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Many begin to drink it during 
adolescence and its presence is 

never far from the media. A Research New 
Zealand (2008) report prepared for the 
Alcohol and Liquor Advisory Council (ALAC) 
observed that relatively few parents identify 
alcohol-related issues as a concern for 
parents with teenagers, particularly when 
compared to issues such as drugs and peer 
pressure. However, given alcohol use (and 
abuse) among New Zealand adolescents is 
far more common than other psychoactive 
drug use, maybe we don’t hear as much as 
we should. Should we be worried or is this 
just what teenagers do....?  
Well, yes and yes.

Adolescence is the period of transition from the 
dependence of childhood to the independence of 
adulthood. The adolescent brain is biologically different 
from an adult brain – not just an adult brain with fewer 
miles on the clock but a work in progress with important 
parts seeming to be “closed for construction”.  

There is a wide and ever-increasing body of literature 
on alcohol and adolescents. This article provides a brief 
review of some of the key papers and puts adolescent 
alcohol use in the New Zealand context.

ADOLESCENT BRAIN DEVELOPMENT
Researchers thought that most brain development 
was finished within the first few years of life. It is only 
in the last 10 or so years that a second wave of brain 
changes has become apparent. Exuberant growth of 
connections, pruning and myelination all happen again 
during adolescence. New connections are made in some 
specific areas of the brain; unused (and thus deemed 
to be unnecessary) ones are pruned away and the 
remainder may continue to be myelinated to result in a 
more efficient adult brain (Spear, 2000). 

The limbic areas of the brain which are thought to 
regulate emotions and are associated with sensation 
seeking are turned on around puberty, but the parts 
for exercising judgment, impulse control and 
self-regulation, for example, are still maturing 
throughout adolescence, probably into the early 
20s for girls and mid-20s for boys - like buying a 
high-powered car but being told that the brake 
pedal won’t be useable for quite some time!

The emotional and physical energy that is 
characteristic of adolescence can be channelled 
into sports, academics, music, art, and various 
causes as well as in negative directions that 
produce adverse outcomes, including alcohol use 
(Dahl and Hariri 2004). Adolescent sensitivity 
to rewards appears to be different from both 
children and adults, prompting them to seek 
higher levels of novelty and stimulation to 
achieve the same feeling of pleasure (Paulus & 
Tapert, 2005).
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The Adolescent Brain 
and Alcohol

Alcohol, booze, piss, grog, liquor. 
Alcohol is a psychoactive drug that easily becomes addictive (NZLC R114, 2010).



LEGISLATION
There is no legal restriction on when young people can drink. New Zealand law 
controls the age of purchase, but not the age of drinking. It has been legal to 
purchase alcohol at 18 since the limit was reduced in December 1999 – some 
10 years after all US states who had previously lowered the drinking age to 18 
returned to a legal minimum of 21.

In its submission to the Law Commission on Alcohol Reform (2010), the New 
Zealand Police described the knock-on effect of lowering the purchase age: 

“... whereas before the law change, the effective drinking age 
was around 17–19 years of age, the de facto drinking age 
is now around 14–17 or even younger. Some districts are 
reporting that 11 and 12 year olds are now impacted upon by 
alcohol. Young females are also seen to be drinking to higher 
levels of intoxication and are subsequently at increased risk of 
victimisation.”

PREVALENCE
Anyone exposed to adolescents in any capacity will be aware at least 
anecdotally, that many drink and many drink to excess. But when do they start 
and how much are they drinking?

BINGE DRINKING
The Way We Drink, a 2004 study of the current attitudes and behaviours of 
New Zealanders suggests that most think binge drinking means having more 
than 14 standard drinks in a session. Is that consistent with the literature?  
Although there is some variability internationally among the definitions of binge 
drinking, the most common for those aged 18 to 25 is 5 standard drinks in a 
2-4 hour period (often 4 drinks for girls) and 7 for adults.

And a standard drink? This also is variable, but most commonly accepted as 
10 grams of pure alcohol e.g. 100 mls of table wine, or a 330ml can of 4% beer.  
Ready to Drinks (RTDs) vary widely in both bottle/can size and alcohol content 
(typically 4-8%) but usually range between 1.1 and 2.1 standard drinks. A 
bottle of wine is approximately 8.

Binge drinking among adolescents is not peculiar to New Zealand – it is a global 
problem with New Zealand’s rate of around 42% of 15-16 year olds having 
drunk 5 or more drinks in the last 30 days being in the mid range for European 
countries, similar to France at 43% and lower than the UK (54%) (ESPAD, 
2007). Comparability of data may be an issue, but the general point is made.

ALCOHOL AND THE ADOLESCENT BRAIN
There are many obvious and well researched risks of heavy drinking, including 
car accidents, injury or death, crime, violence, injuries, sexual risk taking 
including unprotected and unwanted sex leading to sexually transmitted 
infections (STI), pregnancy and abortion for example, as well as mental health 
disorders like depression and suicidal behaviour (Ferguson & Boden, 2011); 
nicotine dependence, illicit substance use, antisocial personality, conduct 
disorder and academic underachievement (McGue, et al 2001); alcohol 
poisoning ... the list goes on.

Harm from alcohol can be both immediate and long term. It is only more 
recently that the less easily observable potential harm to brain development 
has become more apparent. It is the very plasticity of the adolescent brain 
which makes the brain vulnerable to toxic insults such as alcohol and other 
drugs.

Alcohol affects a developing adolescent brain differently from an adult brain.  
The mechanisms which explain why and how are often not yet well understood.  
Alcohol exposure during adolescence not only has an immediate impact on 
brain function; it also may lead to consequences for various brain functions that 
last even into adulthood (Hiller-Sturmhofel & Swartzwelder, 2004/5). 

THE RESEARCH
Numerous research studies, particularly since the beginning of this century, 
have begun to investigate the effect of alcohol on adolescents and their brains.  
Many of the early studies were in rats and non-human primates. Spear (2000) 
points out that increased peer-directed social interactions and elevations in 
exploratory and risk seeking behaviours is a characteristic of adolescence that 
occurs in many species, including rats and humans. Ethical issues prohibit 
giving alcohol to young people for research purposes so it is difficult to design 
studies to test the biological sensitivity of human adolescents to alcohol.  Much 
of this evidence is now being corroborated by longitudinal and cross-sectional 
human studies. Findings include:

1.	DEPENDENCE
The earlier alcohol use starts (more than small sips), the dramatically higher 
likelihood of both alcohol dependence and abuse: dependence was evident in 
more than 40% of those who started drinking before 15 and fell to roughly 
10% among those who started drinking at 20 or older;
• rates of lifetime abuse declined from just over 11% among those who 

started at 16 or younger to approximately 4% among those who started at 
20+ (Grant & Dawson, 1997).

2.	SENSITIVITY	TO	ALCOHOL
Conventional wisdom would say that adolescent drinkers, typically being 
less experienced than adult drinkers, would be more sensitive to the effects 
of alcohol. However in fact the reverse appears to be true. Adolescents are 
relatively insensitive to the negative effects but show greater sensitivity to the 
pleasure effects, which may explain the high levels of binge drinking observed 
in adolescents (Windle et al, 2008):
• Adolescent rats are substantially less sensitive than adults to aspects of 

intoxication like sleepiness and impairment to motor activity - the ability to 
walk in a straight line, for example. So, adolescents can drink significantly 
more than an equivalent adult before sleepiness, slurring of words etc start 
to kick in – usual indicators of excess which can serve as protective factors 
for older drinkers;

• In a time before ethical conditions became paramount, Behar et al (1983) 
found no behavioural signs of intoxication in 8 to 15 year old boys who 
were given a dose of pure ethanol that induced peak blood alcohol levels to 
within the intoxicating range for adults;
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AGE	IN	YEARS

YOUTH	07	STUDY

% of students who are current drinkers

% of drinkers who binged over last 4 weeks

Youth’07	is	a	cross-sectional,	anonymous,	self-report	survey	of	a	
representative	sample	(9000+)	of	New	Zealand	secondary	school	
students	(Ameratunga	et	al,	2011)	primarily	aged	13-18,	almost	all	of	
whom	are	below	the	legal	purchasing	age.	Results	include:

•	 60.6%	of	students	(aged	13-18)	are	current	drinkers.
•	 Over	50%	of	14	year	olds	say	they	currently	drink.
•	 Beer	is	most	popular	choice	for	14	and	under.		RTDs	for	15	and	over.
•	 Binge	drinking:

-	 both	current	drinking	and	binge	drinking	rates	increase	with	age	
as	can	be	seen	in	this	graph,

-	 34.3%	of	all	students	had	engaged	in	binge	drinking	in	the	
previous	four	weeks,

-	 among	current	drinkers,	46.1%	reported	usually	drinking	5+	per	
session,

-		binge	drinking	among	current	drinkers	is	higher	in	areas	of	low	
deprivation	(64.9%)	than	high	(52.0%),

-	 proportion	of	current	drinkers	reporting	binge	drinking	increased	
significantly	from	48.5%	in	2001	to	57.0%	in	2007.
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• Doremus et al (2003) found that adolescents are also less sensitive to the 
“hangover” effect;

• These insensitivities to alcohol may be particularly pronounced during the 
early stages of adolescence (Varlinskaya and Spear 2004);  

• Adolescent rats are more sensitive than adults to some of alcohol’s 
pleasurable effects such as less shyness in social settings. Adolescents may 
enjoy the positive sensation more than adults.

3.	CHANGES	TO	BRAIN	STRUCTURE	AND	FUNCTION
There are numerous studies which have investigated in either, or both, rats and 
humans the effects of alcohol on the structure and function of the adolescent 
brain. The effects, while not always dramatic, can be significant. Structural 
changes include:
• a decrease in the volume of the hippocampus, a key region for learning new 

information, in heavy-drinking adolescents (Medina et al, 2007);
• reduction in the prefrontal cortex in heavy drinkers (de Bellis et al, 2005);
• reductions in the integrity of the corpus callosum (which connects the 

brain’s two hemispheres) among heavy drinkers (Tapert et al, 2003);
• preliminary results showing widespread reductions across 18 regions of 

the brain in white matter (myelinated axons) integrity in binge drinkers 
who did not have a history of alcohol use disorder. Teens reporting multiple 
hangover symptoms showed more compromised white matter in several 
brain areas, but there was no relationship with drinking frequency or 
duration(McQueeny et al, 2009);

• it is the drinking to the point of being drunk which appears to be causing 
damage to cognitive functioning such as spatial working memory and 
pattern recognition,  rather than how often and how much (Weissenborn & 
Duka, 2003).

4.	GENDER	DIFFERENCES
There are a number of subtle differences in the changes to brain structure and 
function between girls and boys. Alcohol may affect frontal lobe functioning 
more readily in females than in males, for example (Tapert et al, 2004/5).

5.	BRAINS	HAVE	TO	WORK	HARDER
The brain of a chronic drinker has to “work harder” to keep things in mind, 
like remembering a phone number. Although there are similar changes 
in adolescents with only 1-2 years of heavy drinking, the young brain can 
compensate for any subtle alcohol-related disturbances by working other brain 
regions a little harder. If heavy drinking continues, by young adulthood the 
brain may not be able to compensate as effectively, and performance may 
begin to decline (Tapert al, 2001).

6.	RISK	OF	FOETAL	ALCOHOL	SPECTRUM	DISORDER	(FASD)	
According to Statistics NZ, over the last 10 years to 31 March 2012 an average 
of 4345 babies have been born every year to young women under 20, including 
an average of 34 per year to girls under 15.  In addition to the risks alcohol use 
poses to adolescents themselves, there are additional, significant, and long-
term risks for children of adolescents consuming alcohol during pregnancy.
FAS (Foetal Alcohol Syndrome) is associated with high alcohol consumption 
throughout pregnancy, including binge drinking (Valenzuela et al, 2012). 
Although heavy drinking poses the highest risk to the foetus, there is no 
known safe level below which no damage will occur (Ministry of Health, 2010).
Alcohol use in pregnancy results in “a spectrum of defects” known as FASD 
(Niccols, 2007). FAS is at the most severe end and includes “growth deficiency, 
characteristic facial anomalies, and central nervous system dysfunction” (Fast 
& Conry, 2009). A child with FAS is identified by the distinctive facial anomalies 
but there are many other children exposed to alcohol in utero, whose effects 
fall short of FAS but demonstrate foetal alcohol effects, which include being 
hyper-responsive to stress (Fast & Conry, 2009; Niccols, 2007), and deficits 
in working memory and processing speed, attention difficulties, and impaired 
social behaviour (Boris, 2009). These foetal alcohol effects may affect a child 
for life but are not easy to diagnose. FAS is the most common known cause of 
intellectual disability (Valenzuela et al, 2012).

MARKETING TO ADOLESCENTS
This section reviews some aspects of marketing and their 
affect on adolescents.

1.	IT	HAPPENS
Research shows that alcohol is heavily marketed to younger 
drinkers. Longitudinal studies (Anderson et al, 2009) suggest 
exposure to media and commercial communications on 
alcohol is associated with the likelihood that adolescents will 
start to drink alcohol, and with increased drinking if they 
are already using.

2.	RTDS	AND	PRICING	
 Ready to Drink (RTDs) are premixed spirits mixed with 
soft drinks. When four x 1.25 litre bottles of vodka (5%) 
mixed with your choice of raspberry, orange or cola are 
available for $10, a mere $2.50 for 5 standard drinks, 
pricing does not provide a barrier to access for most.

3.	STANDARD	DRINKS
The number of standard drinks is on all alcohol bottles/
cans and is either prominently displayed or in tiny print, 
depending on the target market. Teenagers seem well-
versed in the number of standard drinks in a bottle, 
even if it is so they can maximise their intake - 25% of 
young people who currently drink admit they do so “to 
get drunk” (The Way We Drink, 2004).

DO PARENTS HAVE A ROLE?
From even before the birth of their children, parents are 
subjected to many and often contradictory messages about 
how they should parent. With regard to alcohol, these two studies might help 
to inform the debate.

1.	HARM	MINIMISATION	OR	ZERO	TOLERANCE?
Harm-minimization accepts that alcohol is a part of normal adolescent 
development and that parents should supervise their children’s use to 
encourage responsible drinking.
Zero-tolerance, on the other hand, suggests that all underage alcohol use 
should be discouraged.
McMorris et al (2011) studied whether adult-supervised alcohol use is a 
risk factor, as predicted by zero-tolerance policy, or a protective factor 
for harmful alcohol use, as predicted by harm-minimization policy. Adult-
supervised settings for alcohol use resulted in higher levels of harmful alcohol 
consequences. These findings challenge the harm-minimization position that 
supervised alcohol use or early-age alcohol use will reduce the development 
of adolescent alcohol problems.

2.	RISKS	AND	PROTECTIVE	FACTORS
There are a range of risk and protective factors when considering the 
relationship between early alcohol use and later problems.
• Risk factors can include aspects of temperament, personality and 

childhood behaviour problems, family factors such as marital conflict, 
stressful events and violence, for example. Alcohol-specific risk factors 
include a family history of alcoholism, the influence of older siblings and 
peer factors for example;

• Protective factors include temperament, religiosity and parenting factors 
such as warm and supportive parenting, parental monitoring etc. Alcohol-
specific protective factors also include the drinking behaviour of older 
siblings or non-drinking peers (Windle et al, 2008).

CONCLUSION
The evidence is rapidly accumulating that alcohol affects the developing brains of 
adolescents and affects them differently from adults. Many adolescents are drinking 
regularly and drinking heavily. What can be done? There are, regrettably, no silver 
bullets but there are a number of evidence based policy interventions (NZLR 114, 
2011) which could be effective in reducing alcohol-related harm to adolescents.

Of course, alcohol hasn’t just started affecting the brains of adolescents – it has done 
so through history – but now we better understand the potential harm.  Isaac Asimov, 
the biochemist and science fiction writer, drew our attention to this quandary when 
he said “the saddest aspect of life right now is that science gathers knowledge faster 
than society gathers wisdom.”

Anthea Springford BA MBA
Trustee, Treasurer, Presenter 

This article has been fully referenced.  References are available at brainwave.org.nz
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From Certainty 
                                   to  Complexity

Readers of this newsletter will already 
be aware of the increasing research 

regarding the potentially lasting impact of a 
child’s experiences during the earliest years of 
their life.
Those of us who are parents may well be wondering how to best make sense of 
all this knowledge. With so many messages about what is important for young 
children, and so much information about what can go wrong, sometimes it’s a 
wonder that we can get out of bed in the morning!  

With apologies to Alexander Pope, a little research can be a dangerous thing, 
especially when it is taken out of context. Isolated studies, or even bodies 
of research on a particular topic, can ever only tell part of the complex story 
that underpins infant and child brain development (Sameroff, Gutman, & Peck, 
2003).  

Risk and protective factors provide a more balanced and scientifically sound 
context within which to understand the potential impact of early experiences.  
Risk factors are conditions that increase the likelihood of poor outcomes (Rutter, 
2006; Sameroff, 2000). By poor outcomes I mean - behaviour difficulties, poor 
physical or mental health, low educational achievement, criminal offending, or 
substance abuse. Basically, all the things we don’t want for our children.

This involves a subtle but important shift in thinking. Risk factors increase the 
probability of a particular outcome, rather than causing it in a deterministic 
way. We already know this in other areas, for example, whilst smoking is a risk 
factor for lung disease, not everyone who smokes has this outcome.  

There are many identified risk factors (interestingly, these are studied much 
more frequently than their converse – protective factors. But, I digress) - 
including parental depression, poverty, toxic parental stress, family conflict or 
violence, emotional neglect, and alcohol and other drug use in pregnancy.1   
There are more, but I think you get the picture. 

Research looks at risk from a population rather than an individual perspective 
and can indicate that being exposed to a particular factor increases poor 
outcomes. This does not mean that one factor will lead to the same outcome 
for every child (Cicchetti & Rogosch, 1996). Children whose early life was 
spent in orphanages, typically considered to be a significant risk factor, are an 
example of this. Whilst some of these children experience ongoing difficulties, 
others function normally, and some excel (O’Connor, 2006). Likewise, childhood 
exposure to family violence is a risk factor, but it does not lead to poor outcomes 
for all children (Graham-Bermann, Gruber, Howell, & Girz, 2009).

Protective factors are those conditions that lead to a higher likelihood of 
positive outcomes – the things we typically want for our children. Protective 
factors are at the positive end of the risk dimension, so whereas poor family 
interactions increase risk, positive family interactions (most of the time!) are 
protective (Sameroff, 2000).  

The major protective factor, supported by research across many disciplines, 
is that of a secure attachment between child and parent (National Scientific 
Council on the Developing Child, 2004). This attachment becomes even more 
important when there are risk factors present (Belsky & Fearon, 2002). 

Breastfeeding is also a protective factor, which has been associated with 
improved child cognitive development (Kramer et al., 2008; Quinn et al., 2001).  
To further illustrate the interactions between risk and protective factors, breast 

feeding is associated with: more positive interactions between mothers who 
are depressed and their babies (Jones, McFall, & Diego, 2004); and, reduced 
risk of asthma for children whose mothers smoked during pregnancy (Karmaus 
et al., 2008). 

Just as exposure to one risk factor does not automatically lead to predetermined 
negative outcomes, the presence of a particular protective factor does not 
guarantee positive outcomes. 

Risk and protective factors exist on many levels including the child, parent, 
family, and wider community influences (Sameroff, 2010). Parental behaviour 
influences the occurrence of some of these (e.g. alcohol in pregnancy, 
breast-feeding, loving interaction, family conflict), but not all (e.g. genetic 
predisposition, serious family illness or death, natural disasters). Of course, 
parental behaviour greatly influences how a child experiences these events in 
terms of the support they provide their child.

A few words about genes might be useful at this point. Genes are currently 
understood to contain a set of possibilities, but how they are expressed largely 
depends upon the experiences a child has (Sameroff, 2009), which helps the 
child adapt to their particular environment (Rutter, 2011). A child’s genetic 
makeup may confer risk or protective qualities. Intelligence, for example is 
viewed as protective (Owens & Shaw, 2003). Where they do confer risk, genes 
do not usually directly cause certain outcomes, such as behavioural difficulties, 
but they can make those outcomes more likely (Rutter, 2006). Some children 
are more sensitive to the effects of their experiences than others (Shonkoff, 
2010). This partially explains why not all children facing a similar risk have 
poorer outcomes.

Another part of this explanation relates to the cumulative effect of risk 
(Sameroff, 2000), in other words  as the number of risk factors  increases, 
the likelihood of outcomes such as emotional and behavioural disorders also 
increases (Egeland, 2009; Sameroff et al., 2003). Maternal depression is one 
risk factor that is well supported by research (Lanza, Rhoades, Nix, Greenberg, 
& The Conduct Problems Prevention Research Group, 2010; Owens & Shaw, 
2003). However, if that is the only risk facing a child, positive outcomes are 
still likely. When other risks are also present, such as poverty and lack of social 
support, negative outcomes are more likely (Sameroff, 2000).

Protective factors also operate cumulatively, with those children experiencing 
many protective factors in early life having significantly better adolescent 
outcomes (Sameroff, 2010).  Who doesn’t want that?

The balance between the number of risk and protective factors a child 
experiences increase the likelihood of a good or poor outcome (Cicchetti & 
Valentino, 2006, cited by Egeland, 2009).High numbers of risk factors, 
alongside low availability of protective factors lead to a greater likelihood of 
adverse outcomes (Rutter, 2011). Conversely, (and this is the ‘take-home 
message’ for parents) the more positives there are throughout our child’s early 
years, and the fewer negatives, the more likely we are to see our children grow 
up into the wonderful adults they are meant to be.

To paraphrase from the literature: there are lots of ways in which children 
can develop towards both positive, and not-so-positive outcomes (Davies & 
Cummings, 2006). All the research in the world cannot provide the parenting 
equivalent of Google Maps, but it is a very useful compass.  

Keryn	O’Neill	MA	PGCertEdPsych
Researcher & Presenter
This article has been fully referenced. References are available at brainwave.org.nz
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Risk and Protective Factors in Child Development 

1 More detailed information and references available in Brainwave’s submission to the Health Select Committee, May 2012, available at www.brainwave.org.nz 



A few years ago we made our first tentative 

steps to fulfil a long-held dream and 

introduced Brainwave to high school students. 

This enabled the Trust to take the information 

about the importance of the first few years of 

a baby’s life to the next generation of parents 

before they became parents. 
We received a great response from teachers and students; however we 
knew we could do even better. With generous funding support from the 
Sir Thomas and Lady Duncan Trust we have been able to redevelop this 
programme. The new material is a huge shift away from a PowerPoint 
based presentation to an interactive audiovisual experience based on case 
studies. The programme is designed to be used at three different age 
levels – year 9&10, year 11, year 12&13 with material relevant to each age 
and stage. The material at each level builds on the information presented 
previously.

The project team led by Executive Director Sue Wright consisted of our 
three school presenters Wendy Nelson, Pauline Allen and Maria Mckenzie; 
trustee, ex-teacher, documentary maker Sue Younger and consultant 
Rawiri McKinney.

We have had tremendous support from the schools involved in the pilot of 
the new programme: Longburn Adventist College in Palmerston North and 
Wanganui High School, both funded by the Sir Thomas and Lady Duncan 
Trust as well as Aorere College and De la Salle College in Auckland, 
funded by the Auckland Airport Community Trust. Our consultant, Rawiri 
brought fresh eyes to our material and with his experience in schools and 
with designing educational programmes he helped us rethink how we 
presented our information. 

Particular thanks to three inspiring teachers who agreed to be part of 
a working group to help develop some of the materials: Stuart Meyer 
(English teacher) and Melissa Petersen (PE and Health) from Aorere 
College and Faith Hignett (Science) from Longburn Adventist College. 
Their perspective and classroom experience was invaluable. Thanks 
also to Hilary Crombie and Sue Younger who produced short film clips 
of case studies to be used at each year level and the magnificent actors 
who agreed to be filmed: Hugo Stewart, Geoff Snell, Klara Klippel, Ryan 
Blackmore and Megan Jennings.   

The pilot is now being thoroughly evaluated and refinements will be made 
where required. The programme will be available wherever we can secure 
funding to present it.  Please let us know if a school near you is interested 
to start this programme during 2013.
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from the

  Executive Director
As a trusted source of information 

on brain development, Brainwave 
Trust invests a significant amount 

of time into reviewing the body of scientific literature 
for information relevant to New Zealanders. This is 
then collated into reference documents which capture 
the source of the information as well as any additional 
background information. 
Over the past year we have been updating all our literature on the Early Years. 
The result is a document that is over 200 pages long, rich with the blossoming 
research on brain development from pre-conception and through the first 
few years. The literature has been sourced from articles in peer reviewed 
publications including neuroscience, psychology, psychiatry, human biological 
sciences and child development. We have added a new section on “Parenting 
- what works” due to regular requests for this information. Over the next six 
months our presenters are undertaking extensive training so they will be ready 
to bring this updated information to you all in 2013. 

Brainwave has also reviewed and collated information on the adolescent brain 
changes that occur from puberty through to the mid 20’s. This information 
is structured into interesting, interactive programmes for delivery to groups 
across New Zealand. Over the past six months we have presented to Youth 
Court and Family Court Judges; to government departments and advisors; to 
secondary school teachers and to the general public. The feedback has been 
overwhelmingly positive.

“Anyone working with youth at risk should hear the Brainwave 
Adolescent seminar.  This evidence based information is easy to 
understand and covers the latest scientific information on brain 
development and behaviour of adolescents. It may well shape your 
thinking about how you work with adolescents”. 
Andrew	Becroft,	Principal	Youth	Court	Judge

Brainwave has been working with Child Youth and Family (CYF) to carry out 
pilots in the Central Region pilot integrating the adolescent brain workshop with 
a “so what” session. These forums were organized by the CYFs Learning and 
Capability Development Service Support. Two models were tested, the first was 
a forum of CYFs leaders working in an area from all specialties including social 
work, foster care and youth justice and the second model brought together 
a cross sector grouping of police, education, nongovernmental organizations 
and CYFs leaders who are working with youth in one area. Both models were 
well received and have led to a commitment to deliver the forums nationwide.  

Our schools programme is going from strength to strength with our new 
interactive programme. It is exciting to see the early feedback from our pilots 
in Auckland and Manawatu/Wanganui indicating that significant learning is 
taking place. See our article on the School Programme in this newsletter.

Finally, August is an exciting month for anyone working with or interested in 
how we can break the cycle of child maltreatment. After seven years Dr Bruce 
Perry is visiting New Zealand delivering to conference forums in Auckland, 
Wellington and Christchurch. We have over 1000 registrants and can cater 
for more people only in Auckland as the other venues are full. If you are 
considering attending, do register in the next few days so you do not miss 
out on this rare opportunity. You will find the registration information on our 
website www.brainwave.org.nz.

Sue Wright
Executive Director

BRAINWAVE LAUNCHES NEW DVD

The insight and generosity of the Todd Foundation in 2009 

culminated in the launch on 2 April of Brainwave’s latest 

DVD ‘Why	the	Early	Years	Count’ at a lively event in Auckland. The 

nearly 100 guests that attended included Brainwave’s trustees, 

presenters, staff and volunteers, representatives from parenting 

groups and other community organisations and several of our key 

funders. It was a fantastic chance for everyone to gather to celebrate 

the release of the DVD. 
Brainwave Chair Lope Ginnen explained how the DVD adds to the growing suite of resources used 
by Brainwave to deliver the message that parents, caregivers and early educators should hear – 
that new scientific evidence shows more clearly than ever before that the first few years of life 
are critical to a child’s brain development.  

We were delighted that Professor Sir Peter Gluckman, Chief Science Advisor to the Prime Minister 
and one of the experts on the DVD, agreed to speak at the launch. He spoke of the importance of 
the messages in ‘Why the Early Years Count’ and how crucial it is for the New Zealand public and 
policy-makers to be informed by the brain science that is now available. He is concerned about 
the general emphasis in society on a child’s cognitive development (e.g. literacy and numeracy) 
without the understanding that social and emotional development is now known to be critical 
to a child’s ability to learn, also a major theme in Brainwave material. Professor Gluckman also 
emphasised the importance of ongoing research into issues such as how the fast-paced digital 
environment will affect the way a child’s brain is ‘wired’ and therefore how a child will learn and 
need to be taught. He challenged us to consider that a government treating all children the same 
would not lead to equality but that if we strived for equality of outcomes it would mean that 
inevitably some children would need more intervention and inputs, but it would nonetheless be 
fairer and more equitable.

Executive Director, Sue Wright then treated the audience to a ‘taster’ from the DVD preceded by warm thanks to those who worked on or appeared in the 
DVD. The DVD was funded by the Todd Foundation, scripted by Judy Bailey, Sue Younger and Anthea Springford, produced by Gavin Woods, directed by John 
Keir and presented by Mike McRoberts. The DVD features New Zealand families and experts on brain development including Professor Sir Peter Gluckman, 
Dr Bruce Perry, and Brainwave trustees Dr Simon Rowley, Judy Bailey and Lope Ginnen. The result is a compelling 18 minutes. So compelling in fact that 
the audience were not satisfied with the ‘taster’ but wanted to see the whole thing!

Over 200 copies of this DVD have already been purchased by various parent groups and professionals working with parents and young children, the target 
audience. Broader appeal is demonstrated by requests to use the DVD by Cook Island TV, Probation service centres and Corrections services. The DVD is 
available from brainwave.org.nz/resources-2/dvds/
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W
hy the Early Years Count  

Why the Early Years Count
A child’s experiences in early life have a profound effect on the architecture of their brain and this helps 
to customise each child’s brain to deal with the environment they grow up in.  

“Why the Early Years Count” describes the scientific findings on brain development during the first 
few years in an easy to understand and easy to interpret format.

The information is presented in a format that is suitable for people working with children and/or families 
with children.  The viewer will gain an understanding of the findings from brain research and the important 
implications of this knowledge on our children’s physical, social, intellectual and emotional development.

An impressive group of experts present knowledge from the past decade of research into brain 
development. The group includes:

      Why the 
EARLY YEARS 
               Count

Contact Details: Brainwave Trust Aotearoa. 
www.brainwave.org.nz
info@brainwave.org.nz

Narrated by Mike McRoberts. Produced by The Producers in association with Keirfilm Productions Ltd, TVNZ and expert input from Sue Younger.
Length: 18 minutes
Copyright: Brainwave Trust Aotearoa 2011
Acknowledgement: With grateful thanks to the Todd Foundation who made funding available for the production of this DVD and to the 
families that took part in this film.

Scientific findings on brain development during the first few years in an 
easy to understand and easy to interpret format presented by experts in 

this field such as Dr. Bruce Perry, and Professor Sir Peter Gluckman

Dr. Bruce Perry
Child Psychiatrist and internationally recognised authority 
on children in crisis, ChildTrauma Academy, Houston, USA

Professor Sir Peter Gluckman
Chief Science Advisor to the Prime Minister and
the Liggins Institute, University of Auckland

Dr Simon Rowley
Neonatal paediatrician at Auckland City Hospital

Judy Bailey
Writer and broadcaster, Brainwave founder and 
Trustee 

Lope Ginnen
Barrister and Chairperson of Brainwave

      Why the 
EARLY YEARS 
               Count NEWDVD
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from the

   Chair

On the day that the Coroner 

Garry Evans released the 

report of his findings about the 

deaths of the Kahui twins, I met 

a woman from Los Angeles, who visits here regularly. 

“What is happening in New Zealand?” she asked 

me. “Every time I come here there is another awful 

story in the news about some poor child…”  Well.  

That unleashed a lengthy and despairing rant from 

me, which probably made her regret that she had 

asked the question.

What is happening in New Zealand? On average every year 10 
children are killed and over 190 children are hospitalised with 
non-accidental injuries inflicted by the person who is “looking 
after” them. In early July 2012 the Ministry of Social Development 
published statistics gathered about the 150,747 notifications made 
to Child Youth & Family (“CYFS”) for the year ending June 2011. 
Every notification made to CYFS is recorded, whether or not CYFS 
undertakes an investigation. For example of the nearly 93,000 
notifications that were assessed as requiring “no further action”, 
about 57,000 were notifications made by Police to create a record 
of children who have been present at an incident of family violence 
that Police have been called to. This relatively recent practice of 
collaborative record keeping reflects an understanding by Police and 
CYFS about the serious risk of harm to children who are regularly 
exposed to family violence, whether they are physically injured or 
not. 

Of nearly 60,000 notifications requiring further investigation, 
over 10,000 notifications were about children under the age of 2, 
including some 1,500 unborn babies. Of the 27,000 notifications 
that were substantiated, 18% were about physical or sexual abuse 
of children, and 64% were about emotional abuse or neglect of 
children (which is harder to identify but can be just as devastating to 
the brain development of young children).  

Even with these statistics it is difficult to estimate how many children 
are abused or neglected in New Zealand. In many cases more than 
one notification is made to CYFS about a particular child, and of 
course there are many abused or neglected children who never 
come to the attention of Police or CYFS.

It is this dark aspect of New Zealand that has motivated so many 
people to support the work of Brainwave Trust Aotearoa. It is 
gratifying to see the critical importance of a child’s experience in the 
early years being advocated in discussions about child protection, 
youth justice, criminal justice, mental health, addictions and 
education.

The gathering momentum of our work is especially satisfying given 
the constrained resources within which we operate. We have just 
4 part time staff, supplemented by a team of talented presenters 
around the country who are available as needed, and a core of 
dedicated trustees and volunteers who donate many, many hours of 
service. The generosity of some key donors (including a significant 
donation by a benefactor who wishes to remain anonymous) has 
been a greatly encouraging endorsement of our work.

The demand for our presentations and our participation in various 
projects continues to grow. In the last few months we have made 
submissions on the Green Paper on Vulnerable Children; to the Select 
Committee on Health and to the Family Court Review. I am particularly 
pleased about strategic alliances that are being established with both 
government and non-government organisations, and the increasing 
opportunity for Brainwave to inform the work of a range of agencies 
that are motivated to improve the lives of our children. I have no 
doubt that Dr Bruce Perry’s return to New Zealand for conferences 
in Auckland, Wellington and Christchurch in August will inspire and 
energise us all.

Every time we read about another child in the news, or contemplate 
the statistics that identify the literally thousands more children 
whose stories are not reported in the news, the enormity of the 
task ahead of us is overwhelming.  At times we talk about trying 
to achieve a “generational shift” because the ability to achieve a 
change in our lifetime seems impossible. However the possibilities 
become evident when we consider the many people in New Zealand 
working tirelessly to make a difference. As Sir James Henare said: 
“He tawhiti te to haerenga ki te kore e haere tonu, he tino nui rawa a 
tatou mahi kia kore e mahi nui tonu” - We have come too far not to 
go further, we have done too much not to do more”.

Lope Ginnen

Professor Alison Gopnik

       Lectures
In May this year Professor Alison Gopnik delivered the Sir Douglas Robb lectures to three 

packed forums at the University of Auckland. She shared highlights from her research into 

what is going on inside a toddler’s head and provided some fascinating insights into how 

children’s minds work.

Alison Gopnik is Professor of Psychology and Affiliate Professor of Philosophy at the University of California at Berkeley. She is probably best known to us 
as one of the co-authors of The Scientist in the Crib (2000), How Babies Think (2001) and The Philosophical Baby (2009). 

If you missed these lectures you can access them on http://www.auckland.ac.nz/uoa/home/about/perspectives/public-lectures/robb-lectures-2012



Brainwave Trust Aotearoa is a 
registered charity that educates the 
community about the latest research in 
early brain development from a diverse 
range of fields including neuroscience, 
genetics, epigenetics and psychology.  
We now know that a child’s early 
experiences determine how their brain 
develops and whether they have the 
best chance of becoming capable, 
contributing, well adjusted adults.

Patron
Judge Mick Brown

Founder
Dr Robin Fancourt

Trustees
Lope Ginnen(chair)
Judy Bailey
Nathan Mikaere-Wallis
Casey Plunket
Dr Simon Rowley
Anthea Springford
Sue Younger

Executive Director
Sue Wright

Contact Us
Brainwave Trust Aotearoa (CC40312)
PO Box 55206, Eastridge, Auckland 1146, 
New Zealand

Email: info@brainwave.org.nz
Web:  www.brainwave.org.nz
Tel/Fax:  (09) 528 3981

Donations
Please help us. Brainwave is a registered charitable trust 
(CC40312) and relies on your support. Your donation will help 
us to make a difference in the lives of our nation’s children. We 
welcome all donations to support our work - thank you.

DONATIONS OVER $5 ARE TAX DEDUCTIBLE AND WILL BE RECEIPTED.
VISIT WWW.BRAINWAVE.ORG.NZ & CLICK TO DONATE.
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We also thank our wonderfully generous individual 
donors who make it possible for us to keep going.

Thank You
A number of organisations have supported us with funding 
for projects or pro bono services over the last year. In 
particular we thank:

•	ASB	Community	Trust
•	Auckland	Airport	Community	Trust
•	Chenery	Memorial	Trust
•	COGS	Nelson
•	COGS	Waitakere
•	COGS	Whangarei/Kaipara
•	CST	Nexia,	Chartered	Accountants
•	NZ	Lottery	Grants	Board
•	The	June	Gray	Charitable	Trust
•	The	Lou	and	Iris	Fisher	Charitable	Trust
•	The	Sir	Thomas	and	Lady	Duncan	Trust
•	The	Tindall	Foundation
•	The	Todd	Foundation
•	Thomas	George	Macarthy	Trust

Early this year Brainwave received a generous donation of $50,000 from an anonymous 
donor. The donor family’s support for the work we are doing in New Zealand for our children 
and future generations is hugely appreciated. Brainwave works hard to keep its operational 
costs tight so we can focus our resources into delivering our important information across New 
Zealand. Thank you so much for your support!

We would also like to thank all our funders, supporters and donors for your financial support 
through grants, donations, payroll giving and recently through bequests. It makes it so much 
easier for us to focus on extending our services into communities across New Zealand.

REGISTER NOW
Transforming Childhood Trauma
A neuroscience approach to healing and recovery

Dr Bruce Perry MD PhD returns 

to New Zealand after 7 years

If you heard neuropsychiatrist Dr Bruce 
Perry when he last spoke in New Zealand in 
February 2005 you will have undoubtedly 
already booked your seat for his return visit 
in August. There are strictly limited seats 
available so please register to secure a place 
– there were waiting lists in each venue last 
time Dr Perry was in New Zealand.  

Dr Perry is an internationally-recognised 
authority on vulnerable children and children 
in crisis who has the wonderful ability to 
make complex neuroscience user-friendly. 

He is the Senior Fellow of the Child Trauma 
Academy based in Houston, Texas and 
adjunct Professor in the Department of 
Psychiatry and Behavioural Sciences at 
Northwestern University School of Medicine 
in Chicago.

Dr Perry is an internationally-recognised 
authority on vulnerable children and children 
in crisis. His expertise, as a clinician and 
a researcher, has been sought during the 
aftermath of the Branch Davidian siege in 
Waco, the Oklahoma City bombing, the 
Columbine school shootings, the September 
11th terrorist attacks, Hurricane Katrina, the 
FLDS polygamist sect and most recently, the 
earthquake in Haiti. 

This conference is relevant to anyone who 
works with or cares for babies and children, 
especially children who have faced trauma of 
any sort, as is evident in the wide spread of 
registrants to date.

The conference takes place in:

• AUCKLAND 22 AUGUST 2012

• WELLINGTON 23 AUGUST 2012

• CHRISTCHURCH 24 AUGUST 2012

FOR	FURTHER	INFORMATION	OR	TO	REGISTER	
PLEASE	GO	TO	WWW.BRAINWAVE.ORG.NZ	
TO	REGISTER	AND	PAY	ONLINE

Auckland still OPEN, 

Wellington and Christchurch SOLD OUT

SOLD OUTSOLD OUT




