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1. Health Coalition Aotearoa is a New Zealand collective of health, consumer, and 

community organisations and academic leaders with expertise in many aspects of health, 
especially relating to tobacco, alcohol and unhealthy food. Our vision is greater health 
and equity for all New Zealanders through reduced consumption of harmful products 
(tobacco, alcohol, unhealthy foods and beverages) and improved determinants of health. 
Our mission is to provide a collective voice and expert support for effective policies and 
actions to reduce the harm from tobacco, alcohol and unhealthy foods and to reduce 
inequities through a focus on the determinants of health. Aotearoa is the indigenous 
name for New Zealand. 

2. Aligned to our mission, the Coalition has set the following goals: 
• Improvements in the societal determinants of health; 
• Control over the commercial determinants of health; 
• Strengthened public health infrastructure and funding for prevention; 
• Reduced harm and inequities from alcohol use; 
• Smokefree Aotearoa with reduced inequities by 2025; 
• Reduced harm and inequities from unhealthy foods and beverages; and 
• Reduced obesity prevalence and inequities in children and adults. 

3. Our submission strongly endorses the recommendations made in the submission by the 
Global Alcohol Policy Alliance (GAPA). In this submission, we have reiterated GAPA’s 
recommendations and included additional recommendations, using local examples to 
support our statements where possible. 

Key Points 
 
4. Enhance protection against industry interference 
4.1 We support the action plan separating the proposed actions for economic operators from 

the actions for international partners, civil society organisations and academia. 
4.2 We further recommend that the structure of the report is changed so that the proposed 

“measures” for economic operators are combined and placed in a single section, 
separate from the proposed actions for Member States, World Health Organization 
(WHO) Secretariat and international partners, civil society organisations and academia.  

4.3 The new section should focus on how the alcohol industry’s conflicts of interest in 
policy development and implementation can be minimised. 

4.4 Specific guidance to Member States is required on how they can protect alcohol policy 
development, implementation and evaluation from alcohol industry interference. 

4.5 Within this section, and in accordance with the Framework for Engagement with Non-
State Actors (FENSA), the WHO should clarify how it will exercise particular caution, 
especially while conducting due diligence, risk assessment and risk management, in 
their dialogues with the alcohol industry.  
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4.6 For transparency, information on economic operators with whom WHO has engaged 
should be published on the WHO register of non-State actors. Details of any 
meetings held should be made publicly available, including records of participants, 
meeting costs, discussion topics and actions included. WHO should also clarify whether 
these dialogues will cover alcohol marketing. 

4.7 We further recommend that the above requirements for transparency also apply to the 
WHO Foundation. Others1 have highlighted the risks to the WHO in terms of its 
independence or impartiality when partnering with the commercial determinants of health 
to access greater resources.  

4.8 In the separate section for commercial operators, we recommend inclusion of public 
relations initiatives, often called corporate social responsibility (CSR). These 
approaches are commonly used by the alcohol industry, and include education, 
research, drink driving prevention campaigns, policy involvement and development of 
policies by social aspects organizations. The action plan should identify the full range 
of public relations/CSR initiatives as a form of marketing and policy interference by 
the alcohol industry. These initiatives should be included as a measure that may 
“prevent, delay or stop the development, enactment and enforcement” of SAFER 
interventions under Action area 1. 

4.9 An example of a CSR activity is ‘Smashed’; the Diageo-sponsored school-based theatre-
in-education programme to engage students on the dangers of underage drinking. This 
programme, developed by Collingwood Learning and sponsored by Diageo, has reached 
over 1.2 million people and is currently available in 16 countries.2 In 2019, ‘Smashed’ 
was delivered to high schools in Aotearoa.  

4.10 Diageo has set a goal to expand Smashed, and reach 10 million people by 2030. To 
reach this number, the programme has since developed ‘Smashed Online’, with the 
COVID-19 pandemic accelerating this development.  

4.11 In Aotearoa, a critique of this programme has been published, finding it fails to follow 
best practice alcohol education in schools.3 

4.12 We therefore strongly recommend that Member States should be encouraged to 
ensure independence from industry in educational settings. This must be included in the 
Action Plan. 

5 Including Indigenous self-determination in preventing alcohol harm and 
reducing inequity 

5.1 We support the draft action plan’s action area that describes the need for the availability 
and allocation of resources for community-based programmes, coalitions and 
interventions to reduce harmful alcohol use and inequities experienced by Indigenous 
populations. 

5.2 However, we suggest that the action area (detailing availability and allocation of 
resources) as it is currently described will fail to address alcohol harm inequities 
experienced by Indigenous people. The action plan needs to enable Indigenous people 
to lead system and policy change, by requiring Member States to partner with Indigenous 
people in the design of alcohol harm reduction policies, interventions and alcohol-related 
decision-making, earmarking and directly funding Indigenous people to have autonomy 
over resource allocation, and monitoring progress towards improved alcohol harm 
reduction outcomes (including equity). 

5.3 In Aotearoa, self-determination is at the heart of a newly established Māori Health 
Authority to address systemic issues that have driven health inequities for Māori 
(Aotearoa New Zealand’s Indigenous people) and uphold the Crown’s commitment to Te 
Tiriti o Waitangi (Aotearoa New Zealand’s founding document).  
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5.4 As such, the action plan should clearly articulate the need for actions by Member States 
that enable self-determination among Indigenous populations to address alcohol use and 
harm. 

6 Report regularly on implementation to the World Health Assembly 
6.1 To prevent the sunsetting of reporting requirements, the action plan should clearly outline 

the need for biennial reporting to the World Health Assembly (WHA) on the progress 
of its implementation, at least for the duration of the action plan (2022-2030).  

6.2 How international partners, civil society organizations and academia could 
contribute to such reporting should be clarified and agreed upon prior to implementation 
of the action plan. In line with WHO’s “best buys” and the SAFER initiative, the action 
plan should clearly recommend total bans or comprehensive restrictions on alcohol 
advertising, sponsorship and promotion, instead of a partial elimination of marketing 
to minors and other “high-risk groups” by the alcohol industry. 

7 Strengthen and prioritise the role of the three “best buys” 
7.1 For consistency with the three “best buys” and the wider SAFER initiative, Action area 1 

should highlight implementation of the three “best buys”, specifically: 
a. increasing excise taxes on alcoholic beverages;  
b. enacting and enforcing bans or comprehensive restrictions on exposure to alcohol 

advertising; and 
c. enacting and enforcing restrictions on the physical availability of alcohol.  

7.2 The global targets and indicators for Action area 1 should relate specifically to the 
implementation of each of the three “best buy” interventions, instead of the 
composite indicator “high-impact policy options and interventions”. 

7.3 We believe that guidance to Member States is required in relation to relative 
effectiveness of each component of the SAFER strategy. The three ‘best buys’ represent 
the most effective, cost-effective and pro-equity alcohol policies available to reduce 
consumption and harm. Implementation of the three ‘best buys’ should be clearly 
articulated as the priority for each Member State in the action plan. In the absence of 
these statements, Member States may opt to implement the less effective (and more 
expensive) options of SAFER and consequently delay achievement of the 20% relative 
reduction in per capita consumption. 

7.4 Prioritising actions within each of the six action areas should also be considered. A 
Member State may view the actions as a menu, rather than being guided as to the most 
effective action in the list to reduce alcohol use and improve equity. Guidance could be 
provided in the action plan with regards to the priorities within each of the six action 
areas. 

8 Initiate interagency project on cross-border marketing 
8.1 To achieve effective restriction of cross-border alcohol marketing, the WHO should 

initiate and lead an interagency project with input from national technical counterparts, 
academia and civil society to examine the implications of digital media platforms and e-
commerce for governments’ regulatory options. 

9 Expand terms of reference for the WHO Expert Committee  
9.1 The terms of reference for the WHO Expert Committee on Problems Related to Alcohol 

Consumption should be clarified so that its remit includes providing recommendations 
on the way forward, not limited to only strengthening implementation of the Global 
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strategy. This will be in line with the WHA’s decision 72(11) in 2019 asking the Director-
General to report on “the implementation of WHO’s Global strategy to reduce the harmful 
use of alcohol during the first decade since its endorsement, and the way forward”. 

10 Support target 1.2 – 20% reduction in alcohol per capita consumption 
10.1 In line with the WHO triple billion aims, the goal of the action plan to considerably reduce 

morbidity and mortality due to alcohol use and in view of the present level of health harm 
from alcohol, we support the suggested Global target 1.2 of at least a 20% relative 
reduction in alcohol per capita consumption by 2030. This target should be guiding 
for the implementation of the action plan and its achievement requires adequate funding, 
a focus on equity, and effective implementation of the best buys policy options. 

11 Increase financial and normative resource to reduce inequity in alcohol harm 
11.1 As with tobacco, as high-income countries have become alcohol saturated and more 

health oriented, alcohol producers have turned to the markets of countries with growing 
economies, youthful and urbanising populations, and where the prevalence of drinking 
commercial alcohol is lower than in high-income countries. These are countries with few 
of the effective alcohol policies enumerated by the global strategy in place.  

11.2 LMICs have called on the WHO for a stronger global response and for support to build 
capacity at the national level. We recommend that the WHO and Member States place 
the need of LMIC for assistance in stemming the tide of alcohol to the forefront of the 
action plan. WHO needs to be resourced at all levels, including in regional and country 
offices, to be able to give substantial assistance to Member States to implement SAFER 
including protection against conflict of interest. Investigation of the need for a stronger 
global response by means of a global treaty on alcohol controls is needed. 

12 Concern regarding the inclusion of awareness raising campaigns in the plan 
12.1 Page 17 and Action 7 (page 18) of the action plan states: 

• “An international day or week of awareness on the harmful use of alcohol or a “World 
no alcohol day/week” could help to focus and reinforce public attention on the 
problem”; and 

• “including an option of a national alcohol awareness day/week/month to be 
implemented by public health agencies and organizations and involving countering 
misinformation and using targeted communication channels, including social media 
platforms.” 

12.2 We believe that there is an insufficient evidence base to support national day activities 
as a measure to reduce population-level alcohol use and harmful alcohol use. In the 
absence of Member States’ adopting strong national alcohol policies, there is a risk that 
they may prefer and select these type of activities from the action plan. Awareness 
raising activities will be severely limited in their effectiveness when delivered in a (weak) 
regulatory environment that enables heavy drinking. Awareness raising activities may be 
popular as Governments can be seen to be ‘doing something’ about an issue without the 
risk of being unpopular with the public or with the alcohol industry from implementing 
strong alcohol policies. 

12.3 Furthermore, the differential outcomes from education-based approaches risk an 
increase in inequity in alcohol use and harm. 

12.4 We therefore recommend that awareness day/month activities are removed as an action 
area for Member States. 

12.5 In addition, there is a risk from the inclusion of the words “countering misinformation” as 
an action area for Member States and international partners, civil society organizations 
and academia. 
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12.6 Countering misinformation risks repeated exposure to industry misinformation, thus 
embedding incorrect information in the minds of the public and policy makers. There is 
also a risk that by countering misinformation, the public associate the misinformation with 
the trustworthy source. Debate about the misinformation may also give the impression 
that there is a scientific dispute, when none exists.4 

12.7 In contrast, there is value in evidence-based activities by academia and others that 
denormalise the alcohol industry and bring attention to their strategies to delay the 
implementation of the SAFER measures.  

12.8 We therefore recommend that ‘counter misinformation’ is removed from the action plan, 
or defined very clearly so that it does not result in further dissemination of industry 
misinformation. 

13 ‘Harmful alcohol use’  
13.1 We recognise the importance of addressing the serious harms from alcohol, which are 

largely driven by ‘harmful’ patterns of drinking that give rise to adverse health outcomes. 
13.2 We are concerned that the term ‘harmful alcohol use’ incorrectly dichotomises alcohol 

use into harmful or not harmful, when it is well-known that there is a continuum of harm 
across different patterns of drinking (especially in relation to cancer). It is also well-known 
that the alcohol industry utilises this dichotomy to present alcohol use in a population as 
a minority that drink ‘harmfully’ and the remainder being the majority, non-problematic 
drinkers. The action plan must avoid reinforcement of this industry discourse.  

13.3 In Aotearoa, submissions by the alcohol industry on alcohol legislation have focused on 
measures that fix the behaviour of the minority (of harmful drinkers) and in licensing laws 
and decisions, greater focus has been placed on the harms from intoxication rather than 
considering the harms that occur across the continuum of alcohol use.  

13.4 We recommend that the plan needs to clearly articulate that health harms begin at low 
levels of alcohol use, or use an alternative term to ‘harmful alcohol use’. We believe that 
the term ‘harmful alcohol use’ may hinder Member States’ adoption of evidence-based, 
population-based policies in favour of prevention and screening approaches that target 
only the heaviest drinkers. 
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