas National ban on workplaces 10 December 2004 

Insufficient evidence  

Provision of information to persons about reducing SHS exposure in the home All health promotion initiatives in Canterbury  

Programmes conducted for which no evidence of success exists World Smoke Free Day promotion 
Advocate for healthy lifestyles 
School competitions 

 

Table adapted from ‘US Community Preventative Services Task Force findings on effectiveness of tobacco control strategies’ VicHealth Centre for Tobacco Control (5) 
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According to the US Community Preventative Services Task Force, recommended 

strategies to reduce tobacco use are: providing reminder systems for medical practitioners 

(this is not in place in Canterbury) and reducing the patient co-payment for effective 

cessation therapies. The cost for cessation therapies varies depending on the consultation 

fee imposed by the General Practice or the Non-Government Organisation and if a patient 

chooses to use NRT. Generally there is no charge for subsequent consultations with a 

practice nurse or doctor and NRT is free or costs from $2.50. While the cost may appear 

small, monetary restraints should not be a barrier to accessing cessation services.  

Smokechange Education and Partners in Change are categorised by the US Community 

Preventive Services Task Force (5) as having insufficient evidence of an impact on reducing 

tobacco use (insufficient evidence does not necessarily mean it will not impact positively). 

They provided information to providers about quit counselling, however, this was 

supported by their evidence-based ‘Systems First’ programme previously mentioned. Most 

of the programmes identified in Canterbury focused on raising awareness of the health 

risks associated with firsthand and second hand tobacco smoke and creating supportive 

smokefree environments. These activities fall outside the current evidence-base for tobacco 

control (5). 

4.3 Evidence-based interventions to reduce exposure to second hand smoke 
Bans on tobacco smoking in workplaces and public areas is a strongly recommended 

strategy to reduce exposure to second hand smoke (5). A ban will be implemented in all 

New Zealand workplaces on 10 December 2004. The change in legislation is a nationwide 

programme but compliance with the act will be monitored locally by an enforcement 

officer at Community and Public Health. The change in legislation will particularly impact 

the health of people working in hospitality and factory type vocations as many white-collar 

workplaces have been smokefree since 1990. In California, USA a comprehensive 

aggressive campaign in conjunction with banning smoking in workplaces resulted in an 

almost 50% reduction in cigarette sales per capita from 1990-1999 (5).  

There is currently insufficient evidence of an effect for providing information to people 

about reducing second hand smoke exposure in the home. All initiatives in Canterbury 

addressed this strategy in support of the national ‘Take it Outside’ campaign. World 

Smokefree Day is a second hand smoke initiative run in Christchurch that was loosely 

integrated into a wider framework. World Smokefree Day usually focuses on raising 

awareness and providing people with information. Other programmes run by the 
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organisations surveyed have integrated messages and ongoing consultation with the target 

group, or activities that utilise the information provided to the target group. For example, 

Hauora Matauraka work with local Marae to encourage them to become completely 

smokefree and make healthy lifestyle choices. Education for Change works with pregnant 

women and their families to support them and their babies to become smokefree. Hauora 

Matauraka, Community and Public Health and the Cancer Society have worked with 

schools in East Christchurch to promote being smokefree and engage students in 

promoting smokefree environments. 

4.4 Areas for potential expansion  
At present only the Heart Foundation, in collaboration with Community and Public 

Health, CDHB, will be providing training to support workplaces to become smokefree. 

They will provide support/direction for staff that want to become smokefree. They have 

the capacity to train 45 people per year. Pending changes in the Smokefree laws will mean 

employers will be required to enforce smokefree workplaces. It is envisaged that there will 

be an increased demand for cessation services in workplaces resulting in greater demand 

for this service than training opportunities available. 

One organisation identified lack of targeted youth messages and strategies as a gap. 

Research shows that strategies aimed at the whole community such as restrictions on 

smoking in certain places, reducing the affordability of tobacco, outlawing advertising of 

tobacco products and anti-smoking media campaigns effectively reduce current smoking 

and smoking initiation in youth (5). Targeted youth projects captured in this stock-take 

have been one-off projects such as a school poster design competition to help prevent 

smoking initiation. The lack of activity in this area may be because there has previously 

been intensive activity via schools in Canterbury (6). Long term sustained strategies that are 

integrated into learning programmes and school policies and procedures have been shown 

to be dramatically more effective than one off strategies (7,8). Smokefree promotion is 

currently focused on making the smokefree symbol and message visible at sports venues 

where youth and the general public congregate. 

No rural cessation provider was identified in the process of this service stocktake. 

Hurunui-Kaikoura was not surveyed due to timing issues with its health promotion 

programme. Southlink IPA has some practices in the Canterbury area but not all provide 

cessation services. Although one Southlink practice nurse commented that it was hard to 

find time and funding to train more nurses in cessation provision, this may be an area on 
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which PHOs could focus their activities. While there are many options for city residents, 

the rural population has to travel long distances to access these services which requires 

time and money potentially creating a barrier to some becoming smokefree. 

 

4.5 Limitations 
A number of limitations exist in the findings from this study which are inherent in the 

design. While these limitations may compromise conclusions from the study, the aim of 

this research was exploratory rather than empirical. As such the findings provide direction 

to funding and provider bodies.  

There is potential for bias to have occurred in the collection of data and interpretation of 

the results. The questionnaire was administered, coded and results interpreted by one 

person. Therefore some chance exists that personal interpretation of questionnaire answers 

may have occurred. Contrary to this, the use of only one researcher for these tasks has 

eliminated inter-rater reliability issues. The use of a team to design rating schedules also 

helped to improve validity of results.  

The possibility exists that some important information was not captured during this data 

collection. The snowball technique for identifying service providers reduces the possibility 

that organisations were not identified. Multiple methods of data collection were used to 

record questionnaire answers. Some questionnaires were completed in a face-to-face 

interview and the responder could ask for clarification of questions, whereas due to 

personal schedules and multiple programmes, some organisations responded to the 

questionnaire in their own time. This may have resulted in small differences in the depth 

and relevance of answers. 

Only a selection of General Practices that represented the five IPAs in Christchurch were 

surveyed as it was not possible to survey all General Practices in Christchurch. None of 

these practices were from the Pegasus IPA, as their systemic PEGS programme was 

captured in Pegasus Health response. While it cannot be ascertained from this research, it 

appears that the number of people engaged in cessation programmes through Primary 

Health Care differed dramatically between General Practices. However, due largely to the 

existence of the PEGS programme, a large number of people in Christchurch/Canterbury 

have used these services. 
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The quit rate figures provided by the larger cessation providers measure cessation in two 

ways: only for people who completed cessation programmes; and the more conservative 

measure of participants entering the programme (e.g. PEGS). The cessation rates of 

between 20% and 40% are impressive and show these programmes are extremely valuable 

to those who wish to quit smoking as the natural quit rate in the general population is 

approximately two percent (9). The Quitline in New Zealand combined with NRT 

achieved a sustained six month cessation rate of over 20% (10). This figure and those of 

the Canterbury services reported should, however, be reported in light of the proportion of 

people who dropped out of the study. Only 31% of the sample was surveyed at six months 

in the Quitline study meaning the actual quit rate may be one-third of that cited above (10). 

Similar issues exist for some of the Canterbury cessation programmes.  

No rural cessation service was identified. Providers Inc is an organisation to which some 

Independent Practitioner Associations are affiliated. They indicated some of their members 

were rural practices but when contacted, these General Practices indicated they were 

unable to complete the survey as they offered no cessation service. A major gap exists in 

the provision of smoking cessation services to rural populations. 

Making conclusions from the data presented should recognise that the sample size is 

relatively small and statistical inferences cannot be made. In addition, this project has 

captured a number of activities that have either not yet begun, or are in the early stages of 

implementation. It is not possible to evaluate  the contribution that these programmes will 

make to smoking prevalence in Canterbury. 

Finally, perceptions from stakeholders about who was contributing to smokefree activity in 

Canterbury proved inaccurate. When approached, a number of organisations identified as 

contributing indicated they were not currently involved in implementing smokefree 

initiatives. It is possible that these organisations may contribute (not captured by this 

project), but under-estimated the importance of their work. 
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5.0 Recommendations 

While this research may have limitations in adequately capturing all smokefree initiatives in 

Canterbury, it provides extremely valuable information from which a number of 

recommendations can be drawn. The recommendations are: 

 

1. Make information obtained from this study available to study participants 
and Canterbury smokefree stakeholders via an internet searchable database. 

The data obtained from the interviews/questionnaires is of potential value in programme 

planning and provision of partnership approaches among smokefree stakeholders. The 

ability to search this database has the potential to reduce duplication of activities, aid 

identification of partner organisations, increase the comprehensive nature of activities, and 

allow planning for approaches which are currently under-served by smokefree initiatives. 

The database should be password protected and only available to Canterbury smokefree 

stakeholders and participants in the research. 

 

2. Create/increase opportunities for cessation support in rural communities. 

This study failed to find cessation services offered to members of rural communities in 

Canterbury. This included the General Practices approached via Providers Inc who 

believed cessation services were being offered. While people in rural communities have 

access to national initiatives such as the Quitline, there is a deficit of services which are 

provided in face-to-face modes. The ability to choose the method of cessation support is 

likely to be important to success. 

 

3. Increase the reach of cessation programmes across Primary Care. 

Primary Care is heavily involved in providing cessation support predominantly through 

one-on-one approaches and NRT. In particular, the PEGS programme appears to be used 

by a large number of practices affiliated to Pegasus IPA. Other IPAs also indicated their 

practices were implementing cessation programs. The findings of this research indicated a 

potential discrepancy between cited programmes and actual practices among non-Pegasus 

IPAs. This requires further investigation to ascertain the current status of these 
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programmes. There were also significant proportions of Primary Care that indicated they 

were not implementing cessation programmes. The effectiveness of such programmes is 

strong and opportunities exist to expand/ unify current approaches to ensure they are 

implemented in all Primary Care settings. 

 

4. Support/develop increased avenues to cessation support (particularly in the 
workplace). 

The 10 December 2004 smokefree legislation appears to have created a demand for 

cessation support among employers attempting to manage the transition to smokefree 

enclosed areas (e.g. workplaces). The ability to service this demand appears to be limited 

among smokefree stakeholders. This is an area which should be explored further to 

evaluate if an injection of funding for new services is warranted. 

 

5. Improve communication and referral between smokefree stakeholders. 

The Smokefree Canterbury coalition provides an important vehicle for sharing information 

between organisations. The comprehensive approach to tobacco control has been 

associated with greater success in reducing tobacco-related harm. Currently, many activities 

appear to be occurring in isolation. The smokefree scene in Canterbury may benefit from 

some ‘gel’ to coordinate all individual components. Some opportunities may also exist to 

better direct individuals who require support from population-based programmes to 

individual cessation support. 

 

6. Examine current smokefree activities against evidence-base. 

The majority of activities identified in this service mapping exercise have an evidence-base 

supporting their function. Nonetheless, the evidence-base for some activities is weak or 

non-existent and these require review. This activity should not decrease enthusiasm for 

innovative solutions, with the proviso that these are well evaluated. 

 

7. Address adolescent smoking initiation and cessation. 

A dearth of strategies addressing adolescent smoking and cessation in particular was 

identified by stakeholders. Adolescents remain a difficult target group and engaging with 
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the education sector provides a number of challenges. This element of tobacco control 

requires innovative, well researched approaches that deal with cessation in a broader 

framework that also addresses initiation. 

 

8. Develop further support/approaches to address Māori smoking. 

To date tobacco control approaches have failed to significantly impact on Māori smoking 

prevalence and may have exacerbated ethnic differences. Aukati Kai Paipa is a ‘by Māori, 

for Māori’ programme that appears to have been successful among this population. Further 

support/expansion of this programme is warranted. The concept of smokefree Marae has 

been strongly supported by Kaumatua and other strategies should be explored, including 

the potential for targeting Māori people within mainstream smoking cessation programmes. 
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Appendix 1: Questionnaires  

SMOKEFREE HEALTH PROMOTION SERVICE MAPPING 
EXERCISE 

 
PART 1: ORGANISATION QUESTIONNAIRE 
 
Name of person completing questionnaire: 
 
Title/position: 
 
Address:  
 
Contact phone: 
 
Contact email: 
 
 
1. Name of organisation/group/individual: 
 
 
 
 
 
 
 
 
2. Please outline the mission statement and/or the relevant objectives of your 

organisation/group that relate to smokefree (if appropriate): 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. What type of organisation/group are you? 
 

q Non-Government Organisation 
q Territorial Local Authority (e.g. Local Government, Council) 
q Primary Health Organisation 
q Independent Practitioners Association  
q Division of the District Health Board 
q Individual Practitioner 
q Other (specify)__________________________ 
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4. Geographical area covered: 
 
  
 
 
 
 
 
 
5. What specific smokefree services does your organisation provide? Please tick the 

appropriate boxes below, and if possible indicate approximately what percentage 
of time is devoted to these activities: 

 
q Advisory __________ 
q Funding ___________ 
q Advocacy __________ 
q Environmental policy initiatives/approaches (e.g. smokefree clubs etc)__________ 
q Legislative enforcement __________ 
q Health communication initiatives (includes health education and/or social marketing) 

__________ 
q Smoking cessation __________ 
q Smoking cessation training__________ 
q Other 

____________________________________________________________________
_______ 

 
 
6. Please list the major collaborative partnerships your organisation/group is 

involved with: 
 
 
 
 
 
 
 
 
 

 
7. What planning documents/frameworks does your organisation use to help plan and 

direct activities? (For example, Ottawa Charter). Please explain the impact on your 
services/work. 
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8. Please describe any service gaps and/or service opportunities your 

organisation/group has identified in the area of smokefree service provision in the 
Canterbury region. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

End of PART 1 
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SMOKEFREE HEALTH PROMOTION SERVICE MAPPING 
EXERCISE 

 
This questionnaire is in 2 parts: Part 2A for smokefree health 

promotion provider initiatives and Part 2B for smoking 
cessation providers.  

 
 
PART 2A: SMOKEFREE HEALTH PROMOTION 
PROJECT/PROGRAMME/INITIATIVES 
QUESTIONNAIRE (excludes smoking cessation 
services) 
 
Name of person completing questionnaire: 
 
Title/position: 
 
Contact phone: 
 
Contact email: 
 
 
 

1. Name of project/programme/initiative: 
 
 
 

2. Would you describe the project/programme/initiative as:  
q Advocacy __________ 
q Environmental policy initiatives/approaches (e.g. smokefree clubs etc)__________ 
q Legislative enforcement __________ 
q Health communication initiatives (includes health education and/or social marketing) 

__________ 
q Other_______________________________________________________________ 

 
3. What are the contact details of the manager or main organiser of this 

smokefree project/programme/initiative? 
 
Name  
Phone number  
Address  
Postal Address  
Email  
 

4. Please briefly describe the project/programme/initiative in terms of rationale 
and activities: 
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5. Is this project/programme/initiative part of a wider programme or framework, if 
so please outline linkages: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

6. Please indicate who the project/programme/initiative is aimed at (please tick as 
many as apply): 

 
Age  

q Pre-school 
q Youth 
q Young adults (approx 18-25) 
q Adults (please specify age range) ____________________ 
q Older adults (65+) 
q Other________________________ 

 
Gender  

q Female 
q Male 
q Male and Female together 

 
Groups at risk 

q People with chronic illness (please 
specify)__________________________ 

q Lower socio-economic groups 
q Long term smokers 
q People exposed to second hand smoke 
q Disabled (please specify) __________________________________ 
q Not specifically aimed at a particular group at risk  

 
Is this project/programme designed for a specific ethnic group? 

 
q Yes (Please specify) ________________________________ 
q Not aimed at a particular ethnic group 
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7. If this project/programme/initiative is not specifically designed for Māori or Pacific 
people, does it include any specific elements in its activities or resources for these 
ethnic groups? If so, please describe: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

8. Are there any resources your organisation/group uses to support this 
project/programme/initiative? (e.g. books, manuals, posters, kits, equipment 
etc) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

9. How is the project/programme/initiative funded/resourced?: 
 

 
Who provides funding (including mixed sources)? 
 

 
 
 
 
 
If there are full time equivalents (FTE’s), how many are funded? 
 
 
 
 

10. If this project/programme/initiative has been promoted and marketed to the 
public/target audience, what promotional methods have been employed? 
Please indicate below: 

 
q Television (please specify)_____________________ 
q Newspapers (please specify)_____________________ 
q Radio please (please specify)_____________________ 
q Internet (please specify)_____________________ 
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q Posters/signage (please specify)_____________________ 
q Fliers (please specify)_____________________ 
q Word of mouth _____________________ 
q No promotional activities (please specify)_____________________ 
q Other (please specify)_____________________  

 
11. What do you consider are the strengths of this project/programme/initiative: 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

12. Are there any difficulties and/or barriers that your organisation/group faces 
surrounding this project/programme/initiative? Please provide details: 

 
Barriers to development and expansion 
 
 
 
 
 
 
 
 
 
Barriers to continuing the programme/project  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

13. What other organisations contribute to this project/programme/initiative, and 
how do they contribute? 
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14. What other project/programmes or services link with, or contribute to this 
project/programme/initiative?  

 
 
 
 
 
 
 
 
 
 
 
 
 

15. Are there other “potential partnerships” (e.g. across sectors, agencies, 
organisations) that would improve this project/programme/initiative? Please list 
and explain anticipated benefits: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

16. How successful is your project/programme/initiative? 
 

 
 
How do you know? Please explain any evaluative measures that are currently used. 
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PART 2B: SMOKING CESSATION PROVIDERS 
 

Name of person completing questionnaire: 

 

Title/position: 

 

Contact phone: 

 

Contact email: 

 

 

1. Name of project/programme/initiative: 

 

 

 

2. Please indicate the target group of the your programme: 

 

 
 

3. What type of programme is it? 

q Group based 

q Individual based 

q Both 

q Other ________________ 

 

4. How do people join/get referred to your programme?  
 
q GP referral 
q Self referral 
q Other __________________________________________ 
 
 
5. Who should people contact to participate in the programme? 
 
Name  
Phone number  
Address  
Postal Address  
Email  
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6. What promotional methods have been employed? Please indicate below: 
 
q Television (please specify)_____________________ 
q Newspapers (please specify)_____________________ 
q Radio please (please specify)_____________________ 
q Internet (please specify)_____________________ 
q Posters/signage (please specify)_____________________ 
q Fliers (please specify)_____________________ 
q Word of mouth _____________________ 
q No promotional activities (please specify)_____________________ 
q Other (please specify)_____________________ 
 
 
 
 

7. Where is your programme delivered? 
 

q Schools 
q Workplaces 
q Marae 
q Health Settings (please specify)____________________ 
q GP Practice 
q Peoples homes 
q At a specific address/program centre, if so please give details (i.e. address) 

_____________________ 
q Other _________________________________ 
 
 
 

8. Is there a cost to people participating in the programme? If so, how much? 
 

q Yes for NRT (please specify) ______________________ 
q Yes for programme (please specify) ______________________ 
q No  
q It depends (please 

explain)_____________________________________________________________ 
  
 
 
9. What is the duration and time commitment for people participating in the 

programme? 
 

 
 

 
 
 

10. How many people (approximately) currently take part in the programme? 
 
___________________________________________________ 
 
 
If you know numbers of Māori and Pacific currently involved, please indicate below. 

 
Māori _____________ 
 
Pacific_____________ 
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11. How many people (approximately) take part in the programme each year? 
 
___________________________________________________ 
 
 

 
 
 
 

12. If you know numbers of Māori and Pacific involved each year, please indicate 
below 

 
Māori _____________ 
 
Pacific_____________ 

 
 
 
 
 
13. Approximately how many additional people could the programme currently cater 

for (as it currently stands) 
 
q ___________________________________________________ 
 
q Not Applicable 
 
 
14. How successful is your programme? 

 
 
 
How do you know? Please explain any evaluative measures that are currently used. 
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Appendix 2: Coding schedule 

Coding Schedule 
Smokefree Health Promotion Organisation Questionnaire 
 

Question Codes  Number of options 

3.  
Type of 
organisation 

1. NGO 
2. TLA 
3. PHO 
4. IPA 
5. DHB 
6. Other 

One 
a 

4. 
Geographical 
area covered 

1. CDHB area 
2. Christchurch suburb 
3. National 
4. Southern region 

One 
a 

5. 
Work Focus 

1. Advisory 
2. Funding 
3. Advocacy 
4. Policy initiatives 
5. Legislative enforcement 
6. Communication initiatives 
7. Smoking cessation 
8. Smoking cessation training 
9. Other 

Eight 
a, b, c, d, e, f, g, h 

6. 
Collaborative 
Partnerships 

1. NGOs 
2. PHOs 
3. Primary health providers 
4. DHB 
5. TLAs 
6. Programmes/projects  
7. Community groups 
8. Intersectoral group 

Six 
a, b, c, d, e, f,  

7. 
Planning 
Documents 

1. Health Promotion documents 
(Ottawa, Jakarta etc) 

2. Organisations’ strategic directions 
3. Ministry of Health Documents 
4. Government policy 
5. Treaty of Waitangi 

Four 
a, b, c, d 

8. 
Gaps 
Opportunities 

1. Workplace/hospital cessation 
2. Quit card training 
3. Pacific/Māori workers at grass roots 
4. Brief intervention training 
5. Working with “not ready to quit” 
6. Non-health sector intervention 
7. Partnerships with TLAs 
8. Regional newsletter that reaches 

Four 
A, b, c, d, e 
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families 
9. Limited work capacity 
10. Māori cessation 
11. Youth 

 
Coding Schedule 
Smokefree Health Promotion Projects/Programmes/Initiatives 
Questionnaire 
 
Question Code Number of Options 

2. 
Project/Programme 
description 

1. Advocacy 
2. Policy 
3. Legislative enforcement 
4. Communication initiatives 
5. Other 

Four 
a, b, c, d, e  

4. 
Type of programme 

1. Implement policy and 
practices 

2. Smokefree environments and 
education 

3. Reduce smoking in 
pregnancy 

4. Healthy lifestyles 

 

5. 
Linkages to a wider 
framework 

1. New legislation 
2. Organisations strategic 

directions 
3. Nationwide 

objective/programme 
4. Programmes within other 

organizations 
5. Programmes in same 

organisation 
 

One 
a 

6. 
Target Group 

1. Pre-school 
2. Youth 
3. Young adults 
4. Adults 
5. Older 
6. Other 
1. Male 
2. Female 
3. Both 
1. People with chronic illness 
2. Lower SE groups 
3. Long term smokers 
4. People exposed to SHS 
5. Disabled 
6. Not at specific group 
1. Yes 

Four 
a. Age 
b. Gender 
c. Risk 

group 
d. Specific 

ethnic 
group 
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2. No 
7. 
Elements for Māori 
and Pacific 

1. None 
2. All 
3. Can be adapted 
4. Some specific elements  
 

One 
a 

8.  
Resources used to 
support 
project/programme 

1. Written material 
2. Written, visual and 

interactive aids 

One 
a 

10. 
Promotion 
marketing 

1. Television 
2. Newspapers 
3. Radio 
4. Internet/website 
5. Posters/signage 
6. Fliers 
7. Word of mouth 
8. Workshops 
9. No Promotion 
 

Six 
a, b, c, d, e, f 

11.  
Strengths 

1. Legislative backing 
2. Wide reaching 
3. Experienced facilitators 
4. Collaborative approach 
5. Community initiative 
6. Integrated 
7. For Māori, by Māori 
8. Results in health gains 

One 
a 

12.  
Barriers 

1. Willingness of communities 
to use information given 

2. Staff time/workload 
3. Training 
4. Low priority for management 
5. Retention of staff 
6. Budget 
7. Reliant on other organisations 
 

Two parts 
a. to development 
b. to continuing 

13. 
Contributing 
Organsiations  

1. NGOs 
2. TLAs 
3. DHB 
4. Community organisations 
5. IPAs 
6. Health professional 

organisations 

Three 
a, b, c 

14.  
Contributing or 
linking 
projects/programmes 

1. National campaigns 
2. Smokefree Canterbury 
3. Other projects by same 

organisation 
4. Other project by different 

organisations 

Three 
a, b, c 
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15.  
Potential 
partnerships 

1. TLAs 
2. DHB 
3. Workplaces 
4. NGOs 
5. OSH 
6. Intersectoral partnerships 

Two  
a, b 

16. 
Measures success 
by: 

1. Qualitative evaluation 
2. Too early to assess 
3. Anecdotal reports 
4. Message reached wide 

audience 
5. Number of participants 
6. Quantitative 

Two 
a, b 

 
Coding Schedule 
Smoking Cessation Projects/Programmes/Initiatives 
Questionnaire 
 
2.  
Target group 

1. Staff 
2. Patients 
3. Workplaces 
4. Pregnant women and family 
5. Māori women and family 
6. General population 
 

One 
a 

3. 
Type of 
programme 

1. Group based 
2. Individual based 
 

One 
A 

4. 
How people join 

1. GP referral 
2. Self referral 
3. Other 

Two  
A, b 

6. 
Promotional 
activities 

1. Posters/signage 
2. Radio 
3. GPs and practice nurses 
4. Internet 
5. Fliers 
6. Workshops 
7. No promotional activities 
8. Word of mouth 
 

Five 
A, b, c, d, e 

7.  
Setting for 
delivery 

1. Health setting 
2. GP practice 
3. Agency 
4. Workplace 
5. Internet 
6. Marae 
7. Person’s home 

Three 
A, b, c 

8. 1. No cost One 
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Cost 2. Cost for NRT only 
3. Cost for NRT and appointment 
4. Cost for programme 

a 

9. 
Duration 

1. 1-3 weeks 
2. 4-7 weeks 
3. 8 plus weeks 

 

One 

10. 
Number of people 
currently enrolled 

1. 0 
2. 1-20 
3. 20-200 
4. 200 plus 
5. Māori and Pacific  

Two 
 

11. 
Number of people 
enrolled yearly 

1. 1-50 
2. 51-200 
3. 200 plus 

Two 

12. 
Number of Māori 
and Pacific 
enrolled yearly 

1. None 
2. 1-10 
3. 11-50 
4. 50 plus 

Two 
a. Māori 
b. Pacific 

13. 
How many extra 
people programme 
can cater for 

1. 0 
2. 1-10 
3. 10-100 
4. 100 plus  

One 

14. 
Successfulness of 
programme 

1. Unknown 
2. Quit rate 20-40% 

One 

 
 


