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Health Coalition Aotearoa Inc. submission to:  

WHO web-based consultation on the Working Document for Development of an 
Action Plan to strengthen implementation of the Global Strategy to Reduce 
Harmful Use of Alcohol 
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.  

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. 

Health Coalition Aotearoa’s Comments on the Working Paper 

3. The Coalition has read the working document for development of an action plan to 
strengthen implementation of the Global Strategy to reduce the harmful use of alcohol 
and have the following comments and suggestions for consideration. 

Overarching comments 

4. The Coalition congratulates the WHO for recognising the need for more effective action 
and implementation of the Global Strategy to Reduce Harmful Use of Alcohol.  In Aotearoa 
(New Zealand), nearly half of all alcohol is consumed in heavy drinking occasions1 and 
one in four drinkers consumes alcohol at hazardous levels.2 The immense influence of 
the global alcohol industry means that even a high-income country like New Zealand, with 
strong democratic processes and relatively little corruption, cannot achieve the level of 
alcohol regulation that it seeks. For example, supermarket companies across New 
Zealand mount legal challenges to prevent any reduction in alcohol outlet density and/or 
retail hours sought by local councils and communities through due process.  

5. The prevalence of (and inequities in) alcohol consumption and harm in New Zealand 
warrants strong, evidence-based alcohol policies. Harm from alcohol affects many non-
drinkers as well as drinkers themselves, including those born with FASD, and many 
children.  

a) Equity demands stronger focus and action 
6. The Coalition believes that the working document requires a stronger equity lens, that is 

embedded and made explicit throughout. All decisions and actions (by Member States 
and others) must consider and plan for equity from the outset. 
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7. In Aotearoa, alcohol use is responsible for substantial health, social and economic 
inequities between population groups and has broad inequitable consequences, for 
example in the employment sector and criminal justice system.  Harms from alcohol affect 
Māori (indigenous) people more than non-Māori, as in other similar colonised countries. 
Māori children are five times more likely to be exposed to alcohol marketing than 
European children in their everyday lives.3  

8. The inadequate partnership with, and protection of, Māori with respect to alcohol-related 
harm is currently the subject of a claim filed with the Waitangi Tribunal*. This claim asserts 
that by failing to implement effective alcohol policies the Government is in breach of Te 
Tiriti O Waitangi (the Treaty of Waitangi) which was signed by Māori tribes and the Crown 
in 1840.   

9. The Coalition urges the WHO to honour its commitment to improving indigenous health, 
by including actions and indicators that explicitly address equity. For example, the 
proposed actions for Member States should include the following: 

• Action Area 2 (advocacy, awareness and commitment): When Member States 
produce national reports on alcohol consumption and alcohol-related harm, progress 
towards equity must be measured and reported. 

• Action Area 5 (Knowledge production and information systems): When Member 
States collect national data on alcohol use and harm, an equity lens must be built into 
the data collection process. Knowledge production should honour and promote 
indigenous knowledge systems to gather data on alcohol use and harm. In Aotearoa, 
a lack of equity-specific data and knowledge generation has contributed to 
entrenched inequities in alcohol harm (especially between Maori and non-Maori). If 
equity is not measured, then it can’t be improved. 

• Action Area 6 (resource mobilisation): Resource distribution must seek to restore 
power and resources to the people and communities who have been most harmed. 
In Aotearoa, developments are needed to ensure Māori have control over the 
strategies used, and are managing and delivering their own services whilst working 
in partnership with the State. Earmarked funding from alcohol taxes should be used 
to restore such power and resources. 

• Action Area 3 (Partnership, Dialogue and Co-ordination): Indigenous populations 
must be visible in the plan, specifically described as mutual partners with the State. 
They must not be rendered invisible by being subsumed into a list of stakeholders to 
engage in relevant processes.  

b) Prioritise the three ‘Best Buys’ in SAFER to achieve the greatest equity gains 
10. The Health Coalition Aotearoa recommends that the working document needs to more 

clearly highlight, and focus on, the most cost-effective policies to reduce alcohol-related 
harms (and their associated inequities), especially in the section on ‘key areas for global 
action’.  

11. In particular, high-impact actions need to be developed and prioritised by Member States 
that: 
• Increase the price of alcohol 
• Reduce availability of alcohol; and 

                                                      
* The Waitangi Tribunal is a NZ permanent commission of enquiry established in 1975, that makes 
recommendations on claims brought by Māori relating to Crown actions which breach the promises made in 
the Treaty of Waitangi (Te Tiriti O Waitangi) 
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• Restrict the marketing of alcohol. 

12. The above strategies offer the greatest potential to prevent and reduce inequities in 
alcohol-related harm. 

13. We further recommend that the Action Plan should be strongly framed around every 
country implementing the five most effective, science-based interventions, as articulated 
in the SAFER guidance.   

14. The monitoring indicators should include specific metrics of SAFER implementation, and 
countries’ reporting on the implementation of SAFER policies should be supported, 
especially in low- and middle-income countries (LMICs), which currently lack adequate 
resources and are often subject to interference from commercial interests. 

c) Role of economic actors 
15. We are very concerned that the working document lists commercial alcohol industry 

entities (referred to as ‘economic actors’), as stakeholders with equal standing alongside 
civil society and other UN organisations. This is inappropriate, given their explicit conflict 
of interest and long record of opposing effective alcohol policies, not only in Aotearoa New 
Zealand but right across our Western Pacific region and beyond.  

16. The Coalition does not support the alcohol industry being included as an ‘equal’ with non-
commercial interests. Industry should be addressed in a separate section with due regard 
to their conflict of interest with respect to public health. For example, the structure of the 
action statements includes a role for economic operators as if they are equivalent to other 
non-state actors. Health Coalition Aotearoa does not support this. 

17. In 2018, the report of the New Zealand Government Inquiry into Mental Health and 
Addiction noted the role of commercial actors and stated the following4: 

Despite alcohol’s harm, New Zealand has a normalised heavy drinking culture that, by 
and large, does not recognise current alcohol use as a crisis. Strong vested interest 
groups have incentives to resist change. We see parallels with tobacco control and 
smoking, and believe a similar approach will be needed to tackle the harmful use of 
alcohol. 

18. In 2018-2020, the New Zealand Government commissioned an independent review into 
the health system to determine recommendations for system-level changes that would be 
sustainable, lead to better and more equitable outcomes for all New Zealanders and shift 
the balance from treatment of illness towards health and wellbeing. The final report noted 
the following with regards to the commercial drivers of ill health:5 

Faced with growing challenges from NCDs, the Review is clear that there is a need for 
much more concerted action at national, regional and local levels to address the 
commercial determinants of health. 

19. The Health Coalition Aotearoa strongly believes that international plans and strategies 
can provide countries, such as Aotearoa, the explicit provision and mandate to address 
the commercial determinants of health.  

20. The Coalition does not support action statements being framed as invitations to 
commercial operators to act against their own commercial interests by voluntarily 
adopting effective strategies to reduce consumption and harm; for example, to eliminate 
marketing and promotion of drinking. This does not represent evidence-based 
intervention. Equally, we are also concerned that civil society actors are “invited” to 
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provide all proposed monitoring and countering of industry influence, which we see as 
part of any global action.  

21. Role of commercial actors in funding research: The Coalition notes the working 
document’s reference to economic operators ceasing funding research for lobbying 
purposes. We strongly believe that this needs to be stronger and clearer or it will be seen 
as an opportunity instead to increase sponsorship of activities that encourage ineffective 
interventions. That is not acceptable. We recommend that a better approach would be to 
provide guidance to civil society and academia not to enter into formal or informal 
partnerships with industry and explicitly state that alcohol industry funding should not be 
accepted. 

22. Further, in the absence of a legally binding health treaty (discussed next), Member States 
should be encouraged to adopt measures to increase transparency of commercial 
influence in policy making. Member States could be advised to: 
• Develop explicit agreements or protocols regarding engagement with commercial 

stakeholders on alcohol policy issues; 
• Monitor media coverage of industry-related issues as well as industry websites; 
• Identify state-funded organisations and activities sponsored by those with alcohol 

industry interests; 
• Develop and implement regulations that require commercial operators to submit 

sales data as well as marketing data; and 
• Develop ‘cooling down” or “revolving door” legislation to ensure high-level political 

insiders can’t simply shift straight into jobs lobbying the government (and vice versa). 

d) Only a legally binding treaty will meaningfully reduce the influence of commercial 
interests in policy making 

23. The working document states: “Alcohol remains the only psychoactive and dependence-
producing substance that exerts a significant global impact on population health that is 
not controlled at the international level by legally-binding regulatory frameworks”, as did 
the 2018 Global Status Report. 

24. The Coalition believes a stronger global plan and a legally binding framework, akin to the 
Framework Convention on Tobacco Control (FCTC), are urgently needed to support 
individual member states to withstand the industry’s opposition to regulation, and to 
prioritise action on alcohol, as has been advocated previously.  

Other comments 

25. The Coalition supports broadening of the section ‘Setting the Scene’ to include the current 
projections of increases in consumption and harm6, and the corporate strategies of 
transnational alcohol corporations, including their targeting of LMICs to achieve sales 
growth. Unregulated alcohol marketing on digital platforms is also an influential part of the 
commercial environment in which this plan will be operating, and should be included. This 
is a challenge which highlights the need for action to be truly global. 

26. Normalisation of alcohol use: Health Coalition Aotearoa would like to see the Working 
Document recognise the many cultures (whether based on ethnicity, religion, age or peer 
group) who have not normalised use of alcohol. In cultures and societies where alcohol 
is used, this has often traditionally been small scale home production that is now being 
replaced by commercial alcohol and aggressive marketing by transnational corporations, 
leading to increased consumption and harm. Especially in LMICs, this is placing huge 
burdens on governments and NGOs, through social and health services and systems. 
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27. More regular reporting on implementation: The Coalition is concerned about the lack of 
specific time periods for review and reporting of the implementation of the Action Plan. 
Given the importance of intergovernmental collaboration to reduce alcohol harm, we ask 
that the Director-General be requested to report to the World Health Assembly biennially 
on the progress of implementing the Global Action Plan. This should include any 
challenges faced by Member States and the nature and extent of collaboration between 
UN agencies.  

28. In addition, prior to the review of the Strategic Development Goals in 2030, a progress 
report and recommendations for the way forward for alcohol policy should be submitted 
to the WHO governing bodies in 2028. 

29. We also support an increase in resourcing of the WHO Alcohol and Drugs Unit from 
member states to progress harm reduction and health equity with respect to alcohol.  

30. Health Coalition Aotearoa thanks WHO for the opportunity to submit to this consultation. 

 

info@healthcoalition.org.nz    3 December 2020. 
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