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The CDHB as a whole represents over 8300 employees across a diverse range of services. Every
division of the CDHB is affected by alcohol misuse and alcohol-related harm.

The CDHB response is based on extensive evidence for alcohol-related harm. It is important
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hearsay in the final formulation of the Local Alcohol Policy.
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to be articulated by the CDHB and therefore requests two slots at the hearings .
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Introduction

The Canterbury District Health Board (CDHB) and Medical Officer of Health greatly welcome
the opportunity to comment on the Ashburton District Council’s (ADC) draft Local Alcohol

Policy (LAP) with reference to the health of the people of Ashburton.

This contribution to the submissions process are entirely consistent with the policy goals
of this draft Local Alcohol Policy and of the Sale and Supply of Alcohol Act 2012 from
which the Local Alcohol Policy originates, namely that (4.1) the sale, supply, and
consumption of alcohol should be undertaken safely and responsibly; and the harm caused

by the excessive or inappropriate consumption of alcohol should be minimised.

In addition District Health Boards have a legal responsibility under s22 of the New Zealand
Public Health and Disabilities Act 2000 to improve, promote, and protect the health of
people and communities and CDHB is making this submission as alcohol has an obvious
effect on people’s health and the LAP is an important tool with which New Zealand

communities can minimise alcohol related harm.

Alcohol directly causes significant death, disease, illness and injury to Cantabrians and
therefore represents a significant burden to the work of the whole DHB, which employs
over 8300 Canterbury residents. In making this submission, we have combined

representations from staff across the whole District Health Board.

Responding in a professional capacity, our primary concern is for the health and welfare of
the people of Canterbury, be they residents, visitors and/or part of a visiting workforce.
Preventable admissions to our hospitals have a direct financial cost to every New Zealand

taxpayer. The human cost is immeasurable.

Consequently, we anticipate that considerable weighting will be given to this consultation
response, including during that time allocated for the hearings, at which the full impact of
alcohol on local health services, on public health and the ways in which the District Health
Board will support a truly harm minimising Local Alcohol Policy will be explored. This
weighting must also reflect the territorial authority’s obligation to consult with key
stakeholders, which include the Medical Officer of Health, under s78 (4) of the Act.



Overview of the Ashburton District Council’s (ADC) draft Local Alcohol Policy
(LAP)

Alcohol is by far the most commonly used recreational drug in New Zealand, but also the
drug that causes the most amount of damage. There are 70,000 physical and sexual assaults
each year associated with alcohol use in New Zealand (Connor J, 2009) and even the most
conservative estimate of the numbers drinking at hazardous levels give a figure of 700,000
(25%) of adult Kiwis drinking in this way (Wells JE, 2006).

In Ashburton, the development of new tools to track alcohol-related in-patient admissions is
giving us direct evidence and detail of the impact of alcohol of the health of the local
population. What it tells us is that in addition to the crime, violence, anti-social behaviour,
deaths, accidents, alcohol dependence and intoxication that results from alcohol misuse in
Ashburton, there is also a significant amount of chronic disease and ill-health experienced
by many Ashburton residents (see Appendix 1).

The 2012 Sale and Supply of Alcohol Act’s goals are clear; to rebalance much of the previous
few decades’ liberalising alcohol laws and to reduce the harm that has arisen from them.

Not least in those aspirations is the need to re-position alcohol back to its status as a
product with a very high potential for causing harm. To quote the recommendation report,
“Curbing the Harm”, on which the Sale and Supply of Alcohol Act was based, ‘The trend
towards regarding alcohol as a normal food or beverage product needs to be reversed. In
truth, alcohol is no ordinary commodity. Alcohol is a psychoactive drug that easily becomes
addictive and that can produce dangerous behaviours in those who drink too much.’

The 2012 Act goes some way to repositioning alcohol and addressing the harm it causes
directly, but it also gives legal recognition to Local Alcohol Policies, as a way of passing some
of that responsibility on to Territorial Local Authorities, and determines that any policy
developed legitimately through the LAP process need only be justified as being reasonable
for the purposes of reducing alcohol-related harm.

Ashburton needs a Local Alcohol Policy to control licensed premises and alcohol availability,
as part of a broader package of harm minimizing measures. The evidence for this approach
is clear and well documented; reduce alcohol availability and we will reduce alcohol-related
harm (see Appendix 2).



Response to Section 5. ‘On-licences’ in the Local Alcohol Policy Statement

Taverns

The Canterbury District Health Board/Medical Officer of Health tentatively supports the
proposed opening hours for taverns in Ashburton District but strictly on the basis that the
mandatory 1.00am one way door policy is also upheld.

However, we do not support the proposed opening times of 7.00am as this policy is tailored
to creating and sustaining alcohol-dependent drinking behaviours. We would assert that if
these times have been determined to facilitate champagne breakfast styled events, then
they should be managed by Special License on an ad-hoc basis.

We note that with the exception of a defined area within Christchurch Central Business
District, in which later opening is permitted, no other Mid- and North-Canterbury territorial
authorities is exceeding the on-license opening hours of 8.00am - 2.00am for its opening
hours and so we would strongly recommend those hours.

Restaurants & Cafes
We support a 1.00am closing for cafes and restaurant.

Response to Section 6. ‘Off-licences’ in the Local Alcohol Policy Statement

The Canterbury District Health Board commends ADC’s policy to permit off-licensed
premises to trade only between the hours of 8.00am and 9.00pm as this reflects the needs
of the local community and will reduce alcohol-related harm for the reasons set out below.
However, we believe that the Policy should go further and reduce those hours from 9.00am
to 9.00pm for the following reasons...

A global evidence base of detailed research and analysis of alcohol supply and impact data
tells us the simple, obvious truth that:

the more alcohol is made available to a population...
the more excess (i.e. hazardous levels of) alcohol will be consumed and,

the more harm will be experienced by that population

regardless of the time of day that alcohol is sold, and that evidence exists for both on- and
off-licensed premises. (See Appendix 2 for an overview of that evidence).

In highlighting this fact it is acknowledged that a balance has to be struck between the need
to reduce alcohol-related harm and the need not to inconvenience consumers
unreasonably. Some have suggested that rural Cantabrians like to do their grocery shopping




early in the morning and that alcohol should be sold from 8am to accommodate them.
However, no major supermarkets in Ashburton currently open before 8am, and a visiting
farmer could reasonably be expected to do their alcohol shopping after they have collected
their other groceries. We are not aware of any evidence that suggests the rural population
of Canterbury complete their grocery shopping on a regular basis before 9am.

Alcohol is not an ordinary commodity and although supermarkets in particular have
conditioned consumers to view alcohol in that way, for the reasons set out below, it should
not be the expectation of consumers to be able to purchase alcohol at all hours of the day.

Specifically, we support the earliest alcohol sales in off-licenses being after 9am because:-

e It will send out a message to impressionable young people that alcohol (being a
psychoactive substance, etc.) is no ordinary commodity and is a dangerous product
and deserves their respect

e |t will align to the opening hours of many bottle stores

e |t will prevent the purchase of alcohol before the school day starts and therefore go
some way to protecting minors

e It will provide a barrier to access for people at risk of (developing) dependent /
harmful drinking behaviours

Specifically, we support the latest alcohol sales in off-licenses being no later than 9pm as

proposed for Ashburton because:-

e Reducing alcohol availability after 9pm to supervised (on-licensed) settings will
reduce alcohol-related crime and anti-social behaviour

e |t will align supermarket alcohol sales hours to the time that many bottle stores
already close

e It reinforces the ‘no ordinary commodity’ message

e |t will go some way to reducing pre-loading and impulse purchasing by young adults
intending to access their local on-licensed entertainment precincts,

...and it will do all of that without inconveniencing mainstream consumers who can easily
adapt their alcohol purchasing habits around those hours.

We also have direct evidence that reducing off-license hours back to 9pm has a significant
positive impact. The Canton of Geneva in Switzerland prohibited alcohol sales after 9pm
(and banned all sales from gas stations and video stores) and consequently saw an
estimated 25-40% reduction in hospitalisations for alcohol intoxication (Wicki & Gmel,
2011). See Appendix 2: Section A for further evidence.

Those with a vested interested in maintaining off-license hours to match their core business
hours have incorrectly stated that the liberalising 1989 Sale of Liquor Act brought about a
doubling in the number of off-licenses between 1990 and 2010 without placing a significant
additional health burden on the population. Again our own Ashburton hospital episode
data exposes the inaccuracy of that assertion (Appendix 1: Figure 1) and shows a
considerable increase in the burden of alcohol-related conditions in the population over




time.

Finally, it is appropriate to note that Christchurch City Council has consulted on a draft Local
Alcohol Policy that is proposing to change off-license hours of sale to 9.00am —9.00pm, and
these proposed hours are fully supported by the Canterbury DHB and the Police.
Furthermore, we will be making these same recommendations to all of the Territorial
Authorities across Canterbury. These hours would reduce alcohol-related harm without
causing any significant inconvenience to off-license (including supermarket) customers.

Despite protests from the supermarkets and a lack of concrete, publicly available data from
them, it is clear that they, as the largest provider of off-licensed alcohol in sales terms,
contribute to a significant proportion of the sales of alcohol that fuel pre-loading and binge
drinking.

The Ministry of Justice guidance is explicit that Local Alcohol Policies enable Territorial Local
Authorities to determine their own maximum sales hours, even if they don’t correspond to
the opening hours of supermarkets; Specifically it says that local community input into
licensing conditions, that should be achieved through the development of the draft Local
Alcohol Policy “means local outlets of national businesses (e.g., supermarket chains) may
have different opening hours or conditions depending on where they are located.’

To further the issue about supermarkets, the Law Commission review on the sale and supply
of alcohol, Alcohol in Our Lives: Curbing the Harm, found that “[alcohol] has been
“normalised” after being available for more than 20 years among the foods sold in our
supermarkets and local groceries. In a retail sense, alcohol has become no different from
bread or milk and is often sold at cheaper prices than these commodities.”

The Sale & Supply of Alcohol Act 2012 that this Law Commission review informed will
introduce the first correction in this miss-step in the governance of the way alcohol is
provided in that, from December 2013, it will require supermarkets to section off alcohol
from the rest of the goods it provides and away from the entrance points and main routes
through the store.

The Law Commission review goes on to say that “regulating the physical availability of
alcohol through restrictions on time, place and density of outlets” is one of the “major policy
levers available to reduce alcohol-related harm” and it is on that basis that the CDHB its own
recommendation in the draft Local Alcohol Policy for Ashburton for hours of sale from
9.00am —9.00pm.

Response to Section 7. ‘Club Licenses’ in the Local Alcohol Policy
Statement




The Canterbury District Health Board supports Ashburton District Council’s policy on the
hours of operation of Club Licenses

Response to Section 8. ‘Special licenses’ in the Local Alcohol Policy
Statement

The Canterbury District Health Board does not support Ashburton District Council’s policy
on the hours of operation of Special Licenses for the following reasons:-

We would maintain, that as a territorial authority’s policies embody their values, that for
consistency ADC needs to define it’s hours of operation for Special Licenses, and that those
should align with the hours of operation that you arrive at for on-license which we maintain
should be 8.00am — 2.00am (except Ashburton centre)

Response to various references to ‘Discretionary Conditions’ in the Local
Alcohol Policy Statement

As a positive outcome of the way that the regulatory framework around alcohol licensing
has been enforced in Canterbury, on-licensed premises, like taverns, restaurants etc. across
the region are on the whole, well managed and incidents inside the large majority of these
types of venues occur at acceptably low frequencies, and problem premises are promptly
and effectively dealt with.

What is also clear from the data from sources such as the Liquor Licensing Inspectors, the
Police and from Christchurch Emergency Department is that poorer managed on-licensed
premises are serving customers up to and beyond the point of intoxication, and this practice
is at the root of the problems that the Council faces in creating a genuinely safe and
amenable environment, both during and after these premises’ hours of operation.

The key to tackling this issue and minimising harm is to ensure that the community and
enforcement and regulatory services with a stakeholding interest in alcohol are fully
supported in dealing with any concerns they have about problematic premises (on- or off-
licenses).

One way to strengthening our response to problematic premises is through Discretionary
Conditions. Not only do they allow for the careful management of off- and on-licenses that
cause problems in their communities, the existence and awareness of these measures, and
the costs to on-licensees associated with introducing them, also acts as a useful deterrent to
licensees losing control of their host responsibilities.




A new on-line training tool for bar staff will be available by the time this Local Alcohol Policy
comes into effect. Therefore, as a discretionary condition, licensees should be required to
ensure that all new staff, when they start their employment, have completed the training,
or do so within a short period of the commencement of their employment. That way we
can ensure that the best available standard is being met.

The CDHB recommends that this condition be applied to every new license as that way we
could ensure that staff moving around the on- and off-license industry were consistently
skilled and aware of the standards expected of them.

We also note with concern that ADC has gone beyond the usual remit of Local Alcohol
Policies in order to define criteria for Discretionary Conditions (e.g. in Policy 5.5.2. etc.) that
goes beyond the sole criteria in the legislation that they be ‘reasonable’. The criteria of
‘connection’ and ‘impact’ add nothing to the definition of reasonableness and will in fact
only create a sense that otherwise reasonable discretionary conditions can be challenged.
This is particularly true for ‘impact’ as Licensing Departments should not be required to
‘evidence’ that a discretionary condition will work, just that they have a reasonable
expectation that they will. The evidence base for Discretionary Conditions is not complete
and it is in the implementation of new discretionary conditions that the evidence for their
effectiveness becomes available.

These criteria also seem to imply that Discretionary Conditions can only be applied when
the licensed premise in question has caused some kind of problem or harm (a ‘matter to be
addressed’). This is simply not the case; Discretionary conditions can and will be applied in
order to prevent harm occuring in the first place. Our recommendation around staff
training is a working example of a Discretionary Condition where it is entirely reasonable to
require it under any circumstance but does not necessarily have a relationship to
‘connection’ or ‘impact’ with a perceived problem.

Other issues that need to be addressed in the Ashburton Local Alcohol Policy

A. License Density

Ashburton DC needs to consider whether any parts of Ashburton, their more deprived areas
in particular, need to consider whether the numbers and density of alcohol outlets are
impacting negatively on the health of their population and the social problems that may
affect the area.

Appendix 2 in Section B highlights a comprehensive evidence base between alcohol outlet
density, particularly bottle stores and taverns and the incidence of alcohol-related crime,
violence, domestic violence, anti-social behaviour, road traffic accidents, etc. and harm to
vulnerable groups like dependent drinkers, children and young people.

Even well run bottle stores and taverns can have a negative impact on the amenity value of
an area if there are too many of them. Having too many bottle stores drives the cost of




alcohol down to the point of encouraging impulse purchasing, hazardous drinking and
subsequently ill-health. Greater alcohol availability in neighbourhoods equates to poorer
health outcomes there.

Ashburton DC needs to assess, systematically rather than anecdotally, whether the density
of bottle stores and taverns are problematic so that, where alcohol harm driven by
availability can be evidenced, they put a halt to the issue of new alcohol licenses in those
areas.

B. Drink Driving

The Canterbury District Health Board supports any policies that strive to reduce the negative
health and social impact of alcohol misuse. In particular they understand that the concerns
of rural areas with regard to alcohol harm minimisation differ from our urban centres.

One of the most prominent issues for rural communities is drink driving. Taverns are often
key social hubs for rural communities but can also be catalysts for drink driving.

Canterbury DHB would support, either through discretionary conditions or a specific policy
element, that Taverns and Clubs, particularly in areas where transport options are limited,
be required to develop a ‘safe return’ plan for its patrons.

C. Scope of the Special Consultation for Ashburton District Council

We recognise that a Local Alcohol Policy’s primary purpose is for the safe and responsible
sale and supply of alcohol so as to reduce the harm of ‘excessive and inappropriate
consumption’ and this has not been reflected in the Policy Statement or in the level of
community engagement in preparation of the draft LAP.

Alcohol retailers, having vested interests in maximising their alcohol sales within the law,
which is counter to the harm minimising aims of Local Alcohol Policies.

We believe that ADC has a duty under the aims of the Sale and Supply of Alcohol Act 2012 to
give considerably more weighting to the views and interests of Ashburton residents and the
health and social services that support and provide for those communities than it does to
alcohol retailers.

Works Cited in the body of Consultation Response

Connor J, Y. R. (2009). Alcohol-related harm to others: a survey of physical and sexual assault in New
Zealand. NZ Medical Journal.

Department of Mental Health and Substance Dependence. (2000). Internation Guide for Monitoring
Alcohol Consumption & Related Harm. Geneva: World Health Organisation.

Jones L., e. a. (2008). Alcohol-attributable fractions for England. Liverpool: Centre for Public Health.

10
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Appendix 1: Local data to highlight the harmful impact of alcohol on the
Ashburton population.

The latest and best data available on the impact of alcohol-related harm on the population
of Ashburton comes from in-patient hospital episode data using Alcohol Attributable
Fractions (AAFs). Figures 1 and 2 analyse these admissions over time and geographically.

Box 1: How Alcohol Attributable Fractions (AAFs) can be applied to understand alcohol-related
harm in Ashburton?

Alcohol causes various diseases and contributes to increases in a wide variety of diseases and

conditions that are recorded in hospitals.

Extensive international research has pinpointed how much of these alcohol-related diseases and
conditions are due to the alcohol itself by studying populations who drink different amounts of
alcohol and comparing health outcomes for each group. These are referred to as Alcohol
Attributable Fractions (AAFs). This particular set of AAFs originated, from an international guide
for monitoring alcohol consumption published by the World Health Organisation (Department of
Mental Health and Substance Dependence, 2000), and adapted to a population that has the same
characteristic drinking behaviours as New Zealand. (Jones L., 2008).

Using these AAFs we can look at every alcohol-related hospital admission in Ashburton and get a
reliable indication of the amount of alcohol-related harm experienced by that population and even

predict how many hospital admissions would be avoided if people didn’t drink at hazardous levels.

AAFs are at their most powerful when highlighting the differences in alcohol-related harm, either
geographically over time, between different populations and across different areas of the

Authority, and indicate where interventions would be most effective.

For any partially attributable alcohol-related disease or condition a proportion of hospital episodes
identified through the use of AAFs will indeed not be attributable to alcohol to any extent, but
equally in other episodes alcohol will have made a larger contribution. The balance point is
described by the AAF, and that is why they are the most robust tool available for estimating the
burden of disease caused by alcohol and are strongly advocated by the World Health Organisation.

Alcohol Attributable Fractions represent the likelihood that the condition is the result of alcohol
consumption, rather than the likelihood that the actual admission is the result of alcohol

consumption, so it is a strong and reliable proxy for alcohol-related harm in populations.
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Figure 1: Alcohol-related admissions for Ashburton residents

AAF Weighted Hospital Admissions - Ashburton residents aged 20+ -
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Notes on Figure 1: Figure 1 highlights the increase in alcohol-related hospital admissions
over time, particularly between 2008/09 and 2010/11. It shows a fluctuating increase in
alcohol-related hospital admissions over of Ashburton residents over the past five years.

A trend of falling acute admissions (i.e. accident, assaults, etc.) over time is evident but
these have been masked by significant increases in alcohol-related chronic conditions (i.e.
hypertension, cancers, stroke, etc.).

Further investigation over time might help us understand what is behind these increases.

Notes on Figure 2 (Overleaf): Figure 2 highlights the significant differences in alcohol-
related admissions between different domiciles (census area units) across Ashburton.
Deprivation and the availability of cheap alcohol are often drivers of increased alcohol-
related episodes but to better understand that attribution we will look into the data further
to identify specifically what is driving these inequalities.
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Figure 2: Alcohol-related admissions by domicile/Census Area Unit

2012/2013 AAF Weighted Hospital Admissions Rate per
1,000 Population Aged 16+ - Ashburton Area Unit
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Appendix 2: Research and other evidence to highlight the expected impact of
the proposed policies in the draft Local Alcohol Policy (LAP)

A. Evidence affirming that a reduction in the hours of sale of licensed premises will
reduce alcohol-related harm

A large body of evidence exists to prove that...

the more alcohol is made available to a population...
the more excess (i.e. hazardous levels of) alcohol will be consumed and,

the more harm will be experienced by that population

Here is a selection of that evidence...

1. Babor T, Caetano C, Casswell S et al. 2" edition. (2010). Alcohol: No Ordinary
Commodity-Research and Public Policy. Oxford: Oxford University Press.

Alcohol: No ordinary Commodity is a comprehensive report to the World Health
Organisation setting out the most important policy options available to governments to
reduce alcohol-related harm. It finds that according to all of the independent reviews
available nationally and internationally, restricting trading hours is the most effective and
cost-effective measure available to policymakers to reduce alcohol-related harm associated
with licensed venues.

“Studies of restrictions of alcohol availability support the conclusion that such
strategies can contribute to the reduction of alcohol problems. The best available
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”.

and
“ These studies consistently show that restrictions on availability are associated
with reductions in both alcohol use and alcohol-related problems”.

2. Kypri K, Jones C, McElduff P, Barker D. (2010). Effects of restricting pub closing times

on night-time assaults in an Australian city. Addiction; 106(2), 303-310.
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Full article- http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3041930/pdf/add0106-
0303.pdf

“a restriction in pub closing times to 3/3.30 a.m. in Newcastle, NSW, produced a
large relative reduction in assault incidence of 37% in comparison to a control
locality.”

Alcohol, nightlife and violence: the relative contributions of drinking before and
during nights out to negative health and criminal justice outcomes.

By: Hughes, Karen; Anderson, Zara; Morleo, Michela; Bellis, Mark A.

Addiction, Jan2008, Vol. 103 Issue 1, p60-65, 6p, 2 Charts;

Abstract: Aims To explore differences in alcohol consumption and negative nightlife
experiences between young people who drink prior to attending city nightlife venues
and those who do not drink until reaching bars and nightclubs.

Findings: Participants who reported drinking prior to attending nightlife (e.g. at their
own or a friend's home) reported significantly higher total alcohol consumption over
a night out than those not drinking until reaching bars and nightclubs. Over a quarter
(26.5%) of female and 15.4% of male alcohol consumption over a night out occurred
prior to attending nightlife. Individuals who drink before going out were over four
times more likely to report drinking >20 units [14 standard drinks] on a usual night
out and 2.5 times more likely to have been involved in a fight in the city's nightlife
during the previous 12 months.

Conclusions: Measures to tackle drunkenness and alcohol-related violence in
nightlife should expand beyond those targeted solely at nightlife environments.
Continued disparities in pricing and policing of alcohol between on- and off-licensed
premises may increase at-home drinking prior to nights out and alcohol-related
problems in residential areas.

Popova S, Giesbrecht N, Bekmuradov D, Patra J. (2009). Hours and days of sale and
density of alcohol outlets: Impacts on alcohol consumption and damage: A
systematic review. Alcohol and Alcoholism; 44(5), 500-516.

Full article-http://alcalc.oxfordjournals.org/content/44/5/500.full.pdf+html
“availability of alcohol is an effective measure to prevent alcohol-attributable
harm.”

Chikritzhs T and Stockwell TR. (2002). The impact of later trading hours for Australian
public houses (hotels) on levels of violence. Journal of Studies on Alcohol; 63(5), 591-
599. Full article-
http://www.jsad.com/jsad/article/The_Impact_of Later Trading_Hours_for_Australi
an_Public_Houses_Hotels_on_/1260.html

“Late trading was associated with both increased violence in and around Perth
hotels and increased levels of alcohol consumption during the study period. It is
suggested that greater numbers of patrons and increased levels of intoxication
contributed to the observed increase in violence and that systematic planning and
evaluation of late trading licenses is required.”
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Rossow I, & Nostrom, T. (2011). The impact of small changes in bar closing hours on
violence. The Norwegian experience from 18 cities. Addiction; 107(3), 530-537. Full
article- http://onlinelibrary.wiley.com/doi/10.1111/j.1360-0443.2011.03643.x/pdf
“In Norway, each additional 1-hour extension to the opening times of premises
selling alcohol is associated with a 16% increase in violent crime.”

Schofield TP, Denson TF. (2013). Alcohol outlet business hours and violent crime in
New York State. Alcohol and Alcoholism; Published online doi:
10.1093/alcalc/agt003, 2013. Abstract-
http://www.ncbi.nlm.nih.gov/pubmed/23349067

“The findings suggest that alcohol outlet business hours affect the incidence of
reported violence even in regions that would not be considered to have severe
problems with alcohol-fuelled violence”

Effectiveness of Policies Restricting Hours of Alcohol Sales in Preventing Excessive
Alcohol Consumption and Related Harms. Robert A Hahn et al. AmJ Prev Med
2010;39(6):590-604) Full article-
http://www.thecommunityguide.org/alcohol/EffectivenessofPoliciesRestrictingHours
ofAlcoholSalesinPreventingExcessiveAlcoholConsumptionandRelatedHarms.pdf

10 studies affirming that reductions in on-licensing trading hours of more than 2
hours has an effect of reducing excessive alcohol consumption and related harms.

Do relaxed trading hours for bars and clubs mean more relaxed drinking? A review of
international research on the impacts of changes to permitted hours of drinking.
Stockwell, Timothy R.; Chikritzhs, Tanya N. Article [364.24 SPE] 2009. Full article-
http://www.palgrave-journals.com/cpcs/journal/vi1/n3/pdf/cpcs200911a.pdf

It is concluded that the balance of reliable evidence from the available international
literature suggests that extended late-night trading hours lead to increased consumption
and related harms.

Evidence supporting the need for control over alcohol outlet density to reduce
crime

There is an extensive body of evidence to support the strength of the relation
between alcohol outlet density and the incidence of alcohol-related crime, violence,
domestic violence, anti-social behaviour, road traffic accidents, etc. and harm to
vulnerable groups like dependent drinkers, children and young people.

The following is just a sample of the evidence that evidence the link between alcohol
outlet license density and a range of alcohol-related harms:-

Connor JL, Kypri K, Bell ML, Cousins K. (2011). Alcohol outlet density, levels of drinking and

alcohol-related harm in New Zealand: a national study. Journal of Epidemiology and
Community Health; 65(10), 841-846. Abstract- http://jech.bmj.com/content/65/10/841.long
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10.

11.

12.

Huckle T, Huakau J, Sweetsur P, Hulsman O, Casswell S. (2008). Density of alcohol outlets
and teenage drinking: living in an alcogenic environment associated with higher
consumption in a metropolitan setting. Addiction; 103(10), 1641-1621. Full article
http://www.parliament.wa.gov.au/intranet/libpages.nsf/WebFiles/ITS+-
+alco+article+Huckle+08/SFILE/alco+article+Huckle.pdf

Matheson A. (2005). Alcohol in Auckland: Reducing associated harm. Auckland: Auckland
Regional Public Health Service. Full report-
http://www.arphs.govt.nz/Portals/0/Health%20Information/Alcohol%20and%20Tobacco/Liq
uor%20Licensing/Alcohol%20in%20Akld.reslo.pdf

Cameron MP, Cochrane W, McNeill K, et al. The Impacts of Liquor Outlets in Manukau City:
Summary Report-Revised. Wellington: ALAC, 2012. Full report-
http://www.alac.org.nz/sites/default/files/research-
publications/pdfs/ManukauReportSummaryREVISED.PDF

Cameron MP, Cochrane W, McNeill K, et al. The Impacts of Liquor Outlets in Manukau City:
Report 1. A review of international academic literature and New Zealand reports. Wellington:
ALAC, 2012. Full report- http://www.alac.org.nz/sites/default/files/research-
publications/pdfs/ManukauReportNo1.pdf

Cameron MP, Cochrane W, McNeill K, et al. The Impacts of Liquor Outlets in Manukau City:
Report 2.Community stakeholders views on the impacts of liquor outlets in Manukau City.
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