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WORDS FROM THE CEO
As everyone’s thoughts turn to the festive season and thoughts of summer
holidays, I would like to wish everyone a Merry Christmas and a Happy 
New Year.

I would like to thank our stakeholders for their support throughout the year
and look forward to continuing to work closely with you next year. As an
organisation we have a busy programme of work ahead of us and we
welcome your support as recognition of the seriousness of the goals 
we’re seeking to achieve and the need to work together. 

To ALAC staff, thank you for the year’s hard work and your dedication and
commitment to working to reduce alcohol-related harm in New Zealand.

This year has been particularly exciting with the development of our
programme to change our drinking culture to enable New Zealanders to see
that risky per occasion consumption of alcohol causes harm and to enable
New Zealanders to drink in a way that shows they believe that it is never 
okay to get drunk.

We have been delighted to see that many people have already picked up on
the key issues and messages that we have been delivering as part of this
programme.

Such support bodes well for the success of the programme. We know that
culture change takes years and, yes, it is a huge task, but the sooner we
begin the sooner we will reach our goal.

December 2004
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Is it possible to define a society in which alcohol is
used both safely and enjoyably and in which its use
sustains and nurtures the culture of that society in a
positive manner? 

In an ideal world that society would be defined and
embraced by all the players who were united in their
goal of reducing alcohol-related harm. This would
include the Government, the public health lobby and
the alcohol industry, both producers and distributors.
In an ideal world they would all work together.

However, all these parties have their own vested
interests.

For most governments the sale of liquor creates a
major source of revenue through both excise and
employment-related taxation. Few, if any, governments
impose excise on alcohol for the sole purpose of
controlling consumption and consequently
minimising harm. The dependence on the product’s
potential for creating revenue affects the ability of
any government to assess objectively the impact of
alcohol on its population.

For alcohol excise to be most effective as a revenue
raiser, it must be set at a level low enough to make
it affordable for consumers to purchase alcohol.
When alcohol is purchased, employment levels
increase for the large number of taxpayers involved
in the production, sale, and the advertising and
marketing of alcohol products.

However, policymakers cannot simultaneously
maintain revenues from alcohol sales, raise alcohol
taxes in large increments and preserve a nation’s
alcohol-related health and safety (McGowan 1997).
This is the dilemma of governments.

Governments also have to weigh up public opinion.
What may be advocated and desired on the health
front may be political suicide on the political front. 

Similarly the alcohol industry cannot be seen as
objective purveyors of an ideal society. First and
foremost they are driven by the imperative for sales

A Vision For Society:
and profits, which many see as a fundamental
conflict with the public health goal of reducing
hazardous drinking and alcohol-related harm.

With the notion of corporate responsibility emerging,
many in the industry argue that they are genuine in
wanting to reduce alcohol-related harm. 

But are those from the public health sector any
better equipped? Certainly the health sector has
contributed greatly to the identification of the risk
generated by excessive consumption and of the
potential benefits of moderate alcohol use. 

Much of the advice emerging from the public health
sector is seen as negative, specifying attitudes and
behaviours unwanted by the drinking public or the
alcohol industry or setting safe limits of consumption
that appear to be well below those of the ‘normal’
drinking public. Furthermore, the emerging research
in many areas appears to be conflicting and
confusing as the scientific community seeks
publicity for their particular view on the safety or
otherwise of consuming particular alcohol products.

No drinker sets out to damage their liver or become
dependent on alcohol; but drinkers do set out to
reduce anxiety, to relieve emotional pain, or to
facilitate social intercourse and a host of other
pleasurable effects sought through the use of
alcohol. Compared with other aspects, little attention
has been paid to these social aspects of alcohol use
in the literature. The reality is that apart from the
interest in the product itself, i.e. for the taste,
texture etc, most people drink for the changes it
induces in their emotional state or to engage more
freely in certain behaviours which are perceived as
pleasurable.

ALAC recently released a major study entitled ‘The
Way We Drink’. What surprised us was the toleration,
acceptance and even promotion of the notion that
getting drunk was okay. Nearly half the population
believe it is okay to get drunk as long as it is not
every day and are determined to set out to get
drunk, which the recently released British study also
revealed. Indeed some 300,000 New Zealand
citizens set out to get drunk on their last occasion of
drinking. The report raised the ire of some. The safe
consumption level we advocated – six or eight
standard drinks on any one drinking occasion – was
considered well below the threshold of acceptability.
Cries of ‘wowserism’ and ‘How out of touch can you
be?’ greeted these results, but no one actually sat
down and considered the figures and their impact on
society. People were deeply indignant, to say the least.

ALAC Chief Executive Officer Dr Mike MacAvoy

asks: “What would an ideal society in which alcohol

is present look like? Who should define that vision?

How does one define what is acceptable drinking

behaviour and what is a tolerable level of harm

arising from the excessive use of alcohol?”
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Is It Just A Dream?
In summary, the alcohol industry wants
to promote the beneficial effects of its
products in the life of an individual.
Governments want to control the
consumption of alcohol among certain
groups, especially the young and people
diagnosed with alcohol dependence or
abuse disorders, and to avoid the heavy
costs of excessive consumption both
financially and socially whilst
maintaining an effective revenue stream.
Finally, the public health sector wants to
alert the public to the risks of excessive
drinking for the individual and society as
a whole.

On the receiving end of this
bombardment of messages, it is little
wonder that the average consumer
remains largely unaffected by the
proclamations from any of these groups
and derives what they want to hear.

There is little in the way of a common
partnership between these powerful
groups, because most governments,
representatives of the alcohol industry
and the public health sector cannot
agree on a common vision. Any attempt
by one of these groups to promote a
vision is viewed with cynicism by the
others (David 1999; Barbor 2000). Or
worse, when an attempt was made by my
Council to draw together some of the
leading players from the various groups
in a conference setting this year, such
was the discomfort of some players in
the health sector that we had to defer
the meeting. 

A way forward
Individual responsibility
While the alcohol industry,
internationally and through the ‘Dublin
Principles’, seeks to promote individual
responsibility rather than government
regulation as the way forward, this is
clearly not enough.

I do not have an issue with the concept
that individual responsibility cannot be
solved by licensing laws, tax regimes or
advertising restrictions, but the notion
that individuals will take responsibility in
their own and in society’s best interest

when choosing to drink is idealistic and
naive. To direct the blame solely towards
individuals removes it as a problem for
government and society and certainly
removes it from the alcohol industry. 

I remain convinced that all parties have
a role to play to achieve the objectives I
set out earlier, and for a society to
flourish in the presence of alcohol
requires a fundamental change in
societal attitudes and behaviour towards
alcohol for many of us.

The role of government
Harm minimisation
Governments, including our own, have
struggled with the concept of harm
minimisation in relation to legal drugs
such as alcohol. While governments state
a commitment to harm minimisation, it
is the economically dependent
relationship with the alcohol industry and
the legality of the product that challenges
this commitment. 

As I also said earlier, since there is no
agreement on what an ideal society
might look like in which alcohol is
present and what level of harm would be
tolerated, there is no definitive measure
then as to what levels of consumption
one should aim for. Indeed, with our
increased understanding of consumption
patterns as distinct from per capita
consumption and the role these patterns
play in creating harm, the effectiveness
of generic price control is much more
complicated than the science would have
us believe.

The two principal strategies in which
governments can play a role are supply
control and demand reduction.

Supply control
Supply control strategies aim to reduce
alcohol-related harm by restricting the
availability of alcohol. One of the most
effective ways in which this can be
accomplished is by enforcing legislation,
which controls the production, sale and
supply of alcoholic beverages.

In New Zealand the issues surrounding
the sale, purchase and consumption of

alcohol are governed by the Sale of
Liquor Act 1989, the primary purpose of
which is “to establish a reasonable
system of control over the sale and
supply of alcohol to the public with the
aim of contributing to the reduction of
liquor abuse, so far as that can be
achieved by legislative means” (SOL Act
1989).

Fine words, but the provisions of the Act
have not been well understood, nor
enforced to an extent sufficient to
ensure its optimal effect (ALAC and
MOH 2001).

In December 1999 New Zealand lowered
the age of purchase to 18 years from 20.
The impact of this natural experiment
has not unequivocally resulted in an
increase in consumption by this new age
group and, with the exception of a small
increase in drink drive fatalities, there
are few other signs of a significant
fallout from this move. 

The signs of increasing consumption by
young people, along with a trend for
younger and younger people beginning to
consume alcohol in an unsupervised
fashion, were evident long before the age
of purchase changed. Nonetheless, there
has been considerable anxiety in the
public, public health and the political
arena that this move was a mistake and
that the drinking of young people was
out of control. 

The findings of the study ‘The Way We
Drink’ demonstrated that the drinking
patterns of young people were little
different from those of older people in
the 20 to 34 age range. Young people
are merely copying the behaviour of their
elders – an unpalatable fact for many. 

While many politicians are calling for a
reversion of the age back to 20, it would
be a brave government that reversed this
decision. Apart from the political
realities, this issue is a dilemma for
many in the public health field, where
the call for a reversion is greatest but
where the science does not measure up
to supporting their arguments. There is a
desire to move to a precautionary
framework, which is premised on the
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fact that even if we cannot demonstrate
the need to raise the purchase age we
should do it anyway. While ALAC
vehemently opposed the lowering of the
age in the first place, I personally would
be concerned that focusing alcohol policy
solely on age will mean a lack of
commitment to the vast range of
strategies that must be employed. 

Demand reduction
Demand reduction involves strategies
that encourage responsible use of
alcohol. The obvious example from a
government’s point of view is to ensure
there exists credible information to assist
individuals to make healthy choices
about their drinking and to limit
strategies that encourage excessive
consumption. Further, demand reduction
strategies also include encouraging
effective self-regulation by the alcohol
and hospitality industries in the areas of
the promotion of alcohol, marketing of
new beverages and product ranges and
host responsibility. It also may include
taxation. 

Information and education
Consumers have a right to know the risks
and benefits of any substance they
ingest. Educating the drinker is a
relatively unsuccessful way of altering the
drinker’s attitudes and behaviour. Most
alcohol education is focused on the
negative consequences of excessive
consumption or consuming in risky
situations and little information is
provided to drinkers about patterns of
acceptable use or levels of consumption
(Snei 1999).

Those who ignore history are apt to
repeat it. The history of drug education is
littered with good intentions and little
impact. Initially, it was believed, and still
is by some, that simply providing the
‘right’ information was sufficient. When
this failed to have any impact,
educationalists and social scientists
moved to consider that there must be
something wrong with the receiver of the
information. A plethora of programmes
designed to raise people’s self-esteem
emerged and when this failed to have any

impact we began to move towards
practical survival training, which is
where we are at today. Yet few consider
the fact that the most important
influencers on a young person’s social
behaviour are those that surround them,
friends, family etc. By the time a child
reaches adolescence it is the behaviour
of their peers which sets the boundaries,
often more rigidly than any rules
imposed in the schoolyard.

Unless we can begin to understand and
tease out these influencers we can never
hope to effect changes in attitudes and
behaviour. 

Likewise, there is little evidence that
warning labels on alcohol products do
little else but raise awareness. “Warning
labels, utilising a ‘bumper sticker’
approach, which are nebulous,
inaccurate, or which tell people not to do
something they enjoy, do not assist
individuals in making informed choices”
(ALAC 1996). This is not to deny that
warning labels in the company of a
number of awareness-raising strategies
may have some effect in changing
attitudes and behaviour but warning
labels are seldom introduced other than
as a single unsupported strategy. Despite
this there are some issues which are
worthy of promotion in any way possible
and the most prominent of these are the
risks to the unborn child of maternal
drinking.

The issue for organisations such as my
own is what is the most effective means
of getting this message across and who
should give it. 

On the other hand, the benefits of
alcohol in reducing the risk of coronary
heart disease and the incidence of
ischaemic stroke have received wide
publicity, and the industry has not
missed a beat in promoting these as
blanket benefits, despite the risk
reduction applying to only a small age
range whose risk of heart disease and
stroke is already high (Jackson 2002).
Messages such as “Drink up for your
heart” are misleading and inaccurate
when applied to the general population
and they drink heaps on such advice and
wholeheartedly use it to justify their

drinking. That is more often than not
outside the levels when benefits kick in.

The response of governments has been
to counteract these simplistic messages
with long-winded and complex truths,
but, when faced with overwhelming
publicity by sectors of the alcohol
industry and a public that wants to
believe in good news stories, these have
little impact. Indeed, in attempting to
weave a path between between fact and
fiction, an organisation like ALAC
invariably winds up pleasing nobody. 

ALAC has begun a social marketing
campaign (see accompanying story) that
we believe over time will change the way
people will think about alcohol. High on
the list is to change the acceptability
and tolerance of intoxication and to lead
people to an understanding that
intoxication and the potential for harm
go together, more than just drink driving.

The alcohol industry
The final comments I wish to make
relate to the alcohol industry. It is an
accepted fact in the world of business
that the primary obligation of large
profit-driven companies is to their
shareholders. However, ethically those
companies also have obligations to their
customers, suppliers and the community.
Loyalty is half of business ethics, but
social responsibility is the other half
(Solomon 1994). 

The freedom in free enterprise
presumably includes the liberty to pursue
goals other than profits. This means it is
perfectly valid for the alcohol industry to
pursue the goals of caring for its
customers and being socially
responsible. It is my observation that
some of the larger brewing companies,
and indeed some of the smaller ones as
well, have begun to demonstrate
corporate behaviour which is in line with
this. I appreciate that any attempts by
the industry to act in the public good is
often viewed with cynicism and as
hypocritical, and it is a price they may
have to face. Ultimately, I believe
companies have an opportunity to talk to
their customers in a way not possible for
governments or organisations such as my

A Vision For Society: Is It Just A Dream? continued



5

own. There could be no more powerful
message from the alcohol industry than
to stand up and say “We don’t wish our
products to be used in this way”.

Finally, David Hawks (1993) once wrote
on what he considered an ethical,
socially responsible, ‘friendly’ alcohol
industry would look like (Hawks 1993a).

It would be one that:

• Advertises and promotes products in
a truthful manner;

• Does not make false associations;

• Does not encourage over-
consumption;

• Does not target vulnerable
populations;

• Ensures to the best of its ability that
its products are sold and served
responsibly;

• Does not deliberately cultivate 
a culture of intoxication;

• Agrees to a pricing policy that
minimises alcohol-related costs 
to society;

• Does not resist or subvert public
education messages or public health
policies intended to ensure safer
alcohol use;

• Accepts that alcohol is a potentially
dangerous product and, therefore,
accepts that it should not be
regarded as a commodity to be sold
cheaply and without restraint; and

• Accepts that to protect society, its
products may attract further
regulation resulting in a declining
profit margin and perhaps a more
modest return on investment.

Throughout this article I tried to promote
the notion that in my view the only way
forward in the area of alcohol policy and
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ALAC’s culture change
programme

Associate Health Minister Damien
O’Connor called the Beehive meeting to
ensure all organisations associated with
reducing alcohol-related harm
understood the programme and knew
how and where they could contribute.
Attendees included public health
organisations, non-government
organisations and representatives from
the liquor and hospitality industries.

The Government has given its full
backing to the programme, which targets
excessive per occasion consumption,
approving an increase in the levy placed
on alcohol sold in New Zealand to help
fund the programme, and Mr O’Connor
was keen to ensure all participants had a
clear understanding of it.

The meeting ended with some
endorsement and some reservations.

Concerns raised included a perception
that ALAC was relying solely on an
advertising campaign to change the
drinking culture and was ignoring tried
and true methods of reducing alcohol-
related harm such as excise tax, stricter
enforcement of the licensing laws and
other strategies.

So are those concerns justified?
Not according to ALAC’s Deputy Chief
Executive, Paula Snowden, who
presented the outline of the programme
to the ministerial meeting.

“Firstly I think to suggest this is just an
advertising campaign is to really miss
the point,” she says. “What we
presented was a comprehensive multi-
faceted programme, one component of
which is marketing culture change. 

“No one is suggesting marketing on its
own can produce behaviour change; what
we are saying is marketing in conjunction
with a whole range of other strategies
can influence behaviour.

“This year our research confirmed the
risks associated with our drinking
culture, with over a million people being
accepting of drunkenness and
participating in those patterns that cause
the most harm – excessive per occasion
consumption,” she says. 

“New Zealand is a nation that seems to
pride itself on the ‘save it up for Friday
night’ style of drinking, the ‘we deserve a
drink’ perspective or ‘it’s a rite of
passage that causes little harm’.”

Ms Snowden says the background work
that led to this was robust and
unequivocal and ALAC is delighted at the
support the programme has received
from many government and non-
government stakeholders.

“To develop an intolerance of
drunkenness, an intolerance of
continuing to provide alcohol to
intoxicated persons, and an intolerance
of supplying alcohol to our young people
that places them at risk of harm are just
some of the attitudinal and behavioural
changes New Zealanders need to make,”
she says.

The marketing aspect of the programme
follows the ‘stages of change’ model and
ALAC would not move from one phase to
another until a set level of engagement
from the community had been achieved.

Specifically, the marketing aspect of the
social marketing programme will take

New Zealanders on the ‘See, Think, Act’
journey by:

• Enabling New Zealanders to make
the connection between risky per
occasion consumption and the social
and physical harms that result

• Show New Zealanders that they can
play a role in that harm and that there
is something they can do about it

• Persuade New Zealanders to drink
differently so that harm does not
occur.

The programme relies heavily on inter-
related strands of activity across the
three key areas of supply control,
problem limitation and demand
reduction that are fundamental to
change in the alcohol context. ALAC has
realigned its work to spread the levy
investment across these three key areas.

The supply control strategies focus on
achieving enforcement of and
compliance with the Sale of Liquor Act,
controlled purchase operations, parents’
programmes, and policy measures such
as tax/price, outlet density, advertising
and purchase age.

Problem limitation strategies focus on
the group of dependent and hazardous
drinkers who need support and
assistance to reduce or stop their
drinking. These strategies include early
intervention programmes, treatment,
supporting the Alcohol Helpline and
other services. 

Demand reduction strategies focus on
achieving culture change outcomes by
persuading communities and individuals
to make better choices about their
consumption. It is in this marketing that
ALAC identified the gap. New Zealanders
need a desirable proposition of change
sold to them and ALAC will increase its

ALAC’s social marketing programme, designed to tackle
head-on New Zealand’s risky drinking culture, was 

outlined at a meeting in Wellington last month.
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investment in that to get culture change. 

To get the necessary behaviour change
we have to ‘sell’ the proposition to the
New Zealander drinker.

Through marketing we will take New
Zealanders on a journey where they
equate high per occasion consumption
with its negative consequences and
ultimately they hold the key to change.

It is not about simply delivering a social
message by mass media. It is about an
integrated programme that is supported
by complementary strategies of policy,
education, service provision and
enforcement to support the change that
the marketing messages are designed to
stimulate.

The effective delivery of a social marketing
programme to change New Zealand’s
drinking culture also requires contributions
from all sectors. ALAC was looking for
support from the Government, the non-
government sector, producer and supply
industries, the liquor and hospitality
industries and the health sector and has
been delighted with the response even at
this early stage.

Supply control strategies

• Legal Penalties

• Policing

• Industry Training

• Public Information

• Advertising Regulation

• Policy (tax, density etc)

Demand reduction

• Marketing Messages

• Incentive Programmes

• Public Information

Problem limitation

• Early Intervention

• Community Support

• Treatment Services

• Public Information

Information provision/education
Information in schools, workplaces, libraries, health services and community notices are a means

to inform individuals, families and communities about hazards and risk and how to avoid harm.

Education is a necessary base from which informed choice can be made but it is no determinant

of behaviour change.

Enforcement backed up by
meaningful penalties for
liquor sale, supply and
intoxication breaches will
change some behaviours
and affect some.

Marketing endorses
change and validates
certain individual choices
that will support behaviour
change. The degree and
sustainability of change is
materially affected by the
supporting family and
community environment.

Providing help to those
experiencing harm and
who relate that harm to
their alcohol use can
change individual
behaviours and beliefs and
influence individual and
family expectations and
norms.



8

Purchase age,

Other organisations have also expressed
their support.

The Drug Foundation says it supports the
age increase and quotes the United
States experience where a return of their
drinking age to 21 years resulted in a
reversal of social and health problems
that had increased when a lower drinking
age was imposed. The Salvation Army and
the New Zealand Medical Association
have also voiced their support.

Before arguing the merits of any case,
let’s first be clear on what we are talking
about. New Zealand does not have a
minimum legal drinking age. We have a
minimum purchase age. It is legal for
kids to drink. Anyone in New Zealand,
whatever their age, can legally drink
alcohol.

This is quite different from the situation
in the United States where they have a
minimum legal drinking age. No one
under a specified age (this varies from
state to state but is generally set at 21-
years-old) can legally drink or purchase
alcohol.

This approach allows law enforcement
agencies to prosecute anyone who
supplies a minor with alcohol and
prosecute the minors for possession of
alcohol (and some say make criminals of
their young people).

However, what we have in New Zealand
is a minimum legal age for purchasing
alcohol. So it is illegal for anyone under
18 years old to purchase alcohol, and it

is illegal for anyone other than a parent
or guardian to supply alcohol to those
under 18. But it is not illegal for those
under 18 to be in possession of alcohol.

In 1999 Parliament voted to lower the
legal purchase age from 20 years to 18
years. At the time, we at ALAC vigorously
opposed this move but it was passed by
Parliament.

Now we have three political parties
seeking to restore the purchase age to 20.

Progressive Party leader Jim Anderton
has been vocal in his call for the age to
go back to 20 and one of his MPs, Matt
Robson, has drafted a private member’s
bill to raise the age. So has New Zealand
First MP Ron Mark. United Future’s Paul
Adams seems to have a foot in each
camp with his proposal to allow 18-year-
olds to drink on licensed premises but
allowing only those aged 20 or over to
purchase alcohol for consumption at
other than licensed premises or private
venues.

Explaining his move, Mr Adams said
“Personally, I have confidence in the
vast majority of young people in our
nation, and as the first step in
addressing our binge drinking problem
it’s not necessary to ban all under 20-
year-olds from having a social drink in a
licensed and supervised establishment,
and the age for that would remain at 18. 

“However, my bill will bring in greater
responsibility for those supplying alcohol
and will make it illegal for any person

under 20 years to buy alcohol for
consumption at other than licensed
premises or a private venue.” 

If any of the bills are drawn from the
ballot box they will be debated and there
will be a vote, but they could stay in the
box for many months. A Government
move to raise the age would put it
straight into Parliament, but that seems
unlikely. 

Associate Health Minister Damien
O’Connor, who is responsible for alcohol
legislation, is on record saying he
believed that lowering the age had had a
“negative impact” but did not think
raising the age would solve the problem. 

“All we would do is make it illegal for
those aged 18 to 20 to purchase alcohol,
it won’t deal with the issue of the culture
of drinking,” he said. “It will also not
deal with the issue of young teens
drinking who are supplied by others.

“We have a terrible attitude to drinking
in New Zealand... most people think it’s
okay to get drunk. 

“We have to take a more comprehensive
approach, and we’ve got programmes in
place with ALAC to do just that.” 

So where does ALAC stand?
ALAC is an evidence-based organisation.
There is evidence that while the number
of young people drinking alcohol may not
be increasing, those who do drink appear
to be drinking more frequently and
consuming higher volumes of alcohol.
Overall, it is not clear to what extent any
of these changes can be attributed to the
changes in the legislation.

In other words, we know young people
who do drink are drinking more often,

By Dr Mike MacAvoy,Alcohol Advisory Council (ALAC) Chief Executive Officer

The debate over what is mistakenly referred to by all and 
sundry as New Zealand’s legal minimum drinking 
age has been re-ignited with three MPs preparing private 
members’ bills aimed at raising the age to 20.
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not drinking age
and consuming more on one occasion,
that is, binge drinking. Per occasion
consumption levels by young people
have been trending up for some time.
But we don’t have any causal link to the
lowering of the purchase age.

So the issue we need to address with
young people is risky or binge drinking.
This was occurring before the change in
legislation, and the question needs to be
asked whether raising the legal purchase
age will help to reduce the binge
drinking of those aged 17 years and
under.

I think we need to be very careful about
calling for a return to 20 as it will not
provide the ‘quick fix’ that some people
might think. By focusing solely on age,
many will see this as the panacea and
forget the massive amount of work that
needs to be done to support such a move.

When the age was lowered, a tough new
regime of enforcement was promised.
That didn’t happen sufficiently. 

If teenagers under 18 are accessing
alcohol, this raises the issues of
supervision and of course supply.

We know that the main suppliers of
alcohol to teenagers are parents. So let’s
start by ensuring parents make
responsible decisions about the amount
of alcohol they supply.

Parents need to be deterred from giving
large amounts of alcohol to their kids – or
providing money to buy alcohol – before
they head off to parties or into town on a
Friday night. A law change won’t do that.
Let’s enforce the laws we already have.
Let’s use the Controlled Purchase
Operations, or ‘stings’ as the media love
to call them, to identify and prosecute
those outlets that sell to minors.

Let’s make sure that when such outlets
are caught, they receive penalties that
will deter them. 

However, instead of just focusing on the
young people we should look at ourselves
as adults and the drinking culture that
we have allowed to develop. Binge drinking
is often seen as the domain of youth.

But our research shows that we have a
culture of binge drinking that is deeply
entrenched in all sectors of our
community. It’s easy to look at young
people and say they are drinking
problematically; they are the problem –
let’s deal with it through the law. 

Well, actually, the problem is the
drinking culture of adult New Zealanders
and that is what has to change.

So, in conclusion, I would say legislation
is not always the solution.

ALAC would support any move to
increase the minimum legal purchase
age in New Zealand to 20 years as this
would send a badly needed signal to
New Zealand drinkers that a change 
in their attitudes towards selling and
supplying alcohol to young people 
must occur.

But we have to be clear about what
would be achieved by such a move.
Because the main suppliers for minors in
New Zealand are parents, it also means
that raising the minimum legal purchase
age in New Zealand is unlikely to have
the same impact as raising the minimum
drinking age did in Canada and the
United States, as we don’t have the
option to prosecute minors with alcohol.

Also, as I mentioned earlier, New
Zealand’s binge drinking culture is
deeply entrenched in all sectors of our
community. Given this culture, ALAC

Let’s be clear:
there is no silver
bullet for this
problem.

would be concerned if a move to increase
the minimum legal purchase age was
made in isolation from a strenuous effort
of behalf of the Government and its
agencies to bring about a change in 
New Zealand’s drinking culture.



Junior has just been appointed to take
over from former manager Carolyn
Hobson, who left mid-December.

A former communications manager at
SKYCITY, Carolyn was involved in getting
the Host Responsibility team established
almost two years ago.

Interviewed by alcohol.org.nz before she
left SKYCITY, Carolyn says SKYCITY
believes responsible hosting is
fundamental to its long-term
sustainability as a business. “SKYCITY
has recognised the validity of the
business case for the lifetime value of
the customer and the need to try to
prevent problems before they emerge.”

The team was set up to focus on
responsible gambling behaviour and
alcohol management in mid-2003,
following discussions with staff and
external experts, who recognised that
this could best be achieved through early
intervention. 

“If we intervene when we see worrying
behaviour or changing behaviour we may

SKY CITYSKY CITY
Host Responsibility Manager

for SKYCITY Entertainment

Group Junior Toleafoa is one of

the keynote speakers at next

year’s Working Together 2005

Conference in Auckland.
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be able to stop it reaching a serious level
and enable that customer to eventually
return to the casino to gamble at a social
level. This applies to both problem
alcohol intake and problem gambling.”

This approach resulted in the highly
successful SKYCITY Responsible Service
of Alcohol Model that Junior will present
to next year’s conference. The model is
the basis for the new National Host
Responsibility Guidelines being
developed by ALAC.

“The previous model was based on the
‘traffic light’ system but the model was
not easy for staff to put in place,” she
said. “Staff told us they needed more
tools to stop people getting to the stage
where they were intoxicated and had to
leave the premises.”

Carolyn gathered together a team and
took advice from staff and experts in the
food and beverage industry and they
came up with a more workable system
and one that places more emphasis on
keeping people in zones which prevent
them from becoming intoxicated.



Supply and Provision

Working Together 2005
After a break of two years, ALAC is
once again hosting this national
conference on liquor licensing in
March 2005. This year’s conference
will be held at The Edge Conference
Centre, better known as the Aotea
Centre, on 1St and 2Nd March.

This conference is for people
working in and with licensed
premises. It is designed to reduce
alcohol-related harm at a
community level by providing an
opportunity for all the agencies
involved in the monitoring and
enforcement of the Sale of Liquor
Act, host responsibility and district
planning to share innovative ideas
and programmes. 

Police, District Licensing
Inspectors, health promoters, safer
community projects, injury
prevention specialists and the
alcohol industry itself are urged 
to attend.

11

The model focuses on customer
behaviours and staff actions to
correspond to particular behaviour. (See
diagram representation of the model
opposite.)

The aim is to keep the customer ‘in the
blue’ or ‘in the yellow’ zone.

As part of the model, SKYCITY has
developed a video using actors who
demonstrate the behaviours, the staff
actions, and the outcomes of taking
action vs. not taking action. Small ‘Why
we can’t serve you’ wallet cards are used,
which say, “Please do not be offended
but I can’t serve you. “The cards state
SKYCITY’s alcohol policy and include a
small version of the model.

The cards are used to ensure the
customer doesn’t feel it is a personal
action; the staff member can show the
customer the policy and the model.

Training in the new model began in
November last year and all staff serving,
selling, monitoring or managing alcohol
do the training. 

continued next page

continued next page
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SKY CITY

Carolyn’s impression is that the rest of
the industry use the ‘traffic light’ model,
but recommends that the industry
consider their alternative model.

“We have noticed a reduction in the
number of times security staff are asked
to evict someone for being intoxicated,
which shows staff are managing to keep
customers within safe limits.”

Junior says he is looking forward to the
challenge of the job. He has worked
previously in a managerial role in the Sky
Tower and for the last six years he was
been employed at SKYCITY in a human
resources role as the Employee Advocate.

His new job will have more of an external
focus than his previous role.

“We have 10 million customers through
the door a year across the SKYCITY
operations and the Responsible Service
of Alcohol model is designed to best
ensure guests enjoy an environment that
is fun while safe, responsible and
regulated,” he said.

• “ALAC is working with a wide range of
people from health, police, local
authorities and crime prevention as well
as the hospitality industry, all of whom
are enthusiastic about the conference,”
says ALAC’s Group Manager Population
Strategies Sandra Kirby.

• “This is an opportune time to have such
a conference, with the issue of serving
intoxicated people on licensed premises
making national headlines following the
death of a Massey university student
after drinking at a hotel,” she says.

• “We will be using this time to update
people on projects such as Host
Responsibility, the development of
guidelines for monitoring intoxication
and of course to keep people up to date
with all of ALAC’s work in this area.”

• Registration for the conference closes
on 4 February 2005. A registration form
is included with this magazine and
further registration forms and details of
conference speakers and programme are
available online at
www.alac.org.nz/UpcomingEvents.aspx?

SKY CITY continued
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ALAC’s Group Manager Community
Strategies, Te Atarangi Whiu, attended
the conference along with Pihopa Kingi,
a member of ALAC’s K≠umatua Advisory
Group and Francis Agnew, the Chair of
ALAC’s Pacific Reference Group.

“Essentially the purpose of the
conference is to promote indigenous
approaches to address alcohol and drug
issues,” says Te Atarangi.

“Also it is a celebration of being
indigenous. It’s a celebration of who you
are, where you are from and your cultural
practices and concepts.”

The declared aim of the conference was
to progress the development of the HoSW
Covenant that was introduced at the
fourth HoSW Summit held in
Albuquerque New Mexico in 2002.

“The covenant is a declaration by
indigenous people to impress upon
governments that indigenous approaches
are required to address substance abuse.

“The aim is for a document that can be
used at many levels to promote health
and healing. It is hoped it will provide
guidance for indigenous peoples in
developing models of healing, self-
determination and wholeness. It will also
provide a leadership pathway for
indigenous peoples.

“Given its purpose to support leadership
for indigenous peoples, it has direct
alignment with ALAC’s taumata project.

“Information from the conference has
also been fed back in to support the
development of ALAC’s M≠ori wh≠nau
and Pacific programmes.”

However, the 2004 conference was more
about strengthening the capacity and the
contribution from the Pacific region, 
she says.

Representation at the Albuquerque
summit was predominately from

Celebrating indigenous 
peoples

indigenous peoples from North America
but at Cairns the balance switched to a
more Pacific and aboriginal representation.

The total number of participants was
around 400. There was a huge aboriginal
participation with numbers round 300.

The M≠ori delegation numbered around
60 and included representatives from
M≠ori health providers, the alcohol and
drug field, mainstream services and
kaupapa M≠ori services.

The Cairns conference was like an
intermediary conference between the
2002 conference and the next
conference to be held in Edmonton,
Alberta, Canada in 2006.

“What did come out of the conference
was more clarity around the Covenant,
which has given us the ability to go
forward.”

ALAC is now working with the Ministry of
Health to determine the support and
resources that both organisations can
dedicate to the 2006 conference.

“We are looking at ways we can support
people to attend the conference and
that’s not just financial support. We
hope to develop the skill-set of our M≠ori
Health Providers to give them the
confidence to present on the
international stage the exciting work they
are doing. It is about developing the
capacity of local M≠ori Alcohol and Drug
workers. 

“So we are looking at ways to support
this, encourage people to put in
abstracts and looking at ways to help
people get their message across, to
present the korero they may have.”

The fifth Healing Our Spirit Worldwide
will be held 6-11 August 2006 in
Edmonton, Alberta, Canada. For more
information visit www.hosw.com

Māori matters

The Healing Our

Spirit Worldwide

(HoSW) Conference

was held in Cairns

Australia in September

this year.
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A day in th
It’s 8.30am and I am just pulling up at
one of the local medical practices in
Wanganui. The doctors have heard that
there is an early intervention alcohol and
other drugs service available and want to
know more about it. I join their morning
meeting and we talk about some of the
people they meet in their daily work
where alcohol and/or other drugs are part
of the clinical picture. For some of their
clients, particularly the young ones, they
are not quite sure where to refer them.
Isn’t the Alcohol and Other Drugs Service
only for people with moderate to severe
problems with substances? We talk about
my role as Early Intervention Practitioner
and how I am available to meet with
anyone who would like more information
about alcohol or other drugs, whether it
be parents concerned about their
children, young people worried about
what might have happened to them when
they were ‘out of it’ or about the effects
of cannabis on their brain. I explain that
self-referrals are welcome, and that I can
be contacted by phone, fax, email, text
message, drop-in or letter. I’m trying to
make myself as accessible as possible to
people who want to know more about the
impacts alcohol and other drugs can have
on their lives and the lives of people
around them… While I’m there, I take
the opportunity to hand out a few training
sheets I’ve made up for health
practitioners regarding the efficacy of
brief interventions, screening tools,
critical change factors, resources
available for patients, and some sources
of further information. These are grabbed
up by the doctors before they rush off to
start the rest of their day.

By 9.15am, I’m back in the car and
heading to a local secondary school – one
of three in which I’ve established ‘clinics’
during 2004. My first client is a boy I've
met before. The school has some
concerns about his use of cannabis and
he has been referred to me after he was

caught with cigarettes at school several
weeks ago. I’m pleased that he hasn’t
been suspended, as this has been part of
a collaborative project run this year in our
community called ‘High on Life’. The
project was headed up by the Ministry of
Education who had a particular interest in
reducing drug-related suspensions and
exclusions in our community (particularly
during the cannabis harvesting months!)
and supported by myself, our AOD health
promoter, schools and a few other
agencies. This year, half the number of
students have been suspended in
Wanganui schools for drug-related
incidents than in each of the previous
five years. 

My second client is a girl who had been
talking to the school counsellor. After
establishing a level of trust with the
student, the counsellor had referred her
to me and suggested she bring a friend
along with her as a support person. After
10 minutes of talking to the two students
about their weekend drinking and the
impact it is having on their sports and
friendships, one of the girls asks if some
of their other friends can come because
she thinks they really need to know what
we’re talking about. Great! Ten minutes
later, I’m working with six 15-year-old
girls talking about how to keep safe
around alcohol. We decide to meet again
next week to put together a ‘party pack’
of things which will remind them to keep
themselves safe at parties… brochures,
taxi money, wallet cards of people to call
(which were designed by the High on Life
team in consultation with young people
earlier in the year), information about
sexual health services and perhaps a
condom as the girls have identified this
as an area of risk for them.

Before I leave the school, I pop in and
have a chat with the counsellor and
Deputy Principal just to check whether
there are any other students who need to
see me. I also drop off a brochure about
the professional development training
the High on Life group is running next
month for health teachers, looking at
developing teaching resources in order to

deliver effective alcohol and drug
education.

I stop in at the office before I take a
break for lunch. There are three messages
on my phone. One is from a parent
concerned about her son’s cannabis use.
The second message is from someone
asking if I can create a display for the
Master’s Games which will be held in
Wanganui in February 2005…. it is
suggested that perhaps we could do
something like we did in the hospital
cafeteria during Treatment Works Week
where we offered ‘mocktails’ (alcohol-free
cocktails) and prizes for the person who
is able to pour the closest to a standard
drink of wine and of spirits. The third
message is from the YMCA who are
wondering if I could please come in and
talk to their students again…

After lunch, I head down to the local
youth health centre, known as YST 
(Youth Services Trust). As one of the key
agencies involved in supporting the
creation of an Early Intervention Service,
YST provides a room for me to run a
drop-in clinic for young people. My first
client, a young girl who was referred to
me by Police Youth Aid after she was
caught in the local liquor ban area with a
can of beer in her hand, doesn’t turn up.
In the hour which has suddenly opened
up in my day, I take the opportunity to
talk with the health nurse at YST to make
sure she has seen the latest ‘6 Pack’
brochures from ALAC. We have a talk
about a client she has concerns about
and I am able to find some information
for her to give the client about the risks
of cannabis use in pregnancy. I’m also
able to ask her what I should tell a young
girl who has asked me about whether the
pill will give her fat hips… There is a lot
of cross-over between substance use and
sexual health issues in the youth
population!

At 3pm, four girls arrive for the third
group session we are having together to
look at the impact of alcohol and other
drugs in their lives. They have all
identified that they want to stop using

of an early interve
Liz Langham
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cannabis, but aren’t quite sure about the
alcohol. Today we have a guest speaker
from the Living Without Violence Trust
who has come to talk to the girls about
anger, as this was one of the main issues
they had identified at the beginning of
the course. Next week, we’ll be focusing
on stress management.

It’s 4.30pm and I am back at hospital
where my main office is. Looking at my
diary of events tomorrow, I have several
things to look forward to: another school
clinic, being part of a panel at Family
Support Services to introduce AOD
services to parents of teenagers, a
meeting with my team leader and the
team from Hapai Mauri Tangata (our local
iwi Alcohol and Other Drugs Service) to
look at which areas of service our new
Youth Practitioner will cover (a new
position which we are all looking forward
to), and another clinic at Youth Services
Trust. As I tuck a handful of brochures
into my diary to take with me to the
seminar tomorrow, I reflect on a
paragraph in the centre of the brochure,
‘What can I expect from the Early
Intervention Service?’. In it, the following
points are listed:

• Engagement with potential clients.
This is vital before any effective
intervention can take place.

• Screening for alcohol and other drug
problems (individually or in groups).

• Assessment of individuals. This is
done by taking a holistic approach
and examining what role substances
play in each person’s life.

• Tailored advice. This means providing
information and advice which is
directly relevant to an individual or
group. The aim of this advice is to
reduce the harm related to the use 
of substances.

• Referral brokerage. As a first point 
of contact, the Early Intervention
Practitioner is able to make referrals
to a wide range of services which may
best meet a person’s or group’s needs.

The final point on this page is that “all
services are provided free, funded by the
Whanganui District Health Board”. The
last point is certainly true, and I hope
that the previous five are as well. I am
aware that I have had to use more
‘intervention’ skills than we had
anticipated when we designed the
brochure, however. This has mostly been
to do with the absence of a Youth
Practitioner, but also due to the nature of
working with young people who are often
reluctant to be ‘referred on’ once they
have established a trusting rapport with
someone.

Flicking back a page in the Early
Intervention Service brochure, I ask
myself, “Is what I am doing really early
intervention?”, and I reflect upon the
ALAC definition which states that early
intervention is an approach that aims to
reduce alcohol-related harm through
timely identification and tailored advice
and support to those at risk of harm due
to their hazardous use of alcohol (ALAC,
Policy Statement 4, 2 January 2004).

I have noted in the brochure that “this
definition can easily be broadened to
include reference to other drugs and
drug-related harm” and have sought to
apply this to the work carried out under
the banner of the Early Intervention
Service. Working with young people has
been one aspect of aiming to reduce
substance-related harms ‘through timely
identification and tailored advice and
support’, with clinics at schools and YST
being major parts of this intervention.
Classes at schools and alternative
education providers have also been aimed
at providing ‘tailored advice’ aimed at
reducing substance-related harms. More
broadly, working with community systems
and organisations (such as schools,
employers, social service providers and
health service providers) has provided
other avenues of seeking to reduce
substance-related harms. This has often
been done by assisting professionals in
other spheres of practice (such as
doctors, nurses, social workers, school
counsellors, teachers, employers, etc) to
be able to identify and provide tailored

advice and support for their clients and to
make referrals to the Early Intervention
Service where appropriate.

Looking back over the year, it really is
hard to believe that there was no Early
Intervention Alcohol and Other Drugs
Service in Whanganui a year ago. It has
been difficult, at times, to clarify service
objectives and modes of service delivery
but the vision has been collaboratively
owned, driven and supported by many
people and services in the community.
With a new Youth Practitioner almost in
place, the Early Intervention Service
seems set to develop into even more new
areas of service delivery in 2005. There 
is certainly scope for the continued
challenge, excitement and fulfilment
which come from progressing the vision
of a community to see people have a
chance to access early intervention for
their alcohol and other drug-related
issues. 

Background information:
Who: Liz Langham, Early Intervention
Alcohol and Other Drugs Practitioner
(trained in Social Work at Massey
University; Alcohol and Other Drug
Studies at Auckland University). 

Where: Early Intervention Alcohol and
Other Drugs Service, Good Health
Wanganui Alcohol and Other Drugs
Service (Private Bag 3003, Wanganui).
Good Health Wanganui is the provider
arm of the Whanganui District Health
Board.

What: The Early Intervention Service was
established in November 2004 using
Mental Health Blueprint money. The
decision to use the money for early
intervention was made by the local
Mental Health and Addictions Advisory
Group in 2002. The contract was
subsequently secured by the Good Health
Wanganui Alcohol and Other Drugs
Service who offered to work in
partnership with Hapai Mauri Tangata
(local iwi AOD service) and Youth
Services Trust in order to deliver the
services to and with the community. 

When: The Early Intervention Practitioner
commenced work in November 2003.

ention practitioner
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ALAC has recently developed new resources for young people
and their parents.

THE 6 PACK consists of two small booklets that go together and
contain six key messages. 

The first booklet concentrates on ‘facts and effects’ type of
information about alcohol (called Sobering Facts – what alcohol
does) and the second booklet (called Smart Moves – dealing
with alcohol) concentrates on ‘keeping safe’ type of information.

The booklet is designed for 14 to 17-year-olds and will provide
a useful resource for youth workers, teachers and health promoters.

The resource was tested with a number of young people who
attended focus group meetings. 

Copies are available from ALAC.

Youth resource
New resource for young people

Shaping up as the place to be on February 8-10, 2005!
Sport and Alcohol

Sport and Alcohol: Understanding the
Mix is building up to be an exciting
forum where participants from all sides
of the Sport and Alcohol recipe can meet
and debate the issues ‘brewed’ by this
‘Mix’. 

ALAC is the principal sponsor of the
three-day conference being held at
Massey University in Palmerston North.

The conference has attracted a list of
high profile speakers including Peter
FitzSimons (ex-Wallaby, author and rugby
commentator), Dave Currie (Olympics

Chef de Mission), Bernice Mene (ex-Silver
Fern Captain), Norm Hewitt (ex-All
Black), Andrew Martin (ex-All Black
Manager), Paula Snowden (ALAC), and
Nicki Stewart (CEO Beer, Wine and
Spirits Council). 

Together with talks by health
professionals and academics such as
Professor Wray Vamplew and Professor
Kathy Kitson, the conference promises
interesting and vigorous debate around
the topics of Alcohol and Sports

Performance; Sports Management;
Athlete Health; and the Business of
Sport. 

Practitioners, managers, academics,
athletes, and media personalities will
share their views, experiences and
theories about the good, the bad and the
ugly side of the sport and alcohol
relationship. 

More information about the conference
and contact details can be found at
www.sport-alcohol.co.nz 
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This is due to Asian migrants lacking
knowledge about the available services,
the services not being culturally
responsive to Asian people, and
language barriers, says the paper. 

Limited knowledge of New Zealand’s
healthcare system is also found to
impede Asian people accessing
appropriate alcohol and drug services.
In addition, Asian people tend to seek
professional help as a last resort, partly

Brett is completing a Master of Public Health degree at the
Otago University’s Injury Prevention Research Unit. His thesis is
looking at the development of a model for measuring the effects
of policies and environments on alcohol consumption and
alcohol-related harm in Dunedin halls of residence.

ALAC provided funding for the development of a web-based
survey, which asked students about their experiences with
alcohol and views on drinking at their hall of residence. His
thesis is being conducted as part of IPRU’s Hazardous Drinking
Project, which is part-funded by ALAC.

Brett says his PhD proposal is a continuation of this work and
will focus on the development and piloting of audit protocols to
evaluate and characterise policies and environments, with
respect to alcohol, at the wider community level. “This will

Asian people living in New Zealand do not use alcohol and drug
services to any great extent, according to a new publication
launched last month.

due to strong family values and a wish to
avoid family shame. 

This information is contained in a new
publication bringing together for the first
time all available information on alcohol
and drug use and misuse among the
diverse Asian populations living in 
New Zealand.

The paper was commissioned and
published by the Alcohol Advisory
Council (ALAC) and was presented to the

An Asian Perspective

inaugural Asian Health and Wellbeing
Conference in Wellington in November
by one of the authors, Vivian Cheung, a
former researcher at the Asian Pacific
Centre for Community Health Research
at the Auckland University of Technology
(AUT). 

The paper is available from the ALAC
website at www.alac.org.nz

ACC scholarship for
alcohol research

assist in the identification of policies and environmental factors
conducive to a safe drinking environment.”

The ACC scholarship for his PhD provides funding for three
years, beginning in July 2005.

ALAC’s Group Manager Population Strategies Sandra Kirby says
ALAC congratulates Brett on his success to date.

“ALAC is aware that environmental factors are very important
when considering changing the drinking patterns of New
Zealanders. The Hazardous Drinking project in its first three
years provided not only valuable data on drinking patterns for
tertiary students but also a computer, based intervention for
individuals. The next stage of the project – to which Brett’s work
will contribute – looks at describing and modifying the environment
that supports and sustains hazardous drinking patterns.

Otago University Masters Student Brett McLennan has been awarded an
ACC PhD scholarship.
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ALAC Welcomes
Ray Ropata 

ALAC’s new Kaiwhakarite
is Ray Ropata. Ray is of
Ngati Porou, Ati-awa ki
whakarongotai, Ngati Toa
and Ngati Raukawa
descent and was born and
raised in Cannons Creek,
Porirua. He has been away
for 15 years and says it’s

exciting to be back in Wellington to take
up the role as Kaiwhakarite with ALAC. 

Susan McBride
Susan McBride joins
ALAC’s Information
Services. She has worked
in and managed libraries
around Wellington for
approximately 15 years –
predominantly in the
government sector. 

She spent a lengthy period working as a
consultant for an IT vendor who sells
and supports database and information
management software, especially for
libraries and specialist collection
management.

Kim Agnew
Kim Agnew joins ALAC as
Production Co-ordinator,
overseeing the production
of ALAC’s resources. Kim
recently returned from the
UK, where she worked in
marketing and
communications agencies
as a Production Manager.

“Working on pan-European accounts, I
was fortunate to be able to visit and meet

Prior to his appointment with ALAC, he
was an Injury Prevention Advisor for
Safe Kids, which is the community injury
prevention arm of Starship Children’s
Hospital, Auckland District Health Board.

Ray says he is a musician in his spare
time and “loves to play live music or just
jam when the occasion calls. I’ve
coached junior rugby for the past three
years for Ponsonby Rugby club in
Auckland and loved every minute”.

“I’m looking forward to the challenges in
the position of Kaiwhakarite for ALAC.
Having worked in the community for
many years doing health promotion the
job at ALAC is definitely a career step.
It’s exciting with what’s coming up in the
role and I look forward to going out into
the community to see what’s happening.”

Susan says that while work as a
consultant was always interesting and
very varied, after seven years she
missed the challenge and involvement of
being part of a team working towards a
common goal. 

“One of the downsides of working as a
consultant was that I never got to see
the results of a project or job once it had
been implemented. My role here at
ALAC gives me an opportunity to take a
job or project on board and be involved
in all aspects – from scoping right
through to completion and successful
use and even subsequent review.”

Susan is responsible for the hands-on
management of the ALAC databases –
making sure they are robust and meet
ALAC’s needs. She also trains ALAC
staff and external groups (as required)
on use of software applications and how
to search databases and the Internet,
and manages the electronic newsletters,
journals and media clippings.

Wellington born and bred, with two
children, Susan says she is interested in
anything that revolves around the kids,
movies and good food and wine. 

with people from many countries,” she
says. “Facilitating the production
process for anything from printed
materials to beanbags, I work to ensure
the message is delivered, whatever the
medium. 

“My position as Production Co-ordinator
with ALAC is part-time, giving me the
best of both worlds: being able to
continue my career with an organisation
that imparts a sense of mission to 
my work, and spend time with my baby
daughter. 

“As a part of the Communications team,
I will be working to ensure resources of
the highest quality are produced within
the new branding framework.”

Outside work Kim says she enjoys
spending time showing her English
partner around New Zealand, being with
her 15-year-old and seven-month-old
daughters, and just being back home.
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Shannon Hanrahan
Tena Koutou Katoa

Ko Makeo te Maunga

Ko Waiaua te Awa

Ko Ngati Rua te Hapu

Ko Whakatohea te Iwi

Ko Shannon Hanrahan
t≥ku ingoa

Brian Hayward
Brian Hayward joins
ALAC as Project
Manager Northern
Region.

He says he is delighted
to be joining ALAC and
enthused and
encouraged by the

Shannon Hanrahan joins ALAC as
Project Manager Liquor Licensing based
in our Northern Regional Office. 

He says it’s an exciting time to join
ALAC, a new position and an
organisation about to embark on a
dynamic social marketing programme. 

“I come to the organisation having spent
the last year working for the Waitakere
City Council developing the first stage of
the City-Wide Alcohol Strategy.”

Beginning in Public Health in the mid-
90s, his first taste of the ‘sector’ was as
the Central North Island Students
Against Driving Drunk (SADD) Co-
ordinator. Over the last decade he has
spent time working in television and
contracting to regional and local
authorities. Currently in the process of
finishing a thesis examining the role of
local government, partnerships and
public health, he is looking forward to
being part of an exciting time for ALAC.

organisation’s commitment to cultural
change and strategies to reduce alcohol-
related harm.

“I come to this new role with skills and
experiences in community development,
education and relationship management.
I have worked in both government and
not-for-profit organisations, my last
significant position being as Northern
Regional Manager for Relationship
Services.

“I have also managed teams providing
community-based services in both the
mental health and reducing youth
offending areas.

“Although now living in Auckland, my
hometown is Naenae in Lower Hutt. I live
with my partner Christine and have three
young-adult children who regularly
challenge my attitudes and beliefs in 
all things, and keep my feet firmly on 
the ground.”

N ALAC Resources and useful linksNew
Government Sites – New Zealand
The Population Website (NZ)
Subjects: Culture – Ethnicity –
Demographics – Population
www.population.govt.nz
Notes: Provides a single point of
access to information held on
websites of 19 government agencies
about population groups and
population issues in New Zealand

Youth 2000: New Zealand Youth –
a profile of their health and
wellbeing (New Zealand)
Subjects: Youth – Health
www.youth2000.ac.nz

Notes: The Adolescent Health
Research Group investigators are
all staff of the University of

Auckland – the site includes New Zealand Youth – A profile of
their health and well being. It includes early findings of
Youth2000 a national secondary school youth health survey.
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NEWS – ALAC resources

N ALAC ResourcesNew

Useful links continued
Government Sites – USA
NIDA for Teens (USA)
Subjects: Drugs – Alcohol – Youth
www.teens.drugabuse.gov
Notes: Heaps of information about
drugs – designed for teenagers, full
of games and interactive parts.

NGO
Asia New Zealand Foundation (Asia
2000) Community Directory (NZ)
Subjects: Asia – Health Services –
Non government organisations –
Social Services
www.asianz.org.nz

Notes: A range of organisations are
listed including community groups,

support services, research institutions, sports clubs, religious
groups and organisations with services for Asian youth, women
and seniors. You can browse the directory to find organisations
in your area and descriptive information is provided.

Non-government Organisations
Fetal Alcohol Syndrome Trust (NZ)
Subjects: Alcohol – Children –
Fetal Alcohol Syndrome (FAS)
www.fast.org.nz
Notes; The Fetal Alcohol Support
Trust website has a range of
information about Fetal Alcohol
Spectrum Disorder, including
discussion groups and information
for parents.

Public Health
The Cool Spot (USA)
Subjects: Alcohol – Youth – Culture
– Education
www.thecoolspot.gov/index.asp
Notes: Site sponsored by the
National Institute on Alcohol Abuse
and Alcoholism, National Institutes
of Health and the US Department
of Health and Human Services

Sexual Health
No Rubba, No Hubba Hubba (NZ)
Subjects: Alcohol – Youth – Safety
– Education – Culture
www.hubba.co.nz
Notes: Sponsored by the Ministry of
Health



Two electronic mailing lists have been set up to
enable individuals to communicate via email 
with other alcohol and drug professionals in 
New Zealand.

You can either subscribe to a general mailing list or
register to connect to a network of M≠ori alcohol
and drug workers.

Electronic mailing lists for the 
alcohol and drug field

REGIONAL OFFICES

AUCKLAND 09 916 0330 northern@alac.org.nz
CHRISTCHURCH 03 365 8540 southern@alac.org.nz
WELLINGTON 04 917 0060 central@alac.org.nz
CALL FREE 0508 258 258

SUBSCRIBE NOWSUBSCRIBE NOW

Contact other alcohol and drug professionals:

1. If you have access to the web, subscribe by going 
to http://lists.iconz.co.nz/mailman/listinfo/aandd

You will find a form to fill out. You will need to choose a
password.

2. If you don’t have access to the web, send an email
message to aandd-request@lists.iconz.co.nz leaving the
subject line blank. 

In the body of the message type: 
Subscribe ***** (where ***** is an alphanumeric
password of your choice between 4 and 8 characters).

If you have any problems with the above, or for further
information, please contact Susan McBride.

Email: s.mcbride@alac.org.nz

Phone: 04 917 0060

Join a network of Māori alcohol and drug workers:

1. If you have access to the web, subscribe by going to
http://lists.iconz.co.nz/mailman/listinfo/te_kupenga_hauora

You will find a form to fill out. You will need to choose a
password.

2. If you don’t have access to the web, send an email
message to s.mcbride@alac.org.nz

Phone: 04 917 0060


