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Purpose of the Toolkit 
This Toolkit is a compilation of information and resources developed for CAYAD sites over a number of years. 

This is a work in progress and is designed to be updated or added to, as new information and needs arise.  

The CAYAD website provides a lot of information and many reports and resources relevant to CAYAD. This 

Toolkit is a small but strategically chosen selection of these resources. 

 

Any comments, feedback or suggestions for Toolkit content will be gratefully received.  Please 

s.j.randerson@massey.ac.nz  

 

August, 2016 

 

 

The CAYAD National Programme 

 

Background 

The CAYAD programme started in the late 1990s with five sites. In 2016 there were 23 CAYAD sites. The 

expansion of the programme has been the result of a number of factors: CAYAD practitioners with 

community credibility, effective community action practice and collaboration at the community level; input, 

co-ordination and support from the National Co-ordination service; support from CAYAD provider 

organisations, funders and champions in positions of influence. 

 

CAYAD has been fortunate to have been regularly evaluated, and this process and impact data has supported 

the ongoing resourcing of the programme by the Ministry of Health. 

 

There is detailed information on the CAYAD website about the programme and new staff are encouraged to 

go to www.cayad.org.nz 

 

Intention and Rationale for CAYAD Programme 

Health Outcomes  

 Increased community ownership and capability to address alcohol and drug 

related issues  

 Reduced alcohol and other drug related harm  

 Improved health and wellbeing of New Zealanders  

 

CAYAD Programme Outcomes (short to medium term) 

1. Increased informed community discussion and debate about issues related to alcohol and other 

drugs; 

2. Effective policies and practices to reduce alcohol and other drug related harm adopted; 

3. Increased local capacity to support young people in education, employment and recreation  

4. Reduced supply of alcohol and other drugs to young people. 

 

 

 

 

mailto:s.j.randerson@massey.ac.nz
http://www.cayad.org.nz/
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Population Served 

CAYAD sites serve high need communities in their local region. 

 

As a national programme, CAYAD contributes to the following population outcomes:  

• New Zealanders live longer, healthier and more independent lives 

• Maori live longer, healthier and more independent lives 

• New Zealanders have equitable health status 

 

In relation to these outcomes, the Ministry of Health monitors specific population indicators: 

• Hazardous drinking score (AUDIT) in past-year drinkers aged 15 years and over 

• Age of onset of alcohol and drug use 

 

Rationale  

It is widely acknowledged that alcohol and other drug use by young people in New Zealand is a major 

issue impacting the health, education and future employment prospects of young people.    

The National Drug Policy 2015 to 2020 (Inter-Agency Committee on Drugs, 2015) identifies that the 

early use of drugs and/or alcohol may interrupt important neurological processes and natural brain 

maturation, and is a predictor for ongoing problems, including substance use and dependence.  One of 

the key objectives of the National Drug Policy is to delay the uptake of alcohol and other drug use by 

young people.  

Over recent years the Government and crown agencies have highlighted the reduction of alcohol and drug 

related harm in youth as a priority in a number of policy processes: 

 The National Drug Policy 2015 to 2020 

 The Government’s Drivers of Crime initiative (2009) has reducing alcohol related harm as one of 

four key priorities; 

 The Law Commission’s (2010) report ‘Alcohol in Our Lives: Curbing the Harm’ outlines a range of 

evidence based strategies to reduce harm from alcohol;  

 The Prime Minister’s Youth Mental Health Project 2012 notes that drugs and alcohol play a very 

important role in youth mental health (New Zealand National Party, 2012);  

 The Prime Minister’s Chief Science Advisor, Sir Peter Gluckman’s report ‘Improving the 

Transition: reducing social and psychological in adolescents’ (2010) calls for stronger measures 

to restrict access of young people to alcohol and other drugs. The report charts the adverse 

impact of both alcohol and cannabis on young people’s development.  

 

The high level of harm and problems associated with youth alcohol and other drug use is strongly supported 

by New Zealand research evidence.  Key findings concerning young people and alcohol include: 

 The Ministry of Health’s 2004 Alcohol Use In New Zealand survey (Ministry of Health, 2007)  

found that 54% of 18 to 24 year old drinkers consume large amounts of alcohol on a typical 

drinking occasion (more than six drinks for males and more than 4 drinks for females), 

compared to 25% of the general population.  

 In a study of school students in 2007, 72% of students had tried alcohol and the majority of 

students (61%) currently drank. About one-third (34%) of students reported they had engaged 

in binge drinking (5 or more drinks within 4 hours) in the last four weeks (Adolescent Health 

Research Group, 2008). 
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 A recent national alcohol survey by the SHORE Whariki Research Centre (unpublished) 

highlighted that since 1999 when the minimum legal purchasing age for alcohol was lowered 

from 20 to 18, the proportion of young people drinking heavily has sharply increased - 

particularly for under 18 year olds: 

 

 

 

 

 

 

 

 

 Alcohol consumption by young people is associated with motor vehicle crashes, injuries, deaths, 

poisonings, crime, violence, mental health problems, sexual risk-taking (Fergusson et al. in 

Gluckman, 2010), including unsafe and unwanted sex (Adolescent Health Research Group, 

2008).  

 Motor vehicle crashes are the leading causes of death among young people. In New Zealand 

23% of students reported that at least once during the last month they had been driven by 

someone who had been drinking (Adolescent Health Research Group, 2008).  

 With regard to addressing alcohol related harm, there is particularly strong evidence of effective 

policy approaches including increasing excise tax, reducing availability and youth access to 

alcohol, raising the purchase age, reducing blood alcohol limits and enforcing drink drive laws, 

restricting or banning alcohol marketing (Babor et al, 2010), and reducing density of liquor 

outlets (Connor et al, 2010; Huckle et al. 2008). 

 The research evidence supports a community action approach to reducing alcohol related harm 

(Babor et al, 2010). 

 

Key research findings concerning young people and other drug use include: 

 The NZADUS showed that cannabis remains the most widely used illicit drug in New Zealand 

(Ministry of Health, 2010).   

 By 21 years, about 80% of young people had used cannabis, with 10% developing heavy 

dependent use (Fergusson et al in Gluckman, 2011) 

 Young people aged 18-24 years consumed the highest levels of cannabis and are thus most at 

risk of adverse consequences (Ministry of Health, 2010).  

 One in six past-year users of cannabis reported that their use had an impact on at least one of 

the following: their financial position; friendships or social life; home life; work, study or 

employment opportunities; learning difficulties; and legal problems (Ministry of Health, 2010).  

 In reviewing the relationship between cannabis and mental health, Fergusson and Boden found 

mounting evidence suggesting heavy cannabis users have increased rates of depression, anxiety 

and suicidal thoughts, with these risks being greater for adolescent users. They also found 

cannabis use to be associated with increased risks of psychosis/psychotic disorders (Chapter 20, 

Gluckman, 2010).  

 Brain injury research has shown that frequent heavy users of cannabis experienced marked 

changes in brain functioning and neuropsychological performance (Gonzalez, 2007).  A New 

Zealand Study of adolescents who used cannabis more than once a week reported ‘significantly 

 

Proportion of young people  
consuming 6+ drinks per occasion by age group: 

 

  1995 2004 2011 

 14-15 year olds:   14%  25%  

 16-17 year olds:   25%  36%  42% 

 18-19 year olds:   31%  40%  37% 
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poorer performance on four measures of cognitive function reflecting attention, spatial working 

memory and learning’. (Harvey at al., 2007).  

 A recent New Zealand case control study reports that long term use of cannabis increases the 

risk of lung cancer in young adults.  The risk of lung cancer increased nearly six times in the one-

third of young people who smoked most heavily (Aldington, Cox, Beazley et al., 2008).  

 Cannabis continues to be ‘easy’ or ‘very easy’ to obtain, as reported by frequent drug users 

(Wilkins et al., 2011).  

 Particularly in some rural communities in New Zealand, cannabis use is endemic and is 

supported by a green economy where cannabis is cultivated as a cash crop to provide a primary 

or supplementary income.  

 Regarding harder drugs, the 2007/08 NZADUS indicated 2.6% of the population used Ecstasy in 

the past year, and 2.1% used amphetamines other than Ecstasy (including ‘P’, ‘meth’, ‘ice’ 

‘speed’).  Use of both types of drugs was highest in 18 to 24 year olds (Ministry of Health, 2010). 

 Both Ecstasy and Methamphetamine were reported as easy or very easy to obtain by frequent 

drug users in Auckland, Wellington and Christchurch (Illicit Drug Monitoring System report, 

Wilkins et al., 2011). 

 Notably the use of Ecstasy continues to increase in NZ (Wilkins et al., 2011).  

 There is an entrenched market for methamphetamine in New Zealand, although use by young 

people under 20 is not common (Wilkins et al., 2011). 

 The 2007/08 NZADUS indicated that 30% of people who had used amphetamines in their 

lifetime reported they had experienced a harmful effect from their usage.  The most common 

harmful effects were on friendships and social life (22.5%), home life (20.0%) and financial 

position (17.1%) (Ministry of Health, 2010). 
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A public health approach 

 

Public health promotes and protects the 

health of people and the communities where 

they live, learn, work and play. It focuses on 

entire populations rather than individuals. 

These populations can be as small as a local 

community or as big as an entire country or 

region of the world. 

CAYAD aims to introduce prevention 

measures that will be of benefit to the whole 

community. In public health the impact on 

the health of people most at risk of harm is 

just as important as how wide the effect will 

be for the whole population.  

The triangle below shows the focus of CAYAD activities for the whole population, for those at risk and for 

people already affected by the problem:  

 

An example of a population 
approach at a national level is the 
recent lowering of the drink 
driving (blood alcohol) limits. This 
led to immediate reductions in 
alcohol consumption.  A few years 
ago, the zero-alcohol limit for 
youth led to immediate reductions 
of close to 50% in both drink 
driving and crashes amongst 
young people.  

 
The evidence for this solution has 
been clear for many years, but 
public pressure was important to 
ensuring the issue also became a 
priority for the government.   

So in CAYAD, we have a responsibility to raise community awareness of solutions that have strong supporting 
evidence, and to help the public generate well-informed submissions that will support effective policy 
change.  

We also need to take a population-focused approach in our local communities.  You might start with the 
main places where larger numbers of people in the community get together, like local sports clubs and sports 
fields. What could be done there to minimise the exposure of young people to excessive drinking and drug 
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taking?  Could more effort go into providing good kai, games and competitions that make it a more family-
centred place, and less drinking-centred? Could the families and parents agree not to give drinks to anyone 
under 18?  Later at night, how could you minimise harm? Could there be a roster of sober drivers and a van 
to get people safely home?   

Public health organisations 

Each District Health Board has a Public Health Unit responsible for a large share of public health activity.  In 
addition more than 200 non-government organisations (NGOs) that receive health funding. These providers 
include:  

 Public health organisations that provide public health services for the general population  
 Maori governed and managed services that provide public health services specifically for Maori or 

for the general population 
 Pacific governed and managed services that provide public health services for Pacific people 

What does the public health sector do? 

The public health sector ensures that potential risks to the health of the population are monitored, managed 
and promoted by: 

Health protection - largely led by Public Health Units 
 Monitoring our environment to ensure risks to the health of the public are managed  
 Licensing organisations and premises as required by regulation  
 Enforcing public health legislation, including investigating complaints and taking appropriate action  
 Planning for emergencies, so that if one does happen things can swing into action without delay to 

protect community health  
 Providing environmental advice for the Government and local bodies on an ‘as required’ basis 
 Advocating for health policy change at national, regional and local levels  
 Being involved in policy development at national, regional and local levels  
 Raising public awareness of health issues  
 Developing and managing population-based screening programmes 

Health Promotion 
 Working with communities and the wider health sector to develop and establish public health 

programmes 
 Assisting schools with the implementation of the Health and Physical Education curriculum and the 

development of a health promoting environment 
 Working with the media on public health issues – interviews, press releases, talk-back radio 

programmes 
 Advocating for policy change at national, regional and local levels  
 Promoting the development of physical and social environments that will support good health  
 Developing and distributing resources – pamphlets, posters, videos, newsletters, teaching kits, 

interactive websites  
 Training professionals, community workers and educators 

http://www.health.govt.nz/new-zealand-health-system/key-health-sector-organisations-and-people/non-governmental-organisations
http://www.publichealthworkforce.org.nz/public-health-organisations-profile_121.aspx
http://www.publichealthworkforce.org.nz/public-health-context-healthcare-system.aspx
http://www.maorihealth.govt.nz/
http://www.health.govt.nz/our-work/populations/pacific-health
http://www.health.govt.nz/our-work/preventative-health-wellness/screening
http://www.publichealthworkforce.org.nz/Do-Public-health-programmes-work_147.aspx
http://www.publichealthworkforce.org.nz/Do-Public-health-programmes-work_147.aspx
http://www.publichealthworkforce.org.nz/Community-Health-Worker_158.aspx
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A Community Action Approach 

To reduce harms from alcohol and other drugs, CAYAD uses a community action approach to engage 
communities in addressing the conditions and environments in which young people live that increase the 
risk of their harmful use of alcohol and other drugs.  This includes addressing local and other policies and 
practices, supporting community action to reduce supply of alcohol and other drugs, and facilitating 
community and system level changes that expand positive opportunities for young people.   
 
Evidence on reducing harm from both alcohol and other drugs highlights the importance of multi-
component strategies and utilising a community action approach.  There is good evidence to support 
effectiveness of community action on alcohol (Babor et al 2010).  
 
There is also emerging evidence on community action on illegal drugs.  A recent international review found 
that broad based, theory-driven community-based programmes can delay initiation of both alcohol and drug 
use by young people, as well as having wider positive effects beyond drug and alcohol use.1 
 
While there is limited research on community action on illicit drugs, key authors in the field assert that the 
findings from research on community action on alcohol and tobacco can be applied to other drugs2  
   
Community Action  

In developing strategies and activities for community action it is vital that all CAYAD staff are familiar with a 
community action approach. In addition, planning must ensure that CAYAD projects: 

 target systemic change – in policies, environments, structures, systems and/or practices 
 are sustained over time 
 have a specific focus (e.g. on alcohol and other drugs) 
 draw on evidence – combining research, cultural evidence and local evidence from communities 
 are well coordinated, including outcomes plans, action-reflection and evaluation 
 are collaborative – involving selected strategic partners across multiple levels and sectors. 

 
 
 
 
 
 
 
 

 
 
                                                           
1 Drugs and Public Policy Group 2010 
2 Miller et al 2009, Holder 2009. 
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Key Elements of Effective Community Action 
 Engages selected organisations and stakeholders who work together on the 

issue/project 
 Emphasis is on changing underlying organisational policies, practices, social norms  
 Focus on changing structures and systems means that change can be sustained 

without on-going effort by stakeholders  
 Is guided by and largely limited to activities/ strategies based on research evidence, 

local and cultural knowledge 
 Implementation is based on “best practice” but allows for innovation 
 Specific measurable research based outcomes 
 May focus on a geographic community or ‘communities of interest’  
 Encourages engagement in political processes so issue is on policy agenda  
 Focus is on specific issue (e.g. illicit drugs) and problem often defined by 

government department/ funder 
 A paid co-ordinator specific to the project is important to sustainability and 

effectiveness 
 A plan of action with short and long term outcomes formally monitored and 

evaluated 
 On-going research evidence contributed to the project e.g. action research/ 

formative evaluation  

 
 

A multi-component approach is needed to reduce drug related harm to young people.   A focus on only one or 
two areas of activity (e.g. sport or youth development) does not constitute effective community action3. 
 
The range of strategies used for effective community action includes: 

 Building effective partnerships amongst selected key stakeholders to ensure sustainability 
of CAYAD supported strategies 

 Supporting community participation in local Council alcohol plans 
 Supporting communities to make submissions on national alcohol and other drug policy 
 Supporting local communities to develop effective alcohol and other drug policies and 

practice – e.g. sports clubs, marae, schools, workplaces etc.; 
 Advocating for community-based policies and initiatives that promote belonging/connecting 

opportunities for young people 
 Encouraging development of appropriate support systems and youth development 

initiatives for Maori and non-Maori youth  
 Raising awareness of the need for school and community based early intervention for young 

people experiencing alcohol or other drug related harm 
 Fostering inter-sectoral approaches involving health, education, police and social services to 

reduce youth alcohol and drug-related harm and manage incidents 
 
                                                           
3 Greenaway and Witten (2006) 



Section 2: Community Action Page 12 

 Mobilising resources so that communities and whanau are supported to facilitate their own 
learning, discovery and action based responses. 

 Publicising of positive achievements by local communities, including young people  
 Organising mass media coverage of community strategies to reduce drug related harm and 

promote the wellbeing of young people  
 Advocating with education and industry stakeholders for increased, relevant employment 

and training opportunities for young people 
 Supporting communities who choose to explore economic development opportunities 
 Advocating for diversion and community sentencing programmes for young people involved 

in illicit drug offences. 
 
Ministry of Health requirements for CAYAD sites  
 
Needs Assessment 
Sites will assess community needs periodically and consult with appropriate stakeholders to identify issues 
for the community in relation to alcohol and other drugs and the harms they cause.   
CAYAD projects will be informed by the results of the needs assessment and will focus on a range of projects 
that address both alcohol and other drug related issues. 
 
Action Plan 
Sites will develop a 12 month action plan on the CAYAD Action Plan template provided by the Ministry of 
Health that specifies what activities will be undertaken for the CAYAD projects and where these activities 
align to National CAYAD RBA Activities.  
 
Reference Group 
A Reference Group made up of representatives of key stakeholder groups will meet quarterly to provide 
support and guidance to assist the CAYAD staff in leading the project.  Reference Group membership should 
be identified by CAYAD coordinators in consultation with their manager. 
 
Community Action Fund 
The CAYAD community action fund (CAF) of $5,000 per contracted FTE per annum will be allocated as per 
the provider’s CAF policy to priority community action projects that are clearly linked to the CAYAD 
objectives.   The CAYAD Co-ordinator/s should be enabled to easily access this funding to support CAYAD 
activities   
 
Evaluation 
Sites will undertake regular evaluative activities to reflect on and improve the effectiveness of the projects.   
 
National Coordination 
CAYAD sites provide one representative per region for the National CAYAD Advisory Group (NCAG), to help 
support regional and national co-ordination, capability and networking.   CAYAD managers and staff engage 
constructively with the CAYAD National Co-ordination Team (NCT) and National CAYAD Advisory Group 
(NCAG) representatives. 
 
August, 2016 
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Part A:  Needs Assessment 

Purpose 

This is undertaken to help build a picture of your community, identify any specific issues and 
priorities (both general and drug-related (including alcohol) that will contribute to informing 
your project of priorities and potential strategies. This should help provide direction for your 
Action plan.  

It can also help build networks and awareness-raising of your project. It should look not just 
at needs and gaps but also strengths and community visions for the future. Feeding the 
information back to the community for discussion in a community forum/workshop and/or 
report will also help mobilise local community support and action on specific initiatives.   

Avoid ‘paralysis by analysis’! You don’t need a long and technical research project detailing 
exact statistics on every type of drug harm; the aim is to identify the known issues that are 
priorities for the community and move into action on these.  It helps to have a short time 
limit (e.g. 2 months). 

 

Step 1: Describe your local community context 

Develop a brief background history of the area and any unique or special characteristics 
(often included in local Council reports – ask your local librarian).  Also include key 
demographic information (ethnicity, income, employment, education levels, (usually 
available from your local City/District Council or Stats NZ website. 
 

Step 2: Identify CAYAD specific issues and opportunities 

Using the questions below, interview your reference group (or try the Post Box activity with 
them; see next page) and other key staff in local organisations i.e. school principal/school 
guidance counsellor, youth and DHB public health workers, iwi services, marae, social 
services, police, local clubs and licensing inspectors.    

 
Alcohol and other drugs - key questions: 
1. What alcohol and other drug related harms are having the biggest impact on wellbeing 

in your area?  
2. Who is being affected? Who is suffering the most harm? What is happening for more 

vulnerable people/communities?  
3. Why?  What local factors are contributing most to the problems? 
4. Strengths: What local factors are protecting young people from harm from alcohol and 

other drugs?  
5. Policies: Ask key organisations such as schools, marae, clubs, police, (even major 

employers) about their policies and practices regarding drugs and alcohol. 
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Include additional information/data where easily available:  
o Local police data on drug and alcohol apprehensions 
o Local school data on drug suspension/stand-downs, or truancy data 
o Local alcohol and drug service/mental health service general information re young 

people seen – issues  
o Recent media (over last year or so) items re important community issues relating to 

young people, especially with regard to alcohol and drugs 
o Use national surveys to get a general indication of what percentage of people are 

using drugs/alcohol and levels of problems experienced but put it alongside local 
knowledge and issues for discussion of how it fits the local picture. 

 
Education, employment and recreation – key questions: 

1. What are the needs for young people in education, employment and recreation? 
2. Who is most at risk of poor outcomes in education, employment or recreation?  
3. Why? In what circumstances are they having difficulty or disengaging? What 

opportunities or activities are lacking? 
4. Strengths:  When are people staying engaged and succeeding? What factors are 

supporting them to achieve?   
5. Policies:  Ask key organisations such as local councils, iwi organisations and youth 

networks what policies or strategies they have to support young people to succeed.  

 
Include additional information/data where easily available:  

o Any relevant reports or plans available from local Councils, Safer Community 
Councils on youth strategies, employment, crime, education, or numbers of young 
people not in school or training.    

o Stock-take of local services and amenities for young people (eg social/helping 
agencies, health, educational, recreation)  

o Informal simple surveys at public events/shopping centres asking young people 
questions such as:  What do you like about living here?  What’s not so good about 
living here?  What would make it better? 

 

Step 3: Deciding: What will you work on? 

Your needs assessment could find several competing issues or opportunities to be 
addressed. To help you and your stakeholders decide where to begin, you can:  

1. Ask your stakeholders which issues (and opportunities) are most important  
A short survey is a good way to ensure the priorities of each of your stakeholders are 
heard.  List the key issues and ask your stakeholders to each rank each as high, 
medium or low.  Repeat the exercise for the opportunities.  The results can be 
discussed as a group.   
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2. For each priority relevant to CAYAD, ask:  
o Will it make the community significantly better off (especially young and 

vulnerable people), if this priority is successfully addressed?  
o Is it a high priority for your community and stakeholders? 
o Is it practical to address this priority with the resources you (and your 

stakeholders) have?  

This will help you either make a decision, or confirm that first you need to find further 
information about the issues raised.  

 

 

Post Box Exercise  

This tool is a creative and fast way to identify local needs and 
to decide on priorities:  

1) Develop three to five key questions 

2) Post the questions around the room or use a data 
projector 

3) Hand each participant post it notes – one post it for 
each question 

4) Ask them to write their answers to each question 

5) Tell participants to post their answers beside each 
question 

6) Divide participants into as many groups as there are 
questions 

7) Participants then collate the answers and present them 
on a large sheet of paper in a visual format 

8) Share findings with the whole group. 
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Part B:  Planning your project  

The Results Based Accountability method of planning a project, developed by Mark 
Friedman, involves seven simple questions.  This guide to planning your project will help you 
answer each of these questions and to develop your action plan.  

 

For CAYAD, we recommend developing an overview of your project at the start. This helps 
you to explain in brief the nature of your project and what you are aiming to achieve.  

Project Description 

Answer these questions to describe your project’s objective, which you can enter directly 
into your CAYAD Action Plan:  

Project Title  
 
1. Who is the project 
designed to reach (target 
group)?  
 

 
 
 
 

2. What need, issue or 
concern does your project 
address? 
 
 

 

3. How will your target 
group be better off as a 
result of your project?  
 

 
 
 
 
 

Seven “performance accountability” questions - RBA 

Q1. Who are our clients? (Customers/Client groups) 
Q2. How can we measure if our clients are better off? (Customer/Client results) 
Q3. How can we measure if we are delivering services well? (quality measures) 
Q4. How are we doing on the most important of these measures (Baseline Data 

and Story) 
Q5. Who are the partners that have a role to play in doing better? (Partners) 
Q6. What works to do better including no-cost and low-cost ideas? (What 

works) 
Q7. What do we propose to do? (Action Plan) 
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Example Project Objective:   
This project is for …..    
 
It is designed to address the issue of…. 
 
As a result of this project …. 
 
 
 
 

 

Identify relevant or influential stakeholders  

With a community action approach it is important to strategically select your key 
stakeholders. CAYAD sites seldom have the capacity to work with everyone in their 
communities, so giving thought to the key influencers and major stakeholders is essential.  

Stakeholders may be: 

• those that can best influence a positive outcome for the project  
• those served by the project 
• those involved in the implementation of the project 
• intended users of the evaluation findings such as policy makers, funding agencies, 

community groups, other health and social services 
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Stakeholders for your CAYAD Reference Group or project 
• CAYAD projects work best when they involve people who can bring wide-reaching changes to communities.  These might be changes to systems 

(like youth justice systems) or community institutions (like schools, marae, sports clubs).   
• CAYAD reference groups need to involve the right people, who work in areas that our projects are targeting.  We need to keep them engaged and 

use their strengths, networks and influence to help our projects move forward.  Facilitation of the reference group by CAYAD can also strengthen 
relationships and action between the stakeholder organisations.  

• The activity below will help you assess whether you have the people you need on your reference group or supporting your CAYAD projects.   
 
Activity: Identifying Stakeholders 
Different people can help with different things. To achieve CAYAD outcomes, list the key stakeholders you need for: 

 
 

Advocacy:  Who can effectively 
promote the actions/changes needed 
at different levels? (e.g. politically, or 
within local networks/organisations) 

Delivery: Who can access the people 
or resources needed to deliver 
project activities?   

Positive publicity: Who can put your 
projects in the spotlight, and increase 
a project’s credibility?  

Ongoing support: Who can 
fund/authorise or continue /expand 
your projects? 
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Identify environmental and contextual factors  

Environmental and contextual factors can also impact on the success of your project. Often 
there is little or no control over these factors. These can be local or national/regional.  
 
Local factors may include: 

• Similar initiatives sponsored by other agencies 
• Social norms & conditions that either support or hinder the achievement of 

outcomes – e.g. local attitudes, policies or practices 
 
Regional/national factors may include: 

• Government policies that support or hinder your activities  
• Socioeconomic factors of target population 
• Motivations and behaviour of target population 

 
You will also have beliefs/assumptions about the way you think your project will work. Some 
examples of assumptions are: 

• Funding will be secure throughout the project 
• Because we teach information, it will be adopted and used in the way we intended. 
• People will be motivated to attend training sessions 
• Staff with the necessary skills and abilities can be recruited and trained 
• Partnerships can effectively address concerns or reach into areas we cannot 
• Policy adoption leads to behaviour change. 
 

 Remember, inaccurate or overlooked assumptions could be a reason that your 
project did not achieve the expected level of success. 
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Developing project actions:  

The questions below are essential to developing a set of effective actions to achieve your 
project objective, and ensuring the right people or groups are involved.  

1. What is the story behind the issue? What is causing it?  
2. Partners: Who are the partners who could support the development or delivery of 

the project to achieve its objectives? 
3. What works to address this issue, including no-cost or low-cost ideas? (Common 

sense ideas and research where available)?   

Question 3 is essential because evidence needs to inform your ideas about the way in which 
your programme will work. You need to consider the following: 

• Theoretical knowledge from prior research 
• Effectiveness of an existing programme 
• Local knowledge 
• Cultural knowledge 
• Expert knowledge  

 

Developing project actions 
 
What is the story behind 
the issue? What is 
causing it?   
 
 
 

 

Partners: Who are the 
partners who could 
support the development 
or delivery of the 
project? 
 

 

What works to address 
this issue, including no-
cost or low-cost ideas? 
(Common sense ideas 
and research where 
available) 
   

Tip: Your partners can help you to answer this question, or you 
may need a plan for gathering further evidence or information.  
 

What do you propose to 
do? (Action Plan)  
 
 
 
 
 

List the key actions you will take to achieve your objective* 
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*Make sure you consider actions that address the key elements of the Community Action 
method.  Will your project activities: 

o target systemic change – in policies, environments, structures, systems and/or 
practices? 

o focus on specific results that support CAYAD outcomes? 
o focus on a change that can be sustained over time? 
o draw on evidence – combining research, cultural evidence and local evidence from 

communities? 
o include plans for action-reflection and review? 
o Involve collaboration with selected strategic partners, across multiple levels or 

sectors, and/or does it mobilise the community? 
 

ACTIVITY: Transfer the main actions to your CAYAD Action Plan.  Try to 
keep them in a chronological order, to show your step-by-step process.  
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Part C: Monitoring and Reporting on CAYAD Projects  

1. Introduction 

Purpose  

There are three fundamental reasons for using RBA and other methods to develop and 
monitor CAYAD projects: 

(1) To ensure our activities are clearly aligned to relevant results.  
(2) To monitor how well our projects are working – in order to decide whether or not a 

project should be continued, expanded, dropped, or improved.   
(3) To report our efforts and results to the Ministry of Health. 

 
RBA Reporting  

CAYAD sites submit a report on their projects every six months using the RBA process. The 
RBA report helps us to understand three things: 

o how much work we are doing (effort) 
o how well we are doing that work  (quality) 
o whether our effort is helping us to achieve our intended results (impact). 

 
RBA is a simple method of reporting, because it focuses on recording just a few carefully 
selected numbers about your project (quantitative results).  Only the most relevant 
measures of effort, quality and impact are selected.  These measures (sometimes called 
indicators) are like lights on a car dashboard.  This is useful for CAYAD providers and for 
reporting to the Ministry of Health because it: 

o gives a clear picture nationally of the kind of activities CAYAD is undertaking and the 
results we are achieving 

o reduces the need for lengthy written reports 
o clearly highlights the types of activities and results CAYAD coordinators are 

accountable for in performing their roles.  
 
These quantitative RBA measures are limited because they do not say anything about results 
or changes which don’t fit within the specific CAYAD National Measures.  This is why your 
report also asks for a short ‘complimentary narrative’, where you can briefly list other results 
or ‘downstream’ changes that have resulted from your project. For instance, after an alcohol 
and drug policy was introduced in the local sports club, example downstream effects could 
be a shift in drinking practices in the local community outside the club environment, or 
improvements in whanau relationships.   
 
Project Monitoring  

If your RBA indicators show your projects aren’t going as expected, the RBA approach asks 
you to work with your stakeholders to investigate why and what could be done to improve 
the project.  A bit like an engine light coming on in a car telling you that it’s time to take it to 
a garage for a closer look under the bonnet. 
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In CAYAD we are encouraged to try new activities, and so it is also important to look closer 
at your projects when they are going well, to see what we have learned from trying things 
out. Is the new approach better than what we had before, and how will we know? Is it 
better than other options we might have chosen?  
 
This involves regular review of your projects, and gathering data from various sources, and 
making judgements about your project. This practice is called evaluation, and so some tools 
and principles important to evaluation are included in this manual.   

2. Evaluation  

Both the RBA process and other methods of evaluation start from the moment you begin 
planning your project and deciding on your actions, rather than when you look at how 
effective or successful a project has been. 

For more detailed information about evaluation practice in a New Zealand context, and 
evaluation standards, see Appendices B and C.    
 
Evaluation Ethics 

Working in community action involves interacting with a range of groups and individuals to 
develop, implement and evaluate projects. This work requires good ethical practice based on 
the following ethical principles:  

• Show respect for others 
• Minimise possible harm 
• Informed and voluntary consent 
• Show respect for privacy and confidentiality 
• Research adequacy 
• Avoid deception 
• Avoid conflict of interest 
• Ensure social and cultural sensitivity to age, gender, culture, religion, social class of 

participants 
• Promote social justice 
• Provide feedback to participants 

 
While programme evaluation is generally viewed as a low-risk activity these ethical 
principles still apply. Ethical review, when necessary, is conducted by institutional ethics 
committees and Health and Disability Ethics Committees 
(www.newhealth.govt.nz/ethicscommittees) that have been established to review research 
and evaluation. Ethical scrutiny should be proportional to the level of risk of the activity. 
 
For example, participants must be fully informed of the purpose of the evaluation, what is 
expected of them and their rights. Their consent must be gained and findings need to be 
made accessible to participants. It is also important that you discuss with colleagues, 

http://www.newhealth.govt.nz/ethicscommittees
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managers or the National Coordination Team possible ethical issues/concerns at the start of 
your project. Remember, good ethical evaluation practice:  

• Promotes evaluation  
• Develops trust in the quality of information gathered – soundness of evaluative 

conclusions 
• Increases potential of evaluation to make a positive contribution to programme 

improvement. 
 
Ethical Questions  

When planning an evaluation the following ethical questions need to be considered:  

• Who has helped to define the evaluation question(s)? 
• Who will benefit? Who will gain knowledge? 
• Is it relevant? Who says so? 
• Are there clearly defined objectives and an appropriate evaluation design to meet 

the objectives? 
• Who is the evaluator or researcher accountable to? Does this create any conflicts of 

interest? 
• What parts of the evaluation can I safely conduct myself? What evaluation activities 

will need to be completed by someone else? 
• Informed consent? 
• How have the participants been prepared? Information provided, opportunity to ask 

questions? 
• What’s in it for participants?  
• How will any sensitive or confidentially information gathered be protected?  
• In the alcohol and other drug sector, you should establish how you will manage 

information you may be given about illegal activity.  
 

Helpful Hints 

Questions you should ask yourself when making an ethical decision:  

• Have I discussed this with my colleagues, managers or the National Coordination 
Team? 

• Is it legal? Is it safe? 
• Is it the right thing to do? 
• Will this stand the test of public/community scrutiny? 
• If something terrible were to happen, could I defend my actions? 
• Is it balanced and fair? 
• How will it make me feel about myself? 
• Does this choice lead to the greatest good for the greatest number? 
• Have I incorporated expert advice (eg in questionnaire design) to ensure my 

evaluation questions and methods will enable high quality data that can increase 
knowledge? 
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3. CAYAD Reporting and Monitoring Process 

The CAYAD reporting process is based on the RBA ‘7 questions’ approach to performance 
accountability:  

 
Fortunately for us, the National CAYAD Measures (Appendix A) define what we need to 
measure for our projects, including the types of clients we focus on (Q1), and what our 
performance measures are (Q2 and Q3).  

 
Step 1: Choose your measures 
Look at each action in your plan and choose which of the National CAYAD Measures it aligns 
with. Remember, not every action needs to align with one of the measures.  If there are 
other activities or results your stakeholders value very highly, you may include those also 
(see step 2 below).  

 

 

ACTIVITY:  Take out the National CAYAD Measures handout and your 
CAYAD Action Plan.  In the Action Plan, complete the ‘Aligned national 
CAYAD activity’ column next to each action. 

 
 
 
  

Seven “performance accountability” questions - RBA 

Q1. Who are our clients? (Customers/Client groups) 
Q2. How can we measure if our clients are better off? (Customer/Client results) 
Q3. How can we measure if we are delivering services well? (quality measures) 
Q4. How are we doing on the most important of these measures (Baseline Data 

and Story) 
Q5. Who are the partners that have a role to play in doing better? (Partners) 
Q6. What works to do better including no-cost and low-cost ideas? (What 

works) 
Q7. What do we propose to do? (Action Plan) 
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Step 2: What does being better off look like?  

For projects aligned with National CAYAD Measure Two, you will need to report how many 
of the project’s intended outcomes were achieved.  In order to do this, the project group 
must clearly define two things – firstly, what the intended outcomes are; and secondly, the 
point at which you would all agree that the outcomes have been achieved.  

The table below will help you clarify your outcomes, define what success looks like, and 
what data you will need to collect to provide evidence that the project is successful.  

Working with your stakeholders can help you clearly define what success looks like to them 
(the middle box). Try to describe practical changes that you will be able to see or measure in 
some way.  Ask if all the changes need to have happened for the main outcome to be 
‘achieved’, or only some of them?  

Outcome  What success looks like How you will find out 
(Data collection method) 

Example: 
A family friendly 
environment in the rugby 
club  

 
Less intoxication 
More meals and non-alcoholic 
drinks being purchased 
Kuia and kaumatua attending 
Parents and children spending 
time together  

 
Observation 
Manager report/accounts  

 
 
 
 
 

 
 

 

 
 
 
 
 
 

  

 

 

Step 3: Monitoring your project and collecting data  

During the year, you will need to collect data about your activities at regular intervals: 

• Answer Q4: How well is the project doing on the National CAYAD measures? Gather 
data on each measure (see guide to different methods in Part D, and detail on 
analysing any survey data or percentages in Part E, page 44).  

• Gather data for any additional measures you developed with your stakeholders.  
• Review the results with your project group. Work out the story behind the results by 

talking to key people from the project and reviewing project data or reports.   
• Reflect: Is improvement or change needed? Or more investigation?  
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ACTIVITY:  In your Action Plan, for each action that is aligned with a 
National CAYAD Measure, complete the data collection method column.  

Focus on you how you will gather data for the ‘How well’ measures and 
the “Is anyone better off” measures. 

• How will you collect the information? 
• How often will you need to collect it? (for instance, to track 

changes over time) 
 

Try a new tool:  Appreciative Inquiry is a helpful tool for 
monitoring and improving your project. It uses a few simple 
questions (see page 18) that you can work through with your 
stakeholders or project team on a regular basis.   

 

 
Step 4: Take action 

• Record the results in your CAYAD report template.  
• Work through the RBA questions 5 to 7:  

Q5. Who are the partners that have a role to play in doing better?  
Q6. What works to do better including no-cost and low-cost ideas? 
Q7. What do we propose to do?  

• Add any new actions to your Action Plan and/or revise the previous activities.   
• Alternatively, if the project is no longer worth pursuing, you may exit the project.  

 
Step 5:  Deeper Evaluation 

Using additional methods to evaluate your project can provide a fuller understanding of the 
benefits of your project and the challenges it encountered.  This can help with:  

• identifying ways to improve the project  
• describing other results produced by your project, to include in the complimentary 

narrative boxes in your CAYAD report   
• making decisions on whether to continue, stop or expand a project 
• identifying key learning to share with others, including funders, community 

members or other CAYAD sites. 

Two creative ways to monitor progress towards achieving outcomes are Appreciative 
Inquiry and the Most Significant Change Technique. These are outlined below.  
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Appreciative Inquiry  

The Appreciative Inquiry Process (AI) developed by David Cooperider is a creative way to 
review, reflect, design and implement initiatives using a positive approach. The whakatauki  
“Me hoki whakamuri, kia ahu whakamua, kaneke”  “looking backwards to the future”  - we 
must reflect back to what has been in order to improve, evolve and move forward - fits with 
the discovery phase of AI.  

The ‘4D’ Appreciative Inquiry Model  

Using the 4D model can help reflect on and monitor your current CAYAD work as well as 
imagining or dreaming what else can be achieved.  

Discover: What are the images and activities at play when your CAYAD work is at its best? 

Dream: What might be possible with respect to our CAYAD work if we were to imagine a 
future, ideal community? 

Design: What are the most compelling actionable ideas and how might we put them into 
use? 

Destiny: What will we actually do to bring about the change we envision? How will we 
track and monitor our progress? 
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Most Significant Change Technique (Dart, J. 2008) 

To access the Most Significant Change Technique Manual go to: 
http://www.mande.co.uk/docs/MSCGuide.pdf 

 

 

Most Significant Change (MSC) stories can be used to describe programme experiences, 
perceptions and outcomes. Programme participants make sense of the events/experiences 
after they have happened. MSC stories do not stand alone, but contribute to the overall 
evaluation by providing narratives in participants’ voices that illustrate change. A ranking 
and discussion process enables the most significant stories to be selected, what the stories 
demonstrate and what meanings they hold.  

The purpose 

There are several reasons why a wide range of organisations have found MSC monitoring 
very useful and these include the following. 

1. It is a good means of identifying unexpected changes.  
2. It is a good way to clearly identify the values that prevail in an organisation and to 

have a practical discussion about which values are the most important. This happens 
when people think through and discuss which of the SCs is the most significant. This 
can happen at all levels of the organisation. 

3. It is a participatory form of monitoring that requires no special professional skills. 
Compared to other monitoring approaches, it is easy to communicate across 
cultures. There is no need to explain what an indicator is. Everyone can tell stories 
about events they think were important. 

4. It encourages analysis as well as data collection because people have to explain why 
they believe one change is more important than another.  

5. It can build staff capacity in analysing data and describing impact. 

http://www.mande.co.uk/docs/MSCGuide.pdf
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6. It can deliver a rich picture of what is happening, rather than an overly simplified 
picture where organisational, social and economic developments are reduced to a 
single number. 

7. It can be used to monitor and evaluate bottom-up initiatives that do not have 
predefined outcomes against which to evaluate. 

Why stories? 

• People tell stories naturally 
• People remember stories 
• Stories can carry difficult messages 
• Stories provide a rich picture 
• Stories provide a basis for discussion  

MSC stories can help: 

• Identify unexpected changes 
• Capture the voice of those the project is targeting (the participants) 
• Analyse data 
• Facilitate stakeholder engagement 
• Encourage reflection 

MSC steps 

• You will need to think about stories that will show the changes/differences/impacts 
that your project has had at whatever level (individuals, community, policy) 

• Your action plan will show the interventions and changes (outcomes) you expect 
your programme to achieve – these are the domains of change which can be:   

o Changes in the quality of people’s lives 
o Changes in the nature of people’s participation in activities 
o Changes in the sustainability of people’s organisations and activities 
o Any other changes  

• Once you have identified the domains of change, the next step is to decide how 
often you will collect MSC stories (once a month, three monthly, six monthly). 
Usually at the start of a new project you would collect stories every month for the 
first few months and then spread the collection of stories out. It all depends on the 
length of time you have allocated for your project.  

• Now you are ready to go out and collect MSC stories. It is fairly standard to start 
with one open-ended question:  

Looking back over the last month, what do you think was the most significant 
change that resulted from the CAYAD activities in your community and why is 
this significant to you?  
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• Once you have collected the MSC stories it is time to begin the analysis. Everybody 
(key stakeholders, programme staff) reads the stories and assigns stories to domains 
of change. Then there is an in-depth discussion about which story/ or story to 
choose in each domain that represents the most significant story of all.  

• It is important to let people who have provided stories know about the process and 
which story/stories were selected as most significant and why. 

• Keep all stories on record as you may want to do quantify how many stories focused 
on a similar theme. This can be useful if you have collected a lot of stories.  

 

Ethical considerations  

It is important to get informed consent from story tellers and you need to let them know 
how the story will be used and whether they want to be named or not. You may also need to 
consult with others involved in the story to obtain their consent. If children under the age of 
16 years are involved you will also need to get parental consent.  
 

ACTIVITY: Telling and selecting MSC stories   

 
1. Turn to your neighbour and ask them:  

 

What was the most significant change that took place in your CAYAD work 
this week/month (get the details) 

2. Then ask them why they thought this was the most significant.  

3. Write down:  
• the story (who, what, where, when) 
• explanation (why is it significant) 
• who documented the story (name, position location, date) 

4. Then let your neighbour ask the same questions to you. 

5. Come to a decision about which of the two stories you think is most 
significant, and identify why you both think so. You may have a number of 
reasons.  

6. When asked to, tell a group of eight people the story you chose, and why you 
did so 

7. In your group of eight, decide which of the four stories you think is most 
interesting, and identify why you all think so.  You may have a number of 
reasons.  

8. When asked to, tell the large group people the story you chose, and why you 
did so.  
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Part D: Data Collection Methods  

Introduction  
Knowing the sorts of information that you need to find out helps you decide what data 
collection methods you will use.  Each method will have a cost for you and often for your 
stakeholders, so before starting anything you must consider:  
 

• What questions do you want to answer? 
• What information do you already have? 
• What information do you need? 
• What information gathering techniques would best suit your target audience? 

(ethically and culturally) 
• Time available to gather information? 
• Who will gather this information, analyse and report it? 

 
 
Here are some general points about quantitative and qualitative methods. 

 
Quantitative Methods 

 

 

 

 

 

 

 

Qualitative methods 

• find out the numbers of people who did 
something or thought something  

• quantitative tools have closed questions 
• use a structured format  
• usually have a large number of  

respondents 
• use numbers and are statistically based  
• can make generalisations to wider group 
• can statistically measure outcomes from 

a programme or intervention and track 
changes overtime 

• generally need experts to help 

• used to gain in depth understanding of 
people’s feelings, beliefs and 
experiences of something 

• use a structured or semi-structured 
format 

• questions are open-ended 
• usually talk to a smaller number of 

people but in more depth 
• allows the voices of a range of different 

groups to be heard 
• can track changes over time 
• requires expertise to develop methods, 

questions and analyse data 
 
Mixed methods 
Most evaluations include a mix of data collection methods.  The use of mixed methods can 
provide richer data with each of the methods giving you different ‘pictures’ of the way in 
which a project operates in practice.  When the results from two or three methods are the 
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same or similar we can be more certain of the findings (Greene, Benjamin, & Goodyear, 
2001).  
 
As indicated in the table below, a typical design might begin with a qualitative component 
such as a focus group discussion to inform the evaluator as to issues that could then be 
further explored in a survey of programme participants. This could then be followed by in-
depth interviews to clarify some of the survey findings. 
 
 
Methodology:   Qualitative  Quantitative   Qualitative 
 
 
Data collection approach:  Exploratory focus       Survey  Personal 
             Group     Interview 

 

 

Helpful Tips 
 
• There are multiple ways of collecting data and information – each with strengths 

and weaknesses. More detail is given on this in the following section. 
• Mix and match according to the needs of your project (NOT just to your preferences 

or skills – get help if you need it) (Davidson 2003). 
• It’s often difficult to establish causal links because there are so many other factors 

that can influence whether or not outcomes are achieved and whether outcomes 
are directly related to the programme. This means that you need to be careful about 
the claims you make about your evaluation findings. 
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Guidelines for Gathering Data Using Key Informant Interviews, Focus 
Groups, Feedback Forms and Observation 
 
(Partly adapted from Zimmerman, Hurtig & Small (2001). Tools of the Trade: A CWIT guide to 
participatory evaluation. Center for Research on Women and Gender. Chicago: University of 
Illinois) 

Four methods 

Four information collecting methods are described below.  These are key informant 
interviews, focus groups, feedback forms, and observation.   
 
Key informant interview 

These are one-on-one interviews with opinion leaders or stakeholders - people who know 
about a particular area that you are trying to find out about.  Key informants can be 
someone who is of a particular rank or position, e.g. head of a trade union or head of the 
chamber of commerce; they can be people who are informed on a topic because of the work 
that they do, e.g. people who work with women who experience domestic violence will 
know about domestic violence in the community; or they can be people who have views on 
a topic because of their experience, e.g. women who work in factories will have knowledge 
on what working conditions are like in factories.  Key informant interviews are generally 
carried out fact-to-face.  The interviewer usually asks open ended questions that allow the 
respondents to answer in their own words with the interviewer clarifying unclear responses 
and probing for details. 
 
Benefits of key informant interviews 

• Individual comments are not affected by what other people say because they are 
conducted in a one on one situation 

• People are able to talk about intimate and personal things relevant to the 
programme that can aid programme implementation and development 

• Key people with particular skills, roles or knowledge are given an opportunity to talk 
about their perceptions of a particular issue or topic 

 
Some drawbacks of stakeholder interviews 

• Some people may be intimidated or feel uncomfortable being interviewed in a one-
to-one situation 

• When conducted face-to-face, these interviews can involve a lot of time in travelling 
 
Focus groups 

This is when a number of people are brought together to talk about a particular issue.  Open-
ended questions are asked to encourage discussion among participants on a specific issue.  A 
facilitator takes responsibility for making sure that specific topic areas are covered during 
discussions and that a group process of open discussion occurs.  The specific characteristics 
of focus groups, such as numbers of people participating and length of discussion, can vary.  
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Five to eight is a common number of people to participate in a one and a half hour 
discussion. 
 
Benefits of focus groups 

• Can enable you to elicit in-depth information and to explore issues 
• Provide a forum where people can discuss their thoughts, feelings and experiences 

in an interactive way by meeting in groups 
• Provide insights into what and how people feel about specific issues 

 
Some drawbacks of focus groups 

• Are open to peer and social pressure 
• Require a high level of group facilitation skills 
• Can be more involved than individual interviews to analyse 

 
What will you need to do a focus group? 

• A quiet place that people will feel welcomed and comfortable 
• Comfortable chairs placed in a circle 
• A tape-recorder and microphone if you decide to record the discussion.  Position 

these on a low table in the centre of the circle 
• Refreshments 
• Name tags – it is important that the facilitator knows each person’s name so that 

they can bring them into the conversation easily 
• Questions.  This is called an interview schedule.  It sets out the topic areas, and/or 

question-types that you need to cover.  The order that the questions or issues are 
discussed can differ from group to group depending on the direction the 
conversation takes.  Compared to stakeholder interviews an interview schedule for a 
focus groups needs to include fewer questions.  This is because the group members 
will usually have a range of views, opinions and discussions on a single question.   

 
Whom do I include in a group? 
It is important that you think about this carefully.  Since a successful focus group is about 
people interacting, sharing and discussing ideas you want to make sure that the make-up of 
a group encourages this.  You need to make sure that people are going to be comfortable 
expressing their views in front of others in the group.   
 
Feedback Forms and Surveys 

Feedback forms can be useful when assessing participants’ experiences of and learning as a 
result of attending a workshop or training session. Feedback forms can contain both 
quantitative and qualitative data collection methods. Rating scales are often used in 
feedback forms and include: category scales; numerical scales; graphic scales; likert scales; 
forced-choice instruments; and checklists. 
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Developing a good feedback form 

• Make the feedback form brief and to the point: Only include questions or scales 
directly relating to the evaluation. For example there isn’t a lot of point asking 
participants to rate the venue if this was the only available place to accommodate 
the number of people attending 

• Make the dimensions to be rated clear. For example, if participants were asked to 
rate their competence, we would expect different people to base their ratings on 
different factors. One participant might give a particular weight to a particular 
aspect of competence such as their ability to write well, while another might give 
weight to being a good communicator.  

• Make clear any standards those doing the rating are expected to use: Words such as 
“superior”, “good”, “adequate”, and “poor” imply a standard which the behaviour 
rated is to be compared: Superior to what, adequate for what?  

• When using likert scales five is the most common number of answer choices, with 
the middle number being neutral. Some likert scales reduce the number to four by 
eliminating the middle position. 

• Using open-ended questions to enable participants to add additional information. 
For example, is there anything else you would like to say? 

 

Rating Scales  
Scales ranging from 1 to 5 are common.  Remember to ask people why they have selected 
the answer they have.  For example: How satisfied or dissatisfied are you with the level of 
training you have received from your current employer? 
 

o Very satisfied 

o Quite satisfied 

o Neither satisfied nor dissatisfied 

o Quite dissatisfied 

o Very dissatisfied 
 
Please write down your reasons for how satisfied or dissatisfied you feel:  
 
__________________________________________________ 
 
 
Number ranges can also be used as a scale.  For example: How happy are you with your 
employment conditions? 
 
1  2  3  4  5 
Not at all        Neutral    Extremely 
Happy        happy 
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Statements involve getting people to choose the most appropriate statement or statements 
from a predetermined list.  These statements need to cover the broad range of possible 
responses.  In addition, to avoid biasing your results, present an equal number of positive 
and negative statements.   
 
For example: Below is a list of things that could be said about this PICTA monitoring training 
session.  Please circle all those that best fit how you feel about the training session. 
 

Too much information    I feel I know more 

Friendly and relaxed    Very useful information 

Not enough information   Not enough group work 

 
It is also useful to include an “other”, “don’t know”, and “refused” category to response 
options and leave a space to let people elaborate on their answers where appropriate.  
 
Observation 

Observation provides descriptive information about what happens in a programme event, 
including the environment or context, activities, processes, and discussions. 

Observation can be as follows: 

Site visit: the evaluator or another person outside the organisation becomes more familiar 
with the programme by travelling to the programme site and observing the programme 
activities as they occur. 

Staff observation: observations about the programme recorded by staff through reports, 
record keeping, journal writing or observation notes 

Participant observation: Observations about the programme reported by those people 
served by the programme. 

When to use observation: 

• To determine whether the programme’s processes are being implemented as 
intended 

• To assess whether certain programme outcomes have been met 
• To obtain data about the behaviour of individuals and groups 
• To learn about unanticipated effects of a programme 
• When other types of data collection may be inappropriate or in conflict with the 

philosophies of the programme 
• When people are unwilling or unable to provide information using other methods 
• Repeated observations of a programme can provide information about changes over 

time. 
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Advantages and disadvantages of observation: 

Advantages 

• Observers document programme activities as they are happening rather than relying 
on memories of the events 

• Evaluator observation contributes information from a different perspective than 
that of people participating in the programme and programme staff 

 
Disadvantages 

• Confidentiality must be considered  
• Evaluator observation may be intrusive and may influence the event being observed 
• Evaluator observation can be expensive and time-consuming 
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Design tips for your interview, focus group or survey  

Key informant interviews Focus groups Surveys 

Start with an introduction: what it is that you are going to talk about and how you are going to record their responses 

Begin by asking general questions that are easy for people to answer, then move on to the more specific and personal questions 

Not too many questions – to encourage people to talk 
freely about issues and give people more time to answer 

Has the least questions and have a flexible question 
format so that issues can be discussed as they arise for 
each group 

Focus on specific items of information, which often 
require less time to answer 

Contain open-ended questions – allow people to respond in their own words, rather than choose a response from a 
list of options.  These questions encourage in-depth discussion around people’s thoughts, feelings and attitudes, for 
example: How would you describe how your daily activities have changed? 
 
Follow up on any interesting points raised by prompting.  This will mean you will have to think on your feet and 
make up a new question.  You probe deeper to find out more information. 

Contain closed-ended questions – limit people’s 
responses to predetermined categories.  These are 
either a list of possible answers from which 
participants select, or yes/no responses.  For example: 
Who makes the decisions in your household? 
We make more decisions equally 
My husband makes most decisions 
My wife makes most decisions 
Other ___________________ 
Another example: Do you support women with 
children getting employment? 
Yes 
No 
Don’t know 

Do not use: 
• Words that are hard to understand 
• Two questions in one e.g. do you consider that your household income has increased and what have you spent this extra money on? 
• Questions that are too long and contain a lot of information e.g. in the past many people have thought it more important that boys receive secondary school education.  

These attitudes have been changing in the past five years with more value placed on girls going to school.  Thinking about your attitudes in relation to the education of 
girls and boys do you think that girls have just as much right to receive secondary schooling as boys? 

• Abbreviations, e.g. information collected by UNDP suggests 
• Double negatives, e.g. do you disagree that there are not more opportunities in urban areas than rural areas? 
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Pre-testing 

It is important that the questions you develop for key informant interviews, focus groups or 
feedback forms are trialled before you use them.  This process is called pre-testing.  You need to 
practice using your interview or survey schedules on someone who can give you feedback on 
whether they work well or not, their suitability and acceptability. 
 
Pre-testing enables you to find out whether: 

• The information you collect from the questions are useful to the overall type of information 
that you are wanting to collect 

• Your questions are being interpreted as you intend them to be 
• The words you use are clearly understood 
• The format of the questions and the instructions are easily understood by both respondents 

and the interviewer 
• The interview or survey does not take too long to complete.  For a survey approximately 10 

minutes is a good length of time when interviewing members of the general population.  
This time can increase if the subject matter is of interest to participants.  Key informant 
interviews and focus groups can run from between 30 minutes to two hours. 

 
The following is a checklist that you should run through when pre-testing interview or survey 
questions.  When the interviewer reviews the process, they should ask themselves these questions:  

• Did any of the questions seem to make the respondents uncomfortable? 
• Did you have to repeat any questions? 
• Did the respondents misinterpret any questions? 
• Which questions were the most difficult or awkward for you to read out?  Have you come to 

dislike any specific questions?  Why? 
• Did any sections seem to drag? 
• Were there any sections in which you felt that the respondents would have liked the 

opportunity to say more? 
 
Interviewing skills 

As an interviewer, you will need to know the interview or survey questions well, know how to ask 
the questions and fill out the questionnaire form, and understand the process of contacting 
respondents. 
 
Skills for key informant questionnaire and focus groups include:  

• covering all the issues or questions and keeping people ‘to the point’ 
• Clarifying vague statements – prompt the respondent so that they provide more information 

or clarity in their response 
• Creating an atmosphere that encourages open discussion 
• Listening in a positive, unbiased way to what people have to say 
• Presenting yourself as approachable and friendly 
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Recording information 

Ideally key informant interviews and focus groups should audio-tape what participants say.  Another 
option is to take written notes at the time of the interview or focus group.  Either the interviewer or 
a colleague writes down word-for-word as much as they can the things that are said.  In a focus 
group situation the person reading out questions and prompting should not write down what is said. 
 
There are some problems with writing notes instead of audio-taping information:  

• The note taker is unable to write everything down and the value of the word for word 
comments is lost.  You will never really be able to repeat exactly what a respondent said. 

• As they are writing things down, the note taker will be missing something else that is being 
said. 

• The process of selecting what to write down affects the results as in doing this they must 
choose not to write something else. 

 
When carrying out face-to-face surveys, interviewers will generally record the respondent’s 
responses by hand there and then.  
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Part E: Analysing and interpreting data 

Analysing and reporting on surveys or feedback forms  
Feedback forms and survey questions can often be analysed by counting and reported in terms of 
numbers or percentages of people who thought, did or experienced something.  Some common 
ways of analysing and reporting information include: 
 
Counting and percentages 
Adding together how many people responded to each question is a simple way of looking at your 
information.  You can divide the number of people who responded in a particular way to each 
question by the total number of people asked that question, and then multiply it by 100, to get the 
percentage of people that had a particular opinion on a question.  It is also useful to look at who said 
what.  What types or groups of people responded in some ways and not in others? 
 
If you have a small sample (generally less than 30), raw numbers should be used instead of 
percentages.  For example, it may be more meaningful to say, 12 out of 15 people felt a particular 
way about something than saying 80% felt that.  Using percentages with a small sample is often 
misleading as it can make results appear more or less important than they really are. 
 
Graphs and figures 
Often a useful way of making the information more meaningful, or easier to interpret, is to draw up 
a table or graph of the information.  It can be easier to compare groups and highlight key issues this 
way. 
 
Each graph should have a title and an accompanying paragraph discussing the graphs significance.   
 
Open-ended questions in surveys 
Sometimes open-ended questions are used in surveys when you want people to expand on a 
response.  If you have only a small number of questionnaires, then you can analyse them the same 
as you would stakeholder interviews or focus groups.  With a larger number of questionnaires you 
may want to transport the participants’ comments into countable data.  To do this you can: 
 
Step 1 
Write down all the different comments that people make about their level of satisfaction.  Each time 
the same comment is made put a tally mark next to the first one that has been written down. 
 
Step 2 
Give a general title to each statement that occurs frequently. 
 
Step 3 
Give each statement that occurs frequently a code number.  Then, go back to the questionnaires and 
write the code number in the margin next to each response as it occurs.   
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Step 4 
When this has been done for all questionnaires start counting the number of times each code 
occurs.  In the end you will be able to say, for example, five out of 50 respondents thought in a 
particular way, that is 10% of respondents thought this. 
 
 
Analysing and reporting on key informant interviews and focus groups 
Think about how you want to report the information before you begin the analysis.  This way, your 
analysis becomes part of your report writing process. 
 
Step 1 
Soon after each interview or discussion, write down on a piece of paper your thoughts on what 
happened – what people thought were key issues and how they responded to some of your 
questions.  This is an overview of the interview. 
 
Use your interview schedule as a starting-point for planning your analysis and your report.  Your 
interview schedule will probably have questions set out in topic groups.  Under each topic, one or 
more specific question will have been asked by the interviewer with comments by respondents.  So, 
in your analysis and reporting, Topic 1 may be your first report section and Topic 2 the next and so 
on. 
 
Step 2  
Focus on one topic area at one time.  Sit down with a photocopy of your transcripts or verbatim 
notes and either: 

• Cut out from the photocopy, all comments to do with Topic 1.  Glue these comments on to a 
big piece of paper under the heading Topic 1; 

• Or copy and paste from your transcript files into a new file on your work processor.  
Continue to do this until all your topics have been pasted together and there is nothing that 
is relevant to the discussion that is left on the original transcripts. 

 
Step 3 
Now you start looking for the different kinds of things that people said when the first question in this 
topic was asked.  You will soon notice that people often talk about similar issues but use different 
words.  At other times only one or two people might mention a particular issue.  Identify sub-topics 
where people talk about similar or new issues by using different coloured highlighter pens. 
 
Step 4 
Make sure that everything said (and that is relevant to the topic) is marked in some way. 
 
Step 5 
Once you have colour-marked everything that goes with Topic 1 you can start reporting this section.  
Pick a sub-topic and write an introductory sentence and then put in examples or quotations of what 
people said about that subtopic.  Be sure to use quotations which complement the text.  Quotations 
that are concise and to-the-point are preferable.  If the quotation makes an excellent point but the 
language is unclear and hard to follow then it is better to make the point in your own words. 
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Repeat this process for all topics areas that you have discussed with respondents.  A similar process 
to that described above can be used to analyse in-depth information on your computer. 
 
Remember, in-depth methods explore all the different thoughts, feelings and impressions people 
have about something.  Avoid saying how many people thought, felt or did something when 
reporting this type of information since the number of people who say it just depends on the 
number of people you included in your study. 
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Appendix A: National CAYAD Measures 

Once you have analysed your data you should be able to provide answers to complete how well you 
are doing against the national RBA measures: 

National CAYAD Measures 
# Activity How Many % How Well #/% Is anyone better 

off 
1 Support organisations 

to develop healthy 
and sustainable policy 
and practices to 
enhance 
environments to 
reduce alcohol and 
other drug related 
harm. 

 

# 
organisations/commu
nity groups 
supported.  

% schools supported 
that are decile 1-4. 
 
% marae supported. 
 
% 
organisations/commu
nity groups you 
engaged with who 
have started the 
policy 
development/review 
process. 
 

#/% 
organisations/comm-
unity groups with new 
or improved AOD 
policies in place as a 
result of the 
provider’s activity (BC, 
O). 
 
#/% 
organisations/comm-
unity groups with new 
or improved AOD 
practices in place as a 
result of the 
provider’s activity (BC, 
O). 
 

Complementary 
narrative 

 Complementary 
narrative 

List the 
organisations/commu
nity groups you have 
supported. 

 Describe the changes 
that have occurred as 
a result of the AOD 
policy and practices 
being implemented. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Activity How Many % How Well #/% Is anyone better 
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off 
2 Engage with and 

support 
organisations/comm-
unity groups to plan 
and deliver 
community action 
initiatives to reduce 
alcohol and other 
drugs harm in young 
people4. 
 

# 
organisations/commu
nity groups 
supported. 
 
# community action 
initiatives supported.  
 

% 
organisations/commu
nity groups report 
they are satisfied or 
very satisfied with 
provider’s support (ie, 
rating of 4 or 5 for 
likert scale of 1 to 5). 
 

#/% outcomes in 
community action 
initiatives achieved 
(CC, O). 
 

Complementary 
narrative 

 Complementary 
narrative 

List the 
organisations/commu
nity groups you have 
supported. 
 

 Describe the 
outcomes that have 
been achieved as a 
result of provider’s 
support. 
 

 Activity How Many % How Well #% Is anyone better 
off 

3 Design, deliver and 
support awareness-
raising activities5 that 
provide opportunity 
for informed 
discussion and 
debate, increase 
knowledge6 and/or 
create behaviour 
change around the 
use of alcohol and 
other drugs. 

# participants  
 
# awareness-raising 
initiatives delivered. 
 
 

% awareness-raising 
messages are aligned 
with Government, 
Ministry of Health and 
other evidenced 
based 
policies/strategies. 
 
 
 

#/% participants 
report an increased 
knowledge of topic 
and/or increased 
understanding of key 
strategies to reducing 
AOD related harm (SK, 
S). 
 
 

Complementary 
narrative 

Complementary 
narrative 

Complementary 
narrative 

Describe the 
awareness-raising 
initiatives. 
 
Describe the 
organisation/commun
ity groups that have 
participated in the 
awareness-raising 
initiatives. 
 

List the 
policies/strategies 
used to inform the 
awareness-raising 
initiatives. 

Describe the 
behavioural changes 
as a result of the 
awareness-raising 
initiatives. 
 
 
 
 
 
 
 
 

 Activity How Many % How Well #% Is anyone better 

                                                           
4 These are initiatives led by the community with CAYAD support or CAYAD led with strong community 
involvement 
5 This can include supporting national campaigns 
6 This can include knowledge of evidence-based actions to reduce harm from AOD  
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off 
4 Support 

organisations/commu
nity groups to 
increase input into 
local, regional and 
national decision-
making, including 
engaging in 
policy/law/by-law 
development 
processes and the 
alcohol licensing 
process. 

# 
organisations/commu
nity groups supported 
to develop a 
submission.  
 

% 
organisations/commu
nity groups that have 
involved youth in the 
submission 
development process. 
   
 
 

#/% 
organisations/commu
nity groups report 
they have put in a 
submission, including 
licensing objections, 
as a result of 
provider’s support 
(BC, S).  
 
#/% 
organisations/commu
nity groups report 
they have made an 
oral submission or 
licensing objection as 
a result of the 
provider’s support 
(BC, S).  
 

Complementary 
narrative 

 Complementary 
narrative 

List the 
organisations/commu
nity groups you have 
supported. 
 

 List the submissions 
that have been 
submitted and the 
outcomes (when 
available). 
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Appendix B: Evaluation in New Zealand  

Evaluation perspectives 

Just as there are different forms of evaluation, there are also different perspectives on evaluation. 
The cultural lens that you bring to an evaluation will influence evaluation practice. When conducting 
evaluations in any community or organisational context, it is critical that evaluators are familiar with 
their own values, attitudes, beliefs and assumptions about culture as well as being familiar with 
different cultural perspectives.  
 
We think there are a number of concepts that are useful when doing evaluation in the 
Aotearoa/New Zealand context: 

• Partnerships 
• Participation 
• Flexibility 
• Public good focus 
• Utilisation-focused 
• Capacity building 
• Evidence-based 

 
Maori approach to evaluation – the hikoi approach 

• Gives a new understanding of ‘evaluation’ as a Maori empowerment approach  

• Is responsive to situations and people and is reflexive 

• Allows the use of any methodology that supports Maori development 

• Avoids one size fits all – How do you do evaluation with Maori?  
 

Maori evaluation issues 
• Respect for relationships 
• Shared evaluation kaupapa - working for Maori wellbeing 
• Journey is as important as the outcome 
• Working within or alongside mainstream organisations 
• Iwi issues – accountability, ethics  
• Evaluation capacity  
• Relationship based – success is being invited back 
• High expectations 
• Evaluators have expert status – but we are not experts 

 
Pacific approach to evaluation 

• Pacific peoples = many nations – Samoa, Cook Islands, Tonga, Niue, Fiji, Tokelau, Tuvalu 
• Other Pacific – Tahiti, Solomon Islands, Kiribati, Papua New Guinea, Rotuma 
• One size does not fit all – variation across, and variation within 
• Pan-Pacific or ethnic-specific approach 
• Relationships – building connection, responsibilities and obligations 
• Reciprocity – balance 
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Formative evaluation 

• Qualitative, formative and process orientation to evaluation - NZ is internationally known for 
the emphasis placed on formative evaluation techniques.  

• The importance of evaluation being included from the inception of programmes to promote 
shared understandings and commitments about the role and importance of evaluation  

• An inclusive approach is taken with all stakeholders, appreciating both different perspectives 
and different types of knowledge, including academic, cultural and social sources. For 
instance, qualitative methods such as focus groups help to capture alternative perspectives. 

• Ongoing reflection and utilisation of learning are inherent features of formative, process and 
qualitative evaluation. Reflection processes evaluate both quality of performance and the 
new learning and knowledge that emerge during the design and implementation of projects.   

• Utility is strongly emphasised.  The learning captured during the reflective processes is fed 
back into the project to improve effectiveness of its design and delivery, and to inform the 
ongoing evaluation process.   

 
Political structure and decision-making cycles 

• Major policy changes can occur very rapidly and evaluators need to be very astute and 
flexible in order to maximise the use of evaluations 

• The three-year electoral cycle is very short and typically means that new programmes are 
developed in year one, implemented in year two and evaluated in year two and three with 
the use of evaluation being affected by the three year election cycle 

• Evaluations tend to focus on shorter term issues and on programmes that produce results 
fairly quickly 

• Evaluations that produce concrete, safe, specific and immediately useful lessons tend to be 
favoured over something intangible, and ambiguous and long-term 

• Policy development, funding and evaluation cycles tend to peak at different times which 
means that evaluations can fail to fit in with key decision making cycles which affects their 
use 

 
The ‘personal’ effect 

• Process matters a lot particularly due to there being close and often personal relationships 
between ministers, policy advisers, politicians, programme providers and clients of 
programmes 

• A lot happens in NZ because of who knows whom and their particular reputations 
• The role of the evaluator is also seen as personal, as opposed to a position of detached 

observation.  It is recognised that the evaluator’s role involves a dynamic interaction with 
the programmes they evaluate, where knowledge and insights are shared and have an 
impact in both directions.  
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Appendix C: Evaluation standards 

The American Evaluation Association Guiding Principles (American Evaluation Association, 2004) also 
guide evaluation practice. These standards are intended to ensure an evaluation will: 
 

Serve the information needs of the intended users Utility 

Reveal and convey technically adequate information about the 
features that determining the worth or merit of the programme being 
evaluated 

Accuracy 

Be realistic, prudent, diplomatic and frugal Feasibility 

Be conducted legally and ethically Propriety 

 

Recently the Australia and New Zealand Evaluation Association (ANZEA) has developed Standards.  

The standards are a set of four high level principles. The core value underpinning the standards is 
that of evaluation with integrity which means that evaluation needs to consider the following: 

• respectful, meaningful relationships 
• ethic of care 
• responsive methodologies and trustworthy results 
• competence and usefulness. 

More information on the ANZEA Evaluation Standards can be found here: 
http://www.anzea.org.nz/evaluation/evaluation-standards/ 

http://www.anzea.org.nz/evaluation/evaluation-standards/


Section 4 
 

Planning and Monitoring 
Templates 
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CAYAD Action Plan Template 
 

Project Name:  
 
Objective:  
 
Key Tasks/Actions Completion 

Date 
Aligned 
National  

RBA Activity #      
(where 

applicable)  

Data collection 
method 
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Writing a Project Objective 

Project Title  
 
1. Who is the project 
designed to reach (target 
group)?  
 

 
 
 
 
 
 
 
 
 

2. What need, issue or 
concern does your project 
address? 
 
 

 
 
 
 
 
 
 
 
 

3. How will your target 
group be better off as a 
result of your project?  
 

 
 
 
 
 
 
 
 
 

Writing your objective:  
This project is for …..    
 
 
 
 
It is designed to address the issue of…. 
 
 
 
 
As a result of this project …. 
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Identifying Stakeholders for your CAYAD Reference Group or project 

 
 
List the key stakeholders you need for: 
 

Advocacy:  Who can effectively 
promote the actions/changes needed 
at different levels? (e.g. politically, or 
within local networks/organisations) 

Delivery: Who can access the people 
or resources needed to deliver 
project activities?   

Positive publicity: Who can put your 
projects in the spotlight, and increase 
a project’s credibility?  

Ongoing support: Who can 
fund/authorise or continue /expand 
your projects? 
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Developing your Actions 

4. What is the story behind 
the issue? What is causing 
it?   
 
 
 
 
 
 
 
 

 
 

5. Partners: Who are the 
partners who could support 
the development or delivery 
of the project? 
 
 
 
 
 

 

6. What works to address 
this issue, including no-cost 
or low-cost ideas? (Common 
sense ideas and research 
where available) 
 
 
   
 
 
 
 

Tip: Your partners can help you to answer this question, or you may 
need a plan for gathering further evidence or information.  
 

7. What do you propose to 
do? (Action Plan)  
 
 
 
 
 
 
 
 
 
 
 

List the key actions you will take to achieve your objective 
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What does being better off look like?  
 

Aim: To define  
(1) your intended outcomes  
(2) the point you can say they have been achieved.  
 

Process: Use the table to clarify your outcomes, to define what success looks like, and to show what data 
you will need to collect to provide evidence that the project is successful.  

Tips:  
• Work with your stakeholders to clearly define what success means to them (the middle box)  
• Describe practical changes that you will be able to see and measure 
• Decide if all the changes need to have happened for the outcome to be achieved, or only some of 

them.  
 

Outcome  What success looks like How you will find out 
(Data collection method) 

Example: 
A family-friendly 
environment in the rugby 
club  

 
More meals and non-alcoholic drinks being 
purchased 
Less intoxication 
Kuia and kaumatua attending 
Parents and children spending more time 
together in the club 

 
Manager report/club 
accounts  
Observation in the club 
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FACE THE MEDIA 

TOOLKIT 
Prepared by Vienna Richards 

www.viennarichards.com 

Email: info@viennarichards.com 

 

  

http://www.viennarichards.com/
mailto:info@viennarichards.com
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SELF-DIAGNOSTIC TOOL 
 

Before the Interview 
 

This tool is designed to help YOU as a spokesperson ensure you are ready for interviews. Consider the 
following questions, and fill in the answers. It is best to do this worksheet at least a few hours before your 
interview (if possible), so that you can do any additional preparation that you may need to. You may not 
always have all the answers to all of these questions, but if you can’t answer several of them, carefully 
consider whether or not you are prepared for your interview. 

 
Questions & Answers 
 

1. To what audience is this interview targeted? 
 
 
 
 

2. Do I have specific message points prepared? What are they? 
 
 
 
 

3. What complex terms, jargon, or topics will I need to explain? Have I prepared simple explanations? 
 
 
 
 

4. What is the format of this interview (e.g., newspaper, radio, television newsmagazine)?  
 
 
 
 

5. Have I prepared specifically for this format (e.g., length, type of questions)? 
 
 
 
 

6. Do I know the reporter’s goals, style, and the type of questions that he or she is likely to ask? 
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7. How will I handle difficult questions? 

 
 

 
 

8. Do I have a quotable sentence or phrase if needed? What is it? 
 
 
 
 

9. What are the things I can’t talk about? 
 

 
 
 

10. Who can talk about these things? 
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AVOIDING MEDIA PITFALLS 
 

What To Do When 
 

Note: Please role play and practice these responses well before you need to 
use them!  
 
 
The interviewer expects you to comment on issues beyond your expertise 
 
Solution:  

• State firmly, but politely, that you are only prepared to answer questions within your expertise and 
responsibility 
 

• Once you’ve said that, do not response to any further questions of this nature 
 

• Transition into key message points 
 

• If the interviewer persists, say “I’m sorry, I’m unable to answer your question” 
 

• Stick to the substance of your message 
 
 

 
You are asked a question you don’t know the answer to. 
 
Solution: 

• Say “I don’t know.” If they ask you again, repeat your answer 
 

• “I don’t know. That’s outside of my expertise/outside of my role 
 

• “I’m sorry that’s outside of my area of expertise. I suggest you ask those who do know” 
 

• Never attempt to respond to a question that you don’t know the answer to 
 

• Your credibility will be jeopardized! 
 

• Offer to find the answer 
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You’ve answered fully, but the interviewer stares at you as if you should say more. 
 
Solution: 

• Don’t. This is called the pregnant pause. Learn to be comfortable with silence  
 

• Do not fill in the empty space. Simply stare back at the interviewer and wait for the next question.  
 

• If the interviewer continues to stare at you expecting more, ask him or her for another question 
 

• If the interviewer continues to use this technique, make a transition statement, and deliver your key 
message points 
 
 

 
A reporter puts down his microphone and says, “Let’s go off the record” 
 
Solution: 

• Never go off the record with a reporter. 
 

• Assume that anything you say in the presence of a reporter will be quoted. 
 

• Assume that anything you say in the presence of a reporter’s equipment will be quoted. 
 
 

 

The interviewer or guest keeps interrupting you in mid-sentence. 
 
Solution: 

• When it happens again, say “I will be happy to respond to your comment, but first let me finish with 
mine” 
 

• Be pleasant, but insist on your right to give complete responses 
 

• Do not interrupt a questioner! 
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The interviewer is particularly antagonistic and asks one hostile question after another. 
 
Solution: 

• Don’t take it personally. Learn to detach from the emotion. 
 

• Do not become combative  
 

• Maintain your enthusiasm 
 

• Do not repeat a negative question 
 

• Remember, you are well prepared and rehearsed 
 

• Answer questions with a brief response, then transition to a key message 

 
 
The interviewer wants you to respond to questions with yes or no answers. 
 
Solution: 

• Do not fall for this technique 
 

• If a one-word answer will not do justice to your topic, say that  
o there is not enough time for a proper answer to the question 

 
• Offer to provide an answer in writing 

 
 
The interviewer starts questions with hostile or inaccurate comments. This is called the loaded 
preface. 
 
Solution: 

• Don’t allow the loaded preface to stand unchallenged. 
 

• Either correct the comment or state:  
o “I would have to verify that; I’m not sure it is correct” 

 
• Quickly dispute the interviewer’s comments, and explain why. Then, respond to the question posed, 

using the answer formula 
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The interviewer poses an either/or question, and you don’t agree with either option.  
 
Solution: 

• Don’t fall for this old trick 
• If you don’t agree with either option, your answer must be “neither” 
• After you’ve responded correctly, explain your response, then develop a transition 

 

 

An interviewer attempts to elicit your endorsement of a legislative proposal or program related 
to your issue. 
 

Solution: 

• Be pleasant, but inform the reporter that your purpose is to provide information, not to make 
judgments 

• Stress your key message points 
• Develop a transition to get back to your subject 

 

During a taped interview, the reporter keeps raising his voice higher and 
higher. 
 
Solution: 

• Don’t take it personally 
• Remain calm, and stick to your message 
• Don’t respond by raising your voice 
• Each time the reporter raises his voice, lower yours 

 
The interviewer is unprepared and asks irrelevant questions. 
 
Solution: 

• Take control by reaffirming your expertise 
• Stress your key message points, feeding him questions about your topic 
• Involve the interviewer by asking questions about his experiences and concerns 
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SELF-DIAGNOSTIC TOOL 
 

After the Interview 
 

 
This tool is designed to help YOU as a spokesperson assess your interviews after the fact to identify what 
went well. In short, what worked, what didn’t and lessons to learn. Assess your interview by evaluating the 
elements in the table below.  
 
Interview  Assessment  What I Did Well Areas for 

Improvement 
 

Key Message Points Were they concise, 
focused, and 
appropriately tailored 
for the audience? 
 

  

Tone Was I open, honest, 
and empathetic, but 
not over reassuring? 
 

  

Action Steps Did I provide specific, 
positive action steps, 
as appropriate? 
 

  

Jargon and 
Complex Topics 
 

Did I avoid the use of 
jargon? Did I explain 
scientifically complex 
topics simply? 
 

  

Interview Format Was I properly 
prepared for the 
format 
(e.g., had more than a 
sound bite for a 30- 
minute interview)? 
 

  

Scope Did I answer only the 
questions in my scope 
of expertise and refer 
the reporter to others 
as needed? 
 

  

Difficult Questions 
and Difficult 
Interviewer 
Techniques 

Did I handle these 
straightforwardly, 
calmly, and with poise? 
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Research Evidence Useful to 
CAYAD: 

Alcohol & Other Drugs  
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Evidence Based Community Action Strategies to Address Harm from 
Methamphetamine

Invisible Law Enforcement

Anonymous community reporting
Encourage community awareness of drug dealing & market.   

Encourage anonymous reporting of drug selling via crime 
stoppers hotline

Crime Prevention 
Through Improving 
Environments

Improve the environment in problem drug locations
This may include:  Cleaning up run down buildings/areas 

Improving lighting, security & signage in problem areas

Limiting or altering access to problem areas 

Community Norms

Increase community awareness & galvanize support for more 
enforcement

Decrease acceptability & denormalise of meth use

Ensure community concern increases local support for more 
meth law enforcement 

HELP
Encourage and support methamphetamine  users, friends or family 
to access effective help and/or treatment

Proactive Policing in Partnership with Community

Community Wide Policing

WIde approach does not target specific problem areas
Police work in partnership with community

Does not use third party policing strategies

Approach is proactive & incorporates: community crime prevention, drug 
hotline, neighborhood watch groups etc

Law enforcement includes knock & talk & patrols

Problem Focused &
 Third Party Intervention

Additional resources from community are leveraged 

Problem Focused &
 Third Party Intervention

Available data informs partnership approach & enforcement effort

Problem Focused &
 Third Party Intervention

Proactive, partnership approach that targets 
problem places or people

Third party policing used - develop agency 
partnerships which enable local regulations or 
laws to be used in addressing problem places

Require property owners to 
improve security & condi-
tions of their property & 
maintain drug free property

Work with HNZ & Councils to 
encourage monitoring of 
drug activity in their houses

Intervention model - a systems approach using multiple strategies and levels
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Examples of Evidence Based Strategies to Address Harm from Methamphetamine

Problem Focused &
 Third Party Intervention

CAYAD Example; Papakainga Project
There was a problem with manufacturing of P in a papakainga and 
young people getting access to it.CAYAD was approached by a group 
of concerned residents who had decided to take action. CAYAD’s role 
was facilitating local meetings and brokering the communities’ 
engagement with local police. A Neighborhood Watch roster was set up, 
a period of amnesty was created for contraband, a charter was 
developed by the marae committee and P labs’ were shut down.

Invisible Law Enforcement

New Zealand & International example
The Crime Stoppers Trust has set up an 
anonymous ‘crime hot line’ in New Zealand 
& also in the UK. The purpose of Crime 
Stoppers is to enable community members 
to easily and anonymously provide 
information to the Police about crime in 
their communities.  

Proactive Policing in Partnership with Community

Problem Focused &
 Third Party Intervention

International Example: Oakland Beat Health Program
This project involved police identifying addresses with repeat calls for 
police service and developing cooperative relationships with residents 
and businesses in problem locations. Police worked with city 
inspectors to improve the physical condition of the affected sites (e.g. 
enforcement of civil law codes and local regulations). Traditional 
enforcement methods were also used at the targeted properties.

Community Wide Policing
New Zealand Example
Local government based crime prevention teams, New Zealand Police 
encouraging neighborhood support groups

Crime Prevention 
Through Improving 
Environments

International Example
In 1996, the Chicago Police Department (CPD) 
implemented the Municipal Drug and Gang Enforcement 
(MDGE) pilot program, a multi-agency program designed to 
combat criminal gang and narcotics activity in Chicago. The 
program focused on cleaning up gang and drug problem 
buildings that were known to foster gang and drug crime.

Community Norms

CAYAD Example
Community members in Murupara launched a campaign to raise 
awareness of the harms caused by methamphetamine –
“Take the P out of Muru-ara”. Bill boards, posters, bumper stickers 
and the Christmas parade were all used to promote the message 
and encourage people to stand strong against P.
 
CAYAD Waitakere is working with local wholesalers and retailers of 
P pre-cursers to encourage safer storage and supply.

Problem Focused &
 Third Party Intervention

New Zealand  Example
Recently Housing New Zealand staff have been trained to recognize the 
signs of P manufacture in government owned housing. (Herald, Jan, 2010)

Problem Focused &
 Third Party Intervention

CAYAD Example
Community mural was designed and painted on a wall close to flats where 
drug selling was happening.  Community members also took photos of the 
mural, and this together with the general public attention the site now got 
meant that the drug activity ceased in this area

HELP

New Zealand Example
Alcohol and Drug Helpline (0800 787797) is available for calls  10.00am to 
10.00pm everyday.  

www.drughelp.org.nz provides specific support for methamphetamine 
users and their  friend or family

If you want to find the support or treatment services nearest to you go to 
www.adanz.org.nz/directory 
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ABSTRACT

This article summarizes the contents of Alcohol: No Ordinary Commodity (2nd edn). The first part of the book describes
why alcohol is not an ordinary commodity, and reviews epidemiological data that establish alcohol as a major con-
tributor to the global burden of disease, disability and death in high-, middle- and low-income countries. This section
also documents how international beer and spirits production has been consolidated recently by a small number of
global corporations that are expanding their operations in Eastern Europe, Asia, Africa and Latin America. In the
second part of the book, the scientific evidence for strategies and interventions that can prevent or minimize alcohol-
related harm is reviewed critically in seven key areas: pricing and taxation, regulating the physical availability of
alcohol, modifying the drinking context, drink-driving countermeasures, restrictions on marketing, education and
persuasion strategies, and treatment and early intervention services. Finally, the book addresses the policy-making
process at the local, national and international levels and provides ratings of the effectiveness of strategies and
interventions from a public health perspective. Overall, the strongest, most cost-effective strategies include taxation
that increases prices, restrictions on the physical availability of alcohol, drink-driving countermeasures, brief inter-
ventions with at risk drinkers and treatment of drinkers with alcohol dependence.
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SETTING THE POLICY AGENDA

From a public health perspective, alcohol plays a major
role in the causation of disability, disease and death on a
global scale. With the increasing globalization of alcohol
production, trade and marketing, alcohol control policy
needs to be understood not only from a national perspec-
tive but also from an international purview. The same is
true of alcohol science, particularly policy research. In
the past 50 years considerable progress has been made in
the scientific understanding of the relationship between
alcohol and health. Ideally, the cumulative research evi-
dence should provide a scientific basis for public debate
and governmental policy making. However, much of the
scientific evidence is reported in academic publications
and the relevance of this information for alcohol policy
often goes unrecognized. To address the need for a policy-
relevant analysis of the alcohol research literature, the

authors published the first edition of Alcohol: No Ordinary
Commodity in 2003, continuing in the tradition of inte-
grative reviews dating back to 1975 [1,2].

The revised, second edition of Alcohol: No Ordinary
Commodity [3] reflects the considerable expansion of sci-
entific evidence for effective alcohol policy since the origi-
nal publication. The second edition also responds to the
fact that many parts of the world that have traditionally
had relatively low aggregate levels of alcohol consump-
tion and weak alcohol controls (e.g. sub-Saharan Africa
and parts of Asia) are experiencing an expansion of
commercial production and sophisticated marketing
campaigns by the alcohol industry.

NO ORDINARY COMMODITY

Alcoholic beverages are an important, economically
embedded commodity. Alcohol provides employment for

1The Alcohol and Public Policy Group consists of Thomas Babor, Raul Caetano, Sally Casswell, Griffith Edwards, Norman Giesbrecht,
Kathryn Graham, Joel Grube, Linda Hill, Harold Holder, Ross Homel, Michael Livingston, Esa Österberg, Jürgen Rehm, Robin Room
and Ingeborg Rossow.
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people in bars, restaurants and the agricultural sector,
brings in foreign currency for exported beverages and
generates tax revenues for the government, but the eco-
nomic benefits connected with the production, sale and
use of this commodity come at an enormous cost to
society. Three important mechanisms explain alcohol’s
ability to cause medical, psychological and social harm:
(1) physical toxicity, (2) intoxication and (3) dependence.

Alcohol is a toxic substance in terms of its direct
and indirect effects on a wide range of body organs and
systems [4]. With chronic drinking and repeated intoxi-
cation a syndrome of interrelated behavioural, physical
and cognitive symptoms develops, referred to as alcohol
dependence. As illustrated in Fig. 1, the mechanisms of
toxicity, intoxication and dependence are related to the
ways in which people consume alcohol, referred to as
‘patterns of drinking’. Drinking patterns that lead to
elevated blood alcohol levels result in problems associated
with acute intoxication, such as accidents, injuries and
violence. Drinking patterns that promote frequent and
heavy alcohol consumption are associated with chronic
health problems such as liver cirrhosis, cardiovascular
disease and depression. Sustained drinking may also
result in alcohol dependence, which impairs a person’s
ability to control the frequency and amount of drinking.
For these reasons, alcohol is not a run-of-the-mill con-
sumer substance.

ALCOHOL CONSUMPTION TRENDS AND
PATTERNS OF DRINKING

Alcohol consumption varies enormously, not only among
countries but also over time and among different popula-
tion groups. Alcohol consumption per capita is highest in
the economically developed regions of the world. It is gen-
erally lower in Africa and parts of Asia, and is particularly
low in the Indian subcontinent and in Moslem countries

and communities. Western Europe, Russia and other
non-Moslem parts of the former Soviet Union now have
the highest per capita consumption levels, but levels in
some Latin American countries are not far behind [4,5].

With a few exceptions, there has been a levelling-off or
decline in drinking in many of the high alcohol consump-
tion countries from the early 1970s to the early 2000s,
particularly in the traditional wine-producing countries
in Europe and South America [6]. In contrast, increases
in per capita consumption have been noted in emerging
markets for alcohol in many low- and middle-income
countries [5].

As the per capita consumption in a population
increases the consumption of the heaviest drinkers also
rises, as does the prevalence of heavy drinkers and the
rate of alcohol-related harm [7,8]. Much of the variation
in alcohol consumption from one part of the world to
another is attributable to differences in the proportions of
adults who abstain from drinking altogether. This sug-
gests that per capita consumption will increase steeply if
the proportion of abstainers declines, particularly in the
developing world, where abstention is common.

Men are more likely to be drinkers, and women
abstainers. Among drinkers, men drink ‘heavily’ (i.e.
to intoxication, or large quantities per occasion) more
often than women. Older age groups favour abstinence
and infrequent drinking while young adults have higher
levels of frequent intoxication [9].

The composition of social and health problems from
drinking in any particular country or region is related to
the drinking patterns and total amounts consumed in
that country or region. These differences may help to
explain why prevention and intervention strategies vary
from one society to another. However, with the spread of
commercial alcohol increasing homogeneity in drink-
ing patterns, alcohol policy needs are likely to become
increasingly similar.

THE GLOBAL BURDEN OF
ALCOHOL CONSUMPTION

Alcohol accounts for approximately 4% of deaths world-
wide and 4.65% of the global burden of injury and
disease, placing it alongside tobacco as one of the leading
preventable causes of death and disability [4,10]. In
high-income countries, alcohol is the third most detri-
mental risk factor, whereas in emerging economies such
as China alcohol ranks first among 26 examined. Some of
the most important individual harms related to alcohol
are coronary heart disease, breast cancer, tuberculosis,
motor vehicle accidents, liver cirrhosis and suicide.
Overall, injuries account for the largest portion of the
alcohol-attributable burden. Volume of drinking is linked
to most disease outcomes through specific dose–response

Chronic 
Disease

Accidents/Injuries 
(acute disease)

Acute 
Social

Problems

Chronic
Social

Problems

Intoxication
Toxic

effects* Dependence

Patterns of drinking Average volume

Figure 1 Why alcohol is no ordinary commodity; relationships
among alcohol consumption, mediating factors and alcohol-related
consequences (reprinted with permission)
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relationships. Patterns of drinking also play an important
role in the disease burden. Coronary heart disease (CHD),
motor vehicle accidents, suicide and other injuries have
all been linked to heavy episodic drinking [4]. Moderate
drinking has CHD benefits for some individuals, but has
also been linked to an increased risk of cancer and other
disease conditions.

Alcohol consumption is also a risk factor for a wide
range of social problems [11]. Although there is plausible
evidence for a direct causal link between alcohol con-
sumption and violence [12], the relationship is more
complex for problems such as divorce, child abuse and
work-related problems. Alcohol consumption can impact
negatively people other than the drinker through alcohol-
related crime (e.g. domestic violence), family dysfunction,
traffic accidents and problems in the work-place. In sum,
alcohol contributes to both social and health burdens.

GLOBAL STRUCTURE AND STRATEGIES
OF THE ALCOHOL INDUSTRY

The alcohol industry is an important but understudied
part of the environment in which drinking patterns are
learned and practised, especially with the growth of
modern industrial production, the proliferation of new
products (e.g. caffeinated alcohol ‘energy drinks’ and
alcopops) and the development of sophisticated market-
ing techniques. At the national level, the industry com-
prises beer, wine and spirits producers and importers, as
well as bars, restaurants, bottle stores and often food
stores that sell alcohol to the public. Alcohol is seen as an
important contributor to business opportunities and jobs
in the hospitality and retail sectors.

In recent years the international alcohol market has
become dominated by a few large corporations [13,14].
In 2005, 60% of the world’s commercially brewed beer
was produced by global companies, with 44% made by
the largest four: Inbev, Anheuser Busch, SABMiller and
Heineken. A similar trend has occurred in the spirits
sector, with Diageo and Pernod Ricard now managing
some of the world’s leading brands.The size and profitabil-
ity of these companies support integrated marketing on
a global scale. Size also allows considerable resources to
be devoted, directly or indirectly, to promoting the policy
interests of the industry. These developments challenge
the public health sector and governments to respond with
national and global public health strategies to minimize
the health consequences and social harms resulting from
the expanding global market in alcoholic beverages.

It is often assumed that an industrialized alcohol
supply will have positive economic effects in low-income
countries, but the evidence for this is equivocal, particu-
larly concerning job creation [15]. Research suggests
that alcohol problems increase with economic develop-

ment [16]. Many developing countries have alcohol laws
and policies but often do not have the resources to enforce
them adequately.

THE INTERNATIONAL CONTEXT OF
ALCOHOL POLICY

Alcohol control policies at the national and local levels
have come increasingly under pressure because of con-
flict with international trade policies, which tend to
treat alcoholic beverages as ordinary commodities such
as bread and milk [17]. At the beginning of 2000 there
were 127 trade agreements registered at the World Trade
Organization, most of which apply to trade in alcoholic
beverages. Trade agreements generally require govern-
ments to reduce and eventually abolish all tariff and
non-tariff barriers to international trade.

When alcohol is regarded as an ordinary commo-
dity, these agreements often hamper the effectiveness of
alcohol control policies. With the growing emphasis on
free trade and free markets, international organizations
such as the European Union have pushed to dismantle
state alcohol monopolies and other restrictions on the
availability of alcoholic beverages, and disputes under
trade agreements have resulted in reduced taxes and other
increases in availability [18,19]. Nevertheless, the impact
of international trade agreements and economic treaties
cannot be blamed entirely for the lack of effective alcohol
control policies at the national level. Although trade
agreements constrain how domestic regulations are
designed, they also allow government measures to protect
human and environmental health specifically. Policies
restricting the supply and marketing of alcohol have been
defended successfully against challenge as both necessary
and proportionate to achieving a clearly stated govern-
ment health goal. However, restrictive policies often have
an aspect that is protective of local economic interests,
which makes them difficult to defend. At the international
level, public health considerations concerning alcohol
must have precedence over free trade interests [17].

STRATEGIES AND INTERVENTIONS TO
REDUCE ALCOHOL-RELATED HARM

Alcohol policy is defined broadly as any purposeful effort
or authoritative decision on the part of governments
to minimize or prevent alcohol-related consequences.
Policies may implement a specific strategy with regard to
alcohol problems (e.g. increase alcohol taxes or controls
on drinking and driving) or allocate resources toward
prevention or treatment services.

Effective policies are evidence-informed and based
upon sound theory, which increases the likelihood that
a policy that is effective in one place will be effective in
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others. Research has the capacity to indicate which strat-
egies have demonstrated successful achievement of their
public health intentions and which have not. Table 1 lists
the seven main areas within which alcohol policies have
been developed and describes the theoretical assumptions
behind each policy approach as well as the specific
interventions that have been found to be ‘best practices’
because of the evidence of effectiveness, amount of
research support and extent of testing across diverse
countries and cultures.

CONTROLLING AFFORDABILITY:
PRICING AND TAXATION

Governments have long used customs tariffs on alcohol
imports and excise duties on domestic production to

generate tax revenue and to reduce rates of harm from
drinking. Dozens of studies, including a growing number
in developing countries, have demonstrated that
increased alcohol prices reduce the level of alcohol con-
sumption and related problems, including mortality rates,
crime and traffic accidents (see [17,20,21]). The evidence
suggests that the effects of pricing apply to all groups of
drinkers, including young people and heavy or problem
drinkers, who are often the focus of government attention.

Some governments have restricted discounted sales or
established minimum sale prices for alcoholic beverages.
While somewhat limited, the evidence suggests that
raising the minimum price of the cheapest beverages is
effective in influencing heavy drinkers and reducing rates
of harm [22]. Other research [23] shows that alcohol
consumption can be reduced by increasing the price of

Table 1 Theoretical assumptions underlying seven broad areas of alcohol policy, and the ‘best practices’ identified within each policy
area.

Policy approach Theoretical assumption Best practicesa

Alcohol taxes and other price controls Increasing economic cost of alcohol
relative to alternative commodities will
reduce demand

Alcohol taxes

Regulating physical availability through
restrictions on time and place of sales
and density of alcohol outlets

Restricting physical availability will
increase effort to obtain alcohol, and
thereby reduce total volume consumed
as well as alcohol-related problems

Ban on sales, minimum legal purchase
age, rationing, government monopoly
of retail sales, hours and days of sale
restrictions, restrictions on density of
outlets, different availability by alcohol
strength

Altering the drinking context Creating environmental and social
constraints will limit alcohol
consumption and reduce alcohol-related
violence

Enhanced enforcement of on-premises
policies and legal requirements

Drink-driving countermeasures Deterrence, punishment and social
pressure will reduce drink driving

Sobriety checkpoints, random breath
testing, lowered BAC limits,
administrative licence suspension, low
BAC for young drivers (‘zero tolerance’),
graduated licensing for novice drivers

Education and persuasion: provide
information to adults and young people
especially through mass media and
school-based alcohol education
programmes

Health information that increases
knowledge and changes attitudes will
prevent drinking problems

None

Regulating alcohol advertising and other
marketing

Reducing exposure to marketing which
normalizes drinking and links it with
social aspirations will slow recruitment
of drinkers and reduce heavier drinking
by young people

Legal restrictions on exposure

Conduct screening and brief intervention
in health care settings; increase
availability of treatment programmes

Alcohol dependence will be prevented by
motivating heavy drinkers to drink
moderately; various therapeutic
interventions will increase abstinence
among people who have developed a
dependence on alcohol

Brief interventions with at-risk drinkers,
detoxification, talk therapies, mutual
help/self-help organization attendance

aBased on consensus ratings of effectiveness, amount of scientific evidence and cross-national testing, these strategies and interventions received two or
more plusses (on a scale of 0–3) in all three categories. BAC: blood alcohol concentration.
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drinks (e.g. alcopops) that are designed and marketed in a
way that appeals to young adults.

Despite its apparent effectiveness, taxation as a
method of reducing harm from drinking appears to
have been under-used. In recent decades, the real price
of alcoholic beverages has decreased in many coun-
tries, at a time when other alcohol control measures
have been liberalized or abandoned completely
[19,24,25]. Prices have declined partly because govern-
ments have not increased tax levels in accordance
with inflation and rising incomes. In some cases alcohol
taxes have been reduced to compete with cross-border
imports and smuggling, or to comply with trade dispute
decisions.

REGULATING THE PHYSICAL
AVAILABILITY OF ALCOHOL

Restrictions on alcohol availability focus upon regulating
the places, times and contexts in which consumers can
obtain alcohol, and include both partial and total bans on
alcohol sales. There is great variability in regulation of
access to alcohol. A number of countries have monopo-
lies for at least some form of retail sale, and many Islamic
states and some localities elsewhere practice total prohi-
bition. In contrast, there is concern in many developing
countries that cheap, informal-produced and illegal
alcohol is largely unregulated [17].

Research indicates strongly that as alcohol becomes
more available through commercial or social sources,
consumption and alcohol-related problems rise. Con-
versely, when availability is restricted, alcohol use and
associated problems decrease. The best evidence comes
from studies of changes in retail availability, including
reductions in the hours and days of sale, limits on the
number of alcohol outlets and restrictions on retail
access to alcohol [16,26–28]. Consistent enforcement of
regulations is a key ingredient of effectiveness. Licence
suspensions and revocations often provide the most direct
and immediate enforcement mechanism.

Government ownership of alcohol outlets can regu-
late alcohol availability in a comprehensive way. There is
strong evidence that off-premises monopoly systems
limit alcohol consumption and alcohol-related problems
if alcohol control is a central goal, and that elimination of
those monopolies can increase total alcohol consump-
tion, especially when privatization leads to increased
outlets, expanded hours of sale and reductions in the
enforcement of policies such as not selling to underage
customers [29,30].

For young people, laws that raise the minimum pur-
chase age reduce alcohol sales and problems, if they are
enforced at least minimally. This strategy has strong
empirical support, with research indicating substantial

impacts on traffic and other casualties from changes to
the purchase age [23,31,32].

In general, the regulation of availability can have
large effects. The cost of restricting physical avail-
ability of alcohol is cheap relative to the costs of health
consequences related to drinking, especially heavy
drinking. The most notable adverse effects of availability
restrictions include increases in informal market activi-
ties (e.g. home production, illegal imports). Never-
theless, where a legal supply is available, informal
market activities can generally be limited by effective
enforcement.

MODIFYING THE DRINKING CONTEXT

Alcohol is consumed in a variety of places. Research sug-
gests that licensed premises provide an opportunity for
preventing alcohol-related problems through training
bar staff in both responsible beverage service and manag-
ing or preventing aggression [33,34]. However, respon-
sible beverage service is only effective if accompanied by
enforcement. Enhanced enforcement of laws and regula-
tions by police, liquor licensing, municipal authorities
and other methods is likely to have impact through
situational deterrents, in particular the threat of sus-
pending or revoking the licence to sell in cases of irre-
sponsible selling and, where laws permit, through
holding servers and owners liable for the harms resulting
from over-service.

Community action programmes, wherein local orga-
nizers work with the police, are an effective strategy for
reducing problem behaviour when focused upon licensed
premises, possibly because these are able to incorporate
broad multi-component approaches [35,36]. However,
these programmes require extensive resources and long-
term commitment, including enhanced and sustained
enforcement.

DRINK-DRIVING PREVENTION AND
COUNTERMEASURES

Alcohol is a major risk factor for traffic fatalities and inju-
ries and an issue of great concern in emerging alcohol
markets with rapidly expanding ownership of motor
vehicles. Traditionally, law enforcement directed at
drink-driving has been designed to catch offenders on
the assumption that such practices will deter people
from driving after drinking. There is limited evidence
to support the positive impact of these laws, perhaps
because they are enforced inconsistently and the punish-
ment is often delayed. The one punishment that seems
to have a consistent impact on drink-driving offences
is administrative licence suspension or revocation for
drink-driving [37,38].
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The evidence indicates that laws setting a reasonably
low level of blood alcohol concentration (e.g. 0.05%)
at which one may drive legally, combined with well-
publicized enforcement, reduces drink-driving and
alcohol-related driving fatalities significantly. This is
a required first step for effective drink-driving policy
[39,40].

The evidence is strong that frequent highly visible,
non-selective testing (and selective testing if carried out
with sufficient intensity) can have a sustained effect in
reducing drink-driving and the associated crashes, inju-
ries and deaths [41,42]. The most effective approach is
random breath testing or compulsory breath testing.
Sobriety checkpoints also increase the public perception
of likelihood of apprehension.

Several approaches reduce recidivism of drink-
driving, including counselling or therapy plus licence
suspension and ignition interlock devices that prevent a
vehicle from being started until the driver passes a breath
test [43]. While ‘designated driver’ and ‘safe ride pro-
grammes’ may have some effect for people who, pre-
sumably, would otherwise drive while intoxicated, no
overall impact on alcohol-involved accidents has been
demonstrated [44].

Effective interventions for young drivers, who are at
higher risk for traffic accidents, include a policy of zero
tolerance [i.e. setting a blood alcohol concentration
(BAC) level as close to 0% as possible] and the use of
graduated licensing for novice drivers (i.e. limits on the
time and other conditions of driving during the first few
years of licensing) [45,46]. Traditional countermeasures
such as driver training and school-based education pro-
grammes are either ineffective or yield mixed results.

RESTRICTIONS ON MARKETING

Alcohol marketing is a global industry. Many countries
are now subject to unprecedented levels of exposure to
sophisticated marketing, through traditional media (e.g.
television, radio and print), new media (e.g. internet and
cell phones), sponsorships and direct promotions, includ-
ing branded merchandise and point-of-sale displays.

Evidence shows that exposure of young people to
alcohol marketing speeds up the onset of drinking and
increases the amount consumed by those already drink-
ing. The extent of research available is considerable
(e.g.[47–49]), and shows effects consistently with
young people. Marketing contributes undoubtedly to the
ongoing recruitment of young people to replace older
drinkers and to expand the drinking population in emerg-
ing markets.

Legislation restricting alcohol advertising is a well-
established precaution used by governments throughout
the world, despite opposition from the alcohol industry.

However, many bans have been partial, applying only to
spirits, to certain hours of television broadcasting or to
state-owned media. They have covered only the measured
media, which represents only about half the marketing
currently in force. These bans often operate alongside
codes of industry self-regulation that specify the content
of permitted forms of alcohol advertising.

Imposing total or partial bans on advertising produce,
at best, small effects in the short term on overall con-
sumption in a population, in part because producers and
sellers can simply transfer their promotional spending
into allowed marketing approaches. The more compre-
hensive restrictions on exposure (e.g. in France) have not
been evaluated.

However, the fact that exposure to marketing pro-
duces an effect on alcohol consumption puts the question
of controls on advertising high on the policy agenda. The
extent to which effective restrictions would reduce con-
sumption and related harm in younger age groups
remains an open question. The most probable scenario,
based upon the theoretical and empirical evidence
available, is that extensive restriction of marketing would
have an impact.

Despite industry claims that they adhere to codes of
responsible advertising, the detrimental influences of
exposure to marketing messages are not addressed
adequately by the voluntary codes on the content of
alcohol advertisements adopted by the industry under a
self-regulation approach. Self-regulation by means of
industry voluntary codes does not seem to prevent the
kind of marketing that has an appeal to younger people
[17,49,50].

The evidence demonstrating the impact of current
levels of marketing on the recruitment of heavier-
drinking young people suggests the need for a total ban to
restrict exposure to alcohol marketing, one that is able to
cross national boundaries.

EDUCATION AND
PERSUASION STRATEGIES

Education and persuasion strategies are among the most
popular approaches to the prevention of alcohol-related
problems. Some school-based alcohol education pro-
grammes have been found to increase knowledge and
change attitudes toward alcohol, but drinking beha-
viour often remains unaffected [51]. Many programmes
include both resistance skills training and normative edu-
cation, which attempts to correct adolescents’ tendency
to overestimate the number of their peers who drink or
approve of drinking. Scientific evaluations of these pro-
grammes have produced mixed results, with generally
modest effects that are short-lived unless accompanied by
booster sessions [52]. Some programmes include both
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individual-level education and family- or community-
level interventions. Evaluations suggest that even these
comprehensive programmes may not be sufficient to
delay the initiation of drinking, or to sustain a small
reduction in drinking beyond the operation of the
programme. The strongest effects have been found in
programmes directed at high-risk groups, an approach
akin to assessment and brief intervention [52–54].

Media campaigns prepared by government
agencies and non-governmental organizations (NGOs)
that address responsible drinking, the hazards of drink-
driving and related topics are an ineffective antidote
to the high-quality pro-drinking messages that appear
much more frequently as paid advertisements in the mass
media [17].

In sum, the impact of education and persuasion pro-
grammes tends to be small, at best. When positive effects
are found, they do not persist and a focus upon educating
and persuading the individual drinker to change his or
her behaviour without changing the broader environ-
ment cannot be relied upon as an effective approach.

TREATMENT AND EARLY
INTERVENTION SERVICES

During the past 50 years there has been a steady growth,
primarily in high-income countries, in the provision of
specialized medical, psychiatric and social services to
individuals with alcohol use disorders. Typically, treat-
ment involves a range of services from diagnostic assess-
ment to therapeutic interventions and continuing care.
Researchers have identified more than 40 therapeutic
approaches evaluated by means of randomized clinical
trials [55]. These are delivered in a variety of settings,
including freestanding residential facilities, psychiatric
and general hospital settings, out-patient programmes
and primary health care. More recently, treatment ser-
vices in some countries have been organized into systems
that are defined by linkages between different facilities
and levels of care, and by the extent of integration with
other types of services, such as mental health, drug
dependence treatment and mutual help organizations.

Regarding the clinical management of non-dependent
high-risk drinkers, the cumulative evidence [56] shows
that brief interventions, consisting of one or more ses-
sions of advice and feedback provided by a health profes-
sional, can produce clinically significant reductions in
drinking and alcohol-related problems. Despite evidence
of the benefits of brief interventions, it has been found
difficult to persuade practitioners to deliver such care.

Specialized or formal treatment consists of detoxifica-
tion, out-patient counselling and residential care. Detoxi-
fication services are directed mainly at patients with a
history of chronic drinking (especially those with poor

nutrition) who are at risk of experiencing withdrawal
symptoms. Administration of thiamine and multi-
vitamins is a low-cost, low-risk intervention that prevents
alcohol-related neurological disturbances, and effective
medications have been used for the treatment of alcohol
withdrawal. Treatment that obviates development of the
most severe withdrawal symptoms can be life-saving.

Following detoxification, a variety of therapeutic
modalities have been incorporated into different service
settings to treat the patient’s drinking problems, promote
abstinence from alcohol and prevent relapse. In most
comparative studies, out-patient and residential pro-
grammes produce comparable outcomes [57]. The
approaches with the greatest amount of supporting evi-
dence are behaviour therapy, group therapy, family treat-
ment and motivational enhancement.

Despite advances in the search for a pharmacological
intervention that could reduce craving and other precipi-
tants of relapse (alcohol-sensitizing drugs, medications
to directly reduce drinking and medications to treat
co-morbid psychopathology), the additive effects of phar-
macotherapies have been marginal beyond standard
counselling and behaviour therapies [58,59].

Mutual help societies composed of recovering alcohol-
ics are inexpensive alternatives and adjuncts to treat-
ment. Mutual help groups based on the Twelve Steps of
Alcoholics Anonymous (AA) have proliferated through-
out the world. In some countries other approaches, often
orientated to the family as well as the drinker, are also
flourishing. Research suggests that AA itself can have an
incremental effect when combined with formal treat-
ment, and that AA attendance alone may be better than
no intervention at all [60].

THE POLICY ARENA

Alcohol policies are developed and implemented at many
different levels of government. National or subnational
laws often establish the legislative framework, including
an oversight by the state of production, export and
import of commercial alcohol products; control of
wholesaling and retailing; legal minimum purchase ages
for alcoholic beverages; apprehension of drivers with
specified blood alcohol levels; alcohol marketing restric-
tions; and the support of treatment and prevention ser-
vices. For this reason, policy systems at the national level
are dominated rarely by one decision-making authority,
but tend rather to be decentralized, with different aspects
of policy delegated to a variety of different and sometimes
competing decision-making entities, such as the health
ministry and the taxation agency.

Public interest groups, often represented by NGOs,
contribute to the policy-making process in many coun-
tries. More recently, alcohol issues have become increas-
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ingly the concern of health professionals, mirrored by a
change in the organization of health and welfare services
as well as increasing professionalization in the ‘caring’
occupations. International agencies, such as the World
Health Organization, can also play an important role.

In many nations there is a vacuum in advocacy for the
public interest. Commercial interests have moved increas-
ingly into this vacuum in the policy arena. Although the
alcohol industry is not monolithic in terms of its motives,
power or operations, in most instances the industry’s
producers, retailers and related groups share a common
commercial imperative to make a profit. To promote
their policy objectives, over the past 25 years the largest
alcohol companies have set up more than 30 ‘social
aspects’ organizations, mainly in Europe, the United
States and, more recently, in the emerging markets of
Asia and Africa [61,62]. Typically, social aspects organi-
zations promote a set of key messages that support
ineffective policies for reducing harm [61,63]. Experience
suggests that working in partnership with the alcohol
industry is likely to lead to ineffective or compromised
policy and is best avoided by governments, the scientific
community and NGOs [64].

An appreciation of the various players in the alcohol
policy arena can heighten our understanding of the fol-
lowing fundamental conclusion: alcohol policy is often
the product of competing interests, values and ideologies.

ALCOHOL POLICIES: A
CONSUMER’S GUIDE

Table 1 lists 20 ‘best practices’ that represent the most
effective, evidence-based policy approaches to reduce
alcohol-related harm. Many of the interventions are uni-
versal measures that restrict the affordability, availability
and accessibility of alcohol. Alcohol taxes and restric-
tions limiting the opening hours, locations and density of
alcohol outlets have a considerable amount of research
support. The enforcement of a minimum purchase age
for alcohol is another very effective strategy. Given their
broad reach, the expected impact of these measures on
public health is relatively high, especially when the infor-
mal market and illegal alcohol production can be con-
trolled. Many drink-driving countermeasures received
high ratings as well, especially those that increase the
likelihood of apprehension and are part of a core alcohol
policy mix.

Alcohol treatment services have good evidence of
effectiveness but they can be expensive to implement and
maintain, with the exception of mutual help organiza-
tions. At the population level, their impact is limited rela-
tive to other policy options, as full treatment for alcohol
problems can benefit only those individuals who come
to treatment. Nevertheless, these programmes have the

potential to impact the heaviest drinkers in a society, and
could lower population levels of alcohol consumption
and harm if they could be disseminated widely.

Although the evidence is limited by the relative lack
of research, it is likely that a total ban on the full range
of marketing practices could affect drinking by young
people, particularly if diversion of the promotional
spending to other channels were blocked. There is no evi-
dence that the alcohol industry’s favoured alternative
to marketing restrictions—voluntary self-regulation—
protects vulnerable populations from exposure to alcohol
advertising and other marketing practices.

The amount of evidence on the effects of altering the
drinking context has been growing, and we now think
that strategies in this area can have modest effects. The
fact that these strategies are applicable primarily to
on-premises drinking in bars and restaurants somewhat
limits their public health significance, as a high propor-
tion of alcohol is purchased more cheaply for consump-
tion elsewhere.

Despite a growing amount of research using random-
ized controlled research designs, there is only weak evi-
dence for the effectiveness of programmes that combine
alcohol education with more intensive family and com-
munity involvement. Similarly, the expected impact is
low for mass media ‘responsible drinking’ campaigns.
Although the reach of educational programmes is
thought to be excellent, the population impact of these
programmes is poor, and effectiveness is limited to several
of the more recent college programmes.

Policy options are often moulded to existing condi-
tions and are implemented typically over time in a way
that is fragmented, piecemeal and uncoordinated, in
part because of the range of policy areas covered, in
part because different ministries, departments and
administrative agencies each have some aspect of
alcohol policy under their purview. As a result, most
countries do not have a single comprehensive policy
towards alcohol but rather fragmented regulations and
practices that sometimes are based upon profoundly dif-
ferent assumptions about the role of alcohol in society
and the nature of alcohol-related problems. To enhance
the likelihood of effectiveness, alcohol policies would
benefit from greater public health orientation, integra-
tion and coordination.

In sum, opportunities for evidence-based alcohol
policies that serve the public good more effectively are
more available than ever before. However, the policies
to address alcohol-related problems are too seldom
informed by science, and there are still too many
instances of policy vacuums filled by unevaluated or inef-
fective strategies and interventions. Because alcohol is no
ordinary commodity, the public has a right to expect a
more enlightened approach to alcohol policy.
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ABSTRACT

Background New Zealand has recently attempted to address the underlying drivers of the escalating new psychoac-
tive substances (NPS) (‘legal highs’) problem by establishing the world’s first pre-market approval regulatory regime for
NPS. NPS products which can be shown with clinical trial data to pose a ‘low risk’ of harm will be approved for legal
manufacture and sale. Aims and method This paper critically assesses the new regime, drawing on experience of the
pharmaceutical sector and legal BZP market. Findings A number of characteristics of the recreational use of NPS
may not be well addressed by standard medical clinical trials, including binge use, polydrug use, use by vulnerable
groups and high-risk modes of administration. The overt advertising and covert promotion of approved NPS products
on the internet may make them fairly visible to young people. The black market for unapproved NPS may be difficult
to suppress given that unapproved NPS will be physically identical to approved NPS. If the legal market for NPS
encourages the use of NPS, alcohol and other drugs there may be an increase in drug-related harm. Alternatively,
if the legal NPS market reduces the use of more harmful drugs, there may be a considerable public health benefit.
Conclusions The clinical trials required for NPS products should address the characteristics of recreational NPS
use. Enforcement resources and technical solutions are required to clearly distinguish legal NPS products. The impact
the new NPS regime has on other drug use is a key issue and demands further study.
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INTRODUCTION

A growing number of new or previously obscure psycho-
active compounds have emerged over the past 5 years or
so, with many sold as so-called ‘legal highs’ [1–4]. Collec-
tively, they have been termed ‘new psychoactive sub-
stances’ (NPS), and encompass a range of compound
classes [5]. They are commonly marketed as ‘legal’ sub-
stitutes for existing illegal drugs, largely because the
active compounds are not covered by international drug
treaties, although their domestic legal status is often more
complex [6].

The policy approach to NPS around the world to date
has overwhelmingly been to attempt to prohibit them
[7,8]. However, this has proved to be problematic due to
the very large number of NPS compounds, the financial

cost associated with identifying active ingredients, the
slowness of the legislative process to prohibit individual
compounds and the speed at which manufacturers can
replace newly prohibited compounds with uncontrolled
ones [9]. This has led many countries to seek faster
means to prohibit psychoactive compounds (i.e. emer-
gency scheduling), adopt broader legislative definitions
of psychoactive compounds (i.e. analogue or generic
laws) or subject NPS to more nimble regulatory regimes,
such as those that apply to medicines or public health
[10–13].

Some have argued that these responses do not address
the underlying drivers of the NPS problem [9,14]. The
onus remains on the government to identify new NPS
products, carry out expensive testing and assess the case
for scheduling. Meanwhile, the product is free to be
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sold without any restrictions or reliable consumer
information, and legal high manufacturers face ongoing
incentives to introduce new, possibly more harmful,
replacement NPS compounds to replace the ones about
to be prohibited. Faster, more comprehensive bans of
NPS compounds and commercial activity also raise ques-
tions about the arbitrary use of government power (i.e.
NPS banned without any prior harm assessment), the
proportionality of response (i.e. criminal penalties for
NPS that may be less harmful that existing legal drugs)
and the banning of whole classes of compounds which
may potentially have legitimate uses in other areas
[9,14,15].

The New Zealand Government has recently attempted
to address these issues by developing the world’s first pre-
market approval regulatory regime for NPS, broadly
similar to the regimes which commonly operate for medi-
cines [16,17]. Under the new approach, NPS products
which can be shown to pose a ‘low risk’ of harm will be
approved for legal manufacture and sale. Proponents of
this approach argue that it will place the onus on manu-
facturers to show that NPS products are safe in advance
of sale, remove high-risk NPS products from legal sale,
require the industry rather than the government to bear
the financial costs of testing products and subject NPS
products to a range of retail restrictions [18,19]. Some
proponents have also argued that a regulated legal
market for NPS will draw demand away from more
harmful illegal drugs. The New Zealand approach has
attracted international interest [20], and has even been
proposed as a future model for the control of illegal
drugs, such as cannabis [21].

The new NPS regime was established with the enact-
ment of the Psychoactive Substances Act (PSA) in mid-
July 2013. As of December 2013, the regime remains in
a transitional phase while supplementary regulations
are developed, and no NPS product is yet to be approved.
Consequently, aspects of the regime are yet to be fleshed
out, and no market for approved NPS is currently avail-
able for empirical evaluation. Nevertheless, based on the
framework outlined in the PSA, it is possible to raise
a number of questions about how effective the new
regime will be at addressing the ongoing issues with
NPS.

This paper discusses these concerns with particular
reference to the pharmaceutical sector and the extensive
legal market for benzylpiperazine (BZP) ‘party pills’
which operated in New Zealand from 2000 to 2008
[22,23]. BZP is a piperazine-based central nervous
system stimulant with approximately 10% the potency of
dexamphetamine [24–27]. An estimated 200 000 legal
BZP pills were sold each month in New Zealand until BZP
was prohibited in 2008, generating retail sales of $24
million ($NZ) per year (NZ1$ = $US0.81 = €0.60) [28].

THE PSYCHOACTIVE SUBSTANCE
ACT 2013

The PSA creates a regulatory framework whereby NPS
products which can be shown with ‘preclinical and clini-
cal’ trial data to pose ‘no more than a low risk of harm’
will be approved for legal manufacture and sale subject to
regulatory standards [17,29,30]. Product sponsors are
responsible for conducting and paying for the required
product testing [15] and must also pay an application fee
of $NZ180 000 per product [31]. A separate application
and related test data are required for each ‘finished
product’, rather than a particular compound, to ensure
that testing takes into account the mix and strength of
active ingredients and the mode of administration
[29,30].

Approved NPS products will be sold subject to a range
of retail restrictions, including a minimum purchase age
of 18 years and no sales from convenience stores or those
that sell alcohol or automobile fuels [18,30]. The adver-
tising of approved NPS products is limited to the ‘point-
of-sale’ only (i.e. no advertising in television, radio or
newspapers), must not be visible or audible from outside
of premises, must not include themes that are appealing
to minors and be limited to objective information about
the product and price [18,30]. All NPS products must
include a list of ingredients, health warnings and the
contact details of the National Poisons Centre [30].

HOW WILL THE STANDARD OF LOW
RISK BE APPLIED TO NPS PRODUCTS?

The concept of ‘low risk’ as applied to NPS

The PSA establishes ‘low risk’ as the criteria for product
approval [30], but does not include any definition of ‘low
risk’. The government has previously acknowledged that
‘low risk’ is not the same as ‘no risk’, and some people
may be particularly sensitive to specific NPS [15,31]. To
this end, the PSA specifically prohibits sellers from adver-
tising an approved product as ‘safe’ [30]. The experience
with BZP legal highs supports this caution. While the vast
majority of users reported moderate adverse effects from
BZP [22,32], a small number appeared to experience life-
threatening reactions [33]. The question is: how will such
a skewed distribution of harm among users be fitted into
an overall concept of ‘low risk’? Furthermore, what legal
recourse will be available to the small number who suffer
severe reactions from a government-approved ‘low risk’
product?

NPS harms that cannot be identified in advance
of approval

Following public concern about the lack of a definition
of ‘low risk’, six principles were inserted into the PSA
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which were now required to be considered when evaluat-
ing an NPS product (i.e. the ‘toxicological effects’, ‘risk
to public health’, ‘potential to cause death’, ‘potential to
create dependence’, ‘likelihood of misuse’ and ‘appeal to
vulnerable populations’) [30]. There is no guidance in the
PSA concerning where in these harm categories the ‘low
risk’ threshold is to be found. Perhaps, more importantly,
it seems that many of these risks will only be able to be
fully determined after a product is approved and widely
used.

THE LIMITATIONS OF CLINICAL
TESTING AT MINIMIZING NPS HARM

A central rationale of the new regime is that by subject-
ing NPS products to clinical trials and only approving
low-risk products it will reduce NPS-related harm
[17,21,30]. The clinical tests required for an NPS product
have been described previously as ‘broadly similar to
those for new medicines’ [17]. Details of the testing have
not been included in the PSA; instead, this task has been
left to the regulator. There is no indication as to whether
these tests will be required to meet international stand-
ards for medicines. The New Zealand Ministry of Health
have previously estimated that the cost of testing an NPS
product is likely to be NZ$1–2 million per product [15].
However, toxicology testing of an ‘inhalation product’
under current international pharmaceutical regulation
has recently been estimated to cost ‘over £6 000 000’
([34], p.78) Assessing all the risks of an NPS product may
prove to be challenging, given that the compounds will
often be entirely novel [16]. There are a number of
further reasons to question whether standard medical
clinical trials will be able to fully identify the risks from
the recreational use of NPS.

High consumption episodes

The first complication is that clinical trials of medicines
largely examine the side effects of a medicine at the rec-
ommended dose [35]. In contrast, recreational drugs are
often used during hedonistic social gatherings, which can
involve high consumption episodes. The mean number of
legal BZP party pills taken on a typical occasion by
respondents to a general population survey was 2.6 pills.
On an occasion of greatest use, 42% had taken four or
more pills, 20% six or more pills and 11% eight or more
pills [36]. The dose commonly recommended on party-
pill product packaging was one to two pills per session
[23]. In the same survey, the interviewer explained that
‘binge use’ of BZP party pills was defined as using BZP
continuously for 24 hours or more. Seventeen per cent of
those who had used BZP in the previous year reported
that they had binged on BZP in this way, with 19% of

those having done so 10 or more times in the past year
[36]. In a study of BZP use by young people, the legality
of BZP party pills was interpreted by young people as
indicative that party pills were ‘safe’ and ‘low strength’,
beliefs likely to encourage high consumption episodes
[23,37].

Polydrug use

A second complication is that clinical trials examine the
medicine in question in isolation. In contrast, NPS are
often used in combination with other legal and illegal
psychoactive substances. A national population survey of
legal BZP use found that 86% of BZP users combined
their use of BZP with another substance [32]. The most
popular combinations were alcohol (91%), tobacco
(40%), cannabis (22%), 5-HTP (5-hydroxytryptophan)
(9%) and ecstasy (5%) [32]. In subsequent analyses, the
simultaneous consumption of BZP with cannabis and
5-HTP were both found to increase the risk of adverse
effects [32].

Vulnerable populations

As NPS products do not purport to address any illness,
clinical trials of NPS products are likely to involve healthy
young people under supervised conditions. However, we
know that the risks of recreational drug use increase
when users are from vulnerable groups such as risk-
taking adolescents, those who are at risk of mental illness
and those already dependent on alcohol and drugs. Some
synthetic cannabis products have been found to precipi-
tate psychotic symptoms among people with pre-existing
risk factors [38–40]. BZP legal highs were surprisingly
popular among illegal drugs users in New Zealand. For
example, 44% of the frequent methamphetamine users
interviewed for a drug monitoring study had used a BZP
legal high in 2006 [41].

High-risk modes of administration

The health risk of an NPS product will be exacerbated
further by risky modes of administration, such as
smoking and intravenous use (which may be different
from the recommended mode). The injection of
mephedrone has been reported in a number of countries
with adverse consequences [42]. In New Zealand, 34%
of frequent injecting drug users had used a BZP legal
high in 2007, of whom 76% had injected it [41].

Long-term adverse effects

While toxicology and clinical trials may well be effective
at identifying acute risks from an NPS product, establish-
ing long-term effects is considerably more challenging.
It is accepted in medicine that even with clinical trials
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some medicines will be approved that are subsequently
found to have unforeseen side effects ([43,44], p.151).
This is largely because the number of participants in a
clinical trial is often too small to identify rare side effects,
and trials do not last long enough to identify longer-term
effects ([43,44], p.151). A clinical trial may also not iden-
tify side effects if they only appear in groups of people
different from those in the trial, or if it is a side effect that
the study was not designed to look for [35].

THE CHALLENGE OF POST-APPROVAL
MONITORING OF NPS PRODUCTS

Even after a new medicine has been approved, the
patients for whom it is prescribed continue to be
monitored for adverse effects (i.e. known as pharma-
covigilance) (see [43]). The PSA requires licence holders
to report adverse effects from an approved NPS product,
and the regulator has the power to withdraw a pro-
duct [30]. There are a number of instances where
pharmacovigilance may fail to identify problems from a
medicine, including instances of rare side effects,
common complaints which can be easily associated with
other illnesses, long time-frames between use and adverse
effects and the low profile of a medicine ([44], pp. 153–
55). Pharmacovigilance may be particularly challenging
for NPS, as NPS products will often be combined with
alcohol and other drugs, and the resulting ‘hang-over’
effect may reduce reporting of complaints and complicate
further the process of isolating side effects to a specific
product. Pharmaceutical companies also have clear obli-
gations to report side effects from their medicines, but in a
number of notorious cases (e.g. paroxetine) they failed to
do so, with serious health consequences [35,44].

The risk of approving a new medicine is justified on
the basis that patients are expected to receive some thera-
peutic benefit which offsets the risks of side effects [43].
There is no such therapeutic benefit with NPS products,
and some commentators have objected to the testing
of NPS products on animals for this very reason [45].
However, the new NPS regime could be said to have social
benefits, including providing low-risk alternatives to
existing drugs and breaking the cycle of the continual
introduction of new NPS.

WHAT IMPACT WILL THE LEGAL
MARKET FOR APPROVED NPS HAVE ON
NPS, ALCOHOL AND OTHER DRUG USE?

While the new approval process may reduce the health
risk of legally available NPS products, any resulting
reduction in per unit harm may be offset by any increase
in the prevalence of NPS use. Approved NPS products will
be certified by the government as ‘low risk’, and will be

manufactured and sold under government regulatory
standards. As a consequence, many people are likely to
perceive them as safer and more legitimate than previous
products. Perceptions of health risk and social stigma
have been found to be important predictors of drug use
among young people [46,47]. Legal status, health risk
and social stigma have been found to be particularly
influential at preventing drug use among more conven-
tional social groups [48–50].

It is also possible that the market for approved NPS will
encourage demand for alcohol, tobacco or other drugs if
these substances are used in combination with or to miti-
gate adverse effects from approved NPS use, with a result-
ing increase in drug-related harm [51]. Alternatively, the
market for approved NPS may diminish other drug use
if users substitute more harmful substances for NPS,
and thereby reduce harm. Indeed, if the availability of
approved NPS resulted in reductions in smoking and
methamphetamine use, for example, there may be
substantial public health gains.

HOW EFFECTIVE WILL ADVERTISING
RESTRICTIONS OF APPROVED NPS BE?

Advertising on dedicated websites

As outlined earlier, the PSA restricts the advertising of
approved NPS products to the ‘point-of-sale’ only, and
imposes a range of restrictions on advertising at physical
locations. However, the PSA permits sales of approved
NPS from internet websites set up specifically to sell
approved products [30], and consequently advertising is
permitted from these sites [30]. Legal highs are sold com-
monly from websites around the world, and this has been
an important driver in their spread [52–54]. The number
of online shops selling NPS in Europe increased from
170 in 2010 to 693 in 2012 [55].

Covert promotion on the internet

The PSA explicitly prohibits the advertising of approved
NPS from the wider internet (i.e. websites not dedicated to
selling NPS) but, as has been noted, this is likely to be
extremely difficult to enforce [56]. Websites can be hosted
in other countries and accessed in New Zealand, a
problem which has been encountered with the on-line
selling of pharmaceuticals [44].

The internet offers an array of covert ways to promote
approved NPS products outside traditional advertising,
including utilizing social networking sites and personal
blogs. The pharmaceutical industry has developed many
covert strategies to market their products despite restric-
tions on direct-to-consumer advertising in most countries
[35,44].
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Age restrictions on dedicated websites

The PSA sets a minimum purchase and supply age of 18
years or older for approved NPS products. It is not clear
how this age restriction will be enforced in the case of
website sales. Will people simply be asked to click a button
confirming that they are the required age?

TO WHAT EXTENT WILL THE NEW NPS
REGIME SUPPRESS THE MARKET FOR
UNAPPROVED NPS?

An implicit assumption of the new regime is that once the
regulated NPS market is established, the vast majority
of NPS purchases will be made from the legal market.
However, unapproved NPS may be cheaper (as they do
not have to comply with the new regulations), be more
powerful (as they do have to be low risk) and be perceived
as more attractive (as they retain the ‘forbidden fruit’
appeal) than their approved counterparts. Conversely,
approved NPS products have the advantage of legal
status, convenience of purchase and some guarantee of
safety and quality.

To suppress the black market for unapproved NPS, the
authorities must be prepared to commit sufficient
resources to test imports of chemicals, products available
for sale and those found in possession of users. As unap-
proved NPS will essentially be physically identical to
approved NPS (i.e. coloured powders pressed into tablets),
particularly when on the outside of packaging, this may
be a challenge. Police have, in theory, the power to impose
an instant fine for the possession of an unapproved NPS
product and confiscate personal supplies [30], but it will
be impossible for officers to identify unapproved NPS on
the street without further laboratory testing. Legal high
manufacturers in New Zealand have already complained
of counterfeits undermining the reputation of the legal
market. The practical and financial difficulties of identi-
fying unapproved NPS products may mean that those
who persist with using unapproved products will largely
go unpunished.

CONCLUSIONS

We have identified a number of characteristics of the rec-
reational use of NPS which may not be well addressed by
a standard medical clinical trial. These limitations could
be addressed by extending clinical trials for NPS to
include the harms from excessive use, polydrug use, risky
means of administration and use by vulnerable people.

The impact the legal market for approved NPS has on
the use of NPS, alcohol and other drugs is a key issue
[51]. Depending on whether NPS are substitutes, or com-
plements for other drugs, the new regime could confer

considerable public health benefits or additional total
harm. This pivotal issue will only be able to be investi-
gated once a market for approved NPS is established. It is
entirely possible that different NPS products will have dif-
ferent influences on other drug use (e.g. synthetic canna-
bis a substitute for cannabis, BZP a complement for
alcohol), and this may change over time and be different
in different country contexts [57].

The authorities may face challenges in suppressing
the black market for unapproved NPS, given that unap-
proved NPS will look exactly like their approved counter-
parts. If people can continue to use unapproved NPS
products largely without penalty then this will under-
mine the legal market. There is a chance that legally
approved NPS products will simply be more popular.
However, unapproved products may be able to offer
unique attractions. The task of identifying unapproved
NPS products could be enhanced with the development of
sophisticated product labelling (e.g. hologram water-
marks) and real-time testing technology. A simple
confirmatory test could be used to identify approved com-
pounds. Those products which fail would be confiscated
and subjected to further more in-depth testing.

Supporters of the pre-market approach to NPS may
counter that, although the new framework is not perfect
at reducing NPS harm, it offers an improvement on the
existing unregulated de-facto legal market. However, such
a stark policy dichotomy is somewhat misleading. A
range of more comprehensive prohibition responses to
NPS have emerged in recent years (e.g. generic and emer-
gency scheduling, prohibition of the retail sale of NPS)
which are yet to be evaluated [12,13,58]. An evaluation
of the prohibition of BZP in New Zealand suggested that
the prohibition greatly reduced BZP use, and subsequent
levels of replacement legal high use did not match the
previous levels of BZP [59]. There are also examples in
other countries of prohibition being effective at reducing
legal high use [58,60,61]. The application of civil regu-
latory regimes for medicines, public health and consumer
protection to NPS are also yet to be evaluated empirically
[11,62]. In New Zealand, the authorities appeared to
have reduced the use of nitrous oxide legal highs by
simply writing to retailers and pointing out that nitrous
oxide is a restricted medicine [59]. More nimble civil
regulatory regimes may be able to rapidly address NPS
availability without direct resort to either criminal penal-
ties or to creating a new commercial drug industry
[51,59,63]. A pressing task for researchers is to provide
empirical evaluations of these different approaches to
inform future policy responses.
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ABSTRACT

Aims To review research literature and available information on the extent and impacts of marketing, current policy
response and the interests engaged in the policy debate in order to inform recommendations for policy change on
alcohol marketing. Methods Relevant literature, including systematic reviews and publicly available information
(websites and participant observation) is reviewed and synthesized. Results Alcohol marketing has expanded mark-
edly in the past 50 years and, while there remains uncertainty about the impact across the population, there is now
clear evidence of its impact on the consumption of young people. Few countries have effective policy in place restricting
alcohol marketing, and there is a lack of an international response to alcohol marketing which crosses national
boundaries. The protection of alcohol marketing has been a major focus for vested interest groups and this has affected
governmental response at national and international levels. There has been a lack of non-governmental organization
engagement. The policy response to tobacco marketing provides a clear contrast to that of alcohol marketing policy and
provides a model for alcohol marketing policy. Conclusion The global exposure of young people to alcohol marketing
requires an urgent policy response. The Framework Convention on Tobacco Control provides an appropriate model for
global governance to control alcohol marketing. There are extant examples of national level legislation achieving
comprehensive bans with France’s Loi Evin providing a feasible model. Resources from philanthropic organizations to
allow non-governmental organization engagement are urgently required, as is engagement by the governmental sector
independent of commercial influence.

Keywords Alcohol, alcohol marketing, alcohol policy, framework convention, global governance, review.

Correspondence to: Sally Casswell, Centre for Social and Health Outcomes Research and Evaluation (SHORE), Massey University, PO Box 6137, Wellesley
Street, Auckland 1141, New Zealand. E-mail: s.casswell@massey.ac.nz
Submitted 22 March 2011; initial review completed 9 May 2011; final version accepted 17 October 2011

INTRODUCTION

The issue of alcohol marketing provides a new challenge
for the policy arena, in contrast with controls on supply
and price, which have been policy tools for millennia. The
consolidation and expansion of the alcohol industry, par-
ticularly marked over the last two decades, resulted in
regular surplus profits which have been ploughed back
into what the industry refers to as ‘investment behind
brands’: marketing to enhance consumers’ affiliation
with particular brands [1]. This expansion of financial
resource and marketing skill, a consequence of the
consolidation of the global alcohol market, has combined
with major technological developments, dramatically
increasing the marketing modes available and the

sophistication and dispersed nature of the marketing
being carried out [2]. It is now estimated that about
two-thirds of alcohol marketing is carried out in new
media [3]. These are over and above the use of the more
traditional and measured media such as television, radio,
print and billboards. Alcohol is one of the most heavily
marketed products in the world [2].

Alcohol marketing goes beyond national boundaries:
it is present on the internet, with company websites pro-
viding interactive environments and the dissemination of
marketing materials via social networking on the web
[4]. Branded screensavers for computers and cellphones
are available for download [5,6]. Product placement in
films and music [7,8] and the organization of branded
events (e.g. Hennessy parties in Asia) are other important
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marketing tools of global alcohol brands. The media cov-
erage of sponsorship leads to global branding of sports
events, despite national efforts to restrict it [9].

These expansions and technological developments
occurred at a time when global governance became influ-
enced strongly by the neoliberal ideology that the free
market (in all products) was a primary aim, and this
undoubtedly contributed to the current lack of adequate
alcohol marketing policy.

There has been an expansion of alcohol into emerging
markets, those with young populations and growing eco-
nomics and also into the unsaturated segments of the
mature markets, women and children in particular [10].
The level of harm recorded in the estimates of disability-
adjusted life years (DALYs) put alcohol on a par with
tobacco, and estimates suggest that in high- and middle-
income countries more than 1% of gross domestic
product purchasing power parity (GDP PPP) is spent on
economic costs attributable to alcohol [11]. This makes
the lack of control on the marketing of this product an
urgent focus for policy action.

IMPACTS OF MARKETING

The public health research field has struggled to keep up
with the speed and extent of these changes in alcohol
marketing. For many years the received wisdom in the
alcohol research and policy field was that the research on
alcohol marketing was inconsistent, with little evidence
of effects (e.g. [12]). In part this was a consequence of an
early methodological emphasis: on econometric analysis
using expenditure on advertising in the measured media
(as a proxy for marketing exposure) and relating this to
consumption at the population level; and on analysis, at
the population level of restrictions (many of them partial)
on advertising [10]. While this line of research remains
active (e.g. [13]), critiques of this research [3] and a new
body of research focused on the impact of marketing
among young people and using a range of method-
ologies, including importantly longitudinal designs [14],
structural equation modelling of cross-sectional survey
data [15–17] and investigation of naturally occurring
regional differences in exposure [18,19], have achieved a
major shift in the consensus held by public health
researchers. While there is lack of evidence at the popu-
lation level, the effects of alcohol marketing on the drink-
ing of younger people, with whom most of the research
has been carried out, are now widely acknowledged
[10,20].

The newer body of alcohol marketing research has
reflected a more nuanced understanding of the way in
which marketing has its impacts and the size of these.
Discourse analysis has revealed how people engage with
marketing materials, making meaning in collaboration

with their peers, in a wraparound complex of messages
about alcohol-mediated fun/cool identity, creating and
maintaining what has been described as an intoxigenic
environment [21]. The way in which the industry strate-
gically feeds off and builds upon youth culture in the
design of marketing campaigns communicating beverage
potency, drunkenness and sexual and social success has
been documented following the recent disclosure of
internal alcohol industry advertising documents [22].
Quantitative methodologies have documented that expo-
sure to alcohol marketing increases positive beliefs about
alcohol [23,24], affects young peoples’ perceptions of
how much their friends drink [25] and increases the like-
lihood of young people drinking and how much they
consume when they do drink [14]. Comparison of drink-
ing by young people in US markets with different levels
of exposure suggested that each additional dollar spent
per capita raised the number of drinks consumed by 3%
[18]. Lessons might also be drawn from the numerous
case studies of relatively extensive restrictions on tobacco
marketing which have accompanied the development
of the Framework Convention on Tobacco Control
(FCTC). Comprehensive restrictions on tobacco market-
ing resulted in a decline of 7.4% in cigarette use in Orga-
nization for Economic Cooperation and Development
(OECD) countries, with some indication that a cumulative
effect might occur [26].

Most research has been carried out in high-income
countries, but it is likely that marketing’s effects are even
more pronounced in the emerging alcohol markets with
growing economies and high youth populations and
which have larger numbers of abstainers and less history
of alcohol use [10]. In its 2006 annual report, Diageo
reported that following a 28% increase in marketing,
sales in emerging markets (outside Europe and the United
States) were up 14% compared with 6% world-wide.

Marketing’s impacts go beyond the immediate effects
on the drinker or potential drinker and create a social
milieu in which the positive aspects of drinking are domi-
nant and its use is normalized [27]; for example, the
‘drinking responsibly’ marketing messages widely pro-
mulgated by the industry, which have been shown to be
understood by young people as being about moderation
but also communicating positive messages about alcohol
in an approach described as strategically ambiguous by
the authors [28]. These messages also promote positive
associations with the company conducting the market-
ing. Such stakeholder marketing, in which the industry
associates its brand with good works, including disaster
relief [29], international development meetings [30]
and sponsorship of all aspects of sporting and cultural
life, contribute to the construction of an environment
in which alcohol brands become synonymous with
many positive values and experiences and in which the

Current status of alcohol marketing policy 479

© 2012 The Author, Addiction © 2012 Society for the Study of Addiction Addiction, 107, 478–485



perception of the industry as a good corporate citizen
is enhanced. The extent to which this enhancement of
corporate citizenship subsequently influences industry’s
credibility when providing input to alcohol policy debates
is unknown [31].

CURRENT MARKETING POLICY

Industry voluntary codes

In contrast with the newly emerging situation under the
FCTC, many countries in the world have little systematic,
stable control of the alcohol marketing to which their
populations are exposed. At the national level, many
countries rely on voluntary restraints by the industries
involved (‘self-regulation’) and these have been shown to
be fragile and susceptible to economic downturn (for
example abandonment, in the mid-1990s at a time of
falling whisky sales, of the UK voluntary agreement not
to advertise dark spirits in broadcast media); they have
also been used as a mechanism to head off legislative
action [32]. Such voluntary restrictions are inevitably
partial, often taking the form of codes relating to the
content of the advertising in the broadcast media or
partial restrictions on exposure, applying to specific beve-
rages, media (e.g. no spirits advertisements on TV) or
time-periods. In many contexts much of the new media,
including e-mail and texting, are not covered and nor are
point-of-sale or brand-stretching via branded merchan-
dise. Sponsorship has become a major part of alcohol
marketing and is also usually excluded from the codes
[33]. Following the expansion of self-regulation in the
1980–90s, co-regulation has developed as response
to the critiques of self regulation. An example of co-
regulation (self-regulation within a regulatory frame-
work) is found in the UK; this has been in existence since
2005 and has shown no positive impact on the nature of
the alcohol advertising broadcast [34,35]. In other
responses to increased scrutiny of self-regulation elabo-
rate examples of internal auditing have been set up, for
example, in Europe [36,37].

Despite a (sometimes implicit) objective of the
voluntary action taken by the industries being to protect
younger people from marketing’s impact by controlling
exposure to marketing, or the nature of the message
content, or both, there is clear evidence that this is not
being achieved by the commonly implemented self-
regulation systems and this reflects failure to control both
exposure and content. Studies in the United States and
Australia have illustrated that exposure to younger
people is equivalent to that of older people or is even
greater [38–40] and it has been suggested that, given
industry access to information about the composition
of programme audiences, this may indicate deliberate

targeting of younger people [39]. Interpretations of the
voluntary codes regarding content do not take into
account that alcohol marketing operates at an emotional
level and needs only to associate a logo (even a brand
colour) with stimuli with associated positive feeling to be
effective [41]. Interpretation of the codes of content have
been shown to differ markedly between panels set up by
the vested interests and samples of general population
[42], younger people [43] and media and marketing
experts [33], with the vested interest panels consistently
less likely to perceive breaches in the codes. In-house revi-
sion of the US Beer Code has been shown to give greater
scope to the marketers [44]. Research which has demon-
strated the impact of alcohol marketing on young people
has often investigated the impact of advertising which
has been broadcast under the voluntary agreements (e.g.
[45])—a further indication of lack of effectiveness of
self-regulation regimes.

National policy response

Legislation or regulation established as a result of a
public policy process has generally been found to be
stricter than those found in self-regulation regimes [46].
This is the case in alcohol marketing policy, where the
often-cited Loi Evin, one of few legislated policies on
alcohol marketing, restricted exposure to the less power-
ful print media and also controlled content, restricting
the advertising to a ‘tombstone’ approach, excluding all
life-style elements which have been found, in the research
cited above, to be resonant with young people. Unfortu-
nately, although there is published description of the
changes following the French legislation in 1991 and
expert opinion about the impacts which followed [47],
there are no other evaluation data available. Other
jurisdictions with relatively comprehensive regulation
include Norway, Iceland and Sweden; in many countries,
however, restrictions are too partial to have impacts or
are circumvented because of loopholes [48].

International policy response

There is a marked absence of an international response to
alcohol marketing, although national restrictions have
been upheld by regional courts, setting important prece-
dents. In Europe the Loi Evin, one of the most restrictive
of alcohol marketing policies, has been adjudicated on
by the European Court of Justice and found to be justified
and proportionate to its purpose of protecting public
health [10]. However, the lack of an international policy
response means that the situation with regard to access
to alcohol marketing materials on the internet is in
marked contrast to the absence of tobacco marketing,
and young people are increasingly exposed to and respon-
sive to global alcohol marketing communications [2].
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In 2009 an attempt to extend the Loi Evin to cover inter-
net marketing failed [49].

VOICES IN THE DEBATE ON
ALCOHOL MARKETING

Vested interest groups

To defend the right to market alcohol is essential business
activity for the vested interests involved. Without market-
ing there are potentially negative implications for the
global alcohol producers in both mature and emerging
markets. In mature markets marketing not only serves to
reinforce brand choice among committed drinkers, but
also to recruit new, potentially heavy, drinkers from the
cohorts of young people who enter the drinking market
and replace those who are reducing their contribution to
the alcohol market as they age or die. Any reduction in
consumption among the heavier drinkers will impact sig-
nificantly on the sales and therefore the profits of the
industry. In emerging markets, where drinkers are in the
minority, the need to engage in ‘consumer education’ to
build a drinking culture is particularly important [50]. In
the case of alcohol marketing, not only are the producers
but also the advertising and media industries actively
concerned, who stand to lose revenue if alcohol market-
ing is curtailed, and they have therefore been engaged
actively in policy debate with documented cases of con-
flict of interest leading to failure to represent a public
health perspective [51].

It is not surprising, therefore, that at the national
level policy development has been slow. Health officials
in many countries, with both mature and emerging
markets, draw attention to the negative aspects of the
continued exposure of new cohorts of young people to
alcohol marketing; for many it is described as a priority.
However, it is often viewed as the most difficult policy area
to address, given the extent of national-level vested inter-
est group lobbying and stakeholder marketing and a
related lack of political will. In countries in which the
national economy is small relative to the revenues of the
alcohol producers, funding via sponsorship can be an
important consideration. An example is the contribution
made by Lao Beer to the South East Asian [52] games
held in Lao in 2009 (one of the poorest economies
world-wide) which was perceived to have made host-
ing the games possible. The relative absence of non-
governmental organizations focused on alcohol means
that marketing often remains unchallenged outside
the (relatively powerless) health sector. It is noteworthy
that the passing of the Loi Evin in France owed much
to the role of five medical academics who operated
outside the government sector and promoted the new
legislation [53].

Vested interest activity at the international level has
attempted to influence national level decision-making.
The front organization for the largest global alcohol cor-
porations, the Washington-based International Center
on Alcohol Policies (ICAP), has actively promoted ‘self-
regulation’ as the appropriate approach to alcohol mar-
keting in a number of work-shops held in regions of the
world where the largest and most potentially profitable
emerging markets exist [54,55]. In Africa, for example,
ICAP worked in collaboration with SAB Miller to conduct
a series of national work-shops promoting industry-
friendly policy, including self-regulation of advertising
[54]. In Asia industry self-regulation has been promoted
as best practice leading to a perception among health
officials that there is an international convention on
alcohol marketing which precludes national action to
restrict global corporations marketing their brands [56].
ICAP argues consistently against government regulation
to restrict alcohol marketing by regulation [57].

The likelihood of change being affected by the alcohol
producers supporting or accepting restriction on their
right to alcohol marketing is low. There is a stability in the
global alcohol market which generally leads to company
preference for transnational self-regulation, giving key
producers the ability to ward off national-level govern-
ment regulation [58]. Whereas the issues which are com-
monly part of corporate social responsibility, for example
human rights and environmental sustainability, can be
addressed without threatening company viability, restric-
tion of alcohol marketing would have major effects not
only on levels of sales but also industry attempts to nor-
malize and sanitize the product. In this context, it has
been concluded by professional groups such as the British
Medical Association that national efforts to develop
alcohol marketing policy require governments to avoid or
withdraw from ‘partnership’ with industry [20].

Intergovernmental sector

Other key players in the global governance arena, the
intergovernmental organizations World Trade Organiza-
tion (WTO) and World Health Organization (WHO), are
both relevant to this policy arena. The WTO agreements
aim to reduce controls on market access and national
restrictions on international trade. There is a require-
ment for progressive liberalization in successive rounds of
negotiations [59]. In relation to alcohol, most of the ways
in which trade agreements have influenced public policy
and public health have been through requirements to
allow import of all products and to reduce and eventually
remove tariffs from imported beverages and by challenges
to monopoly supply systems [60]. The requirement to
allow all products equal access has resulted in Sweden
being required to sell Ready to Drinks (spirits plus mixer)
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[61], an important development in marketing alcohol to
young people [62]. Apart from the increase in availability
of a range of products the WTO system has apparently
had no direct involvement in relation to alcohol market-
ing but may have had a ‘chilling effect’ by creating a
global environment in which threats of action could be
taken, particularly in emerging markets [63].

The WHO is the United Nations (UN) agency which
has assumed primary responsibility for alcohol. Like all
intergovernmental organizations, the influence of their
considerable technical expertise and moral standing may
be muted by the influence of the big transnational corpo-
rations (TNCs) [64,65]. Recent policy development work
leading to endorsement of a global strategy to reduce
alcohol-related harm illustrates the difficulties surround-
ing alcohol marketing policy. The process of development
of a global strategy involved many levels of consultation,
including with the representatives of the commercial
interests who urged against ‘across-the-board limitations
on alcohol beverage product marketing’ [66], recom-
mending instead a co-regulatory framework. The Draft
Working Paper produced by the Secretariat and com-
mented upon by a number of expert advisers made no
mention of a co-regulatory framework, referring instead
to a ‘regulatory framework, preferably with a legislative
basis’, and there was also no reference to a self-regulation
option. However, by the time the strategy emerged
from the Executive Board in January 2010 the market-
ing section referred to ‘setting up a regulatory or
co-regulatory framework, preferably with a legislative
framework and supported when appropriate by self regu-
latory measures . . .’. In addition to the influence of the
commercial interests, often expressed through Member
States, there is an inherent limitation in the health focus
of the WHO, given the range of sectors with interest in
curtailing alcohol-related harm (police and justice, for
example), and this may explain in part the relative lack
of attention paid to alcohol compared, for example, to
tobacco.

Non-governmental sector

Analyses of global governance have highlighted the role
of TNCs, non-governmental organizations (NGOs) and
the state (including international governmental orga-
nizations) in the governance triangle [67]. In relation
to alcohol policy there is an imbalance between the
resources of the commercial sector and that of both gov-
ernment and NGOs. This suggests the importance of the
NGO sector to support and shape the state’s response
at both national and international level. In the current
global environment there has been a major growth in
NGOs; there are now 30 000 world-wide operating inter-
nationally [68]. The large number of (well coordinated)

NGOs focused on tobacco (the Alliance on Tobacco
Control) has been credited with a significant contribution
to the development of the FCTC [69]. At a time of relative
increase in front organizations funded by the alcohol pro-
ducers (which operate in an NGO space), the lack of
resource for national and international alcohol-specific
NGOs is a major concern. However, there are some pro-
mising developments with the emergence of a network
of regional and a global network [70], increasing interest
in and good examples of the establishment of health
promotion foundations funded by an earmarked tax on
alcohol (e.g. [71]) and increased engagement by the well-
organized non-communicable diseases (NCD) sector [72].

FCTC—PRECEDENT FOR
GLOBAL GOVERNANCE ON
ALCOHOL MARKETING

The public health field is facing a global environment
in which alcohol marketing and supply drive alcohol
demand. This reflects the expansion and consolidation of
the alcohol producers, new development in skills and
technology of marketing and far-reaching changes in the
free trade environment, as well as young people’s access
to global media and relationship with commodities such
as alcohol [2,73].

It is highly unlikely that widespread progress towards
healthy policy development will take place at a national
level in the absence of supporting global governance. The
infrastructure, economic, social and political, which sup-
ports and allows alcohol marketing is global in nature
and requires a global response.

The WHO response to tobacco provides a useful pre-
cedent in the formulation of a health treaty, a Framework
Convention, which has been found feasible and valuable
in controlling tobacco marketing. Such international
conventions are important in facilitating the overcoming
of domestic vetoes [36] and also providing a source of
global information and emulation [64] which otherwise
is provided only by the resources of the vested interest
groups. There is a general move towards more mandatory
mechanisms and increased accountability in relation to
the activities of TNCs [64] and the FCTC provides a good
global model.

While the goals for alcohol consumption (to reduce
harm) are different from those for tobacco (to eliminate
use) [63] there is nevertheless the need to implement
similar policy levers, especially restriction on marketing.
The FCTC requires parties to the treaty to implement a
‘comprehensive ban of all tobacco advertising, promo-
tion and sponsorship’ including ‘a comprehensive ban on
cross-border advertising, promotion and sponsorship’
where this is not in breach of constitutional principles
(and in the case of such constitutional difficulties to
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implement ‘restrictions’) (Article 13) [74]. Under the
terms of the Framework Convention countries meet to
agree protocols on specific issues such as international
collaboration necessary to ban cross-border marketing.
The FCTC provides the stimulus for national regulation as
well as international collaboration, both of which are
urgently required in relation to alcohol marketing.

In the meantime, examples of national legislation to
restrict alcohol marketing exist and provide good models.
These cover sponsorship and promotion and restrict
exposure (either by a complete ban in all media or by
restriction to adult-orientated print media) and content
(by banning life-style advertising). Examples of legislative
text are given in the recently published WHO guide to
developing effective alcohol legislation [48].

CONCLUSION

The contrast between the regulation of tobacco market-
ing and the unfettered expansion of alcohol marketing
cannot be justified when the evidence on harm and the
expansion of consumption into younger populations in
both mature and emerging markets is acknowledged.
A global response to promote restriction of all forms of
marketing at national and international level is urgently
required.
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1. Executive Summary  

1.1 Community Action on Youth and Drugs (CAYAD) 

Community Action on Youth and Drugs (CAYAD) is a community action programme aligned 
with the New Zealand National Drug Policy (NDP).  The NDP 2007–2012 sets out the 
Government's policy for tobacco, alcohol and other drugs.  The NDP aims to minimise the 
harms from these substances and improve the health and well-being of New Zealanders.  
The NDP identifies young people as a population group at greater risk of drug-related harms 
than other New Zealanders, requiring targeted approaches and a strong focus on the 
prevention of drug-related harm.  The CAYAD programme aims to limit the use of drugs and 
reduce harm from drug use (in line with the NDP’s harm minimisation approach).  

The overall aim of the programme is to improve health outcomes through: 

� increased community ownership and capability to address drug-related issues 

� reduced drug-related harm 

� improved health and well-being of New Zealanders. (Ministry of Health, 2008) 

CAYAD has four outcomes to address the overall aim of the programme: 
1. increased informed community discussion and debate about issues related to illicit drugs 
2. effective policies and practices to reduce harm adopted 
3. increased local capacity to support young people in education, employment and 

recreation  
4. reduced supply of drugs to young people. 

The CAYAD programme is focused on 30 communities across New Zealand identified as 
high-needs.  The programme was first piloted in 1997.   

Over the last few years, many CAYAD sites, in response to community need, have expanded 
their focus to also include reducing demand and controlling supply of alcohol to young people 
in their communities.   

1.2 Evaluation of CAYAD 

The Ministry of Health (the Ministry) commissioned Litmus Limited to undertake a process 
and impact evaluation of CAYAD in 2009.  The objectives of the evaluation were: 

1. to describe how CAYAD was implemented between January 2007 and February 2009 to 
determine whether implementation is proceeding as intended and to identify successes 
and challenges  

2. to identify intended outcomes arising from the implementation of CAYAD, and the 
underlying factors contributing to or inhibiting their achievement 

3. to identify unintended outcomes arising from the implementation of CAYAD  
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4. to identify potential improvements to the ongoing implementation of CAYAD that would 
help bring about the desired outcomes. 

The evaluation did not consider the costs and benefits of CAYAD. 

The evaluation findings drew on literature and documentation relating to the CAYAD 
programme, interviews with key national-level stakeholders, case studies of eight CAYAD 
sites, and an online survey of the remaining 17 CAYAD providers. 

1.3 Implementation of the CAYAD programme  

The CAYAD programme has a national-level governance and capability building structure of 
the Ministry of Health, the National Co-ordinator and the National CAYAD Advisory Group 
(NCAG).  The benefits of this structure are clear strategic direction, targeted and effective 
workforce development, and a mechanism for disseminating knowledge from the 30 CAYAD 
sites across New Zealand into national-level policy.  Overall, the relationship between the 
Ministry and the National Co-ordinator is working well.  NCAG is in its formative stage, and to 
be effective further clarification of its role and composition is needed.  

At a local level, each CAYAD site is led by kaimahi supported by their manager.  In June 
2009, most providers (18 out of 25) have a CAYAD Reference Group made up of community 
and sector leaders and alcohol and other drug professionals.  The kaimahi is pivotal to the 
success of the CAYAD site.  An effective kaimahi: 

� has a community and key stakeholder network  

� understands their community’s unique challenges and contexts  

� is knowledgeable about the evidence-base of effective practice in demand reduction 
and supply control for alcohol and illicit drugs 

� is able to create support and provide leadership for the CAYAD programme locally 

� is culturally competent.   

The evaluation highlighted that the majority of kaimahi are credible and seen to have the 
right skills to make an effective difference in their respective communities. 

At a local level, CAYAD sites move through a number of overlapping cyclical development 
stages:  

� The establishment phase is for fostering and developing networks and relationships 
with key stakeholders in a range of community and professional settings.  The kaimahi 
seek to create support for CAYAD’s aim and outcomes across a range of stakeholders.   
It is critical to gain stakeholders’ active involvement to establish a common voice on 
drug and alcohol issues, collaborate on specific initiatives and, if appropriate, offer 
additional resources.   

This stage takes time to build understanding, relationships and trust.  Once created, a 
local foundation is established on which the CAYAD site can develop strategies to 
address the community’s issues relating to alcohol and illicit drugs.   

� The strategic planning phase is when CAYAD sites, in conjunction with wider 
stakeholders, identify evidence-based and community-relevant initiatives and activities 
that align with the aim and desired outcomes of the CAYAD programme.  The current 
CAYAD outcomes are broad and aligned with the NDP.  Consequently, kaimahi can 
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address unique community needs within this framework.  Effective CAYAD sites seek 
to develop a range of initiatives that address each CAYAD outcome from a number of 
perspectives – thus maximising the extent of the change in the community.  

� The implementation phase occurs when the kaimahi works intersectorally to deliver 
initiatives that align with the four CAYAD outcomes.  The box below contains examples 
of initiatives that have been implemented by CAYAD sites.  

During the implementation phase, sites reflect on progress by identifying emerging 
outcomes and using this information to refine networks and action plans.  Thus, the 
cycle commences again.  

Outcome 1: increased informed community discussion and debate about issues related to 
illicit drugs 
� Attendance at forums, groups and committees, e.g. Liaison on Alcohol and Other Drug 

meetings 
� Wider community and stakeholder networking, e.g. drug and alcohol abuse wananga 
� Drug education and resource development and distribution  
� Events and activities, e.g. Youth Expo delivering health messages and services 
� Media, e.g. promotion of CAYAD kaupapa to the community through media and mass events, 

newsletters, radio shows 

Outcome 2: effective policies and practices to reduce harm adopted 
� Informing drug and alcohol policies in local community settings, e.g. schools, marae, sports 

clubs 
� Written submissions and running submission writing seminars, e.g. developing joint submissions 

on the National Alcohol Action Plan 

Outcome 3: increased local capacity to support young people in education, employment and 
recreation  
� Undertaking or supporting other organisations in developing youth leadership and mentoring 

young people, e.g. setting up a Youth Advisory Group or Youth Council 
� Working with schools and education providers to encourage young people to remain in 

education and/or enter training courses, e.g. working with local training provider to set up a 
carpentry course 

� Identifying employment opportunities for young people, e.g. working with local employers 
� Identifying or working with sporting organisations to offer a range of sporting opportunities, e.g. 

gym, youth basketball 

Outcome 4: reduced supply of drugs to young people 
� Working with gangs to reduce or stop supply of methamphetamine to young people; supporting 

communities to report illicit drug sellers 
� Youth hikoi to reduce number of liquor outlets; young people reporting licensees supplying to 

underage youth or intoxicated young people 

In summary, CAYAD is a community action approach which addresses two pillars of the 
NDP: demand reduction and supply control.  CAYAD is an iterative process of strategically 
planned, evidence-based, multi-component initiatives developed and delivered via an 
intersectoral approach to address community issues about youth’s alcohol and illicit drug use 
across the four CAYAD outcomes.    

Over the last two years, the CAYAD programme has gone through a period of strengthening.  
The purpose was to achieve greater consistency in practice across sites in relation to the 
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CAYAD programme’s aim and outcomes, while retaining the ability to respond locally within 
this overarching framework.  The implementation of a National Service Schedule and 
ongoing capability building has achieved the following results: 

� Development of national and site level programme logic models and action plans (19 
out of 25 CAYAD providers have a programme logic model).  Although the process was 
time consuming and challenging, CAYAD providers and key stakeholders found it 
beneficial.  The development of the logic models resulted in a shared and evidence-
based direction at site level and a greater consistency of approach across CAYAD 
sites.  

� The rejuvenation or establishment of Reference Groups.  While most Reference 
Groups are at formative stage, their presence has increased CAYAD’s visibility locally.  
Further, there is evidence that the presence of a Reference Group is resulting in a 
more collaborative implementation and sharing of local resources (i.e. the adoption of 
an intersectoral approach).  

� An in-depth understanding of the community action approach.  For most CAYAD sites, 
the implementation of the requirements of the National Service Schedule consolidated 
and reaffirmed their direction.  However, at least two CAYAD sites realised that, while 
they were active in their community around drug education initiatives, their actions 
were inconsistent with a community action approach.  As a result, the outcomes 
achieved were limited.  Programme logic development therefore enabled these 
CAYADs to realign their activities and interventions with CAYAD’s kaupapa.  At the 
time of this evaluation, it was too early to determine whether the action plans 
developed will be implemented as intended.  These sites will therefore require careful 
monitoring and constructive feedback over the next year.  

� Increased awareness from CAYAD providers and stakeholders that CAYAD is a 
national programme.  CAYAD sites are increasingly thinking about how to transfer their 
learnings across sites and how to collaborate regionally.  Awareness and presence of 
the CAYAD brand is high amongst Reference Group members.  However, across wider 
stakeholders CAYAD is less well known.  These stakeholders commend the work of 
the CAYAD provider but do not associate their activities with the CAYAD programme.  
This lack of awareness has the potential to limit future alliances that may enhance 
CAYAD’s reach and effectiveness. 

The National Service Schedule introduced two new reporting templates.  Across the CAYAD 
sites, there is confusion about and inconsistent use of these templates.  Many CAYAD sites 
find reporting challenging, particularly in demonstrating the achievements of their CAYAD 
against outcomes.  The development of the programme logic offers an outcome framework 
against which to report.  However, there continues to be a lack of understanding on how to 
do this.  Capability building on outcomes reporting is therefore required.  Linked to this 
reporting, CAYAD sites are seeking more detailed feedback from the Ministry on their 
progress.   

CAYAD sites are expected to contribute to the evidence-base of effective demand reduction 
and supply control initiatives.  Consequently, being able to report in a way that is meaningful 
will contribute to this wider evidence-base is important.  

Currently, there is no national level reporting on the CAYAD programme, and no national 
level indicators to demonstrate how CAYAD contributes to national policy.  It is 
acknowledged the latter may be difficult to achieve, given the geographical spread of the 
CAYAD sites and may be potentially cost prohibitive.  However, national reporting is an area, 
which requires further consideration.  
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1.4 The impact of the CAYAD programme  

CAYAD is perceived by providers and local and national stakeholders as an effective 
programme that helps reduce youth demand for alcohol and illicit drugs.  This is reflected in 
the CAYAD programme delivering positive results against three of the four CAYAD 
outcomes. 

� Increased informed community discussion and debate about issues related to illicit 
drugs is an outcome clearly being achieved across most CAYAD sites.  This increase 
in discussion has resulted in:  
– wider awareness and knowledge across key alcohol and drug stakeholders and 

community leaders about the issues relating to illicit drugs and alcohol in the 
CAYAD communities  

– agreement about how to address these issues and therefore common and 
consistent messages across the communities  

– agreement across the stakeholders to work together on agreed initiatives 
– collaborative initiatives being actioned.  

� The CAYAD programme has influenced policy about alcohol and drugs both locally and 
nationally, thus creating systemic and environmental change:   
− Working with schools, marae and sports clubs to introduce or change their drug 

and alcohol policies has changed alcohol- and drug-related behaviour at that 
setting level.   

− Collaborative submissions have been made on local council and national policy, 
including the National Action Alcohol Plan. 

� The CAYAD programme has been very successful in building local capacity to keep 
young people engaged in education, recreation and employment to reduce the 
opportunities for drug and alcohol use.  This has had further benefits of improved 
health and well-being through sport, remaining in or returning to education, and/or 
training or entering the workforce.  The CAYAD programme has therefore set many 
young people onto prosocial life pathways.   

As a direct result of the CAYAD programme, two unintended outcomes are emerging:  

� CAYAD is having a wider wh�nau/community effect.  Young people’s engagement in 
CAYAD initiatives offers, in some cases, the opportunity to access parents and wider 
wh�nau.  Some CAYAD sites have reported that wider wh�nau engagement in CAYAD 
initiatives is influencing their attitudes and behaviour to drugs and alcohol. 

� Youth crime has reduced significantly in at least four communities due to the work of 
CAYAD sites.   

Across the CAYAD sites, only limited activities have been undertaken to reduce the supply of 
illicit drugs.  Many kaimahi acknowledge that supply control initiatives are appropriate for 
alcohol.  However, they struggle to identify initiatives around the supply of illicit drugs, given 
this tends to be the role of enforcement agencies.  One CAYAD site has had positive 
success in changing some gangs’ attitudes and behaviour to supplying methamphetamine, 
although the overall impact on supply is unknown.  Others have reported supply activity 
within the community to the Police – which for a visible CAYAD worker has its risks. 

All CAYAD sites are contributing to the success of the CAYAD programme.  However, the 
extent to which outcomes are emerging varies across the CAYAD sites.  Those sites closely 
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aligned with a broad intersectoral community action approach are more effective at achieving 
results across the CAYAD outcomes.  The few CAYAD sites focusing predominantly on one 
or two CAYAD outcomes and not embedding an active intersectoral approach were 
achieving a more limited range of results.  This finding therefore supports the use of 
community action and validates the investment over the last two years of building CAYAD 
sites’ understanding of its application.  

1.5 Effecting national policy  

From this evaluation, there is evidence that the CAYAD programme is making a significant 
difference at a number of national policy levels:   

� Harm minimisation – the initiatives of CAYAD sites and their stakeholders have 
positively changed the lives of numerous young people and their wh�nau and offered 
benefits to the wider communities.   

� Evidence-based policy – initiatives undertaken by CAYAD sites are based on both 
research evidence of what works and the local knowledge of communities.   

� Partnership – this is integral to the CAYAD programme.  Sustainable initiatives are 
underpinned by a number of strategic relationships.  

� Reducing inequalities – many CAYAD sites are located in areas with high M�ori and 
Pacific populations.  Iwi-affiliated providers are making a significant difference in their 
communities and are ensuring access to opportunities and supporting positive 
outcomes both for young people and for wh�nau and the wider communities.   

1.6 Conclusions 

� Over the last two years, the introduction of a number of national-level initiatives has 
strengthened CAYAD at both a national and a local level.  The CAYAD programme is 
now becoming more established as a national programme, with greater consistency 
across sites to CAYAD’s aim and outcomes and the use of a community action 
approach. 

� The CAYAD programme is successfully achieving three of its desired outcomes.  The 
CAYAD programme is not able to demonstrate the same level of success in the 
reduction of the supply of illicit drugs, although more success is achieved in reducing 
the supply of alcohol.   

� Two significant unintended outcomes have emerged as a direct result of CAYAD: 
changes in attitudes and behaviour of the wider wh�nau to alcohol and drug use and 
the reduction of youth crime.  

1.7 Ongoing improvements 

Suggestions for improvements focus on ensuring consistency across the CAYAD sites, 
ongoing strengthening of CAYAD as a national programme, and demonstrating its effect on 
national policy.  The suggested improvements below are organised by key partner groups 
within the CAYAD programme.  More specificity on improvements can be found in sections 3, 
4 and 6.  
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Ministry of Health 

� Identifying the appropriateness of the supply reduction outcome for CAYAD sites, and if 
appropriate defining and communicating the expected activities.   

� Including in CAYAD’s aim and outcomes reference to demand reduction and supply 
control for alcohol. 

� Clarifying the reporting requirements for the CAYAD sites as detailed in the National 
Service Schedule. 

� Providing regular feedback to CAYAD sites on their reported progress, particularly for 
those sites who have realigned with a community action approach.  

� Developing a national reporting framework to quantify and clearly demonstrate how the 
CAYAD programme is contributing to national policy goals. 

National Co-ordinator 

� Ensuring all CAYAD sites have a programme logic model and a functioning Reference 
Group.  A particular focus needs to be placed on the extent to which CAYAD sites’ 
programme logic models have intersectoral initiatives that span across all CAYAD’s 
agreed outcomes.   

� Continuing to develop CAYAD sites’ capability, relative to their development stage, e.g. 
development of quantitative measures, reporting and policy analysis skills.   

NCAG 

� Clarifying NCAG’s role and composition to be an effective conduit between the CAYAD 
sites and national-level policy.  Particular consideration needs to be given to the role of 
the Ministry and the need for academic rigour within this body in the long-term.   

CAYAD sites 

� Having a widely agreed programme logic and action plan that is focused across all of 
the CAYAD outcomes and being able to report meaningfully against it.  

� Having an effective Reference Group that meets regularly.  

� Identifying with partners effective mechanisms on how to transfer community 
knowledge about effective initiatives to the wider evidence-base. 

� Promoting the CAYAD brand so the kaimahi’s work is strongly linked to the national 
programme.   

 



What is Community Action? - Some (debatable) distinctions 

Community Action Community Development 

Focus on achieving change in 
structures and systems so that change 
is sustained without significant ongoing 
effort by stakeholders 

Relies on sustained input from community 
members – may suffer from competing 
demands on volunteers 

Emphasis is on changing underlying 
social norms and organisational 
policies and practices 

Focus is often raising public awareness to 
change individual attitudes/ behaviour and 
build capacity of community ‘leaders’ 

Focus is on a specific issue eg drugs Multiple issues - as identified by community 

Activity guided by, and largely limited 
to, strategies based on research and 
local evidence 

Community members undertake whatever 
they believe is needed 

Problem often identified by govt/ funder Problems usually identified by community 

Engagement in political processes is 
fundamental, so issue is on policy 
agenda 

Engagement in political processes is not 
necessarily a defining feature 

Specific measurable objectives based 
on research evidence and ‘local 
knowledge’ 

Objectives and strategies are left open to be 
developed by the community 

Engages only selected organisations/ 
stakeholders to work together on issue 

 Significant numbers of community 
groups/members involved – largely organize 
themselves 

Either ‘communities of interest’ and/or 
geographic communities 

Community is usually geographic 

Often a paid co-ordinator specific to the 
project 

 
Co-ordination often by volunteers, or by 
someone from a local agency 

Research ongoingly contributed to the 
project by formative evaluators 

 
Does not necessarily utilise research 
evidence- may rely on ‘people knowledge’  

Action plan developed and progress is 
formally evaluated using specific 
indicators 

Action plans, monitoring and evaluation may 
be less formal or not prioritised 

Based on ‘best practice’ + innovation The ‘community knows best’ ethos 



1 
 

 
 
 
 
 
 
 

Review of CAYAD programme 
 

Final Report  
 
 
 

Report prepared for Ministry of Health 
by 

 
 

Louise Thornley, Judith Ball, Celia Murphy  
 

Quigley and Watts Ltd 
 
 

September 2011 
 
 
 
 

 
 

 
 
 
 
 
 



2 
 

 
Acknowledgements:  
 
The authors would like to thank the following for their input and support to the review: 
 

 The interviewees for their time and expertise 

 SHORE Whariki for advice and assistance locating key documents, and 
background discussion of the programme 

 New Zealand Drug Foundation (NZDF) for advice on locating key documents 

 Rebecca Kemp, Ministry of Health, for input and advice. 

 



3 
 

Executive Summary 
This report outlines a review of the Community Action Youth and Drugs programme 
(CAYAD). Quigley and Watts Ltd carried out the review for the Ministry of Health. 
  
The review assessed the CAYAD programme’s scope in light of the latest evidence on 
community action, findings on drug-related harm in New Zealand, and interviews with 
stakeholders. This report summarises the review findings, and presents 
recommendations. 
 
CAYAD programme 
The CAYAD programme, funded by the Ministry of Health, uses a community action 
approach to work with key people and organisations to reduce youth drug-related 
harm. Community action involves facilitating action by groups and agencies, with a 
focus on changing environments and policies. 
 
The CAYAD programme has four intended outcomes: 
  increased informed community discussion and debate about issues related to illegal 

drugs 
 effective policies and practices to reduce harm adopted 
 increased local capacity to support young people in education, employment and 

recreation 
 reduced supply of drugs to young people. 

 
While the stated outcomes of the CAYAD programme specify harm reduction from 
illegal drugs to young people, most CAYAD providers also work to reduce alcohol-
related harm.  
 
The CAYAD programme was developed and implemented with a focus on evidence 
and action-reflection. The Ministry funds national coordination to support the CAYAD 
programme. SHORE and Whariki at Massey University are currently contracted as the 
National Coordination Team (NCT). The NCT promotes the sharing of best practice 
amongst CAYAD sites and offers strategic guidance and workforce development.  
 
Method 
The review’s objectives were to: 1) Improve CAYAD services by ensuring the CAYAD 
programme is an effective evidence-based national programme that addresses drug-
related harm for youth, and 2) Determine an appropriate scope for the CAYAD 
programme by reviewing current service objectives and the definition of ‘drugs’ that is 
used. 
 
The review was formative in nature as it focused on reviewing the current scope and 
making suggestions for improvement. It had three strands: 
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a) an environmental scan of New Zealand documents and research to describe the 
issue of youth drug use and drug-related harm 

b) a review of evidence on community action 
c) telephone interviews with stakeholders to seek their perspectives and views on 

the programme. 
 
Seventeen stakeholders were interviewed by telephone. They included national-level 
stakeholders from relevant agencies (eg, Te Puni Kokiri, Ministry of Youth 
Development, Ministry of Justice, ALAC, New Zealand Drug Foundation), as well as 
staff directly involved with the CAYAD programme locally and nationally. However, 
the focus of the review was on the national programme rather than reviewing local 
sites. The review was limited by a small budget, which restricted the number of 
interviews and necessitated a rapid rather than comprehensive literature review. 
 
Findings 
The review confirmed the CAYAD programme’s direction and approach is consistent 
with the latest available evidence (Holder 2010, 2009, Alcohol and Public Policy Group 
2010, Drugs and Public Policy Group 2010).  There is a sound evidence base to support 
the effectiveness of community action on alcohol, and emerging, but relatively less, 
research available for illegal drugs (Drugs and Public Policy Group 2010, Miller et al 
2009).  The CAYAD programme has been subject to three evaluations, with positive 
results particularly in short and medium-term outcomes (Litmus 2009, SHORE Whariki 
2006). 
 
The review found the scope is still broadly appropriate, but there is a need for some 
changes. These include clarifying the focus on alcohol and other drugs, strengthening 
communication and cohesion across the programme, and building stronger 
collaboration with national stakeholder organisations. 
 
The review’s other findings include: 

 stakeholders identified various success factors for the programme, including the 
coordination at local and national levels, the use of a community action model 
with a focus on policy-level strategies, and applying learning and evidence in 
local communities. A stand-out success factor was the particular skills, 
leadership, experience and credibility of the local CAYAD programme 
coordinators or kaimahi, which stakeholders saw as vital to success 

 stakeholders were broadly supportive of the current service objectives, but there 
was debate and concern from some over Objective 4 (to reduce supply of drugs 
to young people) 

 the main challenges were difficulties with collaboration at a national level, the 
high workload and expectations on CAYAD programme coordinators, including 
pressure in some cases from local communities to do work outside the 
programme’s scope.  
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The review suggests a need for a clearer focus on alcohol as well as other drugs - so 
retaining a focus on illegal drugs.  It also supports a focus on strategies to reduce both 
demand and supply.  

While the balance of strategies to reduce supply verses demand should be decided at a 
community level, this review suggests a need to consider strengthening the focus on: 

a) reducing alcohol supply and  

b) reducing demand for illegal drugs.  

This is based on the available evidence and concerns raised by some stakeholders about 
expectations for CAYAD’s role in supply reduction work on illegal drugs, especially 
safety concerns. 

Based on the interviews and the research literature, we suggest the following range of 
strategies to improve the delivery and structure of the CAYAD programme. 
 
We recommend that: 
 

1. the CAYAD programme has an explicit focus on both alcohol and other drugs 
(including illegal drugs and harmful legal products). We recommend: 

 using the term ‘alcohol and other drugs’ because it is used by the Ministry of 
Health and other national stakeholders 

 retaining a focus on illegal drugs (while making alcohol more explicit)  

 retaining flexibility and local autonomy to decide the most appropriate 
balance of work  

2. the CAYAD programme has a focus on both demand and supply reduction 
initiatives 

The particular balance of work for each site needs to be decided locally, 
depending on local circumstances and context. However, in light of this review 
the CAYAD programme could consider taking a stronger focus on a) reducing 
alcohol supply and b) reducing demand for illegal drugs. Potentially, this could 
be clarified by rewording Objective 4 to ‘Reduced demand for and supply of 
alcohol and other drugs to young people – with a majority of work on supply 
reduction of alcohol and demand reduction of illegal drugs’.  

3. the Ministry and SHORE Whariki further develop the national coordination and 
consistency of the CAYAD programme by: 

 working with the few sites/providers that are doing programme delivery 
more than community action, and support them to shift to genuine 
community action strategies  
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 reviewing the NCAG function and membership to ensure it is providing 
strategic leadership at a national level. For example, consider changing the 
membership to be a combination of managers and kaimahi. Another option 
would be to select members based on particular expertise or experience 

4. SHORE Whariki to consider ways to improve communication and sharing of 
learning:  

 between the National Coordination Team (NCT) and local CAYAD sites. 
Ensure that all CAYAD staff and reference groups are aware of the NCT role 
and the ways to make links across the programme’s various levels (eg, 
national and regional hui, online groups etc.)  

 between CAYAD sites – eg, allow additional time at national hui for CAYAD 
sites to discuss with each other what’s working and why  

5. the Ministry strengthen CAYAD’s strategies for cross-sectoral collaboration by: 

 developing or advocating for more collaborative funding and contracting 
models, such as integrated contracts between the Ministry of Health and 
Ministries of Social and Youth Development  

 strengthening relationships and increasing collaboration with key national 
stakeholders, especially in the alcohol and drug sector, such as NZDF and 
ALAC. This could include formal agreement/Memorandum of 
Understanding to work collaboratively, joint projects and communication 
between CAYAD sites and national stakeholder organisations  

 ensuring the CAYAD programme  is represented on the existing relevant 
interagency network/s at a national level – eg, the Drivers of Crime Initiative, 
Youth Justice Advisory Group or Reducing Youth Offending 

 further develop formal relationships/links at a national level between the 
CAYAD programme and key national stakeholders such as Police and MSD 

 
6. the Ministry and SHORE Whariki encourage and support CAYAD sites to: 

  work in partnership with Police and others (such as managers of nightclubs) 
to encourage greater enforcement on alcohol and other drugs 

 link more with community-level crime prevention initiatives such as Crime 
Prevention Through Environmental Design and Safer Communities. Research 
suggests changes in physical environments and community crime prevention 
approaches are important in addressing illegal drugs such as 
methamphetamine. 

  
 



Meta-analysing community
action projects in Aotearoa
New Zealand

Alison Greenaway and Karen Witten

Abstract The current Labour Government in Aotearoa1 New Zealand has over-

seen a revival of interest in devolved community decision-making and

a burgeoning of locality-based community action and community

development projects. This paper reports on a meta-analysis of ten

community action projects. The activation, consolidation and transi-

tion or completion stages of the projects were examined to identify

commonalities in structures and processes that either enhanced or

impeded the projects meeting their objectives for social change. The

importance of processes for critical reflection, the analysis of power

dynamics between stakeholders, and recognition of the social, cultural

and historical context of a project’s genesis will be discussed.

Introduction

Community action, a strategy for creating community-based change

towards social and environmental policy objectives, is growing in popularity

with governments internationally and in Aotearoa New Zealand (Casswell,

2001; Social Exclusion Unit, 2001; Allen, Kilvington and Horn, 2002;

Wood, 2002). Devolution to community-based decision-making has been a

policy response in light of evidence that social service provision initiated

purely within central government has not adequately addressed many

social and environmental needs (Department of Internal Affairs, 2002).

Community2 involvement in initiatives to address community need is

being heralded as a more effective way of addressing these needs

(Cabinet Office, 2000).

Community Development Journal Vol 41 No 2 April 2006 pp. 143–159 143

1 Aotearoa is the Maori name for New Zealand.

2 The focus on the role of ‘the community’ raised questions about who and what is ‘the

community’. Issues of representation are raised as well as notions of communities of interest (see

Panelli, 2001, or Valentine, 2001, for useful discussion on this).
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Community action is an approach to addressing specific social and/or

environmental needs on a scale that is local and accessible to the partici-

pants. While being inherently interconnected, community action projects

can be distinguished from community development projects by the very

specific focus taken (e.g., improving river water quality or school suspen-

sion rates). Actions are aimed at changing particular behaviours, practices

and or policies through a participatory and educational process involving

a range of community, voluntary sector and central and local government

stakeholders. Community development is more focused on enabling the

wider community to address a broad range of issues in a holistic manner –

‘community development increases the likelihood that community action

may take place around specific topics in a community’ (Ministry of

Health, 2003).

A key feature of community action projects is developing the skills and

analysis within the community so that there can be fundamental and

long-term change to problematic systems and structures (McCreanor,

Moewaka Barnes and Mathews, 1998; Holder, 2000). This approach to

social change has the potential to create activities that are responsive to

the diverse needs of community sectors and to changing circumstances

(Casswell and Stewart, 1989; Moewaka Barnes, 2000).

Aspects that enhance community projects have been identified by

Laverack (2001) and Labonte (1990). Laverack provides a useful overview

of the ‘operational domains’ of community empowerment. He highlights

participation, leadership, organizational structures, problem assessment,

resource mobilization, asking ‘why’ questions, links with other people

and organizations, and programme management. When viewed as prac-

tices these domains suggest key process indicators that can be explored as

projects develop, for example, building leadership, creating participation,

or assessing problems.

Knowledge of these process indicators or effective change practices can

be incorporated into community action projects through the use of commu-

nity action research. The Public Health field in Aotearoa New Zealand

draws on community action research to enhance projects through the use

of formative evaluation. This form of evaluation assists in the establishment,

implementation, monitoring and review of community projects by feeding

knowledge of ‘best practice’ into the project as it develops (Conway et al.,

2000). The evaluator takes on the roles of ‘critical friend’, mentor and broker.

Informed by this area of growing knowledge, researchers at the Centre for

Social and Health Outcomes Research and Evaluation (SHORE)3 set out to

question whether effective components of community action research were

3 Massey University, Auckland, Aotearoa New Zealand.
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evident across a diverse array of community-based projects. This investi-

gation, the meta-analysis of community action research projects in Aotearoa

New Zealand4 aimed to identify the barriers and enhancers to achieving

specific social and environmental change objectives through community

action research projects. Ten diverse projects were selected and the com-

monalities and differences in the practices adopted by these projects were

examined. Our use of the term practices incorporates activities and struc-

tures used to form projects, as well as processes used to develop projects.

This paper describes the qualitative meta-analysis methodology used in

the study, discusses the findings structured under the projects’ phases of

activation, consolidation and completion or transition, and proposes a set

of key principles found to be fundamental to the success or failure of the

ten community action projects studied.

Meta-analysis as a way of building knowledge about
community action

Meta-analysis at the most general level is a research method to compare,

combine or synthesize the results of previous research. Hunter and

Schmidt (1990) termed meta-analysis the ‘analysis of analyses’. It is under-

taken so that more rigorous conclusions can be drawn than those based on

the findings of individual studies. It usually, but not always implies a stat-

istical approach to reviewing and summarizing existing research findings

(Florax, de Groot and de Mooij, 2002; Cochrane Collaboration, 2003).

Nijkamp and Pepping (1998) describe meta-analysis as ‘essentially a

mode of thinking and may comprise a multiplicity of different methods

and technique’ (p. 1488). In adopting the term meta-analysis for the

research described in this paper the intent was to undertake a rigorous

and systematic analysis of past community action research projects.

In addition to identifying and analysing the practices that enhance or

hinder community action, the meta-analysis provided an opportunity to

examine the varied practices for supporting and funding community

action across government sectors in Aotearoa New Zealand. We were able

to explore the matrix of relationships, both the vertical relationships

within projects (of funder, fund holder, evaluator and community project

team) and the horizontal relationships across projects (between funders,

fund holders, evaluators, and community project members) that influence

community action projects. Our analysis of dynamics, barriers and

4 The project was funded for the period September 2001 to July 2003 by a New Zealand

government funding scheme for research that would build knowledge across government sectors.

See http://www.shore.ac.nz/projects/projects_9.html for a copy of the full report.
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enhancers to change took into account community discourses as well as

social and political contextual factors influencing community policy and

funding practices in Aotearoa New Zealand.

Case studies to explore how change is facilitated through
community action

Representatives of seven5 government ministries were involved in selecting

the ten community action research projects that would become the case

studies. To ensure a diverse set of case studies were selected, the following

two-tiered selection criteria were developed:

First tier criteria

1 The project was community based with a research/evaluation

component.

2 The formative evaluation was well documented.

3 Projects had been running for more than two years or had reached

completion.

4 Community representatives, the researchers and funder were

available, willing to participate, and knowledgeable about the

history of the project.

5 Of the ten case studies, three were Maori specific and three were

Pacific specific.

Second tier criteria

1 The case studies spanned sectors (funders), population groups and

issues.

2 The case studies represented urban/rural localities and were

geographically spread.

3 Diverse models for community action research were represented

(e.g., community initiated/government agency initiated, departmen-

tal evaluation/external evaluation, single/multiple funders, projects

shaped by different political and socioenvironmental contexts).

In hindsight the criteria appear naively optimistic. Despite assurances from

the representatives of the government ministries that numerous projects

had been funded that met the criteria, delving into the details of project

histories indicated otherwise. Few projects incorporated formative

evaluation and well-documented examples were rare.

5 The Interdepartmental Reference Group was comprised of representatives from the Ministries of

Health, Pacific Island Affairs, and Social Development; Te Puni Kokiri; and the Departments of

Conservation, Internal Affairs, and Child, Youth and Family.
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Additionally, in the course of the selection process it became evident that

ministry representatives held a range of understandings about community

action and formative evaluation. It eventuated that we were unable to

identify ten community action research projects that had involved formative

evaluation and even fewer with a documented evaluative record of the

challenges faced, actions taken and outcomes achieved. Most evaluation

reports documented what happened but not the context and basis of the

decisions taken to create those actions, and thus gave little insight into

the reasons why one path was taken and not another. Attempts to trace

key personnel within the funding agencies also revealed a high turnover

of staff in this role in government ministries.

In the absence of enough documented community action research pro-

jects we revised the criteria and selected ten community action projects

that had incorporated some form of reflective practice. The implications

of this were that we were no longer able to focus on the documented

lessons learned from incorporating the knowledge of ‘best practice’ into

projects via a formative evaluation process. It became an analysis of

lessons learned through a variety of reflective practices (documented and

oral). Consequently the primary research question driving the meta-

analysis ‘How is change facilitated through community action research

projects?’ became ‘How is change facilitated through community action

projects?’

The ten projects selected are listed in Table 1. Although the criteria relat-

ing to the evaluation of projects were not met for all projects, other criteria

were met. The case studies were diverse in terms of location, the focus of the

projects, ethnicity, and the government sectors that funded them. Seven of

the ten had some form of documented evaluation.

Methods

The meta-analysis used a multiple methods approach drawing on

grounded theory techniques. Theory developed from ‘a continuous inter-

play between analysis and the data’ (Strauss and Corbin, 1994, p. 273).

Data were gathered and analysed and returned to participants for feedback

in a series of iterative stages.

For each case study relevant project and evaluation documents were

collated and semi-structured face-to-face interviews were undertaken

with project members, evaluators and funders.6 The interviews with

research participants gathered data on the history of projects, the local

6 The case studies developed for the meta-analysis are informative, providing a useful account of

the historical, environmental and social context in which the community action projects operated

(Greenaway et al., 2003a, 2003b).
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contexts, the practices used by groups to document their decision-making

and actions, and the reflective practices7 used to establish if and how

change had occurred through their projects. We also facilitated a workshop

with evaluators from the projects and liaised with peer advisors to the

research project as our analysis developed.

Factors that enabled or limited community change were identified in each

case study. Common and contrasting practices used in the projects’ phases

of activation, consolidation, and completion or transition were then exam-

ined across case studies and the common barriers and enhancers to

change identified.

This was a qualitative meta-analysis based on the review of documen-

tation and post fact interviews and was not designed to make causal extra-

polations about the practices that led to particular actions or outcomes. The

scope or boundary of the analysis was quite clear in order not to attempt a

meta-evaluation.8 We did not undertake an evaluation of the projects,

nor evaluate the project evaluations, or attempt to assess the impacts or

outcomes of the projects.

Table 1 Community action case studies

Name of project Initial focus Demographic Sector

Moerewa Community Project Alcohol and the
community

Rural, Maori Public Health

Waitomo Papkainga Tracker
Project

Youth development Rural, Maori,
Youth

Social Welfare

Pacifica Healthcare Community garden Urban, Pacific Public Health
Peaceful Waves/Matangi Male Education for

non-violence
Urban, Pacific Public Health

Whaingaroa Catchment
Management Project

Integrated Catchment
management

Rural Environment

He Rangihou New Day
Project of Opotiki Safer
Communities Council

Alcohol, drugs and
young people

Rural, Maori,
Youth

Public Health

Roughcut Youth
Development Project

Employment training Rural, Youth Community
Development

Christchurch Youth Project Young people and
crime

Urban, Youth Police and Local
Government

TAIERI Trust River
Catchment Project

Catchment and
community health

Rural Environment and
Public Health

PACIFICA Governance and
management

Nationwide,
Pacific

Employment

7 See Sankaran et al. (2001), Smith, Willms and Johnson (1997), plus Reason and Bradbury (2001)

for discussion on reflective practices in action research.

8 See http://www.scu.edu.au/schools/gcm/ar/arp/meta-eval-bib.html for a good discussion on

meta-evaluation.
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In order to answer the question ‘How is change facilitated through com-

munity action projects?’ we addressed a number of lower level research

questions. The findings section is structured as responses to these research

questions.

Findings: How change was facilitated through ten
community action projects in Aotearoa New Zealand

To address our research question we identified the practices that projects

had used to meet their objectives for change, and the barriers and enhancers

to effecting these practices during the phases of activation, consolidation

and completion/transition of the projects. We also identified how the trajec-

tories of projects were influenced by the formation of critical relationships

and coalitions, and by the approaches adopted to reflect on and review a

project’s progress. From this analysis we were able to conclude that there

are key practices and principles that facilitate change through community

action projects.

What processes and activities did the projects utilize to create change?

While diversity is an inherent feature of projects working to create change

through community-based decision-making, there are practices and per-

spectives common to them all. Effective community action identified in

this meta-analysis required:

. building skilled leadership;

. accessing adequate resourcing;

. enabling infrastructural development;

. creating committed strategic support and advocacy from both

government agencies and community organizations;
. enabling effective coordination;
. vision building;
. skilled facilitation of people and processes;
. networking to build relationships, communication and knowledge;
. accessing mentors;
. effective planning; and
. making opportunities for critical reflection.

Projects benefited from the support of people with community development

expertise and the skills to foster a project environment in which the above

practices are nurtured. This expertise and skill was accessed from people

in a variety of roles, including: community development advisors, fund con-

tractmanagers,mentors fromanumbrella organization,project coordinators,

evaluators, advisors from a fund-holding organization, and trustees.
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What were the barriers and enhancers to creating change?
Activation phase

The activation phase of the project was hindered by a lack of clear purpose.

When the objectives of the project and processes for working together had

not been clarified across all stakeholders and clearly communicated, pro-

jects struggled with confused understandings and misinterpreted actions.

Involving all key stakeholders at an early stage led to greater ongoing sta-

keholder support for the project. Useful activities undertaken in the acti-

vation phase included stakeholder and needs analyses, community

profiling, visioning, plus strategic and action planning. Informal and

formal partnerships or networks were formed and opportunities for colla-

borative work identified. Most projects appointed a paid coordinator and

formed governance, management and/or advisory group structures.

Important questions for projects to reflect upon during this phase included:

. How have the needs or issues been identified, who was involved

in identifying them?
. What is the history and context that created the issues?
. How have the issues been tackled in the past? What makes now

the right time to address the issues again?
. What administration structures are most appropriate for the

project?
. What are the most appropriate tools for planning and review?
. How will stakeholders know when and if the objectives of the

project have been achieved?

Consolidation phase

The consolidation phase involved identifying the skills and information

required to make desired social/environmental changes. Building a

resource and knowledge base on matters pertinent to the various projects’

objectives was critical to this phase. Activities and processes that developed

skills, built interest and participation in the project, managed conflict and

fostered a project culture were also critical.

Consistent with international findings the projects were limited by short-

term funding (Blaxter, Farnell and Watts, 2003) and by funder reporting

mechanisms that did not enable critical reflection or the telling of the pro-

ject’s story. An additional challenge projects faced was that of balancing

long-term planning and strategy development with short-term action to

give a project a profile within the community.

Activities found to be effective during this phase included: shoulder

tapping ‘movers and shakers’ to get them involved in the project; planning

communication pathways; forming subgroups or work streams; clarifying
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tasks and roles; involving the funding organization in ongoing planning;

using other organizations’ networks to share information; involving local

talent to give the project a profile; and finding mentors, advocates and train-

ing opportunities. Some important questions for project members to reflect

on in this phase were:

. Are a variety of practices being used to enable diverse groups

of people to participate?
. What barriers are there to communication and how can these

be addressed?
. Where can community development skills and knowledge be

accessed?
. How could the project become sustainable in the longer term?

Completion/transition phase

The end of a funding cycle was challenging for all case studies and no

project had a clear strategy for sustaining the project in the longer term.

A few projects ended but most transitioned into an alternative organiz-

ational form.9 Where projects had prioritized and planned for multistake-

holder collaboration, opportunities for combined resourcing of initiatives

sometimes eventuated, opening pathways for sustaining the work of the

project.

It was evident in all the projects that the individuals and organizations

involved had developed newways of relating and/or new skills and knowl-

edge for addressing the issues at hand. Skills and knowledge gained

through the case study projects was applied in community initiatives

beyond the immediate project (community capacity building). In a few

instances the projects had influenced the policy agendas of participating

government agencies.

Activities found useful for the transition or completion of the project

included: organizing an event to commemorate the transition or com-

pletion; ensuring all stakeholders were aware of any imminent cessation,

down-sizing or review of the project; and planning for closure or transition

well ahead of time to manage the community implications of the change in

status. Some key points for reflection at this phase included:

. How do stakeholders know if the objectives of the project have been

achieved?
. What are some implications for policy arising out of the project?

9 Some became purely service providers and others became broader community development

projects.
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. How will organizations sustain and build on the skills and knowl-

edge that have been developed from participation in the project?
. What new directions and opportunities are there for the project and

its members?

How did the relationships between evaluators, funders and community groups

create change?

Fundamental to all ten projects was the importance of building relationships

that are transformative (Ledwith, 1997), that is, relationships between individ-

uals and organizations that enable existing understandings and ways of

working to be challenged and which required new ways to be trialed and

adopted.10 Projects were enhanced when the power dynamics influencing

the relationships between stakeholders were acknowledged and addressed

throughout the course of the project.11

This analysis strongly supports arguments that the development of com-

munity capacity requires changing the dynamics of relationships between

and across governmental and non-governmental organizations. Where

government agencies had strong and effective relationships and worked

together on particular issues, major enhancement for the community

action projects was evident.

Some members of projects struggled with notions of accountability

when the project’s funder or members of the fund-holding body held

different perspectives of the issues being addressed than those held by

project members. Some projects had multiple levels of accountability

and drew on diverse forms and notions of community. A continuous

process of negotiating power imbalances between groups or people and

within and across organizations was common to most of the case study

projects.

Something I have a real difficulty with is around community

accountability, how we keep faith with the grassroots people we work

with while satisfying the people in positions of power that we are also

accountable to. It’s not such an issue with our major funders as with the

local authority which sponsors our umbrella organization. Some of the

councillors believe strongly that ratepayers’ money should not be spent on

social issues, so they don’t support our work. . . they also believe we’re

doing nothing because they don’t understand what we’re doing or see

that it’s making any change. Within a local geographical community there

10 See also Blaxter, Farnell and Watts (2003) for further detail on the skills required for this to

occur.

11 Although often ignored in recent debates about community capacity building, a range of

practices have been developed for analysing the power structures that influence communities. These

generally draw from the work of Freire (1972).
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are so many different communities with different cultures and

subcultures, different and conflicting interests and different degrees of

power (Interview – Project Coordinator).

Projects benefited where funding organizations acted as a project advocate,

committed to achieving the outcomes of the project. Negotiating the

funding contract and setting project objectives as part of an open process,

led to realistic expectations being set for the projects. It also increased the

likelihood of points of connection being found between the philosophies

and practices of the community organization and the goals of the funding

agency. In some instances members of community organizations rejected

funding or strongly stated their terms of engagement with a project in

order to ensure their vision was honoured.

Complex funding structures created complex relationships within the

projects. In some cases there was a fund-holding organization that played

an intermediary role between the funding agency and the project leaders.

The capacity of this organization to manage the funds as well as maintain

credibility with both the government agencies and the community organiz-

ation was critical. Projects were greatly enhanced when there was a skilled

project or contract manger in the fund-holding agency who had formed

strong relationships and was able to advocate for and advise the

members of the project team.

Projects were enhanced by the presence of people with knowledge of

community development processes, information to share about the experi-

ences of other projects, skills in visioning, planning, and negotiation with

key stakeholders, and effective relationship-building practices. Knowledge

and skill levels varied. However, there were key roles identified as import-

ant, including the evaluator or researcher, a mentor in an umbrella organiz-

ation, and the funding advisor or project coordinator. Projects struggled

when there was not ready access to skilled people. The presence of a

skilled person in at least one of these roles enabled the transfer of knowl-

edge between the funding organization and the project members. It also

enhanced networking and collegial support of the project.

One of the things that I’ve understood is that it takes an awful lot of time

to get from the starting point to the strategic action plan. . . The first lesson

is patience, trust the process, people get there in the end if the right people

are involved, but there are no shortcuts (Interview – funding official).

Two common statements from various informants were – ‘you have to trust

the process’ and ‘you’ve got to knowwhen the timing is right’. Almost all of

the meta-analysis participants approached community action as a develop-

mental process. However some of the funding officials acknowledged that
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this perspective often sits uncomfortably alongside their focus on outcomes

tailored to the three-year political cycle.

‘Trusting the process’ infers a need to understand that community pro-

jects go through cycles and that significant moments or opportunities

occur at a time and pace determined by the dynamics of a project. Prescrib-

ing particular actions and timeframes at the outset may not be as effective as

working through a flexible though focused process.

So what I started to understand. . . when you’re funding community

action, is you are actually purchasing a process. . . Community action

contracts are always fairly light on content. They are just focused on

process goals or process timelines (Interview – funding official).

To build and operate on a basis of trust was upheld as an ideal by numerous

project stakeholders. For funding agencies this required trusting develop-

mental processes, trusting the accountability mechanisms that community

organizations had instigated, and respecting and acknowledging the skills

and professionalism of community workers.

Evaluators also had to trust the process of engaging with community

workers, particularly in situations where evidence-based strategies were

unknown. The evaluators’ role became one of supporting and evaluating

the effectiveness of innovative strategies as a knowledge base accumulated.

What were the reflective practices utilized in the ten selected projects?

Reflective practices, where used, contributed significantly to the develop-

ment of community action projects and to building knowledge in the

communities and organizations involved. Reflective practice was used

effectively in day-to-day problem solving, planning, gathering of infor-

mation for decision-making, reviewing work already undertaken, docu-

menting how the work is being done, and to question why certain

decisions were made. Various forms of action reflection cycles were inte-

grated into project planning. These included participatory research pro-

cesses, formative evaluation, informal review discussions, and story telling.

In several community projects an action research model was used

whereby problem solving incorporated the deliberate practice of moving

through cycles of reflection informed by action, and action informed by

reflection (Lewin, 1952). Other projects incorporated a clear research

strand that helped to inform the decision-making and planning of the

project (in one case this was a formative evaluation). Other projects devel-

oped distinctive cultures of reflection leading to action through less formal-

ized means, such as regular review meetings with key people in the

community to ask questions about what is working, what is not working,

and why.
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For the Maori-specific projects, reflective practice was driven by a holistic

worldview consistent with concepts of connection between the past, present

and future. Story telling enabled spiritual, cultural, mental and physical

aspects of a project to be incorporated into a reflective process. The story-

telling process located project issues clearly in the context of the community

and also helped to identify, prepare for, and address the impact of these

issues on the community. TheMaori-based projects in the study consistently

reflected on dealing with the effects of colonization on a culture and people,

the results of powerlessness, and general alienation from inherent cultural

strengths.

When we looked across the matrix of relationships involved in the three

phases of community action projects the importance of organizational

learning at the institutional level was emphasized. In order to facilitate com-

munity action and community action research, government funding organ-

izations needed to develop their own institutional capacity (knowledge and

resources). There was also a need for cross-fertilization of evaluation prac-

tice and the opportunity for evaluators to discuss and critique evaluation

methods, especially where they operated as sole practitioners.

How did these reflective practices inform the actions taken in the course

of the project?

The utility of reflective practices was apparent not only in the cases where it

was particularly strong but in the cases where it was absent. Where

reflective practice was not used, projects could lack focus, the project

logic could be unclear to participants, and it became difficult for

members to plan and act strategically. This lack of clarity created confusion

and tension and in some cases made it difficult to communicate the vision of

the project to potential stakeholders. Projects where little attention had been

given to identifying measures of success struggled to build their funding

base or the collaborative relationships required to take the project beyond

its initial funding term.

Critical reflection enabled questions to be asked throughout the life of

the project about who will benefit and who will be disadvantaged by the

actions taken. It also assisted the setting of realistic goals in light of

the constraints they faced and the existing opportunities. Through reflective

processes the context and history of the issues projects were addressing

could be understood, kept to the fore and strategically accounted for in

the planning of projects.

Structured opportunities to meet and share experiences with other com-

munity action projects were highly valued. Such meetings were seen to

provide support, motivation, the chance to reflect on the project by telling

the project’s story to others, and the opportunity to learn new strategies.
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Reflections on doing a meta-analysis of community
action projects

The meta-analysis was designed on the premise that it was possible to

identify commonality of enhancers and barriers across community action

projects. This commonality was of process and not of activities. The

processes that enabled change through the community projects created a

myriad of different activities, but similar outcomes (such as relationship

building, participation, and increased social cohesion). Consequently,

commonality of process does not mean that there are predictable paths

(activities or planning) that all community projects should take.

While identifying commonalities was a key objective, we were wary

of missing the cases where difference was apparent and important. We

constantly questioned ourselves about where differences lay across the pro-

jects. Our gaze on difference was primarily in the area of ethnic difference.

Differences between Maori-specific, Pacific-specific and mixed ethnicity

projects existed more in priorities and form rather than in the type of pro-

cesses that were important for creating change. For example, it was

evident that clarity of purpose and a common understanding of how

actions related to objectives were critical to the success of all projects. As

the Maori projects in the meta-analysis gained strength it was apparent

that practices increasingly drew on the local context, experiences, cultural

values and tikanga12 in order to reinforce identity and provide a strong

and consistent sense of purpose.

Conclusion

The meta-analysis of community action projects revealed overarching prin-

ciples and practices critical to the development of effective community

action projects. The achievement of specific social and environmental

change objectives through community action required power dynamics

between stakeholders to be recognized and relationships between individ-

uals, groups and organizations to be transformed.

Transformation involved creating structures for collaborative action and

learning, along with power sharing and fostering of developmental prac-

tices. These structures and practices created the conditions within which

change could occur. Critical reflection was necessary to achieve clarity in

the project’s purpose, and for the logic of actions with respect to objectives

to be clear to participants. This practice also enabled the history, social and

political context of issues to be addressed and factored into the design of

projects.

12 Tikanga are Maori customs and traditions.
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The meta-analysis method proved to be a useful tool for elevating our

analysis of community action projects beyond the case study level to

reveal insights not only about the project themselves but common factors

that enhance or inhibit community action projects at the various levels of

funding, evaluation and coordination.
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CAYAD Reference Groups 
 

 
What is a reference group? 
A select group of stakeholders from different agencies or the community, with a shared interest in youth and 
community wellbeing outcomes relevant to CAYAD.  Members ideally have a good understanding of 
community needs and are in a position to influence change in their agency or community. 
 
What is the purpose? 
1. Advise CAYAD on community needs 
2. Help agree the focus of CAYAD projects: key objectives and key initiatives  
3. Linking CAYAD to key agencies and decision makers (to support relationship building and advocacy 

efforts) 
4. Support implementation of projects (e.g. with staff time, planning expertise, resources) 

 
How do they operate? 
However works best for your community, to achieve the purpose outlined above.  Common examples are: 

o A group that meets specifically for CAYAD on a regular basis (often quarterly)  
o An existing network, like a youth support services network, but with a specific time in their agenda 

to focus on CAYAD projects  
o Multiple groups formed around specific projects: member agencies meet regularly to lead or a 

specific CAYAD project and support implementation by contributing staff time, resources or 
advocacy etc. 

 
CAYAD Coordinators role may involve: 
Develop the group – work with your manager to identify suitable members 
Convene quarterly meetings  
Facilitate meetings or share this with the group 
Reporting and note taking - key issues or decisions summarised  
Drafting a short terms of reference – to clarify the purpose of the group (helps people get permission from 
their agencies to (a) join the group (b) share useful info that may otherwise not be able to share; can support 
decision making processes)  
 
How often do they meet? 
The guideline in the CAYAD contract is for the group to meet at least quarterly.   
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High influence 
Low interest 

 

(how can you increase 
their interest level?) 

Stakeholder Analysis Tool 
 
Who is critical to supporting your CAYAD 
work? 
 
Begin with people who have high interest in 
your CAYAD outcomes,  
and the right level of influence to help your 
project succeed. 

Level of influence  
on CAYAD outcomes 

 
(low to high) Low influence 

Low interest 
 

(no need to engage) 

High influence 
High interest 

 

Low influence 
High interest 

 
(supporters) 

Level of interest in CAYAD outcomes (low to high) 
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Stakeholder 
Analysis Tool 

 

Write the names of 
the stakeholders  
relevant to your 
outcomes into each 
box.  

Level of influence  

(low to high) 

 

Level of interest (low to high) 
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