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The practice of the alcohol 
industry as health educator: 

a critique
Nicki Jackson, Rachael Dixon

Due to typically heavy patterns of 
drinking as well as differences in 
alcohol sensitivities and risk-taking 

behaviours, adolescents experience dispro-
portionately more harm from their drinking 
than older drinkers.1 New Zealand second-
ary school students report experiencing a 
range of acute alcohol-related harms, with 
signifi cant inequities suffered by students of 
Māori and Pacifi c ethnicity and/or living in 
socio-economic disadvantage.2 In 2017/2018, 
one in every eight presentations among 
those aged 15 to 19 years to Auckland Hos-
pital’s Emergency Department was found 
to be alcohol-related.3 Heavy drinking is 
also associated with poor mental health and 
suicidal ideation.4

Long-term harms of drinking can include 
irreversible impairment of brain structure 
and cognitive functioning, as the maturing 
brain is sensitive to the neurotoxic effects 
of alcohol.5 Other signifi cant chronic 
harms include seven types of cancer,6 with 
research indicating that exposure to alcohol 
between menarche and fi rst pregnancy may 
be important in the development of breast 
cancer, as breast tissue is likely to be at its 
most vulnerable stage.7 Finally, adolescence 
is a period of increased risk of alcohol abuse 
and dependence.8 In New Zealand, almost 
50% of cases of alcohol abuse and depen-
dence were found to have developed by the 
age of 20 years and 70% by the age of 25.9

Although the discourse surrounding 
adolescent drinking commonly focuses 
on binge drinking, there is no safe level 
of consumption for children and young 
people.1 This underpins the Health 
Promotion Agency’s low-risk drinking advice 
that recommends “not drinking alcohol is 
the safest option for children and young 
people under 18 years”.10

Encouragingly, New Zealand adoles-
cents are mirroring global trends and 
showing signifi cant reductions in alcohol 
use that have been maintained over 
time.11 For example, between 2006/07 and 
2011/12, signifi cant declines in the prev-
alence of past-year drinking (from 74.5% 
to 59.6%) and hazardous drinking (from 
19.5% to 11.7%) were found among 15 to 
17 year-olds.12 However, profound ineq-
uities remain persistent and preventable, 
with rangatahi Māori males and females 
reporting a substantially higher (two to 
three times) prevalence of hazardous 
drinking than non-Maori.13 

Given the known risks of alcohol harm 
to this group, there are substantial benefi ts 
from prevention and early intervention. To 
reduce harms (and inequities), evidence-
based and cost-effective policies are 
required. These include increasing alcohol 
prices, reducing availability, restricting 
alcohol advertising and sponsorship and 
increasing the legal purchase age.14 
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Adolescence marks a developmental period with heightened vulnerability to alcohol use and its 
consequences. In this viewpoint paper, we examine the involvement of the alcohol industry in alcohol and 
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Evidence pertaining to the effectiveness of 
school-based education is less consistent and 
often contains methodological limitations.15 
Despite the large number of studies in this 
area, few show long-term behavioural 
change. Evidence-based recommenda-
tions16 for school-based alcohol education 
draw from a limited number of high-
quality studies, describing the need to: 1) 
use a spiral curriculum (whereby students 
study the same topics in ever-increasing 
complexity throughout their time at school 
to reinforce previous lessons), 2) integrate 
alcohol education into a whole-school 
approach to wellbeing, 3) link classroom 
health education curriculum activities with 
pastoral support of students, 4) create a 
supportive environment through devel-
opment of school alcohol and wider policies 
(eg, school climate), and 5) incorporate activ-
ities that involve parents/guardians, families 
and communities. It is further recom-
mended that teachers and others require 
suffi  cient planning time and training, that 
the use of scare tactics be avoided, and 
external providers only be used if they offer 
content that is consistent with the whole-
school approach and are quality-assured.

Alcohol industry involvement in 
school-based health education

Alcohol companies have a long history 
of delivering alcohol education in schools. 
Powell17,18 offers extensive critique of 
‘corporate philanthropy’—the practice of 
commercial agents entering into peda-
gogical spaces. In New Zealand, the Health 
and Physical Education learning area 
(curriculum) space is an attractive site for a 
wide range of food and beverage corpora-
tions (among others) who develop resources 
for teachers and learners, provide teachers 
with professional learning and development 
opportunities, and enter the classroom to 
teach students directly.18 

Powell describes the use of corporate 
philanthropy as a strategy to divert public 
attention from less altruistic practices 
(marketing, lobbying, avoidance of stricter 
regulations, requirement to make a profi t, 
etc.) and rather shape their corporate image 
to being trusted, caring, socially respon-
sible and even healthy.17 A similar approach 
is currently occurring in New Zealand via 
the increasing number of alcohol industry 
partnerships with cancer, mental health, 

wellbeing and environmental charities. 
For decades, tobacco control advocates 
have warned of the tobacco industry 
embracing teenage prevention campaigns, 
knowing perfectly well that any education 
programme won’t hurt their profi ts but will 
show them to be ‘doing something’.19

One example of corporate philanthropy 
in the school-based AoD education space is 
Smashed, entitled “A responsible drinking 
education programme”. Sponsored by 
Diageo (a multi-national alcohol company), 
it commenced in the UK in 2005 and has 
so far engaged more than half a million 
students internationally.20 A common 
approach to get political buy-in has been to 
hold a parliamentary reception to launch 
the programme.20

Smashed has now made its way to 
New Zealand, almost 15 years since its 
inception. Smashed utilises a ‘theatre in 
education’ approach, with three paid actors 
providing a 30-minute live theatre perfor-
mance followed by a 30-minute interactive 
workshop to consolidate the information 
provided. As described on its website and 
teacher resources, the programme seeks 
to raise awareness of personal responsi-
bility in making informed decisions around 
alcohol.21 The objectives of the programme 
are to explore key themes of alcohol 
awareness, potential risks of underage 
drinking (such as physical and mental health 
issues, anti-social behaviour, accidents and 
injury), as well as impacts on relationships 
and school. Causes of underage drinking are 
explored, such as peer pressure, and local 
resources and support services available are 
signposted. A set of teacher resources are 
also available, should they choose to carry 
out any sessions before or after the main 
session. There is no evidence that the use of 
the lesson plans is compulsory.

In 2019, Smashed was delivered to 20,463 
Year 9 students across 94 New Zealand high 
schools in 135 performances, and infor-
mation suggests is to be further rolled out 
nationally in 2020 and beyond. In New 
Zealand, it is funded by the Tomorrow 
Project, a group comprising the multinational 
beer, wine and spirits makers. It is delivered 
in high schools via partnership with Life 
Education Trust, a group that has been 
reported to have had previous partnerships 
with Lion and British American Tobacco.22 
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Critique of Smashed: alcohol harm 
reduction perspective

At fi rst glance, many would read the 
teacher resources and consider them to be 
suitable for school-based AoD education. 
They contain common educational compo-
nents such as the health risks from alcohol 
misuse, the negative impact of peer pressure, 
available support services and so forth. 
However, an examination of the (often 
subtle) messaging throughout Smashed is 
recognisable as common strategies used by 
alcohol industry programmes internationally. 
The teacher resources also highlight an 
obvious language discrepancy, as ‘underage 
drinking’ is irrelevant in New Zealand given 
there is no legal drinking age (in contrast to 
other countries, eg, US). In New Zealand, the 
focus of interest is consumption and asso-
ciated harm, not the health or safety risks in 
terms of disobedience.

One common thread throughout the 
teacher resources is the strong focus on 
“personal responsibility”. Other terms 
used in Smashed include “make respon-
sible choices” and “drinking responsibly”. 
Literature describes the long history of this 
industry approach, showing that it is used 
to individualise alcohol problems, while 
neglecting the role of the wider alcogenic 
environment that plays a much stronger 
role in enabling risk behaviours.23 The 
personal responsibility approach is strate-
gically ambiguous,24 encourages the drinker 
to shift responsibility to others23 and has the 
potential to sustain stigma for those with 
alcohol problems.25 From a brain devel-
opment perspective, there is an obvious 
confl ict between an adolescent’s ability to 
make ‘responsible choices’ and consider 
long-term risks, when the required part 
of the brain to undertake those tasks is 
under-developed. It is also obvious that 
the ability to make ‘responsible choices’ 
is severely compromised once under the 
infl uence of an intoxicating drug. 

The use of the term ‘personal respon-
sibility’ is not isolated to school-based 
programmes; it is echoed in policy debates. 
For example, in its submission to the 
Law Commission, New Zealand’s largest 
alcohol producer, Lion, stated that “indi-
vidual responsibility is key to behaviour 
change” (p.4),26 and rejected evidence-based 
population-based policies to reduce the 

harms from adolescent drinking, such as 
increasing the price of alcohol or restricting 
alcohol advertising.

A second feature of the resources is the 
omission of information. For example, 
in the Smashed resources, only cancers 
of the mouth and throat are included as 
cancer-related health risks from alcohol. 
More prevalent breast and bowel cancers 
are omitted, despite breast cancer being the 
leading cause of alcohol-related death in 
New Zealand women.27 Omission of alco-
hol-cancer links, especially for breast and 
bowel cancer, has also been found among 
alcohol industry websites.28 This important 
omission contradicts the notion that adoles-
cents can make informed and ‘responsible 
choices’ as a result of participation in the 
Smashed programme.

A third feature, and common to the 
alcohol industry internationally, is the 
incorrect construction of a dichotomy of 
alcohol drinking patterns or subpopulations 
into ‘misuse’ versus ‘responsible drinking’. 
As the name (ie, Smashed) perhaps suggests, 
a focus on alcohol misuse, abuse and binge 
drinking is found within the programme, 
although there is a conspicuous absence 
of defi nitions of these terms, especially 
in terms of actual amounts of alcohol. Of 
particular concern is the lack of discussion 
in the teacher resources pertaining to the 
importance of not starting drinking, as 
recommended in New Zealand’s low-risk 
drinking advice.10

It is suggested that the strategy of dichot-
omisation is used by the industry to convey 
a straightforward but over-simplifi ed 
separation of drinking patterns, into those 
who use and misuse.29 The former is to 
represent a non-problematic population, 
while the latter a minority who drink in an 
uncontrolled manner and experience the 
range of health and social problems.29 This 
approach is also reinforced within policy 
debates, with Lion’s submission to the 
Law Commission26 stating “the problem at 
issue is alcohol abuse and related harm… 
measures are required to fi x the behaviour 
of a minority, by making excessive drinking 
socially unacceptable” (p.3). 

In reality, there is consistent evidence 
that no simple dichotomy exists. Risk 
curves describing the relationship between 
alcohol use and harms (eg, cancers30) show a 
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continuum of harm across different patterns 
of drinking. There is no magic point where 
alcohol harms suddenly appear.31 For this 
reason, public health professionals dismiss 
the validity of an alcohol consumption 
dichotomy that boxes off alcohol harms 
from the majority of consumers, while the 
alcohol industry rejects the continuous 
model of harm in favour of interventions 
targeted at the relatively small group of 
heaviest drinking individuals at the extreme 
end of the continuum.29

A fourth feature is the lack of independent 
evaluation of Smashed, also reported to be 
common to alcohol industry programmes.32 
In New Zealand, the evaluation is authored 
by the UK company that originally created 
the Smashed project.33 As detailed in the 
evaluation, the pre-programme response 
rate to the questionnaire was 27%, dropping 
to 15% post-programme. Any details about 
non-responders and/or limitations of poor 
response are not discussed in the evalu-
ation report but should highlight the caution 
required when interpreting the claims 
relating to improvements in knowledge and 
understanding. Further concerns regarding 
the evaluation are discussed later. 

From an alcohol harm reduction 
perspective, New Zealanders should be seri-
ously concerned about programmes such as 
Smashed. Not only are they likely to be inef-
fective in reducing harm to our vulnerable 
populations, they are designed to whitewash 
the alcohol industry image. When 
approached for participation, principals and 
teachers should be critical of why multi-
national alcohol companies would choose 
to invest in school-based education in 
New Zealand. New Zealand can look to the 
strong statements made by Ireland’s Health 
Minister34 and Education Minister35 on the 
need to separate out the alcohol industry 
from being part of the conversation, with 
the former stating that “it’s completely 
and utterly bizarre that you’d have a body 
funded by the drinks industry educating our 
kids about the dangers of alcohol… I mean 
it’s ridiculous” (para. 3).34

Critique of Smashed: health 
education perspective

From a school-based health education 
perspective, programmes that offer 
pre-packaged resources and teaching 

activities (eg, Smashed) have the potential 
to contradict aspects of educational policy 
and guidelines for effective practice in AoD 
education, as well as undermine the profes-
sional practice and autonomy of trained 
health education teachers. 

Health education is one of three subjects 
in the Health and Physical Education 
learning area (HPE) of The New Zealand 
Curriculum.36 As is the case in other 
learning areas, learning experiences in 
HPE are mandated until the end of year 10 
(around 15 years of age). AoD education 
is located within the ‘mental health’ key 
area of learning within HPE, which indi-
cates more than a sole biomedical focus for 
AoD. Stepping back from HPE, aspects of 
The New Zealand Curriculum are common 
to all learning areas. Included here are 
seven aspects of effective pedagogy—
actions that a teacher takes to bring about 
student learning. While external providers 
do not make claims to fulfi l all aspects of 
the curriculum, the extensive use in health 
education of programmes such as Smashed 
counteracts aspects of effective pedagogy. 
For example, teachers are expected to create 
a supportive learning environment, make 
connections to prior learning and experience 
and inquire into impact of their teaching.36 
When an external provider makes their 
entry into the pedagogical space, these 
teacher actions are unable to take place, 
and—worst case scenario—previous work 
on the part of the teacher in enacting these 
aspects of effective pedagogy can unravel.

A second aspect of educational policy is 
‘Our Code, Our Standards’, which contains 
the professional standards against which 
teachers are assessed for registration.37 For 
example, learning-focused culture priori-
tises aspects as safety, respect and students 
as active participants in learning. Design 
for learning requires planning for, carrying 
out and assessing the impact of pedagogical 
actions to meet learners’ needs and to show 
progression of learning. Teaching requires 
adaptations to meet diverse needs, feedback 
on progress for learners and a repertoire of 
teaching strategies.37 External providers may 
or may not be registered teachers and as 
such do not make claims to meet the profes-
sional standards for teachers. However, 
when pre-packaged programmes (especially 
those delivered by external providers) enter 
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schools, the potential of a teacher to demon-
strate evidence of meeting the expected 
standards might be diminished, because a 
lot of the teacher’s work is effectively done 
for them. This is particularly an issue when 
teachers of subjects such as health education 
over-rely on external providers and/or 
pre-packaged programmes. 

Perhaps a more compelling argument 
central to a health education critique arises 
when we examine the messages contained 
within the array of guidance documents 
that have been written to support teaching 
in AoD education contexts. Here, the guide-
lines for teachers and schools published by 
the Ministry of Education,38 New Zealand 
Health Education Association39 and Tūturu/
NZ Drug Foundation40 further cement this 
critique. A message common to each group’s 
assertions is that one-off sessions are educa-
tionally ineffective. Furthermore, the groups 
press the point that any external providers 
entering the teaching space need to connect 
and add value to the health education 
programme already in place, as well as 
revise content to meet the needs of indi-
vidual schools based on the learners’ needs 
therein. Student learning needs should drive 
the planning and teaching and “a positive 
classroom environment for AoD education, 
with social interaction promoting respect, 
concern for others and shared responsibility 
for learning, is important (p.10)”.38 Smashed 
is typically delivered to large groups of 
students at one time (for example, all year 
9 students in a school), and has set dates 
for their tour across the country. This is 
problematic for two reasons. First, it under-
mines the need for an established safe and 
supportive learning environment. Second, 
teachers may either change the timing of 
health education teaching units to align 
with when the tour is in town, or potentially 
teach unrelated content in health education 
at the time of the visit, with Smashed a 
disconnected add-on. The latter is particu-
larly an issue when people other than health 
education teachers in a school agree to book 
the session, and give the health education 
staff little or no notice about its occurrence. 
It is therefore not diffi  cult to conclude that 
pre-packaged programmes such as Smashed 
are—from an educational perspective if 
nothing else–problematic and troubling. 

Over the past year, many health education 
teachers have become more critical 
consumers of the organisations that knock 
on their classroom doors, are increasingly 
inquiring into the place, purpose and added 
value of programmes they are offered, and 
are seeking student or others’ feedback 
before making decisions about who enters 
their health education learning environment. 
While external providers at times offer 
valuable support to health education and 
its teachers,39 programmes such as Smashed 
need to be critiqued by teachers and schools 
to ensure that they complement and connect 
to the overall health education teaching 
programme and meet learners’ needs. 

Finally, an educational critique of the 
evaluation of Smashed’s 2019 perfor-
mances in New Zealand fi nds it to be based 
on UK measures33 and learning outcomes 
for students that do not align with a New 
Zealand curriculum understanding of 
HPE, health education or AoD education. 
Coupled with its issues relating to lack of 
independence and poor response rate, any 
application of evaluation fi ndings to the 
current context is problematic.

Conclusion
Evidence-based alcohol education 

resources exist for use in high school 
settings in New Zealand. This critique of 
the alcohol industry Smashed programme 
should signal strong caution to schools 
seeking to engage the services of these 
external providers. Though a school’s 
interest in preventing alcohol harm to 
young people is absolutely commendable, 
engagement in this programme has the 
ability to undermine effective education 
principles and can inadvertently contribute 
to further delays in the adoption of 
evidence-based policies to effectively 
protect current and future generations of 
New Zealand children from alcohol harm. 
Students deserve more than edutainment 
on New Zealand’s most harmful drug; 
they deserve best practice. The diversity 
among students, classes and schools also 
presents an issue as to how a one-size-fi ts-all 
programme can ever truly meet the needs of 
rangatahi in Aotearoa, or, indeed, anywhere 
else in the world.
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