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Supplementary Material: Additional Background, Methods and Results  

 

Additional Background 

A Cochrane Review of tobacco control mass media campaigns1 (Table A1) considered 11 

campaigns and concluded that there was evidence favouring these in the context of 

“comprehensive tobacco control programmes” (though studies were too heterogeneous to allow 

for a meta-analysis). Also, this review reported only two studies which found that quitline calls 

increased after the mass media campaigns (eg, the Sydney “Quit For Life” campaign; and the 

Health Education Authority for England’s anti-smoking TV campaign). 

 

Quitline support for smoking cessation has also been found to be effective in a Cochrane 

Review2 that included 77 trials (Table A1). The review also reported that “promotion of quitlines 

by mass media antismoking campaigns helps to attract callers” (citing six studies) but none of 

these studies appeared to consider cost-effectiveness. However, other work does suggest that 

quitlines can be cost-effective interventions in themselves as indicated by a review3 and various 

studies.4-6 This is also the case when combined with nicotine patch dispensing.7 

  

So what remains relatively unknown is the combined effectiveness and cost-effectiveness of the 

package of mass media campaigns and a quitline service. New Zealand is a relatively good 

setting to study this issue as it routinely uses mass media promotion to direct smokers to its 

national-level quitline service. It is also a country with a colonial history with persisting marked 

ethnic inequalities in smoking prevalence between the numerically dominant European 

population (14% smoking prevalence) and the indigenous Māori population (33% smoking 

prevalence) (Census data8). Māori in New Zealand suffer a disproportionate health burden, with 

poorer health outcomes overall and lower life expectancy; and smoking is a major preventable 

contributor to both.9 10 

 

The New Zealand quitline has been running for over 25 years11 and there is evidence for its 

relatively high reach,12 13 including to Māori smokers.12 However, the reach is poorer for rural 

smokers.14 Some work in 2004 suggested the quitline service was cost-effective15 but the service 

has evolved considerably since this time, along with how it is promoted using mass media. 

 

 

Additional Methods 

To provide context and to determine appropriate effect sizes of the intervention for modelling, 

we conducted a literature review in July 2015 (using Medline and Google Scholar). Search terms 

included: “systematic review”, “campaign”, “mass media”, “quitline/helpline” and 

“tobacco/smoking”. Online reports relating to the New Zealand quitline were also searched. 

Results are shown in Table A1 and these suggested that there is relatively little research on the 

effectiveness and cost-effectiveness of the intervention package of a quitline service and its 

promotion in the mass media. Our analysis used the six-month quit rate among quitline users 

(who were supported by mass media) of 24.2% in 2011 as a point for further analysis (see the 
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last row of Table A1; as it was based on New Zealand specific data).  

 

Table A1: Systematic reviews and other literature identified pertaining to the effectiveness of tobacco 
control mass media campaigns and quitlines  

Intervention/study Effect sizes Further details / comments 

Mass media 
campaigns to change 
smoking behaviour in 
adults (Cochrane 
Review)1 

No meta-analysis 
performed (studies 
too heterogeneous) 

The review included 11 campaigns and concluded: “There is 
evidence that comprehensive tobacco control programmes 
which include mass media campaigns can be effective in 
changing smoking behaviour in adults, but the evidence 
comes from a heterogeneous group of studies of variable 
methodological quality. One state-wide tobacco control 
programme (Massachusetts) showed positive results up to 
eight years after the campaign. Another study (in California) 
showed positive results during the period of adequate funding 
and implementation and in final evaluation since the 
beginning of the programme. Six of nine studies carried out in 
communities or regions showed some positive effects on 
smoking behaviour and at least one significant change in 
smoking prevalence (Sydney).” The review reported two 
studies which reported that quitline calls increased after the 
mass media campaigns (eg, the Sydney “Quit For Life” 
campaign; and Health Education Authority for England’s anti-
smoking TV campaign studied by McVey and Stapleton).  

Quitline support for 
smoking cessation 
(Cochrane Review)2  

Risk ratio (RR) for 
cessation among 
quitline callers 
randomised to 
receive multiple 
counselling: at 
longest follow-up 
RR = 1.37, (95% 
CI: 1.26 to 1.50). 
(Based on 9 
studies, >24,000 
participants).  

The review included 77 trials and concluded that: “Proactive 
telephone counselling aids smokers who seek help from 
quitlines. Telephone quitlines provide an important route of 
access to support for smokers, and call-back counselling 
enhances their usefulness.” The review reported that 
“promotion of quitlines by mass media antismoking 
campaigns helps to attract callers” (citing six studies) but 
none of these studies appeared to consider cost-
effectiveness. 

 

Note: these Cochrane Review results were not used in our 
analysis given we had data available for the NZ quitline which 
has some strong features in terms of reach and design (see 
main text). But the Cochrane Review results are presented 
here to provide context. 

Recent NZ-specific studies (post 2005)  

Attracting callers to the 
NZ quitline.16 

It is estimated that 
8% of NZ smokers 
engage with the 
quitline annually. 

The marketing cost is estimated to be $64 per caller being 
supported in a 3-month programme* (as valued for the 
2013/14 period). Of note is that an unknown (but probably 
fairly small) proportion of callers may be attracted by other 
means such as the quitline number being printed on all 
tobacco packaging17 18 or on smokefree signs (eg, around 
some healthcare facilities). 

Quit rates for NZ 
quitline users from 3 
NZ trials where the 
routine quitline 
services were part of 

28%, 29% and 30% 
quit at 6 months for 
the control arm in 3 
trials. But for 
continuous 

Trial data for usual NZ quitline services (which typically 
includes nicotine replacement therapy [NRT] provision) 
indicates quit rates at 6 months of 30% (for past 7-days) or 
15% (for continuous abstinence).19 Similar results were found 
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Intervention/study Effect sizes Further details / comments 

the control arm of the 
trial 

abstinence: 15%, 
15% and 19%. 

in three other trials (28% and 15%20, 29% and 19%,21 and 
22% and 18%22 respectively). 

Quit rates for NZ 
quitline users.16 

Quit at 6 months of 
follow-up:  
24.2% (2011) 
20.9% (2005) 
20.8% (2003)  

These results were based on three independent research 
projects commissioned by the quitline. Of note is that the 6-
month quit rate for both phone and online support was 30.6% 
(in 2011). In our analysis we used the most recent rate of 
24.2% in 2011 which was based on an intention-to-treat 
analysis23 – but adjusted this further, see Table 2.  

* In 2013/14 there were 45,030 quit attempts supported by the quitline’s 3-month support programme (9084 (20.2%) 
Māori and 35,946 (79.8%) non-Māori).16 There were also a total of 47,243 inbound calls and 151,744 unique visitors 
to the quitline website. The cost of advertising and promotion for that 12-month period was $2,165,000, and the staff 
management costs for “marketing and communications” were $722,000 (total = $2,887,000). Therefore, the cost of 
attracting a caller who participates in the 3-month support programme was: $2,887,000 / 45,030 = $64.11 per caller 
(when ignoring the benefits of attracting people to only the website).  

 

Table A2: Net annual cessation rates, quit attempt, and quitline use (%) for different population groups  

Age-group 
(years) Non-Māori  Māori 

 Men Women Men Women 

Net annual cessation rates based on a comparison of 2006 and 2013 Census data24 (95% 
uncertainty interval [UI] in parentheses) 

20-34 4.1 (4.0 to 4.3) 5.5 (5.3 to 5.8) 3.9 (3.7 to 4.2) 4.5 (4.2 to 4.8) 

35-54 3.8 (3.7 to 4.0) 4.3 (4.1 to 4.5) 3.7 (3.5 to 3.9) 4.7 (4.5 to 5.0) 

55+ 7.2 (7.0 to 7.5) 7.1 (6.9 to 7.4) 7.7 (7.1 to 8.3) 6.9 (6.4 to 7.6) 

Proportion of smokers reporting trying to quit in the last year (for >24h, daily smokers) using NZ 
Health Survey (NZHS) 2012/13 data,25* (in the analyses, 95%CIs were estimated at +/- 5% points 
relative to the point estimate, normal distribution; using the European/Other ethnicity classification 
instead of non-Māori) 

20-34 69.6 73.0 57.8 60.7 

35-54 66.4 66.3 55.2 55.1 

55+ 60.7 69.1 50.4 57.3 

Proportion of smokers who stated that they used the quitline on the last quit attempt (using NZHS 
2012/13 data25)* (in the analyses, 95%CIs were estimated at +/- 3% points relative to the point 
estimate, normal distribution) 

20-34 13.0 19.0 

35-54 9.7 14.3 

55+ 10.0 14.7 

* NZHS data was combined into these larger age-groups (with adjustments to give ethnicity specific 
values – as these were not given by age-group). There were no data on sex distribution for quitline use. 
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Additional Results  

Table A3: Estimated impact of the intervention package of quitline service and its mass media promotion 
with no discounting: QALYs gained and health system cost savings, by demographic group (95%UI in 
brackets)  

Demographic 
groups 

Non-Māori 
QALYs 

Māori 
QALYs  

Ethnic groupings 
combined, QALYs 

Ethnic groupings 
combined, cost 
savings (NZ$ m) 

Sex and age-
groups combined 

8460 (6690 
to 10,700) 

4600 (3620 
to 5840) 

13,100 (10,700 to 
16,000) 

$199 (145 to 269)* 

Males, 15-24 y 756 429 1190 $25.5 

Males, 25-44 y 2490 1010 3500 $66.9 

Males, 45-64 y 1250 318 1560 $21.8 

Males, 65+ y 102  9.5 111 $0.374 

Males, all ages  4590 1770 6360 $114* 

Females, 15-24 y 570 632 1200 $17.5 

Females, 25-44 y 2050 1640 3690 $51.4 

Females, 45-64 y 1130 541 1670 $17.1 

Females, 65+ y 117 21.9 139 $0.211 

Females, all ages  3870 2830 6710 $85.3* 

Per capita 
(QALYs / 1000 
people and $)  

2.27 6.83 2.97 $45.1* 

  
* These totals include the whole population in the denominator, ie, including those in the 0-14-year-old age-group at 
the start of the modelling in year 2011.  

 

Table A4: Estimated impact of the intervention package of quitline service and its mass media promotion 
with 6% discount rate: QALYs gained and health system cost savings, by demographic group 

Demographic 
groups 

Non-Māori 
QALYs 

Māori 
QALYs 

Ethnic groupings 
combined, QALYs 

Ethnic groupings 
combined, cost 
savings (NZ$ m) 

Sex and age-
groups combined 

1070 (848 
to 1350) 

567 (446 to 
711) 

1640 (1350 to 1990) $37.5 (25.8 to 52.0)* 

Males, 15-24 y 43.3 27.9 71.2 $2.30 

Males, 25-44 y 239 112 351 $12.2 

Males, 45-64 y 245 71.5 316 $7.69 

Males, 65+ y 37.2 3.91 41.1 $0.090 

Males, all ages  564 215 780 $21.3* 

Females, 15-24 y 34.9 40.9 75.8 $1.57 

Females, 25-44 y 207 181 388 $ 9.6 

Females, 45-64 y 222 120 343 $5.96 

Females, 65+ y 41.3 8.55 49.9 $-0.075 

Females, all ages  506 351 857 $16.2* 

Per capita 
(QALYs /1000 
people & $)  

0.287 0.840 0.371 $8.51* 
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* These totals include the whole population in the denominator, ie, including those in the 0-14-year-old age-group at 
the start of the modelling in year 2011.  

 

Table A5: Estimated impact of Scenario A (halving of the intervention effectiveness given the possibility of 
residual confounding): QALYs gained and health system cost savings, by demographic group 

Demographic 
groups 

Non-Māori 
QALYs 

Māori 
QALYs 

Ethnic groupings 
combined, QALYs 

Ethnic groupings 
combined, cost 
savings (NZ$ m) 

Sex and age-
groups combined 

1360 (1070 
to 1710) 

736 (575 to 
930) 

2100 (1710 to 2530) $37.7 (25.7 to 52.7)* 

Males, 15-24 y 81.9 50.3 132 $3.56 

Males, 25-44 y 354 156 511 $13.4 

Males, 45-64 y 264 72.1 336 $5.95 

Males, 65+ y 30.4 2.99 33.4 $-0.150 

Males, all ages  730 282 1010 $21.8* 

Females, 15-24 y 62.4 73.3 136 $2.37 

Females, 25-44 y 297 252 548 $10.2 

Females, 45-64 y 238 122 360 $4.46 

Females, 65+ y 34.1 6.81 40.9 $-0.291 

Females, all ages  631 454 1080 $15.9* 

Per capita 
(QALYs /1000 
people & $)  

0.365 1.09 0.476 $8.55* 

* These totals include the whole population in the denominator, ie, including those in the 0-14-year-old age-group at 
the start of the modelling in year 2011.  

 

Table A6: Estimated impact of Scenario B (quartering of the effect size given the possibility of residual 
confounding): QALYs gained and health system cost savings, by demographic group   

Demographic 
groups 

Non-Māori 
QALYs 

Māori 
QALYs 

Ethnic groupings 
combined, QALYs 

Ethnic groupings 
combined, cost 
savings (NZ$ m) 

Sex and age-
groups combined 

681 (542 to 
854) 

367 (287 to 
464) 

1,050 (868 to 1,260) $14.3 (8.16 to 22.3)* 

Males, 15-24 y 40.8 25.2 66.0 $1.44 

Males, 25-44 y 177 77.9 254 $6.08 

Males, 45-64 y 131 35.9 167 $2.40 

Males, 65+ y 15.2 1.50 16.7 $-0.350 

Males, all ages  364 140 504 $8.64* 

Females, 15-24 y 31.3 36.5 67.8 $0.869 

Females, 25-44 y 149 126 274 $4.51 

Females, 45-64 y 119 61.3 181 $1.66 

Females, 65+ y 17.0 3.39 20.4 $-0.471 

Females, all ages  317 227 543 $5.68* 
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Demographic 
groups 

Non-Māori 
QALYs 

Māori 
QALYs 

Ethnic groupings 
combined, QALYs 

Ethnic groupings 
combined, cost 
savings (NZ$ m) 

Per capita 
(QALYs /1000 
people & $)  

0.182 0.545 0.238 $3.25* 

  
* These totals include the whole population in the denominator, ie, including those in the 0-14-year-old age-group at 
the start of the modelling in year 2011.  

 

  

Table A7: Estimated impact of Scenario C (20-year intervention): QALYs gained and health system cost 
savings, by demographic group   

Demographic 
groups 

Non-Māori 
QALYs 

Māori 
QALYs 

Ethnic groupings 
combined, QALYs 

Ethnic groupings 
combined, cost 
savings (NZ$ m) 

Sex and age-
groups combined 

32,700 
(25,600 to 

41,200) 

21,400 
(16,900 to 

27,200) 

54,100 (43,900 to 
65,900) 

$1070 (755 to 1470) 

Males, 0-14 y 1360 1320 2680 $72.0 

Males, 15-24 y 3920 2660 6580 $193 

Males, 25-44 y 8100 3380 11,500 $284 

Males, 45-64 y 4090 1000 5090 $80.4 

Males, 65+ y 300 26.1 326 $-5.01 

Males, all ages  17,800 8380 26,200 $625 

Females, 0-14 y 1140 1890 3030 $50.6 

Females, 15-24 y 2960 3730 6690 $133 

Females, 25-44 y 6550 5440 12,000 $208 

Females, 45-64 y 3920 1870 5790 $62.8 

Females, 65+ y 370 67.4 438 $-6.84 

Females, all ages  14,900 13,000 27,900 $447 

Per capita 
(QALYs /1000 
people & $)  

8.77 31.7 12.3 $243 
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Table A8: Estimated impact of Scenario D (considering impact on smoking uptake): QALYs gained and 
health system cost savings, by demographic group  

Demographic 
groups 

Non-Māori 
QALYs 

Māori 
QALYs 

Ethnic groupings 
combined, QALYs 

Ethnic groupings 
combined, cost 
savings (NZ$ m) 

Sex and age-
groups combined 

3110 (2460 
to 3850) 

2260 (1820 
to 2800) 

5360 (4420 to 6480) $113 (82.2 to 152) 

Males, 0-14 y 124 194 318 $9.2 

Males, 15-24 y 266 219 485 $14.7 

Males, 25-44 y 706 312 1020 $27.7 

Males, 45-64 y 524 144 668 $12.9 

Males, 65+ y 60.3 5.98 66.3 $0.238 

Males, all ages  1680 875 2550 $64.7 

Females, 0-14 y 92.9 292 385 $6.56 

Females, 15-24 y 195 325 520 $10.3 

Females, 25-44 y 595 507 1100 $21.8 

Females, 45-64 y 475 246 721 $10.1 

Females, 65+ y 67.5 13.5 81.0 $0.064 

Females, all ages  1430 1380 2,810 $48.8 

Per capita 
(QALYs /1000 
people & $)  

0.832 3.35 1.22 $25.7 
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Figure A1: Tornado plot for QALYs gained for base-case 3% discount rate for non-Māori all ages and 
both sexes
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Notes: NCRp – The net annual cessation rate for those participants who respond to the mass media promotion and 

call the quitline; ES – Effect size of the combined mass media and quitline intervention; [A] – Smokers reporting 
trying to quit in the last year (for >24h, daily smokers); [B] – Proportion of smokers who stated that they used the 
quitline on the last quit attempt. Note that these categories are not all independent eg, NCRp is highly dependent on 

the ES. 

 

Figure A2: Cost-offsets tornado plot for base-case 3% discount rate for non-Māori all ages and both sex
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Notes: NCRp – The net annual cessation rate for those participants who respond to the mass media promotion and 

call the quitline; ES – Effect size of the combined mass media promotion and quitline intervention package; COPD 
costs – cost of COPD to the health system; [A] – Smokers reporting trying to quit in the last year (for >24h, daily 
smokers); [B] – Proportion of smokers who stated that they used the quitline on the last quit attempt; Citizen cost – 
average citizen annual health costs (and not in the last six months of life and not concurrently alive with one of the 
modelled tobacco -related diseases); NCRnp – The net annual cessation rate for those non-participants who don’t 
respond to the quitline related mass media promotion and don’t call the quitline (in each age/sex/ethnic group); Lung 
cancer costs – cost of lung cancer to the health system; NCRsp – the net annual cessation rate in the specific 
population groups; CHD costs – cost of coronary heart disease to the health system; Stroke costs – cost of stroke to 
the health system; Intervention costs – costs to implement the intervention, including upfront costs and annual costs. 
Note that these categories are not all independent eg, NCRp is highly dependent on the ES. 

 

 

Figure A3: QALYs gained tornado plot for base-case 3% discount rate for Māori all ages and both sexes 
(for acronyms see Figure A1 footnotes) 
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Figure A4: Cost-offsets tornado plot for base-case 3% discount rate for Māori all age both sexes (for 
acronyms see Figure A1 footnotes) 

 

 

 

  



 12 

 
 

 

References 

 

1. Bala MM, Strzeszynski L, Topor-Madry R, Cahill K. Mass media interventions for smoking 

cessation in adults. Cochrane Database Syst Rev 2013;6:CD004704. 

2. Stead LF, Hartmann-Boyce J, Perera R, Lancaster T. Telephone counselling for smoking 

cessation. Cochrane Database Syst Rev 2013;8:CD002850. 

3. Health Quality Ontario. Population-based smoking cessation strategies: a summary of a select 

group of evidence-based reviews. Ont Health Technol Assess Ser 2010;10:1-44. 

4. Tomson T, Helgason AR, Gilljam H. Quitline in smoking cessation: a cost-effectiveness 

analysis. Int J Technol Assess Health Care 2004;20:469-74. 

5. Parker DR, Windsor RA, Roberts MB, Hecht J, Hardy NV, Strolla LO, et al. Feasibility, cost, 

and cost-effectiveness of a telephone-based motivational intervention for underserved 

pregnant smokers. Nicotine Tob Res 2007;9:1043-51. 

6. Rasmussen SR. The cost effectiveness of telephone counselling to aid smoking cessation in 

Denmark: a modelling study. Scand J Public Health 2013;41:4-10. 

7. Fellows JL, Bush T, McAfee T, Dickerson J. Cost effectiveness of the Oregon quitline "free 

patch initiative". Tob Control 2007;16 Suppl 1:i47-52. 

8. Ball J, Stanley J, Wilson N, Blakely T, Edwards R. Smoking prevalence in New Zealand from 

1996-2015: a critical review of national data sources to inform progress toward the 

Smokefree 2025 goal. N Z Med J 2016;129:11-22. 

9. Blakely T, Fawcett J, Hunt D, Wilson N. What is the contribution of smoking and 

socioeconomic position to ethnic inequalities in mortality in New Zealand? Lancet 

2006;368:44-52. 

10. Blakely T, Carter K, Wilson N, Edwards R, Woodward A, Thomson G, et al. If nobody 

smoked tobacco in New Zealand from 2020 onwards, what effect would this have on 

ethnic inequalities in life expectancy? N Z Med J 2010;123(1320):26-36. 

11. Quitline. Quitline Me Mutu Annual Review 2014/2015. Wellington: Quitline, 2015. 

http://www.quit.org.nz/file/Annual-Review/qtl8005_annual_review_low-res_web.pdf 

12. Wilson N, Weerasekera D, Borland R, Edwards R, Bullen C, Li J. Use of a national quitline 

and variation in use by smoker characteristics: ITC Project New Zealand. Nicotine Tob 

Res 2010;12 Suppl:S78-84. 

13. Borland R, Li L, Driezen P, Wilson N, Hammond D, Thompson ME, et al. Cessation 

assistance reported by smokers in 15 countries participating in the International Tobacco 

Control (ITC) policy evaluation surveys. Addiction 2012;107:197-205. 

14. Griffin E, Moon G, Barnet R. Examining the significance of urban-rural context in tobacco 

quitline use: does rurality matter? Int J Public Health 2014;60:327-33. 

15. O'Dea D. An economic evaluation of the Quitline Nicotine Replacement Therapy (NRT) 

Service. Wellington: Quit Group, 2004. http://www.quit.org.nz/file/research/FINAL%20-

%20NRT%20economic%20evaluation%20Aug%2004.pdf 

16. Quitline. Quitline Me Mutu Annual Review 2013/2014. Wellington: Quitline, 2014. 

17. Wilson N, Weerasekera D, Hoek J, Li J, Edwards R. Increased smoker recognition of a 

national quitline number following introduction of improved pack warnings: ITC Project 

New Zealand. Nicotine Tob Res 2010;12 Suppl:S72-7. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Health+Quality+Ontario.+Population-based+smoking+cessation+strategies%3A+a+summary+of+a+select+group+of+evidence-based+reviews.
http://www.quit.org.nz/file/Annual-Review/qtl8005_annual_review_low-res_web.pdf
http://www.quit.org.nz/file/research/FINAL%20-%20NRT%20economic%20evaluation%20Aug%2004.pdf
http://www.quit.org.nz/file/research/FINAL%20-%20NRT%20economic%20evaluation%20Aug%2004.pdf


 13 

 
 

18. Wilson N, Li J, Hoek J, Edwards R, Peace J. Long-term benefit of increasing the prominence 

of a quitline number on cigarette packaging: 3 years of Quitline call data. N Z Med J 

2010;123(1321):109-11. 

19. Walker N, Howe C, Glover M, McRobbie H, Barnes J, Nosa V, et al. Cytisine versus 

nicotine for smoking cessation. N Engl J Med 2014;371:2353-62. 

20. Walker N, Howe C, Bullen C, Grigg M, Glover M, McRobbie H, et al. The combined effect 

of very low nicotine content cigarettes, used as an adjunct to usual Quitline care (nicotine 

replacement therapy and behavioural support), on smoking cessation: a randomized 

controlled trial. Addiction 2012;107:1857-67. 

21. Walker N, Howe C, Bullen C, Grigg M, Glover M, McRobbie H, et al. Does improved 

access and greater choice of nicotine replacement therapy affect smoking cessation 

success? Findings from a randomized controlled trial. Addiction 2011;106:1176-85. 

22. Maddison R, Roberts V, McRobbie H, Bullen C, Prapavessis H, Glover M, et al. Exercise 

counseling to enhance smoking cessation outcomes: The Fit2Quit randomized controlled 

trial. Ann Behav Med 2014;48:194-204. 

23. Bassett B. New Zealand Country Report : Quitline Smoking Cessation Services. Asian Pac J 

Cancer Prev 2016;17 Suppl 2:25-7. 

24. van der Deen FS, Ikeda T, Cobiac L, Wilson N, Blakely T. Projecting future smoking 

prevalence to 2025 and beyond in New Zealand using smoking prevalence data from the 

2013 Census. N Z Med J 2014;127(1406):71-9. 

25. Ministry of Health. Tobacco Use 2012/13: New Zealand Health Survey [Excel data files: 

Section 4, Cessation]. 2014. http://www.health.govt.nz/publication/tobacco-use-2012-13-

new-zealand-health-survey 

 

http://www.health.govt.nz/publication/tobacco-use-2012-13-new-zealand-health-survey
http://www.health.govt.nz/publication/tobacco-use-2012-13-new-zealand-health-survey

