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Foreword from the Outcomes Framework Advisory Group 
Tēnā koutou katoa. He mihi nui ki ngā ringa āwhina; He mahi nui, he mahi roa, he mahi pakeke. Ēngari, ko te mea nui he mahi whakahirahira. Mā whero mā 
pango ka oti ai te mahi! 

Greetings to those who helped with this report, it was a large piece of work, a long piece of work, and a hard piece of work, however, a work of great importance. 
Together we have completed the work! 

This report is a significant milestone in the journey towards preventing and minimising gambling harm for the people of New Zealand. This work has been 
achieved through the combined efforts of a broad sector Advisory Group, the Ministry of Health and KPMG working closely together. This report provides an 
assessment of the current state of gambling and problem gambling in New Zealand. Having created this baseline through this report, the planned annual reports 
will then be a powerful tool to measure progress and identify how the sector can improve. The first annual report is due December 2013. 

The Advisory Group comprises key representatives from across the sector. An important principle was that the Advisory Group should cover all elements of the 
sector, from government agencies, problem gambling service providers, academia, to industry and consumers. This reflects an important component of the 
Ministry’s strategic goal: ‘Government, gambling industry, communities and families / whānau working together’. 

Over an eighteen month period, and seven Advisory Group meetings, all agree that the group’s members have worked well together and it has been an enjoyable 
process. We acknowledge the passing of Denis McLeod, representative of the Māori problem gambling sector, during this project and the group appreciate his 
valuable input. 

The findings from this report have undergone full debate, negotiation and discussion with the Advisory Group and Ministry of Health. This has greatly improved the 
rigour and relevance of this report. The Advisory Group support the findings of this report, subject to the limitations mentioned in each section. 

Advisory Group Membership 

 

 

 

 

 

 

 

 

KPMG would like to thank the Advisory Group and the Ministry of Health for the constructive and flexible way that this complex and innovative project has been 
supported. We have very much enjoyed this project and working with this team. We believe this work, combined with the annual reports to be prepared in the 
future, has the potential to make a substantial contribution towards preventing and minimising gambling harm for the people of New Zealand. 

Andrew Gaukrodger Gambling industry Lisa Campbell-Dumlu Problem gambling service provider 

Bernie Smulders  Problem gambling service provider  Dr Maria Bellringer Research and training  

Brenda McQuillan  Consumer sector  Neove Christoforou Department of Internal Affairs 

Bruce Robertson Gambling industry  Dr Sean Sullivan Problem gambling service provider / other addictions  

Denis McLeod Māori problem gambling service provider  Sifa Taumoepeau Gambling industry  

John Wong Asian problem gambling service provider  Tony Milne Problem gambling service provider 

Kotoni Fe’ao Pacific problem gambling service provider  Vanessa Shirlow Gambling industry  

Layla Lyndon-Tonga Māori problem gambling service provider  Zoe Hawke Māori problem gambling service provider. 
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Disclaimer 

© 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International 
Cooperative (“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand.  
KPMG and the KPMG logo are registered trademarks of KPMG International Cooperative (“KPMG International”), a Swiss entity.  
Inherent Limitations  
This report has been prepared as outlined in the introduction pages 3 to 13 of this report. The procedures outlined in the introduction constitute neither an 
audit nor a comprehensive review of operations.  
No warranty of completeness, accuracy or reliability is given in relation to the statements and representations made by, and the information and 
documentation provided by, parties consulted as part of the process.  
KPMG have indicated within this report the sources of the information provided. We have not sought to independently verify those sources unless otherwise 
noted within the report.  
KPMG is under no obligation in any circumstance to update this report, in either oral or written form, for events occurring after the report has been issued in 
final form.  
The findings in this report have been formed on the above basis.  
Third Party Reliance  
This report has been prepared at the request of the Ministry of Health in accordance with the terms of KPMG’s contract dated 18 August 2011. Other than our 
responsibility to the Ministry of Health, neither KPMG nor any member or employee of KPMG undertakes responsibility arising in any way from reliance placed 
by a third party on this report. Any reliance placed is that party’s sole responsibility. 
The report is dated 22 May 2013 and KPMG accepts no liability for and has not undertaken work in respect of any event subsequent to that date which may 
affect the report. 
Responsibility for the security of any electronic distribution of this report remains the responsibility of the Ministry of Health and KPMG accepts no liability if the 
report is or has been altered in any way by any person.   
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Introduction 

The Preventing and Minimising Gambling Harm Six-year strategic plan 

In 2010, the Ministry of Health (“the Ministry”) published the Preventing and Minimising Gambling 
Harm Six-year strategic plan 2010/11 – 2015/16. The Ministry consulted widely with the sector to 
develop the strategic plan. 
 
The overall goal of the strategic plan is: 

‘Government, gambling industry, communities and families/whānau working together to 
prevent the harm caused by problem gambling and to reduce health inequalities 
associated with problem gambling.’ 

The strategic plan sets out 11 objectives to achieve the goal of preventing and minimising 
gambling harm. These objectives are outlined below: 

1. There is a reduction in health inequalities related to problem gambling 
2. Māori families are supported to achieve their maximum health and well-being through 

minimising the negative impacts of gambling 
3. People participate in decision-making about local activities that prevent and minimise 

gambling harm in their communities 
4. Healthy policy at the national, regional and local level prevents and minimises gambling 

harm  
5. Government, the gambling industry, communities, family/whānau and individuals 

understand and acknowledge the range of harms from gambling that affect individuals, 
families/whānau and communities 

6. A skilled workforce is developed to deliver effective services to prevent and minimise 
gambling harm 

7. People have the life skills and the resilience to make healthy choices that prevent and 
minimise gambling harm 

8. Gambling environments are designed to prevent and minimise gambling harm 
9. Problem gambling services effectively raise awareness about the range of harms from 

gambling that affect individuals, families/whānau and communities for people who are 
directly and indirectly affected 

10. Accessible, responsive and effective interventions are developed and maintained 
11. A programme of research and evaluation establishes an evidence base, which underpins all 

problem gambling activities. 

 

 

 

The strategic plan identifies 65 outcome indicators designed to measure progress towards 
achieving these 11 objectives. This baseline report defines the 65 outcome indicators and 
presents the first information on the current status of each of the outcome indicators. 

This report presents the best assessment to date of progress towards achieving the strategic 
objectives – the baseline, or current state. This report does not provide a view of the 
performance of the sector. Following on from this report, performance will be assessed on an 
annual basis in a series of annual reports. The first annual report is due to be released at the end 
of 2013. 

More information on problem gambling, including a copy of the Six-year strategic plan is 
available from http://www.health.govt.nz/our-work/mental-health-and-addictions/problem-
gambling.  

 

 

http://www.health.govt.nz/our-work/mental-health-and-addictions/problem-gambling�
http://www.health.govt.nz/our-work/mental-health-and-addictions/problem-gambling�
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The Outcomes Framework for Preventing and Minimising Gambling Harm 

The Outcomes Framework for Preventing and Minimising Gambling Harm (“Outcomes 
Framework”) measures and reports on progress towards the achievement of strategic 
objectives or ‘outcomes’ and the overall goal set out in the Ministry’s strategic plan. 

The Outcomes Framework involves two key stages and has two key reports to measure progress 
against the objectives of the strategic plan: 

 Stage one: Baseline Report, provides a ‘snapshot’ of the current state of the objectives and 
outcome indicators 

 Stage two: Annual Report, measures performance against the eleven objectives and outcome 
indicators.  

Information has been gathered from an extensive set of sources across the preventing and 
minimising gambling harm sector with the intention being to improve services, reduce gambling 
harm and to publish data on gambling harm for all to use. 

 

Introduction (cont.) 

Figure A below presents the relationship between the outcome indicators and the eleven strategic objectives. The number of outcome indicators for each objective ranges from four outcome indicators for 
objective seven to eight outcome indicators for objective two. 
Figure A: Relationship between strategic objectives and outcome indicators. 

The purpose of the baseline report 

The purpose of this baseline report is to assess the current state of each of the outcome indicators, 
in other words, it provides a ‘snapshot’ of how things are today. In assessing the current state of 
each outcome indicator, the baseline report has taken into account the measurability, reliability, 
robustness and relevance of data.  

The annual report 

In late 2013 the first annual report will be produced, this will allow for trends to be analysed for the 
first time and performance since the baseline report to be determined.  

 

 

 



5 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Introduction (cont.) 

KPMG’s role 

In 2011, KPMG was appointed to monitor and report on the Outcomes 
Framework. To deliver effective monitoring and reporting, the following 
activities were undertaken: 

1. Consultation with the sector 

The project commenced with four workshops involving the wider gambling and 
problem gambling sector to brief the sector on the purpose of the Outcomes 
Framework and the key activities and timelines for the project. The workshops 
were also used to understand areas where the sector felt the most value could 
be obtained. During these workshops the sector was asked to nominate 
representatives to form the Outcomes Framework Advisory Group. 

2. Formation of an Advisory Group 

The Outcomes Framework Advisory Group (“Advisory Group”) was then 
formed to provide advice, direction and feedback during the project. 
Nominations received during consultation with the sector were collated and the 
Ministry made the final decision on the composition of the Advisory Group. 

An important principle underlying the Advisory Group was that those on the 
Advisory Group represent their sector rather than their employer or other 
interests. Table B opposite lists the Advisory Group members and the sectors 
that they represent.  

Seven Advisory Group meetings were held at key points during the 
preparation of the baseline report, as presented in figure C, opposite.  

3. Development of a preliminary data report 

After the formation of the Advisory Group, work began on defining what would 
be measured and analysed for each of the outcome indicators. Work also 
began on identifying indicative sources for data; culminating in the preliminary 
data report. 

The specific outcome indicators to be measured were defined in the strategic 
plan and consequently this phase focused on how to measure the outcome 
indicators rather than what to measure. The report was issued to the Ministry 
in February 2012. 

 

 

 

  

 

 

Table B: Advisory Group composition 

Sector Representative 

Asian problem gambling service provider  John Wong 

Department of Internal Affairs   Neove Christoforou 

Gambling industry 

 Vanessa Shirlow 

 Andrew Gaukrodger / Sifa Taumoepeau 

 Bruce Robertson 

Consumer sector  Brenda McQuillan (joined Advisory Group from September 2012) 

Māori problem gambling service provider 
 Te Herenga Waka – Denis McLeod and Layla Lyndon-Tonga 

 Zoe Hawke 

Pacific problem gambling service provider  Kotoni Fe’ao 

Problem gambling service provider 

 Lisa Campbell-Dumlu  

 Tony Milne 

 Bernie Smulders 

Problem gambling service provider / other addictions  Dr Sean Sullivan 

Research and training  Dr Maria Bellringer 

Figure C: Project timeline 

Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun

July 2011
KPMG appointed

Oct 2011
Consultation with the 

sector

Dec 2011- Feb 2012
Preliminary data 

report

Mar - Jul 2012
Non-routine data 
collection report

Feb - Jul 2012
Monitoring and 
reporting plan

Jul - Nov 2012
Data collection

Oct 2012 – Apr 2013
Baseline report

A A A A AA A

Key

Advisory Group meetingA

201320122011

Formation of Advisory Group
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4. Development of a monitoring and reporting plan 

Subsequent to the initial scoping and definition, KPMG met with data owners and reviewed 
available data and the completeness of the data. This information was brought together in the 
monitoring and reporting plan. Aside from assessing data availability and completeness, the 
monitoring and reporting plan provided detailed information on the proposed data collection 
methods and analysis for the baseline report. The final monitoring and reporting plan was issued to 
the Ministry in July 2012. 
 

5. Development of a non-routine data collection report 

In addition to the monitoring and reporting plan, a document was developed outlining in detail, 
proposed methods for collecting non-routine, or ‘primary’ data. This culminated in the non-routine 
data collection report. This report set out the processes for collecting data for ten projects required 
for the Outcomes Framework. The ten projects included: 

■ Seven surveys to be issued to the sector 

■ A question to be added to an existing survey 

■ One data request 

■ A series of focus groups to be held with the sector. 

The final non-routine data collection report was issued to the Ministry in July 2012. 

6. Data collection 

Once the monitoring and reporting plan and non-routine data collection report were finalised, data 
collection commenced. Data was collected from primary sources, through a series of surveys, data 
requests and focus groups. Data was also collated from secondary sources, through datasets and 
third party reports. 

7. Analysis and Reporting 

The final stage was to analyse the data collected and to prepare this baseline report. The analysis 
completed was guided by the analysis proposed in the monitoring and reporting plan. 

 

Introduction (cont.) 
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Table D: Ten key outcome indicators 

Outcome 
Indicator 

Description 

1.1 Analyses participation in gambling and the prevalence of problem gambling in New Zealand 

1.2 Analyses data on people seeking assistance for problem gambling  

1.3 Analyses spend on gambling (Class 4 only) and opportunities to gamble in low socio-economic 
communities 

2.3 Analyses spend on gambling (Class 4 only) and opportunities to gamble in low socio-economic 
communities and communities with high Māori populations 

3.4 Analyses submissions on gambling venue policy received by a sample of local government bodies 

5.3 Analyses the 2010 Health and Lifestyles Survey 

5.5 Compares findings from the survey of National Decision-makers with the 2010 Health and 
Lifestyles Survey 

9.3 Analyses data on the impact of Ministry-funded social marketing campaigns 

9.4  Analyses a survey of service-users for barriers to seeking help and satisfaction with services 

10.3 Analyses the severity of gambling harm and the co-existing needs of service-users 

How to read this report 

A guide to reading this report 

This report provides a large volume of detailed information on the status of each of the objectives 
and outcome indicators and the overall current state of the preventing and minimising gambling 
harm sector. This report will have a variety of audiences, ranging from those only interested in the 
Executive Summary, to those wishing to drill down to see the full detail for outcome indicators. 
Consequently, this section offers a guide on ways to read this report, based on the type of 
information required.  

Report structure 

The report is split into three main sections: 

Introduction  

■ This introduction provides an overview of the purpose of the Outcomes Framework, glossary, 
data sources and a schematic to assist reading the report.  

Executive Summary 

■ The executive summary is a standalone section that summarises the purpose of this report and 
main conclusions.  

Appendices 

Appendix A: The 65 outcome indicators used to measure the objectives 

■ The outcome indicator section provides detailed analysis for each of the 65 indicators. This 
provides the evidence to support the assessment of the current state of the indicator. 

Appendix B: Glossary 

■ This section provides definitions for key terms and acronyms used throughout the report. 

Appendix C: Technical notes 

■ This section describes the types of data and statistical techniques used in preparing this report. 

Appendix D: Selected bibliography 

■ This section lists selected references used in preparing this report. 

Option 1: Executive Summary 

Readers wishing to obtain a high-level overview of the current state of progress towards achieving 
the eleven objectives within the strategic plan should read this Executive Summary only. 

Option 2: Ten key outcome indicators  

Each of the outcome indicators measure different areas of the strategic plan. Listed in table D, 
below, are the ten outcome indicators that of the 65 provide the most information and are therefore 
central to understanding the baseline report. The assessment of the current state of the outcome 
indicators in this report provides a good overall view of the gambling and problem gambling 
environment in New Zealand. 
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How to read this report (cont.) 

Option 3: Focusing on specific areas of interest 

The eleven strategic objectives are listed on pages 17 to 42 and the 65 outcome indicators listed on 
pages 43 to 263. Readers may wish to scan through these pages and note down the strategic 
objectives or outcome indicators of interest to them. Alternatively, set out below are the outcome 
indicators that are likely to inform key groups of readers: 

 

 

 

 

 

 

 

 

 

 

Option 4: Cover to cover approach 

People with a specific interest in problem gambling may wish to read the report from beginning to end. 
This will provide a comprehensive assessment of the baseline state of each of the eleven strategic 
objectives and the current state of the preventing and minimising gambling harm sector. 

 

Table E: Areas of interest for specific groups or sectors 

Group / sector 

Areas of interest 

Objective Outcome indicator 

Problem gambling sectors All outcome indicators will be of interest to problem gambling 
service providers. 

Problem gambling workforce Objective 6 11.3, 11.6 and 11.7 

Māori Objective 1 
and 2 

3.6, 6.4, 10.2, 10.5, 10.6, 10.7, 11.3, 11.6 
and 11.7 

Pacific and Asian 3.6, 6.4, 10.2, 10.5, 10.6, 10.7, 11.3, 11.6 
and 11.7 

Gambling industry Objective 8 1.1, 1.3, 2.3, 3.4, 4.3, 4.5, 4.6, 5.4 and 5.5 

Territorial authorities 1.3, 2.3, 3.4, 4.3, 4.5 and 5.5. 
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To make this substantial report as easy to use as possible, 
standard templates or layouts have been used where 
appropriate. Two templates have been used: 

■ An objective template 
■ An outcome indicator template 

These are discussed in more detail on the following two 
pages. 

One: Objective template 

The objective slides use a template structure to provide a 
summary of the key findings from the indicators to support 
that objective. Each provides a ‘snapshot’ of the current state 
of the objective and also provides an assessment of how well 
an objective is being met. The template for each of the 
eleven objectives is illustrated on the right. There are 11 
objectives in total.  

Each objective page can be read as follows (see figure F, 
right): 
1. At the top of each page is the objective. This is 

accompanied by a quick reference tab (top right) that 
gives the objective number. 

2. At the top left of the page is the objective summary. 
This lists the objective number, the number of indicators 
used to measure the objective and a summary of these 
indicators.  

3. Below the summary is the current state of the 
objective box (blue). This provides an assessment of 
whether the objective is being met as well as key 
findings carried through from the indicators. Readers of 
the objective slides should at the very least, read 
through each of the blue boxes.  

4. The orange box in the bottom left is a guide for further 
detail and sets out the pages of the report where data 
supporting the key findings can be found and it 
identifies the limitations of the objective. 

5. At the top right of the page are the limitations of the 
objective and suggestions for improvement. These 
cover any gaps in the data and gaps in measurement. 

How to read this report (cont.) 

6. In the middle of the right side is the indicator assessment table. This contains an assessment of the trend over time, confidence in 
the data and performance against baseline – all represented in symbol form, using a ‘traffic light’ structure. Only ‘confidence in the 
data’ can be fully reported at this time. The level of confidence is indicated by H, M, L (high, medium or low), which is driven by the 
effectiveness of the measure and the reliability and robustness of data collected. Results from any low confidence data should be 
treated with caution. 

7. At the bottom of the page is an indicator box. This highlights how many of the indicators were able to be measured.  
 
 
 
Figure F: Template for objective summaries 
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Objective

Indicators 
measured

H

Low

Key

M

L

Medium

High

Not currently measurable

Improving trend

Worsening trend

No trend



X
--

Awaits Annual Report data

There is a reduction in health inequalities related to problem 
gambling

Current state of the objective
Analysis of the outcome indicators shows that there has been a reduction in health inequalities 
related to problem gambling, yet inequalities remain for Māori compared with non-Māori and low-
income communities compared with higher-income communities. The main themes from this 
analysis were:

1. analysis of participation and problem gambling prevalence shows that inequality is highest for 
Māori and to a lesser extent Pacific, although this has reduced over time.

2. people of Asian ethnicity are less likely than Non-Asians to participate in most gambling 
activities, but when they do gamble they are more likely to be at-risk of problems.

3. the greatest inequity in presentations and service utilisation occurs between males and 
females with smaller differences between ethnic groups. Less males are screened or seek 
help in relation to gambling harm than females.

4. analysis of gambling participation and opportunities shows inequity in lower socioeconomic 
communities where the number of venues, number of gambling machines and the spend on 
gambling is higher.

5. Public Health initiatives focussed more on low and medium socio-economic communities than 
higher socio-economic communities. 

Indicator Trend Confidence in the 
data 

Performance against 
baseline 

1.1

1.2

1.3

1.4

1.5

Overall rating 

Summary of Objective 1
The six year strategic plan for preventing and minimising gambling harm for this objective sets out 
five outcome indicators to measure and report against objective 1. Four of the outcome indicators 
are measurable within the baseline report. The outcome indicators measure health inequality in a 
wide range of areas, including:

■ problem gambling prevalence and gambling participation

■ presentations to and usage of problem gambling services

■ the effectiveness of treatment

■ Class 4 gambling participation and opportunities, and

■ work completed by public health service providers in low socioeconomic areas.

Limitations in the measurement of this objective
■ because this is a baseline report, trend and performance analysis for indicators is not possible. 

This analysis will be made available in the Annual Report. 

■ difficult to measure reduction in health inequalities

■ there is no data available on where gambling proceeds go, i.e. grants.

■ more detailed limitations can be found for indicator 1.1 – 1.5 (pages # to #). 

Suggestions for improvement
■ This indicator could be improved if grants data could be recorded and measured.

The above points are a summary only, further detail regarding these findings can be found in 
indicators 1.1 – 1.5 (pages # to #). Interpretation of these findings should be made in conjunction 
with the stated limitations (see opposite top  as well as limitations for individual indicators).

1

M

L

H

H

H



4
5

Table: Assessment of indicators

2. Objective summary 

3. Current state of the 
objective (the blue box) 

4. Guide for further 
detail (orange box)

7. Indicator box

6a. Key to slide

6. Indicator assessment 
table

5.a Suggestions for 
improvement

5. Limitations

1a. Quick reference1. Objective title
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Two: Outcome indicator template 

Information on the 65 outcome indicators has been 
presented in a consistent format using the outcome 
indicator template illustrated to the right in Figure G and 
described below. 

Each indicator slide can be read as follows: 
1. At the top of each page is the indicator title. This is 

accompanied by a quick reference tab (top right). 
The quick reference tab indicates the objective the 
indicator relates to. In the example on the right, 2.2 
means that this is indicator 2 for objective 2. 

2. At the top left of the page is the indicator summary 
(pink box). This lists the key findings of the indicator 
that are used to measure progress against the 
objective.  

3. Below the summary is the confidence in the 
indicator (grey box). This provides an assessment 
of the effectiveness of the indicator and the 
reliability and robustness of data.  

4. The rating symbols High, Medium and Low (H, M, 
L) are used to indicate confidence in the indicator 
and an assessment of trends and performance 
against the baseline report. Note that for most 
indicators the trend and performance data will only 
become available when the Annual Report is 
produced later in 2013.  

5. At bottom left of the page is the source and 
approach to measurement. This summarises the 
approach taken to collect data for the indicator and 
where data was obtained from.  

6. On the right hand side of the page are definitions. 
Typically, these are definitions that inform data 
collection and analysis. 

7. The current state of the indicator: reports on the 
analysis of the indicator and is the basis of all key 
findings. 

 

How to read this report (cont.) 

Figure G: Template for outcome indicators 

8. Limitations and areas for improvement: This section reports the key limitations as well as strategies that could be considered in the 
future to overcome the limitations (This section is provided on the last page of each outcome indicator and is not shown in figure G 
above. 

9. Figures: within many indicators, figures are used to present data. Figures are ordered alphabetically according to the indicator 
number, for instance 2.2a is the first figure in outcome indicator 2.2. Data represented in the figures is generally rounded to zero 
decimal places. However, when relevant or necessary it is rounded to one decimal place.  
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Outcome Indicator

Summary of the Indicator

NA Trend

Performance

Confidence

NA

6.7% 6.4%

6.7% 9.3%
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Definitions (cont.)

Inequitable presentation occurs when Māori have a presentation rate different than that non-
Māori. 

Service utilisation measures the number of sessions delivered by problem gambling service 
providers in a year for each population group.

Inequitable service utilisation occurs when service utilisation for Māori occurs at a rate different 
to the prevalence for Māori.

Effectiveness is measured by movements in a service-user’s lower levels of gambling harm 
(PGSI) , dollars spent and control over gambling measures as assessed in an intervention session 
compared with original scores recorded.

Inequitable effectiveness occurs when measures of effectiveness for Māori are less favourable 
than those for non-Māori.

Current state of the indicator
Inequitable presentation

Figure 2.2a shows the presentation rate to problem gambling services for males and females and 
compares Māori with non-Māori. Overall the presentation rate for Māori is lower (13.4%) than for 
non-Māori (15.7%). This analysis only includes gamblers that present to services. Presentations by 
family members / affected others are excluded from this analysis. 

Figure 2.2a: Presentation rate comparison Māori and non-Māori (non age and gender 
standardised)

Data source and approach to measurement
Data for outcome indicator 2.2 was obtained from two sources and measures the period  from 1 
July 2011 to June 30 2012. The two sources are:

1. Data on presentations, service utilisation and effectiveness was obtained from the Ministry’s 
CLIC database. The CLIC database is used to record data on people attending problem 
gambling services.

2. Data on the prevalence of problem gambling was obtained from the NZHS 2011/12.

Data was analysed by gender, ethnicity and age for each of the measures discussed on the 
following pages. All analysis in this indicator is completed for gamblers only. Presentations or 
service usage by family members / affected others are excluded from this analysis. 

Definitions

Presentations measures the number of unique service-users (i.e. only counting each service-user 
once) receiving a brief or full session at a problem gambling provider.

The presentation rate divides the number of presentations to problem gambling services in a year 
for a population group by the prevalence of problem gambling for the same population group. The 
presentation rate on graphs shows brief and full presentations separately. This provides a measure 
of how effective services are at reaching problem gamblers.

Our confidence in the indicator is high, driven by:
■ High confidence that the data effectively measures the indicator

– CLIC is highly effective at measuring presentations and service 
utilisation and moderately effective at measuring clinical 
effectiveness

– NZHS is highly effective at measuring prevalence.
■ High confidence in the reliability and robustness of the data

– Large sample sizes associated with both CLIC and the NZHS for 
Māori.

■ Māori compare slightly unfavourably to non-Māori across presentation and service utilisation. 
Inequity is present in presentations whereby a lower rate of Māori females are presenting than 
non-Māori and in service utilisation where Māori male attendance at intervention sessions is 
lower than their respective share of prevalence.

■ Effectiveness trends show improvement between initial and subsequent sessions with Māori 
recording lower levels of gambling harm (PGSI) scores initially than non-Māori but also 
recording slightly less improvement in scores after treatment.

2.2

H

Analysis of Ministry of Health problem gambling intervention data for 
(in)equitable presentation, service utilisation and effectiveness trends for Māori

Lighter shades – Brief session

Darker shades – Full session

2. Indicator summary (pink 
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Data sources used in the Outcomes Framework 

4. Problem gambling service provider narrative reporting 

The Ministry of Health’s contracted problem gambling service providers report every six months to 
the Ministry of Health on the activities they have completed. KPMG developed a table template to 
be populated by service providers as part of this reporting to capture information on public health 
initiatives completed by service providers with a specific focus on the communities targeted by 
these initiatives. 

The information collected on public health initiatives is used for outcome indicators 1.5, 2.5 and 7.3. 

5. Reports from the audits of problem gambling service providers 

In 2009, the Ministry commissioned KPMG to complete audits of all contracted problem gambling 
service providers. The results of these audits are used for outcome indicators 2.7, 10.1 and 10.2. 

6. Class 4 gambling compliance investigation and audit data 

Data was provided by the Department of Internal Affairs on the types of investigations initiated into 
class 4 gambling and also the results of audits completed at class 4 gambling venues. These audit 
results were used for outcome indicators 5.4 and 8.4. 

7. Health and Lifestyles Survey (HLS) 

The Health Promotion Agency (formally the Health Sponsorship Council) issues the Health and 
Lifestyles survey every two years. The survey focus changes, based on a cycle: 

■ A brief set of questions on gambling harm were included in the survey in 2008 and 2012 

■ A full set of questions related to gambling harm were included in the survey in 2010 and will 
again be included in the 2014. 

This survey measures New Zealanders’ behaviours, attitudes and knowledge on a range of health 
and lifestyles topics including food and drink, smoking, gambling and being out in the sun. The 
gambling specific questions consider New Zealanders’ perceptions, attitudes and participation in 
and towards gambling.  

The HLS is analysed in outcome indicators 3.1, 5.3, 5.5 and 7.2. 
Gambling specific analysis from the most recent survey is available from 
http://archive.hsc.org.nz/publications/2012/NZ-Knowledge-Views-Experience-Gambling-2010-
HLS.html  

Data sources 

This section of the baseline report sets out: 

■ The main sources of data used to populate the baseline report 

■ Provides a brief description of each data source 

■ The outcome indicators that use each data source. 

Listed below are the 17 key sources of data that have been used to populate the outcome 
indicators. 

1. New Zealand Health Survey (NZHS) 

The NZHS provides information about the health and well-being of New Zealanders and provides a 
dedicated section covering participation and prevalence of problem gambling. Full survey results 
are available from http://www.health.govt.nz/nz-health-statistics/national-collections-and-
surveys/surveys/current-recent-surveys/new-zealand-health-survey.  

The NZHS is used in analysis for outcome indicators 1.1, 1.2, 2.1, 2.2, 2.8, 9.2 and 10.5. 

2. Client Information Collection (CLIC) database 

The Ministry of Health’s contracted problem gambling service providers enter service utilisation 
data into the CLIC database. This database provides information on those screened for indicators 
of gambling harm and those seeking help for their own gambling, or that of a family member or 
affected other. Further information on service-user numbers, demographic data, treatment received 
and outcome measures is available from http://www.health.govt.nz/our-work/mental-health-and-
addictions/problem-gambling/service-user-data.  

Data from the CLIC database is used for outcome indicators 1.2, 2.2, 2.8, 9.2, 10.5 and 10.7. 

3. Electronic Monitoring System (EMS) database 

EMS collects information on the non-casino gambling machine expenditure at all Class 4 club and 
pub venues throughout New Zealand. This database also retains information on the number of 
venues, the number of electronic gambling machines and their locations. Reporting on gambling 
expenditure is available from http://www.dia.govt.nz/Gambling.  

EMS data is used for outcome indicators 1.3 and 2.3. 

http://archive.hsc.org.nz/publications/2012/NZ-Knowledge-Views-Experience-Gambling-2010-HLS.html�
http://archive.hsc.org.nz/publications/2012/NZ-Knowledge-Views-Experience-Gambling-2010-HLS.html�
http://www.health.govt.nz/nz-health-statistics/national-collections-and-surveys/surveys/current-recent-surveys/new-zealand-health-survey�
http://www.health.govt.nz/nz-health-statistics/national-collections-and-surveys/surveys/current-recent-surveys/new-zealand-health-survey�
http://www.health.govt.nz/our-work/mental-health-and-addictions/problem-gambling/service-user-data�
http://www.health.govt.nz/our-work/mental-health-and-addictions/problem-gambling/service-user-data�
http://www.dia.govt.nz/Gambling�
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8. Focus groups with the problem gambling sector 

Two focus groups were held with the problem gambling sector, one for Māori and Pacific 
practitioners and one for Asian practitioners. These focus groups were used to assess views on the 
number and quality of opportunities for Māori, Pacific and Asian representatives to provide advice 
into Ministry and Department processes. The focus groups provided information to analyse 
outcome indicators 2.6 and 3.6. 

9. National and local decision-maker survey 

A survey was issued to national and local decision-makers to assess their views towards gambling 
related harm. This survey is analysed in outcome indicators 4.3 and 5.5. 

10. Territorial authority gambling policies 

The gambling policies of territorial authorities were assessed and reviewed against a set of criteria 
that demonstrate ‘active awareness’. This analysis is used for outcome indicator 4.5. 

11. Gambling industry advertising spend 

Data was provided by Nielsen Media Services to provide an indication of the spend and number of 
advertisements purchased by the gambling industry. Data on advertising spend was used for 
outcome indicator 4.6. 

12. Review of government sector strategic documents 

Government sector annual reports, statements of intent and other strategic documents were 
reviewed for outcome indicators 4.2 and 5.1. The review focused on whether the strategic 
documents demonstrated a commitment to reducing gambling related harm. 

13. Survey of problem gambling workforce 

A survey was issued to people working in the problem gambling sector to understand their 
employment patterns, duration in the sector and role, pay ranges, competencies and diversity plus 
training. The results of this survey were analysed for outcome indicators 6.1 to 6.5. 

14. Survey of stakeholder views of their relationship with the Ministry and Department and 
the management of the problem gambling research programme 

A survey was issued to selected parties within the gambling and problem gambling sectors to 
assess their views on their relationship with the Ministry and the Department and also on the 
management of the problem gambling research programme. The results of this survey were 
analysed for outcome indicators 8.1, 8.2 and 11.1. 

Data sources used in the Outcomes Framework (cont.) 

15. Survey of gambling industry training and host responsibility practices 

A survey was issued to the gambling industry to understand what training they provide and what 
host responsibility practices they have implemented. The results of this survey were analysed for 
outcome indicator 8.3. 

16. Service-user satisfaction survey 

Ministry funded general and dedicated intervention service providers were asked to manually 
distribute surveys to current service-users, either by mail or when a service-user had completed a 
counselling session. The purpose of the survey was to assess their satisfaction with services and 
also any perceived barriers to them seeking help. The results of this survey were analysed for 
outcome indicators 9.4 and 10.6. 

17. Outcomes framework Advisory Group 

As listed in table B on page 5, an Advisory Group was established for this project comprising sector 
representatives. The Advisory Group provided substantial and invaluable input and direction 
throughout the project. They also assisted with the definition of key terms and outcome indicator 
measures. 
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Introduction 

Introduction 
This report is a significant milestone in the journey towards preventing and minimising gambling 
harm for the people of New Zealand. It provides an assessment of the current state of gambling 
and problem gambling in New Zealand. Having created this baseline, the planned annual reports 
will then be a powerful tool to measure progress and identify how the sector can improve. The first 
annual report is due December 2013. 

In 2010, the Ministry of Health (“the Ministry”) published the Preventing and Minimising Gambling 
Harm Six-year strategic plan 2010/11 – 2015/16. The Ministry consulted widely with the sector to 
develop the strategic plan. The overall goal of the strategic plan is: 

‘Government, gambling industry, communities and families/whānau working together to 
prevent the harm caused by problem gambling and to reduce health inequalities associated 
with problem gambling.’ 

The Outcomes Framework for Preventing and Minimising Gambling Harm (“Outcomes Framework”) 
measures and reports on progress towards the achievement of the 11 strategic objectives or 
‘outcomes’ and the overall goal set out in the Ministry’s strategic plan. 

The strategic plan identifies 65 outcome indicators designed to measure progress towards 
achieving these 11 strategic objectives as illustrated below. The specific outcome indicators to be 
measured were defined in the strategic plan.  

 

 

 

 

 

 

 

 

 

 

 

This project focuses on how to measure the outcome indicators rather than what to measure. By 
measuring the 65 outcome indicators, the current status of the 11 strategic objectives has been 
determined. This therefore establishes the current position for gambling and problem gambling – 
i.e. the baseline. 

Executive Summary 

This report presents the best assessment to date of progress towards achieving the strategic 
objectives. This report does not provide a full view of the performance of the sector. Following on 
from this report, performance will be assessed on an annual basis in a series of annual reports. 
The first annual report is due to be released at the end of 2013. This is illustrated below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Data confidence 
Data for this Outcomes Framework has been collected from 17 main sources of data. Taken 
together, this data has been used to populate the 65 outcome indicators. Collectively this then 
presents a comprehensive assessment of the current state of the gambling and problem gambling 
environment in New Zealand. 
For each of the outcome indicators, an assessment of the confidence in the indicator is provided 
using a ‘traffic light’ scale of High, Medium or Low. Overall, confidence in the outcome indicators is 
relatively high: 

■ High for 44% 
■ Medium for 32% 
■ Low for 11% 
Data was not available to measure 14% of indicators. 
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Where are we now?

2013 Annual Report

Six year Baseline Report (This report)
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Outcomes Framework
Suitably populated & reported, 

enables baseline to be set, 
progress monitored and 
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Preventing and Minimising 
Harm Six-year strategic plan 
2010/11 – 2015/16
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Summary findings Executive Summary 

Summary of findings 

In reviewing the findings below, two points should be noted. First, this report establishes the 
current position, or baseline for gambling and problem gambling in New Zealand. This report 
does not, and is not intended to provide a full view of the performance of this sector. Second, 
the findings are a highly consolidated summary based on an extensive set of information. 
Important caveats and detail are presented in the body of the report. 

Taken together, the key conclusions for each of the 11 objectives present a positive message 
overall: 
1. Between 2006 and 2012 there was a reduction in health inequalities related to problem 

gambling, yet inequalities remain for Māori compared with non-Māori and low-income 
communities compared with higher-income communities. 

2. Support is available for Māori to achieve their maximum health and well-being through 
minimising the negative impacts of gambling. However, it is clear that gambling negatively 
and inequitably impacts Māori.  

3. People do participate in decision-making about local activities. However, while participation 
in decision-making is good at a regional level it is less effective at a local level, outside of 
submissions to Local Councils. 

4. Healthy policy exists at national, regional and local levels that prevents and minimises 
gambling harm.  

5. Government through to communities and individuals generally do understand and 
acknowledge the range of harms that gambling causes to individuals, family and 
communities.  

6. A skilled workforce has been developed to deliver services that are effective at preventing 
and minimising gambling harm. 

7. A full assessment of whether people have the life skills and resiliency to make healthy 
choices that prevent and minimise gambling harm cannot be made at this time. 

8. Many of the elements that influence the design of gambling environments in New Zealand 
are incorporated into legislation. 

9. Problem gambling services are effectively raising awareness about the range of harms 
from gambling. 

10. Interventions are moderately accessible, highly responsive and moderate to highly 
effective.  

11. An evidence base to underpin problem gambling is being developed. 
 

Summary findings for each of the 11 objectives 

Set out in the following pages is a two to three page summary for each of the 11 strategic 
objectives. For each objective the current status is summarised along with limitations of the current 
analysis and suggestions for improving the analysis going forward. 

 

 



17 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Objective 

Indicators 
measured 

H 

Low 

Key 

M 

L 

Medium 

High 

Not currently measurable 

Improving trend 

Worsening trend 

No trend 

 

X 
-- 

Awaits Annual Report data 

Outcome indicator  Trend  Confidence in 
the data  

Performance 
against baseline  

1.1 Analysis indicating inequitable gambling and problem gambling 
prevalence h 

1.2 Analysis of problem gambling intervention data for inequitable 
presentation, service utilisation and effectiveness trends h 

1.3 Analysis of electronic monitoring system data (Class 4 
revenue) against the New Zealand deprivation index for trends 
indicating inequitable prevalence of gambling participation and 
opportunities in low socioeconomic communities 

h 

1.4 Analysis of the proportion of charitable trust gambling grants 
allocated to communities with New Zealand social deprivation 
scores between decile 7 and 10 

0 

1.5 Review of the range of low socioeconomic communities 
targeted by public health initiatives L 

Overall rating  m 

 
Summary findings for Objective 1: There is a reduction in health 
inequalities related to problem gambling 

Current state of the objective 

Has there been a reduction in health inequalities related to problem gambling? 

There has been a reduction in health inequalities related to problem gambling, yet inequalities 
remain for Māori compared with non-Māori and low-income communities compared with higher-
income communities. The key themes were: 
1. There is a reduction in inequity in both gambling participation and problem gambling 

prevalence when comparing 2006 with 2012. Inequity is highest for Māori and to a lesser 
extent Pacific people, although the inequity has reduced over time for both. 

2. People of Asian ethnicities are less likely than non-Asian ethnicities to participate in most 
gambling activities, but when they do gamble they are more likely to be at-risk of problems. 

3. The greatest inequity in presentations and service utilisation occurs between males and 
females with smaller differences between ethnic groups. Fewer males are screened or seek 
help in relation to gambling harm than females. 

4. Effectiveness trends show improvement between the initial and subsequent intervention 
sessions with no substantial variation in improvement between genders. 

5. Analysis of gambling participation and opportunities shows inequity in lower socioeconomic 
communities where the number of venues, number of gambling machines and the spend on 
gambling is higher. 

6. Public health initiatives focus more on low and medium socio-economic communities than 
higher socio-economic communities.  

Summary of Objective 1 

The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out five outcome 
indicators to measure and report against objective 1. Four of the outcome indicators are 
measurable within the baseline report. The outcome indicators measure health inequality in a wide 
range of areas, including: 

■ Problem gambling prevalence and gambling participation as reported in the New Zealand 
Health Survey (NZHS) 

■ Presentations to and usage of problem gambling services 
■ The effectiveness of treatment 
■ Class 4 gambling participation and opportunities as reported by electronic monitoring system 

(EMS) data 
■ Work completed by public health service providers in low socioeconomic areas. 

 

Limitations in the measurement of this objective 
■ At this stage it is not possible to provide either trend or performance analysis for most outcome 

indicators because this report only presents a baseline. 

Suggestions for improvement 

■ Measurement of this objective could be improved if data was available for outcome indicator 
1.4 on the grants made by gambling trusts to low socioeconomic communities. 

■ The findings opposite are a summary only. More detailed findings can be found in indicators 1.1 
– 1.5 (pages 43 – 63).  
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Objective 

Summary findings for Objective 1 (Cont.): There is a reduction in 
health inequalities related to problem gambling 

Outcome 
indicator Summary of the status of each indicator 

1.1 Analysis of New Zealand Health Survey data for trends indicating inequitable gambling and problem gambling prevalence 

■ Overall there was a reduction in gambling participation and problem gambling prevalence between the 2006/07 and 2011/12 New Zealand Health Surveys. Although inequality persists for some 
groups, in particular Māori, and to a lesser extent Pacific people. 

■ Inequality in gambling participation: Inequality in gambling participation is highest for Māori, out of all ethnic groups analysed, across most gambling activities; particularly in high-risk forms of 
gambling such as gambling machines in pubs and clubs. People from high deprivation communities displayed similar inequality. Pacific people displayed less inequality in participation as did those 
of Asian ethnicities.  

■ Inequality in problem gambling prevalence: Māori and Pacific prevalence was found to be substantially unequal in all gambling risk categories. People of Asian ethnicities are less likely than 
non-Asian ethnicities to participate in most gambling activities, but when they do gamble they are more likely to be at-risk of problems. High deprivation communities also displayed inequity in the 
gambling risk categories compared to less deprived communities. There was no significant inequality between males and females across both participation and prevalence.  

1.2 Analysis of Ministry of Health problem gambling intervention data for inequitable presentation, service utilisation and effectiveness trends 

■ The greatest inequity in presentations and service utilisation occur between male and female service-users. Of the estimated population of problem gamblers, 18% of females presented, compared 
to 13% of males. Service utilisation is also higher for females (52%) than males (48%). Differences occur between ethnic groups with East Asian and Other (which includes NZ European) having 
higher presentation rates than Māori or Pacific people. Effectiveness trends show improvement between initial and subsequent sessions with no substantial variation between genders. 

1.3 Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 revenue) against the New Zealand deprivation index for trends indicating inequitable 
prevalence of gambling participation and opportunities in low socioeconomic communities 

■ Inequity exists in both gambling participation and opportunities for low socioeconomic communities, in particular: the spend per person is over three times higher in low socioeconomic communities 
than high socioeconomic communities; the number of venues per 10,000 adults is slightly under three times higher in low socioeconomic communities than high socioeconomic communities, and 
the number of gaming machines per 10,000 adults is slightly over three times higher in low socioeconomic communities than high socioeconomic communities. 

1.4 Analysis of the proportion of charitable trust gambling grants allocated to communities with New Zealand social deprivation scores between decile 7 and 10 

■ Not currently measurable. Data on charitable trust grants is not centrally collected and the disparate data that is available does not include the information on the socioeconomic status of recipients 
required to measure this outcome indicator. 

1.5 Review of problem gambling provider reports for the range of low socioeconomic communities targeted by public health initiatives 

■ Of the communities targeted by public heath initiatives, 61% of communities targeted were of a social deprivation decile of six or greater. Approximately 25% of those targeted were low 
socioeconomic communities (those with a deprivation decile of eight or greater). 

1 
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X 
-- 

Awaits Annual Report data 

Objective Summary findings for Objective 2: Māori families are supported to 
achieve their maximum health and well-being through minimising the 
negative impacts of gambling 

Current state of the objective 
Are Māori families supported to achieve their maximum health and well-being through minimising 
the negative impacts of gambling? 
Support is available for Māori to achieve their maximum health and well-being through minimising 
the negative impacts of gambling. However, it is clear that gambling negatively and inequitably 
impacts Māori. The key themes were: 
1. The proportion of people attending problem gambling services that are Māori is approximately 

equivalent to their proportion of the problem gambling population. This suggests that services 
are reaching and supporting Māori. 

2. Just over half of public health initiatives targeted Māori communities 
3. Formal or informal opportunities were provided for Māori to provide advice into all thirteen of 

the significant Ministry processes around problem gambling activities 
4. Audits of problem gambling service providers indicated a high level of compliance with 

contractual requirements regarding cultural responsiveness. 
5. Since 2006 there has been a reduction in inequity for Māori in gambling participation and 

problem gambling prevalence, though inequity remains.  
6. Māori compare slightly unfavourably to non-Māori in terms of the rate of presentations to and 

utilisation of problem gambling services. 
7. Effectiveness trends show improvement between initial and subsequent intervention sessions. 

 

Outcome Indicator  Trend  Confidence in 
the data  

Performance 
against baseline  

2.1 Analysis of New Zealand Health Survey data for trends indicating 
(in)equitable gambling and problem gambling prevalence for Māori 

2.2 Analysis of problem gambling intervention data for (in)equitable presentation, 
service utilisation and effectiveness trends for Māori 

2.3 Analysis of EMS(Class 4 revenue) against the NZ deprivation index for trends 
indicating inequitable prevalence of gambling participation and opportunities 
in Māori and low socioeconomic communities with high Māori populations 

2.4 Analysis of the proportion of charitable trust gambling grants allocated to 
Māori communities and organisations. 

2.5 Review of problem gambling provider reports for the range and number of 
Māori communities targeted by public health initiatives 

2.6 Review of the number and quality of opportunities for Māori to provide advice 
into Ministry processes around problem gambling activities 

2.7 Analysis of periodic cultural audits to identify levels of cultural responsiveness 
of general and Māori intervention and public health services 

2.8 Analysis of client data for trends in Māori specific presentations compared to 
New Zealand Health Survey prevalence data   

Overall rating    

Summary of Objective 2 
The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out eight outcome 
indicators to measure and report against objective 2. Seven of the outcome indicators are 
measurable within the baseline report. 
The outcome indicators measure the following areas, each with a specific focus on Māori: 

■ Problem gambling prevalence and gambling participation as reported in the NZHS 
■ Presentations and usage of problem gambling services 
■ The effectiveness of treatment 
■ Class 4 gambling participation and opportunities as reported by EMS data 
■ Work completed by public health service providers in Māori communities 
■ Involvement by Māori in Ministry processes around problem gambling 
■ The cultural responsiveness of problem gambling service providers. 

 

■ The findings opposite are a summary only. More detailed findings can be found in indicators 2.1 
– 2.8 (pages 64 – 88).  

 

2 

M 

M 

H 

H 

H 

H 

H 

M 

Limitations in the measurement of this objective 
■ At this stage it is not possible to provide either trend or performance analysis for most outcome 

indicators because this report only presents a baseline. 

Suggestions for improvement 
■ Measurement of this objective could be improved if data was available for outcome indicator 

2.4 on the grants made by gambling trusts to Māori communities. 

7 
8 

 

Executive Summary 

Table 2a: Summary of indicator assessment 



20 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Objective 

 
 
 Summary findings for Objective 2 (Cont.): Māori families are 
supported to achieve their maximum health and well-being through 
minimising the negative impacts of gambling  

Outcome 
indicator Summary of the status of each indicator 

2.1 Analysis of New Zealand Health Survey data for trends indicating (in)equitable gambling and problem gambling prevalence for Māori 

■ Overall, there has been a reduction in gambling participation and problem gambling prevalence for Māori since 2006/07. Although inequality remains present for Māori. 
■ Inequality in gambling participation: Māori participation in gambling has declined since 2006/07. However, inequality remains greatest for Māori out of all ethnic groups and across most gambling 

activities. This is particularly so for high-risk forms of gambling such as playing gambling machines in pubs and clubs. Māori between the ages of 25-64 are most likely to play gambling machines.  
■ Inequality in problem gambling prevalence: Māori problem gambling prevalence has generally declined since 2006/07. However, Māori problem gambling prevalence remains substantially 

unequal in all gambling risk categories. When analysed for age and gender, Māori men and women between the ages of 45-54 are most likely to be problem gamblers.  

2.2 Analysis of Ministry of Health problem gambling intervention data for (in)equitable presentation, service utilisation and effectiveness trends for Māori 

■ Māori compare slightly unfavourably to non-Māori across presentation and service utilisation. Inequity is present in presentations whereby a lower rate of Māori females are presenting than non-
Māori and in service utilisation where Māori male attendance at intervention sessions is lower than their respective share of prevalence. Effectiveness trends show improvement between initial and 
subsequent sessions with Māori recording lower gambling harm (Problem Gambling Severity Index - PGSI) scores initially than non-Māori but also recording slightly less improvement in scores 
after treatment. 

2.3 Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 revenue) against the New Zealand deprivation index for trends indicating inequitable 
prevalence of gambling participation and opportunities in Māori and low socioeconomic communities with high Māori populations 

■ Inequity exists in both gambling participation and opportunities for communities with high Māori populations. The spend per person is 40% greater in communities with high Māori populations. The 
number of venues and gaming machines per 10,000 adults is 43% greater in communities with high Māori populations. The same analysis for low socioeconomic communities with high Māori 
populations shows similar themes. 

2.4 Analysis of the proportion of charitable trust gambling grants allocated to Māori communities and organisations 

■ Not currently measurable. Data on charitable trust grants is not centrally collected and the disparate data that is available does not include the information on the socioeconomic status of recipients 
required to measure this outcome indicator. 

2.5 Review of problem gambling provider reports for the range and number of Māori communities targeted by public health initiatives 

■ Of the communities targeted by public heath initiatives, 53% of communities targeted by public health initiatives were Māori, and 17% of initiatives targeted low socioeconomic Māori communities. 

2.6 Review of the number and quality of opportunities for Māori to provide advice into Ministry processes around problem gambling activities 

■ For each of the 13 Ministry processes identified there is at least 1 formal opportunity for Māori to provide advice to the Ministry, and in some cases informal opportunities are also available.  

2 
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Objective 

 
 
 Summary findings for Objective 2 (Cont.): Māori families are 
supported to achieve their maximum health and well-being through 
minimising the negative impacts of gambling 

Outcome 
indicator Summary of the status of each indicator 

2.7 Analysis of periodic cultural audits to identify levels of cultural responsiveness of general and Māori intervention and public health services 

■ The results of the 2009 audits of general and Māori intervention and public health service providers reported that 94% of service providers were fully compliant, 6% partially compliant (affecting two 
providers) and zero service providers were non-compliant with clauses within their contract related to cultural responsiveness.  

■ The Ministry has subsequently worked with all partially compliant service providers to address the audit issues raised. 

2.8 Analysis of client data for trends in Māori specific presentations compared to New Zealand Health Survey prevalence data 

■ The presentation rate for Māori females is higher at 15% than that of Māori males at 12%. Presentations by age varied moderately, with the highest rate of presentations in the 35-44 age bracket 
and lowest rate of presentations for the 15-24 and 65+ age brackets. 
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Indicators 
measured 

H 

Low 

Key 

M 

L 

Medium 

High 

Not currently measurable 

Improving trend 

Worsening trend 

No trend 

 

X 
-- 

Awaits Annual Report data 

Objective Summary findings for Objective 3: People participate in decision-
making about local activities that prevent and minimise gambling harm 
in their communities 

Current state of the objective 

Do people participate in decision-making about local activities that prevent and minimise gambling 
harm in their communities? 

People do participate in decision-making about local activities. However, while participation in 
decision-making is good at a regional level it is low at a local level, outside of submissions to Local 
Councils. The key themes were: 

1. National involvement: 14 national agencies were involved in decision-making about local 
activities through referring service-users to problem gambling services within their local or 
regional offices. 

2. People of Māori, Pacific and Asian ethnicities are involved to some extent at the national level 
in decision-making about gambling harm through input into Ministry and Department 
processes. 

3. Regional involvement: 36 of 55 submissions (65%) during the development of the Ministry’s 
Six-year strategic plan were regionally based indicating a moderate level of regional 
involvement.  

4. Analysis shows that people participate in making submissions to territorial authorities on 
gambling policy. Approximately 79% of submissions were from individuals. 

5. Community involvement: people in the community are concerned about gambling (56% of 
people feel there needs to be a discussion about gambling harm in the community). However, 
only 3.5% of all people take part in a discussion to prevent and minimise gambling harm. 

6. People of Asian or Pacific ethnicity were more likely to feel that there needs to be a discussion 
about gambling harm in the community. 

 

Outcome Indicator  Trend  Confidence 
in the data  

Performance 
against baseline  

3.1 Analysis of community awareness and concern indicators from the Ministry-
funded Behaviour Change Survey 

3.2 Periodic review of public health provider reports to the Ministry to assess the 
state of local communities and progress against community readiness 
assessments for community action and community policy implementation 

3.3 Regional interest in and involvement with Ministry of Health strategic plan 
development, including the diversity of submissions 

3.4 The number and diversity of submissions received by a sample of local 
government bodies in relation to gambling decision-making, including 
assessment of the level of input from low socioeconomic communities or 
representatives 

3.5 The number of national agencies that actively screen and refer for problem 
gambling 

3.6 Review of the number and quality of opportunities for Māori, Asian and Pacific 
representation in the Ministry of Health, National Problem Gambling Team and 
Department of Internal Affairs processes for decision-making in relation to 
problem gambling 

Overall rating  

Summary of Objective 3 
The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out six outcome 
indicators to measure and report against objective 3. Five of the outcome indicators are 
measurable within the baseline report and measure: 
■ Community awareness and concern towards gambling 
■ Regional interest in the Ministry’s strategic plan development 
■ Input into Ministry and Department processes related to problem gambling by Māori, Pacific 

people and Asian people 
■ The diversity of submissions received by territorial authorities in relation to gambling policy; and 
■ The number of national agencies that actively screen and refer for problem gambling.  

 

Limitations in the measurement of this objective 
■ At this stage it is not possible to provide either trend or performance analysis for most outcome 

indicators because this report only presents a baseline. 

Suggestions for improvement 
■ Measurement of this objective could be improved if data was available for outcome indicator 

3.2 on the state of local communities and progress against community readiness assessments. 
■ If possible it may be beneficial to review the ethnic diversity of people and organisations making 

submissions to territorial authorities. 
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■ The findings above are a summary only. More detailed findings can be found in indicators 3.1 – 
3.6 (pages 89 – 109). 
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Objective 

 
 
 Summary findings for Objective 3 (Cont.): People participate in 
decision-making about local activities that prevent and minimise 
gambling harm in their communities (cont.) 

Outcome 
indicator Summary of the status of each indicator 

3.1 Analysis of community awareness and concern indicators from the Ministry-funded Behaviour Change Survey 

■ In terms of peoples’ awareness: 60% of people surveyed could identify the signs that someone is gambling at a harmful level. Most people (87%) were aware of at least one problem gambling 
support service; 59% had seen some form of advertising about the harms from gambling and 67% were aware of who makes decisions about gambling in the community. In terms of peoples’ 
indicators of concern towards gambling: 52% thought that raising money through gambling did more harm than good in the community; 56% felt that there needed to be a community discussion 
about gambling harms and solutions; 66% felt that there were consequences to the community when someone gambles too much; people generally had not been involved in community actions to 
minimise gambling harm. 

3.2 Periodic review of public health provider reports to the Ministry to assess the state of local communities and progress against community readiness assessments for 
community action and community policy implementation 

■ Not currently measurable. At the time of reporting, community readiness assessments had not been developed within the context of problem gambling harm minimisation for any community in New 
Zealand (see the indicator for greater detail). 

3.3 Regional interest in and involvement with Ministry of Health strategic plan development, including the diversity of submissions 

■ In 2009, 65 submissions were made on the Preventing and Minimising Gambling Harm: Six-year strategic plan 2010/11 – 2015/16, of these 28 were national submissions, 36 regional and 1 
address unknown. Of the 11 consultation sessions facilitated by the Ministry regarding the strategic plan; 5 sessions were for the general public, 1 for Māori, 1 for Pacific, and 1 for Asian 
representation. Targeted consultation sessions were held for Industry Representatives, Government Departments and Māori representatives. 

3.4 The number and diversity of submissions received by a sample of local government bodies in relation to gambling decision-making, including assessment of the level of 
input from low socioeconomic communities or representatives 

■ In total, 1,754 submissions were received by a sample of 28 territorial authorities (TAs). Of these, 1,354 were made to city councils and 400 to district councils. Of the 1,754 submissions, 1,066 
were unique compared to 688 that were bulk / form based. The largest proportion of submissions was from individuals (79.0%), followed by other (6.9%) and industry (6.2%). When analysed for 
socio-economic status, 19% of all submissions were from low socio-economic communities. Whereas, 16% were from medium socio-economic communities, and 5% were from high socio-
economic communities.  

3.5 The number of national agencies that actively screen and refer for problem gambling 

■ Active screening and referring for problem gambling occurred in 14 national agencies for the year ended 30 June 2012. The most common sources of referral were the Gambling Helpline and the 
Department of Corrections’ Prisons and Probation Service. This indicator did not measure referrals by non-national organisations. 

3.6 Review of the number and quality of opportunities for Māori, Asian and Pacific representation in the Ministry of Health, National Problem Gambling Team and Department 
of Internal Affairs processes for decision-making in relation to problem gambling 

■ For each of the 13 Ministry of Health processes identified, there were opportunities for Māori and Pacific representation in 12 of the processes and opportunities for Asian in 11. 

■ For the nine Department of Internal Affairs (the Department) processes identified, five included some Māori, Pacific and Asian representation. Representation was not appropriate for three 
processes and one process (the enforcement of regulations) did not include Māori, Pacific or Asian representation. 
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Indicators 
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H 
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No trend 

 

X 
-- 

Awaits Annual Report data 

Objective  
 Summary findings for Objective 4: Healthy policy at the national, 
regional and local level prevents and minimises gambling harm 

Current state of the objective 

Is there healthy policy at the national, regional and local level that prevents and minimises 
gambling harm? 

Much of the policy to prevent and minimise gambling harm is enshrined in the legislative 
environment. This includes a: 
■ Requirement for most forms of gambling to be licensed and include policies and processes to 

prevent and minimise gambling harm 
■ Public health approach to problem gambling. 
These areas are requirements within the Gambling Act (2003) and are therefore not measured by 
the outcome indicators. 

Healthy policy exists at national, regional and local levels that prevents and minimises gambling 
harm. This is supported by: 
1. National level policy: whilst 6 out of 193 government agencies demonstrate a commitment to 

preventing and minimising gambling harm within their annual reports and statements of intent 
(SOIs), 20 agencies are known to collaborate with the Ministry and the Department to prevent 
and minimise gambling harm.  

2. Regional level policy: four criteria from section 101 of the Gambling Act (2003) were used to 
assess the active awareness of TAs of the potential harms from gambling in the community. 
Analysis showed that 86% of TA gambling policies met at least one criterion for active 
awareness. However, only 6% met all four criteria.  

Summary of Objective 4 

The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out six outcome 
indicators aimed at measuring objective 4, five of which are measurable within the baseline report. 
These outcome indicators measure: 
■ Cross-government relationships to prevent and minimise gambling harm 
■ Commitment by government agencies to preventing and minimising gambling harm  
■ Attitudes of key decision-makers towards gambling harm 
■ Commitment to minimising gambling harm observed in territorial authority (“TA”) gambling 

policies 
■ Spend by the gambling industry on gambling advertising. 

 

■ The findings above are a summary only. More detailed findings can be found in indicators 4.1 – 
4.6 (pages 110 – 125).  
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Executive Summary 

3. Local level policy: More District and City councillors consider gambling to be good for the 
community than those that believe it is bad. However, 80% feel that there are consequences 
for the community when someone gambles too much and are aware of gambling harm in the 
community. Seventy per cent of people feel that a discussion about gambling harm and 
solutions needs to take place.  

4. Gambling advertising: the spend on gambling advertising was highest for lottery products, 
followed by Internet gambling and TAB. 
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Awaits Annual Report data 

Objective 

Summary findings for Objective 4 (Cont.): Healthy policy at the national, 
regional and local level prevents and minimises gambling harm  

Limitations in the measurement of this objective 
■ Annual reports, SOIs and other strategic documents within government are typically prepared 

with a strategic focus. Because of this, a commitment to addressing gambling-related harm was 
not able to be measured for the majority of government agencies analysed in outcome indicator 
4.2.  

■ It was not possible to assess the spend on sponsorship by the gambling industry as data was 
not available to measure this. 

■ At this stage it is not possible to provide either trend or performance analysis for most outcome 
indicators because this report only presents a baseline. 

Suggestions for improvement 

■ It may be beneficial to use non-strategic documents to assess government agency commitment 
to reducing gambling harm such as business level documents i.e. organisational policies.  

■ Future revisions to the strategic plan should consider including alternative outcome indicators 
to measure the other policy work completed within the sector. This could include the 
development of safe gambling policies within large organisations and work between the 
gambling industry and problem gambling service providers, for example, on exclusion 
processes. 

■ It may be beneficial to explore options for monitoring and reporting compliance related to 
advertising, sponsorship and promotions by the gambling industry. 

Outcome Indicator  Trend  Confidence in 
the data  

Performance 
against baseline  

4.1 The number of government departments actively participating and collaborating 
with the Ministry of Health and the Department of Internal Affairs to reduce 
gambling-related harm 

4.2 Analysis of government sector strategic documents (i.e., annual reports and 
statements of intent) for commitment to addressing gambling-related harm 

4.3 Analysis of a six-yearly survey of the attitudes of local government councillors to 
awareness of problem gambling and perceptions of gambling-related harm 

4.4 Analysis of a Ministry-funded Behaviour Change Survey on the attitudes of 
participants employed in decision-making roles in relation to problem gambling 
and perceptions of gambling-related harm (i.e., policy makers, gambling industry 
leaders, church leaders, school principles, kuia and kaumātua) 

4.5 Review of the percentage of territorial local authority gambling venue policies 
that reflect an active awareness of the potential harms of gambling 

4.6 Analysis of industry marketing expenditure and sponsorship activities 

Overall rating  
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Objective 

 
 
 Summary findings for Objective 4 (Cont.): Healthy policy at the 
national, regional and local level prevents and minimises gambling 
harm 

Outcome 
indicator Summary of the status of each indicator 

4.1 The number of government departments actively participating and collaborating to reduce gambling-related harm 

■ The survey of participation and collaboration between government agencies identified 21 agencies that actively collaborate with the Ministry of Health and the Department of Internal Affairs to 
reduce gambling-related harm. 

4.2 Analysis of government sector strategic documents for commitment to addressing gambling-related harm 

■ In a broad analysis of all government agencies, 6 out of 193 government agency annual reports and SOIs were found to demonstrate an active commitment to addressing gambling related harm. 
However, many government sector documents, would not reasonably be expected to demonstrate a commitment to minimising gambling harm, as such, a commitment would be outside the 
scope of operations for many government agencies.  

4.3 Analysis of a survey of the attitudes of local government councillors to awareness of problem gambling and perceptions of gambling-related harm. 

■ The survey of local government councillors indicates that a diverse set of attitudes towards gambling harm exists, combined with moderate to high level of awareness of problem gambling and 
gambling-related harm amongst councillors. In terms of attitudes, more District and City councillors considered gambling to be good for the community than those that believed it is bad (54% 
compared to 44%). However, a majority of councillors (80%) felt that there are consequences to the community when people gamble too much. Councillors identified the three most undesirable 
gambling activities as being internet games for money, mobile phone games for money, and playing gambling machines. These activities were also seen by councillors as attracting people into 
gambling more often and for more money. In terms of awareness, most councillors (83%) were aware that local government/Department of Internal Affairs make decisions about gambling in the 
community. Similarly, 71% of councillors felt that they could identify the signs that someone is gambling at a harmful level. Amongst these councillors, the most commonly identified signs were 
harmful behaviours, harmful actions and harmful financial situations. Most councillors (70%) felt that there is a need for communities to discuss gambling harm and solutions. However, in general, 
they were less aware of actions available in the community to help prevent and minimise gambling harm. Fewer still were involved in these actions. Most councillors were aware however, of 
services available to help people with a gambling issue. For example, 81% of councillors were aware of an 0800 telephone helpline.  

Outcome indicator 5.5 compares the attitudes of local government councillors with those of the general community. 

4.4 Analysis of the Health and Lifestyles survey on the attitudes of participants employed in decision-making roles in relation to problem gambling and perceptions of 
problem gambling related harm. 

This outcome indicator is not currently measurable because data on the attitudes of participants employed in decision-making roles is not available. A question that captures this data has been 
included in the next iteration of the Health and Lifestyles Survey.  

4.5 Review of the percentage of territorial authority (TA) gambling venue policies that reflect an active awareness of the potential harms of gambling 

■ Four criteria from section 101 (4) (a),(b) and (d) of the Gambling Act (2003) were used to assess the active awareness of TAs of the potential harms from gambling in the community. Analysis 
showed that 86% of TA gambling policies met at least one criterion for active awareness. However, only 6% met all four criteria.  

4.6 Analysis of industry marketing expenditure and sponsorship activities 

■ The total spend on advertising for the year ended 30 June 2012 was $35.1m, of which 82% related to advertising by the New Zealand Lotteries Commission, followed by internet 
gaming/gambling services and the TAB*. *Note: significant limitations within this indicator. 
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Outcome Indicator  Trend  Confidence in 
the data  

Performance 
against baseline  

5.1 Analysis of government sector annual reports and statements of intent for 
commitment to addressing gambling-related harm 

5.2 Analysis of the Department of Internal Affairs survey on community attitudes to 
gambling and problem gambling 

5.3 Analysis of Ministry-funded survey on community attitudes to gambling and 
problem gambling 

5.4 Analysis of Department of Internal Affairs annual reports of gambling industry 
host responsibility compliance 

5.5 Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health 
and Department of Internal Affairs officials, the Gambling Commission, industry 
leaders, local government councillors) compared to national Ministry-funded 
attitudes survey responses 

Overall rating  

 
 Summary findings for Objective 5: Government, the gambling 
industry, communities, family/whānau and individuals understand and 
acknowledge the range of harms from gambling that affect individuals, 
families/whānau and communities 

Current state of the objective 

Does government, the gambling industry, communities, family/whānau and individuals understand 
and acknowledge the range of harms from gambling that affect individuals, families/whānau and 
communities? 

Government through to communities and individuals generally do understand and acknowledge the 
range of harms that gambling causes to individuals, family and communities. The key themes were: 
■ In the broader government sector, annual reports and SOIs do not display a strong commitment 

to addressing gambling harm.  
■ National decision-makers are very aware of gambling issues in the community, but are more 

likely to take the view that gambling does more good than harm.  
■ At the community level, people are more likely to view gambling as doing more harm than good 

for the community. Like national decision-makers, communities were aware of and 
acknowledged a range of harms from gambling.  

■ Venue and society audits reported a high rate of compliance with host responsibility 
requirements. Common themes in non-compliance related to training on host responsibility and 
the issuing of exclusion orders. 

Summary of Objective 5 

The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out five outcome 
indicators to measure and report against objective 5. Four outcome indicators are measurable 
within the baseline report, they measure: 
■ Government sector commitment to addressing gambling-related harm 
■ Community and national decision-maker attitudes to gambling and problem gambling, and 
■ Gambling industry host responsibility compliance. 

 

■ At this stage it is not possible to provide either trend or performance analysis for most outcome 
indicators because this report only presents a baseline. 

Suggestions for improvement 

■ It may be beneficial to use non-strategic documents to assess government agency commitment 
to reducing gambling harm (outcome indicator 5.1). Government sector agencies will also be 
assessed for relevance to gambling. This will mean that agencies not expected to relate to 
gambling issues, for example, the Department of Conservation, will be excluded from analysis; 
whereas agencies with obvious relevance i.e. The Ministry of Health, will be included.  
 

■ The findings above are a summary only. More detailed findings can be found in indicators 5.1 – 
5.5 (pages 126 – 145). 
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Limitations in the measurement of this objective 
Annual reports, SOIs and other strategic documents within government are typically prepared with 
a strategic focus. Because of this, a commitment to addressing gambling-related harm was not able 
to be measured for the majority of government agencies analysed in outcome indicator 5.1.  

 

Table 5a: Summary of indicator assessment 
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Objective 
 
 Summary findings for Objective 5 (Cont.): Government, the gambling 
industry, communities, family/whānau and individuals understand and 
acknowledge the range of harms from gambling that affect individuals, 
families/whānau and communities 

Outcome 
indicator Summary of the status of each indicator 

5.1 Analysis of government sector annual reports and statements of intent for commitment to addressing gambling-related harm 

■ In a broad analysis of all government agencies, 6 out of 193 government agency annual reports and SOIs were found to demonstrate an active commitment to addressing gambling related 
harm. However, many government sector documents, would not be expected to demonstrate a commitment to minimising gambling harm as it is outside the scope of operations, for example, 
the Department of Conservation’s Annual Report.  

5.2 Analysis of the Department of Internal Affairs survey on community attitudes to gambling and problem gambling 

■ The 2005 Department of Internal Affairs survey People’s Participation in, and Attitudes Towards, Gambling 1985-2005, was not analysed in this report as it has been superseded by the Health 
and Lifestyles Survey (HSC, 2010). An analysis of the Health and Lifestyles Survey is presented in Outcome indicator 5.3 (below). 

5.3 Analysis of Ministry-funded survey on community attitudes to gambling and problem gambling 

■ The 2010 Health and Lifestyles Survey found that communities generally view gambling as doing more harm than good in the community. Gambling on gaming machines was seen as the most 
undesirable form of gambling. In terms of gambling harm, 60% of people felt that they could identify the signs that a person is gambling at a harmful level. In addition, most people could recall 
gambling harm advertising and could identify at least one help service. However, fewer people were aware of actions to reduce gambling harm in the community. Even fewer people were 
involved in activities to reduce gambling harm in the community. The Lottery Grants Board was seen as the most appropriate distributor of gambling proceeds.  

5.4 Analysis of Department of Internal Affairs annual reports of gambling industry host responsibility compliance 

■ Venue and society audits reported a high rate of compliance with host responsibility requirements. Common themes in non-compliance related to training on host responsibility and the issuing of 
exclusion orders. Five per cent of investigations opened during the year by the Department of Internal Affairs related to host responsibility.  

5.5 Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and Department of Internal Affairs officials, the Gambling Commission, industry leaders, 
local government councillors) compared to national Ministry-funded attitudes survey responses 

■ When the 2010 Health and Lifestyles Survey and 2012 National decision-maker surveys were compared, it was found that national decision-makers were more likely than community members 
to take the view that gambling does more good than harm for the community. They also were more likely to identify internet gambling and gambling on mobile phones as the most undesirable 
forms of gambling. Both groups felt that gambling leads to consequences for the community and that local government, the Lottery Grants Board or Community representatives were best placed 
to distribute gambling proceeds. Overall, national decision-makers were more aware of gambling issues than members of the community across a range of measures. However, the groups had a 
similar level of awareness about gambling and gambling advertising.  
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Outcome indicator  Trend  Confidence 
in the data  

Performance 
against baseline  

6.1 Analysis of problem gambling practitioners’ (public health and intervention) 
employment patterns and conditions, such as duration of employment and pay 
ranges compared to other sectors 

6.2 Analysis of the number of problem gambling practitioners (public health and 
intervention) who have the relevant problem gambling competencies for the work 
they deliver 

6.3 Analysis of the number of problem gambling practitioners (public health and 
intervention) who have received relevant tertiary training 

6.4 Assessment of the availability of culturally specific training programmes for 
problem gambling practitioners 

6.5 
Analysis of the diversity of the problem gambling workforce 

Overall rating  

Summary findings for Objective 6: A skilled workforce is developed to 
deliver effective services to prevent and minimise gambling harm 

Current state of the objective 
Has a skilled workforce been developed ? 
A skilled workforce has been developed to deliver services that are effective. The key themes were: 
■ 70% of public health practitioners and 92% of intervention practitioners reported having 

relevant tertiary qualifications 
■ Intervention practitioners typically worked in the sector longer (58% for more than five years) 

than public health practitioners (6% for more than five years) 
■ Satisfaction with the availability of culturally specific training and supervision was mixed 

(however, a high number of Māori and Pacific specific training programmes were held). 
Are services effective at preventing and minimising gambling harm? 
Services are effective at preventing and minimising gambling harm. The key themes were: 
■ Practitioners self rated their competencies for the work they deliver highly with average scores 

of between 7 and 9 (on a scale of 0=Not competent, 10=Extremely competent) across most 
areas. The lowest scores were recorded for the intervention competency of working with Māori 
and Pacific peoples. Outcome indicators 9.4 and 10.6 indicate that service-users have a high 
level of satisfaction with the treatment they receive from problem gambling services, 

■ The typical profile of a practitioner working in the sector (based on the most common response 
to each area) is a NZ European female, aged 35 years and speaking both English and Māori. 

 

Summary of Objective 6 
The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out five outcome 
indicators to measure and report against objective 6. All five of the outcome indicators are 
measurable within the baseline report. The outcome indicators measure the skills and effectiveness 
of the preventing and minimising gambling harm workforce in a range of areas, including: 
■ Employment patterns and conditions  
■ Competencies to work as public health or intervention practitioners 
■ Tertiary training 
■ The availability of culturally specific training 
■ The diversity of the workforce. 

 

■ The findings above are a summary only. More detailed findings can be found in indicators 6.1 – 
6.5 (pages 146 – 163).  
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■ The availability of in-house training and supervision provided to the workforce are not 

measured by outcome indicator 6.4. 
■ At this stage it is not possible to provide either trend or performance analysis for most outcome 

indicators because this report only presents a baseline. 

Suggestions for improvement 
■ Future iterations may want to consider methods for increasing the response rate for the 

workforce survey as it is used in the measurement of all five indicators associated with 
objective 6. 

■ Improvements can be made to outcome indicator 6.4 to clarify the factors influencing 
satisfaction and dissatisfaction related to the availability of culturally specific training 
opportunities. 

Limitations in the measurement of this objective 
■ The assessment of skills was based on a self-assessment of workforce competencies by 

practitioners. This has the potential to introduce bias to the survey. 

Table 6a: Summary of indicator assessment 



30 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Objective 

Outcome 
indicator Summary of the status of each indicator 

6.1 Analysis of preventing and minimising gambling harm workforce’s (public health and intervention practitioner) employment patterns and conditions 

■ Intervention practitioners had typically been in their current role for longer than public health practitioners. Those working in both intervention and public health roles had typically been in their roles 
the longest. The majority of both intervention practitioners and public health practitioners earn between $40,001 to $60,001. A higher percentage of public health practitioners earn over $60,000 
(31%) than their intervention counterparts (8%). 

6.2 Analysis of the number of problem gambling practitioners (public health and intervention) who have the relevant problem gambling competencies for the work they deliver 

■ For intervention practitioners the most significant positive assessment of competencies related to professional responsibility. The lowest competency levels related to working with Māori and 
Pacific peoples. For intervention practitioners who also operate in a public health role the most significant positive assessment of public health competencies relates to mediation. For public 
health practitioners the most significant positive assessment of competencies related to communication. The lowest competency levels related to the assessment competency. 

6.3 Analysis of the number of problem gambling practitioners (public health and intervention) who have received relevant tertiary training 

■ Over 30% of public health practitioners self reported as having no tertiary qualification. In comparison, 8% (one) intervention practitioner self reported as having no tertiary qualification. Overall, the 
average number of qualifications held ranged from between 1 to 1.5 for public health and intervention roles. Those working in both public health and intervention roles held an average of 2.31 
qualifications. 

6.4 Assessment of the availability of culturally specific training programmes for problem gambling practitioners 

■ A total of 23 Māori specific training programmes were delivered to Māori service providers across 9 towns and cities including at the National Provider Forum. This compares to 21 Pacific specific 
training programmes that were delivered to Pacific service providers across 2 cities. A single Asian specific training programme was delivered to attendees at the Asian provider forum. Satisfaction 
with the availability of training was mixed, with variation between ethnic groups and areas of work. The survey did not ask why. 

6.5 
Analysis of the diversity of the problem gambling workforce, including: demographics, the percentage of Māori, Pacific and Asian practitioners who are working in 
mainstream organisations; languages spoken and the percentage of the problem gambling workforce who identify as recovering gamblers or who have used problem 
gambling intervention services in the past. 

■ Over two-thirds (68%) of respondents were female and 68% of respondents were over the age of 40.  

■ The majority of the respondents speak advanced English and a good proportion speak varying proficiencies in te reo Māori, there are very few proficient speakers in languages other than English 
and Māori. This is particularly noticeable for Pacific and Asian ethnicities, likely reflecting a low response rate for these groups.  

■ A small proportion (4%) of respondents identified as a recovering gambler or previous user of problem gambling services. 

6 Summary findings for Objective 6 (Cont.): A skilled workforce is 
developed to deliver effective services to prevent and minimise 
gambling harm Executive Summary 



31 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Objective 

Indicators 
measured 

H 

Low 
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M 

L 

Medium 

High 

Not currently measurable 

Improving trend 

Worsening trend 

No trend 

 

X 
-- 

Awaits Annual Report data 

Outcome Indicator  Trend  Confidence in 
the data  

Performance 
against baseline  

7.1 Analysis of the prevalence of protective and resiliency factors demonstrated in 
the New Zealand Health Survey for different population groups 

7.2 Analysis of community involvement in the Ministry-funded Behaviour Change 
Survey 

7.3 Review and summary of the range of public health initiatives reported to the 
Ministry by public health service providers that are community action-based and 
have community policy implementation 

7.4 Analysis of Ministry service-user data for referral from and referral to life skills and 
resiliency programmes 

Overall rating  

Summary findings for Objective 7: People have the life skills and the 
resilience to make healthy choices that prevent and minimise gambling 
harm 

Current state of the objective 

Do people have the life skills and the resilience to make healthy choices that prevent and minimise 
gambling harm? 

A full assessment of whether people have the life skills and resiliency to make healthy choices that 
prevent and minimise gambling harm cannot be made at this time. The key themes were: 
■ Communities generally agree (56%) that there needs to be a discussion about gambling in the 

community and solutions but few take part in activities to prevent and minimise gambling harm.  
– Within these communities, people of Māori (60%), Pacific (76%) and Asian (78%) ethnicity 

were more likely to agree that there needs to be a discussion about gambling and solutions 
than Europeans/other (52%). This information, combined with problem gambling 
prevalence figures, suggests that opportunities may be available to increase resilience and 
life skills within these communities. 

■ Mechanisms aimed at increasing life skills and resilience are working: 
– Just under 1 in 10 (903) service-users of problem gambling services were referred to life 

skills and resiliency programmes. The most common referrals were to financial advice 
services, alternative problem gambling services, and mental health services. Forty-nine 
service-users were referred from life skills and resiliency programmes.  

Summary of Objective 7 

The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out four outcome 
indicators to measure and report against objective 7. Three of the outcome indicators are 
measurable within the baseline report; they measure: 
■ Community involvement 
■ The range of public health initiatives reported to the Ministry by public health service providers 

that are community action-based and have community policy implementation, and 
■ Referrals from and referrals to life skills and resiliency programmes. 

 

■ A high level of assumptions were needed to complete indicator 7.3 and as a result, this 
outcome indicator is not being measured in the first annual report due in late 2013. Caution 
should be applied when interpreting this data. 

■ Data to analyse referrals from problem gambling services only includes formal facilitations to 
other services. Informal referrals that do not meet the definition of a facilitation are not recorded 
in the CLIC database and are therefore not included in this analysis. 

■ At this stage it is not possible to provide either trend or performance analysis for most outcome 
indicators because this report only presents a baseline. 

Suggestions for improvement 
■ Alternative ways should be explored to measure life skills and resiliency to address the current 

gaps in data for outcome indicators 7.1 and 7.3. The National Gambling Study may provide 
data on resiliency to measure indicator 7.1.  

■ The findings above are a summary only. More detailed findings can be found in indicators 7.1 – 
7.4 (164 – 171).  
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Executive Summary 

Limitations in the measurement of this objective 
■ A full assessment of objective 7 could not be made due to insufficient data on resiliency for 

indicator 7.1. 
 

Table 7a: Summary of indicator assessment 
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Objective 
 
 Summary findings for Objective 7 (Cont.): People have the life skills 
and the resilience to make healthy choices that prevent and minimise 
gambling harm 

Outcome 
indicator Summary of the status of each indicator 

7.1 Analysis of the prevalence of protective and resiliency factors demonstrated in the New Zealand Health Survey for different population groups 

This outcome indicator is not currently measurable because data on protective and resiliency factors is not available. This may be addressed by the National Gambling Study. 

7.2 Analysis of community involvement in the Ministry-funded Behaviour Change Survey 

■ Most respondents (56%) agreed that there was a need for communities to discuss gambling problems and solutions. Fewer respondents were familiar or took part in community actions to reduce 
gambling harm. The action most recognised and participated in was community organisations seeking alternative funding sources. 

 

7.3 Review and summary of the range of public health initiatives reported to the Ministry by public health service providers that are community action-based and have 
community policy implementation 

■ Due to low confidence in the data for outcome indicator 7.3, a summary of the key messages has not been provided. 

7.4 Analysis of Ministry service-user data for referral from and referral to life skills and resiliency programmes 

■ A small number of service-users (49) were recorded in the CLIC database as referred from a life skills and resiliency programme, with the Citizens Advice Bureau and budget advice services the 
most common sources.  

■ The CLIC database includes 903 referrals (one in ten) that were made to life skills and resiliency programmes, with the most common referrals to financial advice and support services and an 
alternative problem gambling service to the referring agency. 

7 
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Indicators 
measured 

H 
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M 

L 

Medium 
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Not currently measurable 

Improving trend 

Worsening trend 

No trend 

 

X 
-- 

Awaits Annual Report data 

Objective 

Outcome indicator  Trend  Confidence in 
the data  

Performance 
against baseline  

8.1 A summary of progress made by the joint Ministry of Health and Department of 
Internal Affairs relationships with the gambling industry 

8.2 Analysis of a periodic stakeholder satisfaction survey of the joint Ministry of 
Health and Department of Internal Affairs relationships with the gambling 
industry 

8.3 Analysis of industry data on training and programmes that assist gambling 
providers to be responsible hosts 

8.4 Analysis of Department of Internal Affairs data on gambling venue compliance 
(and breaches) of relevant legislative requirements 

8.5 Analysis of client data for referrals from gambling venues 

8.6 Review of the effectiveness of industry mechanisms for identifying problem 
gamblers and gamblers at risk of problem gambling   

8.7 Review of the number of venues, or societies, that have policies specific to key 
risk groups and behaviours   

Overall rating    

Summary findings for Objective 8: Gambling environments are 
designed to prevent and minimise gambling harm 

Current state of the objective 

Are gambling environments designed to prevent and minimise gambling harm? 

Many of the elements that influence the design of gambling environments in New Zealand are 
incorporated into legislation, including the Gambling Act (2003) and associated regulations and the 
Racing Act (2003). These elements include: 
■ Restrictions on access to gambling venues by minors, 
■ Policies and procedures related to harm minimisation 
■ Licensing processes to control gambling 
■ Oversight and regulation by the Department of internal Affairs and Gambling Commission. 

The key themes were: 

■ Relationships are progressing between the Ministry, the Department of Internal Affairs and 
gambling industry. Increased opportunities for discussion between parties was the most 
commonly stated reason for progression. 

■ The gambling industry provides host responsibility training to staff working in gambling and has 
implemented policies, processes and systems to identify problem gamblers. 

■ Venue and society audits reported a high rate of compliance with requirements. However, four 
of the six areas with the highest fail rate in audits were related to host responsibility. 

■ Fewer than 3% of users of problem gambling service were recorded as referred from the 
gambling industry. Of those that were referred from the gambling industry, approximately two-
thirds (64%) were from the Casino sector. 

Summary of Objective 8 

The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out seven outcome 
indicators to measure and report against Objective 8. Five of the outcome indicators are 
measurable within the baseline report. The outcome indicators measure a range of areas related to 
gambling environments, including: 

■ Gambling industry relationships with the Department and Ministry 

■ Host responsibility training practices and mechanisms to identify problem gamblers 

■ Gambling venue compliance 

■ Referrals to problem gambling services from gambling venues. 

 

Limitations in the measurement of this objective 

At this stage it is not possible to provide either trend or performance analysis for most outcome 
indicators because this report only presents a baseline. 

Effective measurement is based on the availability of data. Little data was available to measure 
several of the indicators for objective 8. 

Suggestions for improvement 

Future revisions to the strategic plan should consider including new outcome indicators to measure 
data collected as part of the multi venue exclusion order process. This will provide data relevant to 
outcome indicator 8.6. 

■ The findings above are a summary only. More detailed findings can be found in indicators 8.1 – 
8.7 (pages 172 – 185).  
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Objective 

Outcome 
indicator Summary of the status of each indicator 

8.1 Summary of progress made by the joint Ministry of Health and Department of Internal Affairs’ relationships with the gambling industry 

■ Overall analysis showed that most respondents felt progress was being made in the joint Ministry/Department relationship with the gambling industry. Of these respondents, increased opportunities 
for discussion between parties was the most commonly stated reason for this progress. 

8.2 Analysis of a periodic stakeholder satisfaction survey of the joint Ministry of Health and Department of Internal Affairs’ relationships with the gambling industry 

■ Overall, analysis showed that stakeholders were satisfied with the joint Ministry / Department relationship. Cooperation between stakeholders was a commonly stated reason for respondents to be 
satisfied with the joint relationship with the Ministry and Department. Respondents who felt dissatisfied with the joint relationship generally highlighted the need for improved cooperation. 

8.3 Analysis of industry data on training and programmes that assist gambling providers to be responsible hosts (i.e. host responsibility programmes) 

■ All respondents to the survey on gambling industry training and programmes offered training to assist staff to be responsible hosts. Training offered varied in length, timing, focus, accreditation and 
the mode of delivery. 

8.4 Analysis of Department of Internal Affairs data on gambling venue compliance (and breaches) of relevant legislative requirements 

■ Venue and society audits reported a high rate of compliance with legislative requirements. However, four of the six areas with the highest fail rate were related to host responsibility. Investigations 
were opened during the year by the Department across ten categories. Late banking of Gaming Machine Profit was the most common area for investigation. 

8.5 Analysis of client data for referrals from gambling venues 

■ Analysis of referrals from the gambling industry shows that 298 service-users were referred, of which 64% were from the Casino sector and 32% from the pub/club sector. 

8.6 Review of the effectiveness of industry mechanisms for identifying problem gamblers and gamblers at risk of problem gambling 

■ This outcome indicator is not currently measurable. KPMG and the Advisory Group were unable to define measures of the effectiveness of industry mechanisms for identifying problem gamblers 
and gamblers at risk of problem gambling. New initiatives to allow problem gamblers to exclude themselves from multiple Class 4 gambling venues may provide one source of data towards 
measuring this outcome indicator. 

8.7 Review of the number of venues, or societies, that have policies specific to key risk groups and behaviours (i.e., table games for Asian gamblers, self exclusion for non-
English-speaking gamblers) 

■ This outcome indicator is not currently measurable because an effective and measurable definition could not be established for key risk groups and behaviours. 

8 
Summary findings for Objective 8 (Cont.): Gambling environments are 
designed to prevent and minimise gambling harm Executive Summary 
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Indicators 
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H 

Low 

Key 

M 

L 

Medium 

High 

Not currently measurable 

Improving trend 

Worsening trend 

No trend 

 

X 
-- 

Awaits Annual Report data 

Objective 

Outcome Indicator  Trend  Confidence 
in the data  

Performance 
against baseline  

9.1 Analysis of client data for referrals from health sector and community services 

9.2 Analysis of New Zealand Health Survey and problem gambling service 
presentation data for trends in presentation and a reduction in barriers to 
presentation 

9.3 Analysis of Ministry-funded social marketing impact data 

9.4 Analysis of the periodic service-user satisfaction survey and barriers to service 
usage survey 

9.5 Assessment of the percentage of social marketing activities delivered 
specifically to at-risk groups 

Overall rating  

Summary findings for Objective 9: Problem gambling services 
effectively raise awareness about the range of harms from gambling 
that affect individuals, families/whānau and communities for people 
who are directly and indirectly affected 

Current state of the objective 

Do problem gambling services effectively raise awareness about the range of harms from gambling 
that affect individuals, families/whānau and communities for people who are directly and indirectly 
affected?  
Problem gambling services are effectively raising awareness about the range of harms from 
gambling. The key themes were: 
■ Social marketing campaigns are an effective way to raise awareness. Peoples’ awareness of 

television advertising about gambling harm rose from 22% before, to 48% after, the Kiwi Lives 
2 social marketing campaign. Awareness of an 0800 helpline rose from 68% to 77% over the 
same period.  

■ Social marketing campaigns are increasingly being targeted to at-risk groups.  
■ The most common barriers to getting help identified by service-users of both general and 

dedicated services were ‘trying to deal with their gambling issue alone’ (59%) and ‘not thinking 
they had a problem (39%). Being unaware that help was available was identified by18% of 
service-users.  

■ When they finally sought help, 96% of service-users and affected others attending both general 
and dedicated services were satisfied with their overall care, whilst 87% experienced an 
improvement in their condition. Of these 94% felt that problem gambling services contributed to 
the improvement. 

■ Presentation rates have decreased since 2011 but the presentation rate for 2012 is higher than 
that reported between 2004/05 and 2009/10.  

■ Co-existing issues, such as mental health or financial issues are experienced by 61% of 
gamblers who have screens reported in CLIC. 

■ Health sector and community organisations were listed as the referring agency in approximately 
15% of service-user presentations, indicating a level of awareness of gambling harm.  

 

Summary of Objective 9 
The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out five outcome 
indicators to measure and report against objective 9. All five of the outcome indicators are 
measurable within the baseline report, they measure: 
■ Referrals from health sector and community services 
■ Service-user satisfaction and barriers they have encountered in accessing services 
■ Presentations to problem gambling services and barriers to presentation 
■ The targeting of social marketing activities to at risk groups and the impact of Ministry-funded 

awareness campaigns.  

 

Limitations in the measurement of this objective 

Measures of awareness require a long-term view. Changes in the rate of presentations or referrals 
may be influenced by factors other than awareness of gambling harm. 

At this stage it is not possible to provide either trend or performance analysis for most outcome 
indicators because this report only presents a baseline. 

Suggestions for improvement 

The measurement of this objective may be improved by adding questions to existing surveys, such 
as the Health and Lifestyles Survey, that further capture awareness data. For example, capturing 
data on awareness of affected others towards co-existing issues such as depression and 
alcoholism can potentially be used to inform social marketing activities and for coordinated service 
delivery.  
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■ The findings above are a summary only. More detailed findings can be found in indicators 9.1 – 
9.5 (pages 186 – 206). 
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Objective 
 
 Summary findings for Objective 9 (Cont.): Problem gambling services 
effectively raise awareness about the range of harms from gambling 
that affect individuals, families/whānau and communities for people 
who are directly and indirectly affected 

Outcome 
indicator Summary of the status of each indicator 

9.1 Analysis of client data for referrals from health sector and community services 

■ The CLIC database includes 1,590 service-users referred from health sector and community services. This is approximately 15% of all service-users. Services to prevent and minimise gambling 
harm, Alcohol and Drug services, primary care providers and mental health services recorded the most referrals. 

9.2 Analysis of New Zealand Health Survey and problem gambling service presentation data for trends in presentation and a reduction in barriers to presentation 

■ The number of presentations by gamblers reduced between 2011 and 2012. This may be influenced by factors other than the awareness of gambling harm. Despite the reduction in the total 
numbers of presentations, presentations in 2012 are higher than the number of presentations reported annually between 2004/05 and 2009/10. Presentations by females are at a higher rate than 
for males across most ethnic groups. The highest presentation rates are reported for East Asian and Other ethnicities. In terms of age, the presentation rate is highest for the 35-44 age brackets in 
2012 and lowest for the 15-24 and 65+ age brackets. 

9.3 Analysis of Ministry-funded social marketing impact data 

■ Social marketing campaigns are an effective way to raise awareness. Peoples’ awareness of television advertising about gambling harm rose from 22% before to 48% after the Kiwi Lives 2 social 
marketing campaign. Awareness of an 0800 helpline rose from 68% to 77% over the same period.  

9.4 Analysis of the periodic service-user satisfaction survey and barriers to service usage survey (for users of general and dedicated services) 

■ The main barriers to service usage (help-seeking) experienced by users of both general and dedicated problem gambling services, included ‘wanting to resolve the issue alone’, ‘feeling ashamed’, 
and ‘not believing that there was a issue’. Slight differences in barriers were observed when subgroups were compared. Many service-users have co-existing issues, the most commonly identified 
being ‘family and relationship issues’, ‘mental/physical and emotional health issues’, and ‘financial issues’. Once service-users finally sought help, the three most common enablers for doing so 
included ‘losing control/feeling overwhelmed/desperation and ‘not able to face the issue alone’, ‘concern/help from family members/friends/whānau/doctor’, and ‘financial pressure’. Once service-
users had received help, they were generally very satisfied with the level of service they had received. For instance, 96% were satisfied to highly satisfied with the overall service they had received, 
whilst 96% felt that there had been an improvement in their well-being since visiting a dedicated service provider and 94% felt that their counsellor had contributed to their well-being. 

9.5 Assessment of the percentage of social marketing activities delivered specifically to at-risk groups 

■ Analysis of the Kiwi Lives 1 and Kiwi Lives 2 social marketing campaigns showed that: both campaigns were targeted to the at-risk age group (25-54 year olds) and one was targeted to Māori and 
Pacific people. Neither campaign appeared to target individuals living alone or less qualified. Since 2011, the Health Promotion Agency has increasingly sought to target campaigns to at-risk 
groups.  
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Awaits Annual Report data 

Objective 

Summary findings for Objective 10: Accessible, responsive and 
effective interventions are developed and maintained 

Current state of the objective 
Are accessible, responsive and effective interventions developed and maintained? 
Interventions are moderately accessible, highly responsive and moderate to highly effective. The 
key themes were: 
■ Effectiveness:  

– 97% of dedicated problem gambling service-users are satisfied with the overall care 
provided by practitioners whilst 94% experienced an improvement in their condition. Of 
these, 98% felt that problem gambling services contributed to the improvement. 

■ Responsiveness:  
– The majority of people presenting to dedicated Māori and Pacific services are Māori and 

Pacific.  
– Service providers were assessed as having a high level of compliance with their contractual 

requirements related to cultural and clinical practice. 
– High proportions of those screened for other needs indicated other issues of depression 

and risky alcohol behaviour (in particular for males). Suicidal thoughts, plans and actions 
and drug use were present to a lesser extent, although these issues are not insignificant. 

■ Accessibility: 
– Barriers to help seeking, experienced by users of dedicated problem gambling services 

include: wanting to resolve the issue alone (60%); feeling ashamed (40%) and being too 
proud (34%). One in four dedicated service-users (25%) are not aware of help available for 
gambling issues.  

– Users of dedicated services most often sought help as a result of concern from family/ 
whānau /friends/doctor (16%); financial pressure (15%); or feeling like they were losing 
control(13%). 

Summary of Objective 10 

The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out seven outcome 
indicators to measure and report against Objective 10. Six of the outcome indicators are 
measurable within the baseline report. The outcome indicators measure a range of areas related to 
the accessibility, responsiveness and effectiveness of intervention services, including: 
■ The results of audits into clinical and cultural practice 
■ The results of comprehensive service-user assessments, including the identification of other 

service-user needs, for example alcohol and drug dependency 
■ Presentations to problem gambling services to identify trends in service-user diversity 
■ Service-user satisfaction and barriers to service usage for problem gambling services. 

■ The findings above are a summary only. More detailed findings can be found in indicators 10.1 
– 10.7 (pages 207 – 239).  
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Limitations in the measurement of this objective 
■ Self-help (outcome indicator 10.4) was not able to be measured in this report due to insufficient 

data. 
■ Audits focussed on service provider’s compliance with contractual requirements related to clinical 

and cultural practice. This is not necessarily an indicator of whether services are accessible, 
responsive or effective. 

■ At this stage it is not possible to provide either trend or performance analysis for most outcome 
indicators because this report only presents a baseline. 

Suggestions for improvement 
■ Measurement of this objective may include outcome indicators that measure the results of 

regular evaluations completed by the Ministry in relation to problem gambling services. This may 
require the development of a separate indicator.  

■ Future iterations of the service-user survey should focus on improving the response rate from 
Pacific populations. 

■ Revisions to the CLIC database should be made to allow the diversity of presentations to 
dedicated Asian services to be measured. 

■ Service providers should be encouraged to enter the results of all screens into CLIC. This will 
increase the sample available for analysis.  
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Objective 

Summary findings for Objective 10 (Cont.): Accessible, responsive and 
effective interventions are developed and maintained 

Outcome indicator  Trend  Confidence 
in the data  

Performance 
against baseline  

10.1 Analysis of periodic clinical audits of intervention services 

10.2 Analysis of periodic cultural audits for intervention and public health services 

10.3 Analysis of client data for trends in comprehensive assessment and 
identification of multiple needs 

10.4 Analysis of independent moderation service data (resource demand, etc) 
against New Zealand Health Survey prevalence data 

10.5 Analysis of client data for trends in culturally specific presentations compared to 
New Zealand Health Survey prevalence data 

10.6 Analysis of periodic service-user satisfaction and barriers to service usage 
survey specific to dedicated services 

10.7 Analysis of the diversity of client characteristics (ethnicity, age, and gender) 
presenting to different service types (general, dedicated Māori, Pacific or Asian 
services) 

Overall rating  
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Objective 

Outcome 
indicator Summary of the status of each indicator 

10.1 Analysis of periodic clinical audits of intervention services 

■ The results of the 2009 audits reported that 77% of intervention service providers were fully compliant,19% partially compliant and 4% non-compliant with clauses within their contract related to clinical 
services. The Ministry immediately worked with all partially compliant and non-compliant service providers to address the audit issues raised. 

10.2 Analysis of periodic cultural audits for intervention and public health services 

■ The results of the 2009 audits reported that 95% of service providers were fully compliant and 5% partially compliant with clauses within their contract related to cultural practice. Zero service 
providers were non-compliant. The Ministry immediately worked with all partially compliant service providers to address the audit issues raised. 

10.3 Analysis of client data for trends in comprehensive assessment and identification of multiple needs 

■ This indicator reports on the results of five screens completed and recorded in CLIC as part of a service-users’ assessment. Of those who completed the relevant screen and had results recorded in 
CLIC: 24% of females and 44% of males reported indicators of risky alcohol behaviour; 69% had indicators of depression; 18% felt the need to cut down on the use of prescription or other drugs; and 
24% indicated they had had suicidal thoughts, plans or actions. 

10.4 Analysis of independent moderation service data (resource demand, etc) against New Zealand Health Survey prevalence data 

■ Not currently measurable. Independent moderation service (self help) data is expected to become available upon the completion of the National Gambling Study.  

10.5 Analysis of client data for trends in culturally specific presentations compared to New Zealand Health Survey prevalence data 

■ There is substantial variation between the presentation rate by gender across the East Asian and Other ethnicities. Small variations are evident between the gender presentation rate for Māori and 
Pacific ethnicities. The presentation rate by age differs substantially between ethnic groups. The 35-44 age bracket had the highest presentation rate for all ethnic groups except Pacific. 

10.6 Analysis of the periodic service-user satisfaction survey and barriers to service usage survey specific to dedicated services 

■ Dedicated service-users identified the following barriers: wanting to resolve the issue alone (60%); not believing that there was a problem (40%); feeling ashamed (34%); being too proud (28%); and 
not being aware that treatment was available (25%). Commonly identified co-existing issues included: family and relationship issues; mental/physical and emotional health issues; and financial issues. 
The enablers leading people to seek help included: concern from family members/friends/whānau/doctor; financial pressure; and losing control/feeling overwhelmed. Approximately 97% of dedicated 
service-users were satisfied with the overall service they had received; 94% felt that there had been an improvement in their well-being since visiting a dedicated service provider; and 98% felt that the 
provider had contributed to improved well-being.  

10.7 Analysis of the diversity of client characteristics (ethnicity, age, and gender) presenting to different service types (general, dedicated Māori, Pacific or Asian services) 

■ Dedicated Māori service providers – the majority of presentations were Māori with reasonable attendance from the 'Other' ethnicities. Service-users are younger than at general service providers. 
Dedicated Pacific service providers – The majority of presentations were of Pacific ethnicity, with a moderate level of Māori presentations. Service-users are younger than at general service 
providers. Dedicated Asian service providers – Analysis was not possible as it is not possible to separately identify service-users attending dedicated Asian services within the CLIC database. 
General service providers – ‘Other’ was the most prevalent ethnicity, followed by Asian with lesser proportions of Māori and Pacific people attending than at Māori and Pacific service providers. 

10 
Summary findings for Objective 10 (Cont.): Accessible, responsive 
and effective interventions are developed and maintained Executive Summary 



40 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Indicators 
measured 

H 

Low 

Key 

M 

L 

Medium 

High 

Not currently measurable 

Improving trend 

Worsening trend 

No trend 

 

X 
-- 
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Objective 

Outcome Indicator  Trend  Confidence in 
the data  

Performance 
against baseline  

11.1 Analysis of a periodic stakeholder satisfaction survey of the Ministry’s 
management of the problem gambling research programme 

11.2 Summary of progress made in managing processes to provide agreed 
outcome and monitoring data 

11.3 Summary of research infrastructure project delivery (scholarship and 
research projects) for Māori, Pacific and Asian capacity to participate in 
research 

11.4 Summary of research programme delivery 

11.5 Review of the number of research reports finalised within Ministry of 
Health timeframes 

11.6 The number of research projects completed that successfully involve all 
target groups, based on cultural identity (Pākehā, Māori, Pacific, Asian) 
age and gender 

11.7 Analysis of the diversity of applications and successful awards for Ministry 
of Health-funded gambling scholarships 

Overall rating  

Summary findings for Objective 11: A programme of research and 
evaluation establishes an evidence base, which underpins all problem 
gambling activities 

Current state of the objective 

Does the programme of research and evaluation establish an evidence base, which underpins all 
problem gambling activities? 

An evidence base to underpin problem gambling is being developed. The key themes were: 
■ Current research shows moderate to strong linkages to the Ministry’s Research Strategy for 

Preventing and Minimising Gambling Harm.  
■ In total, 56/65 indicators to measure the Ministry's strategic plan are measurable. 
■ Research stakeholders are mixed about the Ministry’s management of the research 

programme. However, stakeholders think that the Ministry’s management of the programme 
has improved. 

■ There is some scope to improve the management of research timeframes. 
■ The underlying principle of diversity in research was met: 

– 9 out of 10 research projects identified target groups, for example Māori, Pacific, Asian 
– 31% of research projects involved Asian target groups; and 44% involved Māori and Pacific 

target groups 
– Scholarships approved for 85% of Māori applicants; and 100% of Pacific (one applicant) 

and Asian (one applicant) applicants. 
 

Summary of Objective 11 

The Preventing and Minimising Gambling Harm: Six-year strategic plan sets out seven outcome 
indicators to measure and report against objective 11. All Seven of the outcome indicators are 
measurable within the baseline report. They measure: 
■ Stakeholder satisfaction with the Ministry’s management of the research programme;  
■ Research programme delivery, including Māori, Pacific and Asian capacity to participate in 

research 
■ The number of research reports finalised within Ministry timeframes 
■ The number of research projects completed that successfully involve all target groups 
■ The diversity of applications and successful awards for gambling scholarships  
■ Progress in managing processes to provide agreed outcome and monitoring data 

Limitations in the measurement of this objective 

At this stage it is not possible to provide either trend or performance analysis for most outcome 
indicators because this report only presents a baseline. 

Suggestions for improvement 

Future iterations could consider measuring the diversity of researchers and research organisations 
involved in Ministry-funded research. 

■ The findings above are a summary only. More detailed findings can be found in indicators 11.1 
– 11.7 (pages 240 – 260). 
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Objective 
 
 Summary findings for Objective 11 (Cont.): A programme of research 
and evaluation establishes an evidence base, which underpins all 
problem gambling activities 

Outcome 
indicator Summary of the status of each indicator 

11.1 Analysis of a periodic stakeholder satisfaction survey of the Ministry’s management of the problem gambling research programme 

■ A similar number of respondents felt satisfied to dissatisfied with the Ministry’s management of the problem gambling research programme. The most common feedback was an identified need for 
the Ministry to be proactive in communication and feedback to sector stakeholders. However, many respondents also felt that there had been an improvement in the management of the research 
programme in the past few years. 

11.2 Summary of progress made in managing processes to provide agreed outcome and monitoring data 

■ Good progress has been made in managing processes to provide outcomes data. Fifty-six outcome indicators were measurable in the baseline report. 

11.3 Summary of research infrastructure project delivery (scholarship and research projects) for Māori, Pacific and Asian capacity to participate in research 

■ The proportion of research projects that involved Māori, Pacific and Asian people ranged from 31% for Asian to 44% for Māori and Pacific people. In total, 50% of scholarships were awarded to 
Māori and 4.5% to Pacific and Asian peoples respectively. Of applications received from Māori, 85% were approved, whereas 100% of Pacific and Asian applications (one applicant only), and 82% 
of NZ European/Other were approved. The majority of scholarship applications were for study at AUT or WelTec. 

11.4 Summary of research programme delivery 

■ In total, 22 research projects were contracted to nine research providers in the current (2010-2013) implementation period. Of the three major categories in the research strategy, categories of 
investigation exhibited the highest number of linkages between existing research and the research strategy (linked 416 times). Categories of evaluation had the fewest number of linkages overall 
(linked 17 times to research aims across 22 projects) in the current implementation period. The monitoring and evaluation of outcomes category was fully linked to a research project in the current 
implementation period (via this project – the Outcomes Framework for Preventing and Minimising Gambling Harm). The sub-category with the most linkages between research and the research 
strategy was ‘understanding gambling’ (linked  172 times to research aims across the 22 projects). Understanding public health interventions had the fewest linkages to the strategy (linked to 
research aims 18 times across 22 projects). A majority of people felt satisfied that current research was aligned to the Ministry’s research objectives together with a small majority who felt 
dissatisfied that current research was adding value. 

11.5 Review of the number of research reports finalised within Ministry of Health timeframes 

■ Six out of ten reports (60%) were received in draft form at or before agreed upon due dates. Three out of ten reports (30%) received Ministry feedback within the agreed upon timeframes. Four out 
of nine final reports (44%) were received by the Ministry at or before their agreed upon due dates. 

11.6 The number of research projects completed that successfully involve all target groups, based on cultural identity (Pākehā, Māori, Pacific, Asian) age and gender 

■ The majority (9 of 10) of research projects that identified target ethnic groups successfully involved these groups in the research. No research projects included a specific gender in their target 
groups. All five projects that targeted a specific age group successfully involved all age groups. 

11.7 Analysis of the diversity of applications and successful awards for Ministry of Health-funded gambling scholarships 

■ Of the total applications, 24 were female and 2 male. Most (83%) female applications were approved, and 100% of male applications were approved. Most (85%) applications from Māori were 
approved, 100% of applications from Pacific and Asian peoples (one applicant only), and 82% of applications from NZ European/Other. The majority of scholarship applications were for study at 
Auckland University of Technology or the Wellington Institute of Technology (WelTec). 

11 

Executive Summary 



 
Appendix A 
 
The 65 Outcome 
Indicators 



Objective 1  
 
There is a reduction in health 
inequalities related to problem 
gambling  

Analysis and presentation of outcome indicators for objective 1 

1.1 Analysis of New Zealand Health Survey data for trends indicating inequitable gambling and 
problem gambling prevalence 

1.2 Analysis of Ministry of Health problem gambling intervention data for inequitable presentation, 
service utilisation and effectiveness trends 

1.3 
Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 revenue) 
against the New Zealand deprivation index for trends indicating inequitable prevalence of 
gambling participation and opportunities in low socioeconomic communities 

1.4 Analysis of the proportion of charitable trust gambling grants allocated to communities with New 
Zealand social deprivation scores between decile 7 and 10 

1.5 Review of problem gambling provider reports for the range of low socioeconomic communities 
targeted by public health initiatives 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence 

■ Prevalence is used to understand inequity in participation in gambling activity as well as 
problem gambling status of individuals (NZHS, 2011/12). 

Data collection and analysis 

NZHS results were based on a sample size of 12,572 adults aged 15 years and over who were 
usually resident and living in New Zealand, excluding offshore islands (Ministry of Health, 2012). 
Data was collected through interviews, supported by call-backs. Data was then cleaned by 
removing incomplete or incorrect data.  

Analysis of NZHS results 

Data was analysed by: Māori, Pacific, and East Asian (“Asian”) ethnicities, deprivation, age and 
gender. 

Analysis of participation and prevalence 

The NZHS 2011/12 uses the nine-question Problem Gambling Severity Index (PGSI), which is part 
of the Canadian Problem Gambling Index (CPGI). The PGSI includes a nine-item problem 
gambling screen, which measures the continuum of gambling problems to identify the gambling 
status of individuals. This is used to derive the prevalence of: 

■ Non-gambling 
■ Non-problem gambling 
■ Low-risk gambling 
■ Moderate-risk gambling 
■ Problem gambling. 
 
NZHS prevalence statistics are reported amongst the whole population as well as amongst 
gamblers.  

Technical notes 

Calibrated weighting was applied to NZHS data. Calibrated weights were calculated using 
population counts from the 2006 Census, broken down by age, gender, District Health Board area 
and ethnic group. These variables were included in the calibration weighting because they are 
related to many health conditions and non-response, and are the output classifications for the 
survey. By using these variables in the calibration, if the sample differed from the population 
according to any of these categories, then the weighting was corrected for the discrepancy (NZHS 
2006/07; NZHS Methodology Report, 2011). 
 

 

 

 

 

 

Data source and approach to measurement 
Full results of the 2011/12 New Zealand Health Survey (“NZHS, 2011/12”) were used to report on 
participation in gambling activities and prevalence of problem gambling for this outcome indicator.  

Definitions 
Three terms were defined as a basis for this analysis: 
Inequitable 
■ Where one population group is over or under-represented compared with other population 

groups. 
Participation 
■ Participation is considered here as participation in one or more gambling activities (NZHS, 

2011/12). 
Prevalence 
■ Prevalence is defined as the number of cases in a population, often presented as a percentage 

or proportion (NZHS, 2011/12). 

 

There is a high level of confidence in this indicator, driven by: 
■ High level of robustness and reliability in the data due to a large 

sample size and medium confidence in the reliability of population 
subgroup data due to small sample sizes 

■ Strong relationship between the data and the objective of the 
indicator 
– NZHS collects national participation and prevalence data. 
 

 

■ Overall there was a reduction in gambling participation and problem gambling prevalence 
between the 2006/07 and 2011/12 New Zealand Health Surveys. Although inequality persists 
for some groups, in particular Māori, and to a lesser extent Pacific people. 

■ Inequality in gambling participation: Inequality in gambling participation is highest for Māori, 
out of all ethnic groups analysed, across most gambling activities; particularly in high-risk forms 
of gambling such as gambling machines in pubs and clubs. People from high deprivation 
communities displayed similar inequality. Pacific people displayed less inequality in 
participation as did those of Asian ethnicities.  

■ Inequality in problem gambling prevalence: Māori and Pacific prevalence was found to be 
substantially unequal in all gambling risk categories. People of Asian ethnicities are less likely 
than non-Asian ethnicities to participate in most gambling activities, but when they do gamble 
they are more likely to be at-risk of problems. High deprivation communities also displayed 
inequity in the gambling risk categories compared to less deprived communities. There was no 
significant inequality between males and females across both participation and prevalence.  

1.1 

H 
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Outcome Indicator 
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Figure 1.1a: Participation by gambling activity for Māori compared to non-Māori (adjusted for age and gender) (Māori n= 2,583) 
(non-Māori n=9,989) 

Maori 
Non-Maori 

Current state of the indicator 

Inequities in gambling participation 

Māori inequity compared to non-Māori 

Māori are significantly more likely (11% compared to 5.5%) to 
participate in playing gambling machines at a pub or club than 
non-Māori. They were also more likely to participate in playing 
gambling machines at a casino (4.9% compared to 4.2%); 
Instant Kiwi or scratch tickets (16.8% compared to 13.8%); 
Housie or Bingo (2.5% compared to 0.5%); Keno or Bullseye 
(2.1% compared to 0.8%) and betting on sports events (3.9% 
compared to 2.8%) (see figure 1.1a, opposite).  

In summary, Māori participation is significantly inequitable in 
the following gambling activities: 
■ Playing gambling machines at pubs or clubs  
■ Playing Housie or Bingo 
■ Playing Keno or Bullseye.  

Pacific people inequity compared to non-Pacific people 

Inequities are less pronounced between Pacific and non-
Pacific groups. However, playing Housie or Bingo (2.7% 
compared to 0.7%); or buying Keno or Bullseye tickets (2.5% 
compared to 0.8%)(both significant), and playing gambling 
machines at a casino are inequitable. Pacific people are less 
likely to bet on horse and dog races (3.9% compared to 6.2%); 
purchase Instant Kiwi or scratch tickets (10.7% compared to 
14.4%); or play table games at a casino (1.4% compared to 
2.3%) than non-Pacific ethnicities (see figure 1.1b, opposite). 

In summary, participation is significantly inequitable for Pacific 
peoples in: 
■ Playing Housie or Bingo 
■ Playing Keno or Bullseye. 

 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence (cont.) 

1.1 

Māori are significantly more likely to 
participate in gambling machines at a pub or 

club; participate in Housie or Bingo; and 
Keno or Bullseye than non-Māori.  

Pacific people are significantly more likely to 
participate in House or Bingo; and Keno or 

Bullseye than non-Pacific people.  
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Figure 1.1b: Participation by gambling activity for Pacific compared to non-Pacific (adjusted for age and gender) (Pacific n= 
987) (non-Pacific n=11,615) 
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Outcome Indicator 
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Figure 1.1c: Participation by gambling activity for Asian compared to non-Asian ethnicities (adjusted for age and gender) 
(Asian n=930) (non-Asian n=11,642) 

Asian 
Non-Asian 

Inequities in gambling participation (cont.) 

Asian inequity compared to non-Asian ethnicities 

Asian ethnicities display inequities across a range of gambling 
activities compared to non-Asian (figure 1.1c, opposite). 
However, unlike other ethnicities, Asian ethnicities are less 
likely to participate in most gambling activities and were not 
found to be more likely to participate in any gambling activity 
when compared to non-Asian ethnicities. For instance, they 
are significantly less likely than non-Asian to participate in 
playing gambling machines at a pub or club (2% compared to 
6.9%), betting on horse or dog races (1% compared to 6.7%), 
buying Instant Kiwi or scratch tickets (5.9% compared to 
15.3%); and buying Lotto products (35.3% compared to 
44.6%). They are also less likely to bet on sports events (1.3% 
compared to 3.2%).  

In summary, people of Asian ethnicity are significantly less 
likely to participate in: 

■ Playing gambling machines at a pub or club 
■ Betting on horse or dog races 
■ Buying Instant Kiwi or scratch tickets 
■ Buying Lotto products. 

Gender inequity 
In terms of gender (figure 1.1d, opposite), participation is 
inequitable for males in: 
■ Betting on horse or dog races (8.1% compared to 4.2% of 

females), sports events (4.9% compared to 0.5% of 
females), or playing table games at a casino (2.7% 
compared to 1.2% of females) where differences are 
significant. 

■ Playing internet gambling for money (0.5% compared to 
0% of females). 

Whereas female participation is inequitable in: 
■ Purchasing Instant Kiwi or scratch tickets (15.2% 

compared to 11.9% of males) or playing Housie or Bingo 
(1.2% compared to 0.5% of males). In both activities the 
difference is significant. 

 
 
 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence (cont.) 

1.1 

Asian ethnicities are significantly less likely 
than non-Asians to participate in playing 

gambling machines at a pub or club, betting 
on horse or dog races, buying Instant Kiwi or 

scratch tickets, buying Lotto products.  

Males are significantly more likely than 
females to participate in betting on horse or 

dog races; or sports events; and playing 
table games at casinos. Females are more 

likely to participate in playing Housie or 
Bingo; and purchasing Instant Kiwi or 

scratch tickets.  
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Figure 1.1d: Inequitable gender participation by gambling activity (Male n=5,102) (Female n=7,470) 
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Outcome Indicator 
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Figure 1.1e: Inequality in gambling participation for low to high deprivation communities (Low deprivation n=3,901) (Moderate 
deprivation n=3,825) (High deprivation n=4,846) 

Low Deprivation 
Moderate Deprivation 
High Deprivation 

Inequities in gambling participation (cont.) 
Inequitable participation associated with the social deprivation 
of communities 
Communities with deprivation scores of 1-10 (NZDep06) were 
organised into three groups for comparison: 
■ Low deprivation (high socio-economic) communities: 

communities that score from 1-3 on the deprivation index 
(refer to figure 1.1o) 

■ Moderate deprivation communities (medium socio-
economic): communities that score between 4 and 7 on 
the deprivation index 

■ High deprivation communities (low socio-economic): 
communities that score between 8 and 10 on the 
deprivation index.  

NZHS results show that in terms of inequity in gambling 
participation (figure 1.1e, opposite): 
People residing in high deprivation communities were more 
likely than those in less deprived communities to participate 
in: 
■ Playing gambling machines in a pub or club 
■ Playing Housie or Bingo 
■ Buying Keno or Bullseye tickets. 
People in high deprivation communities were significantly less 
likely to purchase Lotto products. 
People residing in moderate deprivation communities were 
more likely than those in other communities to participate in: 
■ Playing gambling machines at a casino 
■ Purchasing Instant Kiwi or scratch tickets 
■ Betting on sports events. 
Whilst those in low deprivation communities were more likely 
to participate in: 
■ Purchasing Lotto products. 
Changes in gambling participation between the 2006/07 and 
2012 New Zealand Health Surveys 
Since 2006/07 there has been a reduction in participation 
across all gambling activities with the exception of playing 
table games at a casino. Participation in Instant Kiwi or scratch 
tickets; Lotto; and playing gambling machines has declined 
significantly (figure 1.1f opposite).  

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence (cont.) 
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Figure 1.1f: Changes in gambling participation between the 2006/07 and 2011/12 NZHS (NZHS 2006/07 n=12,488) (NZHS 
2011/12 n=12,572) 

NZHS 2006/07 

NZHS 2011 

1.1 

Since 2006/07 there has been a reduction in 
participation across all gambling activities 

with the exception of playing table games at 
a casino. Participation in Instant Kiwi or 

scratch tickets; Lotto; and playing gambling 
machines has declined significantly.  
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Outcome Indicator 

Inequities in problem gambling prevalence 

Inequitable prevalence for Māori compared to non-Māori 

In terms of gambling prevalence, Māori are over-represented 
in low risk, moderate risk and problem gambler categories 
both amongst the whole population and amongst gamblers 
when compared to non-Māori (see figures 1.1g and 1.1h 
opposite).  

Inequity is most pronounced in the moderate risk category, 
where Māori are four times more likely to be moderate risk 
gamblers amongst the population and almost four times 
more likely to be moderate risk gamblers amongst gamblers.  

Inequitable prevalence for Pacific people compared to non-
Pacific people 

People of Pacific ethnicity display similar results to Māori. As 
figures 1.1i and 1.1j show, Pacific people are inequitable in 
low risk, moderate risk and problem gambling categories, 
amongst the population and amongst gamblers when 
compared to non-Pacific ethnicities. 

The most significant inequities for Pacific people are in the: 

■ Problem Gambler 
■ Low risk categories.  

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence (cont.) 
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Figure 1.1g: Māori compared to non-Māori prevalence 
(amongst whole population) (Māori n=2,583) (non-Māori 

n=9,889) 
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Figure 1.1h: Māori compared to non-Māori prevalence 
(amongst gamblers) (Māori n=1,396) (non-Māori n=5,112) 
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Figure 1.1i: Pacific compared to non-Pacific prevalence 
(amongst whole population) (Pacific n=957) (non-Pacific 

n=11,615) 
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Figure 1.1j: Pacific compared to non-Pacific prevalence 
(amongst gamblers) (Pacific n=413) (non-Pacific n=6,095) 
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Outcome Indicator 

Inequities in problem gambling prevalence (cont.) 

Inequitable prevalence of Asian compared to non-Asian 
ethnicities 

Aside from the non-problem gamblers (not at risk); people of 
Asian ethnicity are not inequitable when compared to non-
Asian ethnicities amongst the population (see figure 1.1k, 
opposite top left). 

However, when people of Asian ethnicity are analysed 
amongst gamblers, inequities exist in the low risk and 
moderate risk categories when compared to non-Asian 
ethnicities (see figure 1.1l, opposite top right).  

Inequities of gender  

Inequity also exists between male and female gamblers. 
Here, both amongst the population and amongst gamblers, 
males are more prevalent in the low risk and moderate risk 
categories compared to females (see figures 1.1m and 1.1n, 
opposite bottom). 

In summary: 

People of Māori or Pacific ethnicities are inequitable in: 

■ Low risk 
■ Moderate risk 
■ Problem gambler categories. 

 
 
 
 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence (cont.) 

1.1 

34.7% 

2.0% 1.1% 
0.0% 

50.6% 

2.0% 
1.0% 

0.3% 

0% 

20% 

40% 

60% 

Non problem 
gambler 

Low risk Moderate risk Problem 
gambler 

Figure 1.1k: Asian compared to non-Asian prevalence 
(amongst whole population) (Asian n=930) (non-Asian 

n=11,642) 
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Figure 1.1l: Asian compared to non-Asian prevalence 
(amongst gamblers) (Asian n=339) (non-Asian n=6,169) 
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Figure 1.1m: Male compared to female gambling prevalence 
(amongst whole population) (male n=5,102) (female n=7,470) 
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Figure 1.1n: Male compared to female gambling prevalence 
(amongst gamblers) (male n=2,745) (female n=3,763) 
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Outcome Indicator 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence (cont.) 
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Figure 1.1p: Inequality in gambling prevalence for low to high deprivation communities (amongst population) 
(Low deprivation n=3,901) (Moderate deprivation n=3,825) (High deprivation n=4,846) 
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Figure 1.1q: Inequality in gambling prevalence for low to high deprivation communities (amongst gamblers) 
(Low deprivation n=2,104) (Moderate deprivation n=2,010) (High deprivation n=2,394) 
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1.1 

Inequities in problem gambling prevalence (cont.) 

Inequity relating to social deprivation 

In terms of inequities in gambling prevalence between low, medium and high 
deprivation communities; high deprivation communities were found to be 
inequitable.  

Amongst the population (see figure 1.1p, opposite top), high deprivation 
communities display inequity when compared to moderate and low deprivation 
communities in both low risk and moderate risk categories. They also display 
inequity in the non-problem gambling category. This can be interpreted as less 
people residing in high deprivation communities are non-problem gamblers, 
yet more are low and moderate risk gamblers.  

Amongst gamblers (see figure 1.1q, opposite bottom), inequity is more 
pronounced between high deprivation communities and moderate and low 
deprivation communities. Here, those residing in high deprivation communities 
are less likely to be non problem gamblers yet more likely to be low risk, 
moderate risk and problem gamblers.  

In summary, people residing in high deprived communities are more likely to 
be: 
■ Low risk 
■ Moderate risk 
■ Problem gamblers. 

They are less likely to be: 
■ Non problem gamblers.  

 
 
Figure 1.1o below presents the three categories of socioeconomic status and 
their relationship to deprivation. High deprivation areas are equivalent to low 
socioeconomic areas and vice versa. 
 

 

 

 

Low socioeconomic Medium socioeconomic     High socioeconomic

High deprivation            Medium deprivation           Low deprivation

Figure 1.1o: Deprivation continuum 
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Outcome Indicator 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence (cont.) 

Inequities in problem gambling prevalence (cont.) 

Changes in prevalence between the 2006/07 and 2012 New Zealand Health 
Surveys 

Figures 1.1r and 1.1s opposite show that: 

■ Amongst the population (figure 1.1r), problem gambling prevalence has 
declined significantly amongst non problem gamblers between 2006/07 
and 2011. In all other categories, whilst there has been a decline, it was 
not statistically significant.  

■ Amongst gamblers (figure 1.1s), problem gambling prevalence declined 
in all categories except non-problem gamblers between 2006/07 and 
2011. However, this was not statistically significant.  

Limitations and areas for improvement 

The NZHS is a robust and reliable survey, and is currently the best standard 
survey in terms of collecting data on gambling in New Zealand. Some 
limitations are: 

■ Small sample sizes for ethnic subgroups such as Pacific and Asian and 
some newer forms of gambling activity mean that results for smaller 
subgroups should be treated with caution.  

■ The PGSI tool used for measuring gambling harm was validated in the 
Canadian population, and as such there is the possibility that this tool may 
not be valid for the New Zealand context. However, initial research by 
Clarke et al, (2012); and Devlin & Walton (2012), suggests that the PGSI 
is applicable to New Zealand populations.  
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Figure1.1r: Changes in gambling prevalence between 2006/07 and 2011 NZHS surveys amongst the 
population (standardised by age and gender) (NHZS 2006/07 n=12,486) (NZHS 2011 n=12,572) 
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Figure 1.1s: Changes in gambling prevalence between 2006/07 and 2011 NZHS surveys amongst gamblers  
(standardised by age and gender) (NHZH 2006/07 n=8,222) (NZHS 2011 n=6,508) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 
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Definitions (cont.) 

Inequitable presentation occurs when one population group has a presentation rate different to 
other population groups.  

Service utilisation measures the number of sessions delivered by problem gambling service 
providers in a year for each population group. 

Inequitable service utilisation occurs when service utilisation for one population group occurs at 
a rate different to the prevalence for the same population group. 

Effectiveness is measured by movements in a service-user’s level of gambling harm (as measured 
by the PGSI), dollars spent on gambling and control over gambling measures as assessed in an 
intervention session compared with original scores recorded. 

Inequitable effectiveness occurs when measures of effectiveness for one population group are 
different than those for other population groups. 

Current state of the indicator 

Inequitable presentation 
Figure 1.2a shows the presentation rate to problem gambling services for males and females 
across the four ethnicity groupings. The average presentation rate to problem gambling services for 
males is 13% and females higher at 18%. The average presentation rate for full presentations is 
similar at 8% for males and 9% for females. Note: the averages take into account the population 
size of each ethnic group. This analysis only includes gamblers that present to services. 
Presentations by family members/affected others are excluded from this analysis.  
Figure 1.2a: Presentation rate by gender and ethnicity for gamblers (non age standardised) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Analysis of Ministry of Health problem gambling intervention data for 
inequitable presentation, service utilisation and effectiveness trends 

Data source and approach to measurement 

Data for outcome indicator 1.2 was obtained from two sources: 

1. Data on presentations, service utilisation and effectiveness was obtained from the Ministry’s 
CLIC database. The CLIC database is used to record data on people attending problem 
gambling services. Data was measured for the period 1 July 2011 to 30 June 2012. 

2. Data on the prevalence of problem gambling was obtained from the NZHS 2011/12. 

Data was analysed by gender, ethnicity and age for each of the measures discussed on the 
following pages. 

Definitions 

Presentations measures the number of unique service-users (i.e. only counting each service-user 
once) receiving a brief or full session (typically the first session) at a problem gambling provider.  

The presentation rate divides the number of presentations to problem gambling services in a year 
for a population group by the prevalence of problem gambling for the same population group. For 
the purpose of illustration, presentation rates for brief and full presentations are displayed 
separately in figures throughout this indicator. The presentation rate provides a measure of how 
effective services are at reaching those at risk of gambling harm. 

Confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– CLIC data is highly effective at measuring presentations and 
service utilisation and moderately effective at measuring clinical 
effectiveness 

– NZHS is highly effective at measuring prevalence. 
■ High confidence in the reliability and robustness of the data 

– Large sample sizes associated with both CLIC and the NZHS 
(with the exception of smaller population sub groups). 

 

 

■ The greatest inequity in presentations and service utilisation occur between male and female 
service-users. Of the estimated population of problem gamblers, 18% of females presented, 
compared to 13% of males. 

■ Service utilisation is also higher for females (52%) than males (48%). Differences occur 
between ethnic groups with East Asian and Other (which includes NZ European) having higher 
presentation rates than Māori or Pacific people. Effectiveness trends show improvement 
between initial and subsequent sessions with no substantial variation between genders. 

1.2 

H 

Lighter shades – Brief session 
 
Darker shades – Full session 
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Outcome Indicator 
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Male 
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Prevalence 
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Inequitable presentation 

In figure 1.2a (on the previous page), the type of presentations reported by the groups varied 
substantially. Full presentations by females made up a larger proportion of the rate for the other 
groups, with a substantially smaller proportion of the East Asian presentation rate. Less variation in 
the type of presentations is seen across ethnicities for males, with the proportion of full 
presentations being higher on average at 8% than brief at 5%. 

A combined (both brief and full) presentation rate of 15% means approximately 1 in 7 of the 
estimated population of people with a gambling problem were screened or treated for indicators of 
at risk gambling in the year ended 30 June 2012. The analysis in figure 1.2a on the previous page 
by ethnicity and gender shows a higher rate of presentations for East Asian and Other females and 
lower presentation rates for Pacific females and East Asian males. 

Figure 1.2b below shows the total presentation rate for the four main ethnic groups without the 
gender split included within figure 1.2d. The average presentation rate across all ethnicities is 15%. 
This analysis shows that the presentation rate for Māori and Pacific groups is lower than the 
average of 15% and the presentation rate for Other which includes NZ European is higher at 17%. 

Analysis of the type of presentations shows a greater proportion of full sessions rather than brief 
across all ethnicities except East Asian. 

Figure 1.2b: Presentation rate by ethnicity for gamblers (non age and gender standardised) 

 

 

 

 

 

 

 

 

Figure 1.2c (opposite top) presents the presentation rate for six age brackets. This shows that the 
highest rate of presentations is in the 35-44 and 55-64 age groups. The lowest rates are for 15-24 
year olds (9%) and 65+ (10%). More full than brief sessions are delivered across all age groups. 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

Inequitable service utilisation 
Figure 1.2d (below) compares service utilisation and prevalence for males and females. This 
presents a similar message to the presentation rate analysis discussed previously, the differences 
are that service utilisation measures all intervention sessions (including the same service-user 
attending on multiple occasions), whereas presentations focuses on unique service-users receiving 
a brief or full session. As with the analysis of presentations, this only includes service utilisation by 
gamblers. Service utilisation by family members or affected others is excluded. 
This analysis shows that: 

■ While 62% of problem gamblers are male  
■ Only 48% of the intervention sessions delivered were to males. 

Figure 1.2d: Service utilisation by gender compared with prevalence 
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Figure 1.2c: Presentation rate by age for gamblers 

Analysis of Ministry of Health problem gambling intervention data for 
inequitable presentation, service utilisation and effectiveness trends (cont.) 
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Outcome Indicator 

Figure 1.2e compares service utilisation and prevalence across six age brackets. Inequity in 
service utilisation is measured by the difference between the light and dark coloured bars. The 
greatest inequity occurs in the: 
■ 15-24 group, where prevalence is 16% compared with service utilisation of 9% 
■ 35-44 group, where the prevalence is 19% compared with service utilisation of 25%. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1.2f (on the panel to the right) compares service utilisation and prevalence for each ethnic 
group. Inequity is evident across most ethnic groups. However it is particularly present for: 

■ Other ethnicity where service utilisation is higher at 51% than the prevalence of 39% 
■ Pacific people, where service utilisation is 10% compared with prevalence of 16% 
■ East Asian where service utilisation is 7% compared with prevalence of 10%. 
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Figure 1.2e: Service utilisation by age groupings compared with prevalence 

Prevalence 

Service utilisation 

Figure 1.2f: Service utilisation by ethnicity compared with prevalence (non age and gender standardised) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Inequitable effectiveness 

During brief and full intervention sessions (sessions), clinicians apply a series of screens to assess 
the severity of a service-user’s gambling harm. Effectiveness can be assessed by comparing the 
scores recorded in an initial session to those recorded in subsequent sessions. Inequity can be 
measured by comparing effectiveness results across demographic groups. For this outcome 
indicator, comparisons are limited to gender due to the limited number of service-users in each 
ethnic group and age bracket that had each of the screens completed Māori versus non-Māori. 

Service providers are required to complete screens to assess a service-user’s gambling harm and 
record these in client notes, but are not required to record these in the CLIC database.  

In addition, the analysis of effectiveness only includes service-users that had more than two full 
sessions and excludes any ‘affected others’ that are seeking help in respect of problems 
associated with someone else’s gambling. Consequently, the number of service-users for which 
analysis of effectiveness can be completed is lower than the total number of service-users. 
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Analysis of Ministry of Health problem gambling intervention data for 
inequitable presentation, service utilisation and effectiveness trends (cont.) 

1.2 
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Outcome Indicator 

The CLIC database includes 833 service-users that attended more than one full intervention session 
and had an initial and subsequent PGSI score assessment completed. Where these service-users 
also attended services in the year ended 30 June 2011, data from this year was used to determine 
their initial score. 

A high PGSI score implies that an individual is a high risk of being or becoming a problem gambler. 
The highest possible score on the PGSI is 27 and is calculated based on the responses provided to 
nine questions each with a score of between 0 and 3 based on the frequency the service-user reports 
specific gambling behaviours. As presented in figure 1.2g below, the average PGSI score for service-
users reduced from 11.3 to 5.9 between the initial and subsequent sessions. There was no significant 
difference in PGSI scores when comparing by gender. 

Scores of between 3 and 7 are considered to be indicators of moderate risk gambling behaviour and 
scores of greater than 7 are indicators of problem gambling behaviour. 

Figure 1.2g: PGSI scores from initial and subsequent sessions by gender 
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 Figure 1.2h compares the gambler outcome-control scores from the earliest and latest sessions attended 
by service-users in the year ended 30 June 2012. The gambler outcome-controls score asks service-
users to select the most appropriate of four statements below. Their selection is then allocated a 
corresponding score of between 1 and 4. 

1. I have had complete control over my gambling 

2. I have had some control over my gambling 

3. I have had little control over my gambling 

4. I have had no control over my gambling. 
As recorded in CLIC, 708 service-users attended more than one full intervention session and had an 
initial and subsequent outcome-control score assessment completed. This shows that the average 
gambler control score reduced from 2.41 to 1.73 between the earliest and latest sessions. There was no 
significant difference in outcome-control scores when comparing by gender. 
 
Figure 1.2h: Initial and subsequent gambler outcome-control scores by gender 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Analysis of Ministry of Health problem gambling intervention data for 
inequitable presentation, service utilisation and effectiveness trends (cont.) 
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Outcome Indicator 
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The CLIC database includes 772 service-users that attended more than one full intervention 
session and had an initial and subsequent assessment of dollars spent on gambling completed.  

Figure 1.2i below compares the dollars spent from the earliest and latest sessions attended by 
service-users in the year ended 30 June 2012. Service-users were asked ‘In the last month when 
you were gambling, roughly what amount of money did you spend on gambling?’ This excludes 
any money won and subsequently gambled. Figure 1.2i counts the dollars spent in groups and 
shows that (as expected) the dollars spent by service-users fell between the initial and subsequent 
sessions. 

A positive message from this analysis is that the majority of service-users reported spending $0 on 
gambling when assessed at their subsequent session. 

 Figure 1.2i: dollars spent from initial and subsequent sessions 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Limitations and areas for improvement 

Our analysis of inequitable effectiveness does not include analysis by ethnicity or age. There were 
insufficient service-user records to complete this analysis in most ethnic groups, however, 
outcome indicator 2.2 provides Māori specific analysis. Our analysis is also not adjusted for the 
age of different population groups (commonly referred to as age standardisation). Differences 
between the measures of effectiveness for males and females may be due to differences in the 
age structure of women compared with men. 

The measures of effectiveness require service-users to attend multiple sessions and have the 
effectiveness measures recorded in the CLIC database. This creates a limitation in that people 
who do not consider services are beneficial may not attend multiple sessions and will therefore be 
excluded from this analysis. This analysis only provides a snapshot of intervention data over a 12 
month period. 

Prevalence for this outcome indicator is based on the results of the New Zealand Health survey. 
Due to the low number of Asian and Pacific participants in this survey (930 and 957 respectively), 
this survey may not correctly record the problem gambling population for these groups. 

The PGSI tool used for measuring gambling harm was validated in the Canadian population, and 
as such there is the possibility that this tool may not be valid for the New Zealand context. 
However, initial research by Clarke et al, (2012); and Devlin & Walton (2012), suggests that the 
PGSI is applicable to New Zealand populations.  

The measures of dollars spent on gambling are in response to the question: 

‘In the last month when you were gambling, roughly what amount of money did you spend on 
gambling?’. 

Clinicians are encouraged to ensure that this only includes dollars lost on gambling (i.e. money 
taken to gamble with plus any additional money obtained and ignoring any money won). 
Responses are subjective and therefore the analysis should be treated with caution. 

Future iterations of this outcome indicator could be improved by developing confidence intervals 
for the presentation rate analysis. This would provide greater confidence in the analysis. 

 

 

 

 

 

 

 

 

 

Analysis of Ministry of Health problem gambling intervention data for 
inequitable presentation, service utilisation and effectiveness trends (cont.) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 
revenue) against the New Zealand deprivation index for trends indicating inequitable 
gambling participation and opportunities in low socioeconomic communities 

For example, in figure 1.3a (above) meshblock A is in a low socioeconomic community. Meshblocks 
B and C are not. When determining the number of gambling venues in meshblock A, venues in 
meshblock B and C and within 200 metres of meshblock A are also included. In this scenario, there 
are three gambling venues in low socioeconomic communities. 
The underlying assumption to this analysis is that people gamble in a community near where they 
live. The 200 metre buffer takes into account that people living in meshblock A may travel someway 
into meshblock B or C to gamble but are less likely to travel long distances to gamble. 
The analysis of participation and opportunities for gambling is based on the population aged 20 
years and over as recorded in the 2006 census (approximately 2.8 million adults). Approximately 
786,000 (28%) of the population were recorded as residing in low socioeconomic areas. 

Definitions 
■ Class 4 gambling refers to gambling on EGMs outside of a Casino, commonly in a club / pub. 
■ Gambling participation is defined as the expenditure on Class 4 gambling as measured by 

the EMS. 
■ Gambling opportunities are measured by the number of Class 4 venues and Class 4 EGMs 

compared with the adult population. 
■ A low socioeconomic community is defined as a community of decile 8, 9 and 10 on the 

NZDep2006 deprivation scale. The NZDep2006 scale of deprivation is prepared by the 
University of Otago and divides New Zealand into tenths based on nine variables from the 2006 
census. A score of 10 indicates that the community is in the most deprived 10 per cent of areas 
in New Zealand and a score of 1 indicates that the community is in the least deprived 10 per 
cent of areas. 

 
 
 
 
 
 

Data source and approach to measurement 
Outcome indicator 1.3 analyses Class 4 revenue data against the New Zealand deprivation index 
(NZDep2006). Data for outcome indicator 1.3 was obtained from the Department’s Electronic 
Monitoring System (EMS) for Class 4 gambling and measures the period 1 July 2011 to 30 June 
2012. 

The Department requires all gaming machines in pubs and clubs to be connected to EMS. The 
EMS obtains accurate and timely information about gaming machine usage. The information 
provided by the EMS includes:  

■ The amount of money gambled on gaming machines  
■ The location and number of machines 
■ Other technical data on machine faults and the amount due to be banked (not analysed for this 

outcome indicator). 

The Ministry’s Health and Disability Intelligence unit categorised each venue according to the 
socioeconomic status of the meshblock, as set out in the New Zealand deprivation index. The 
meshblock is the smallest geographical area collected by the 2006 census, typically a grouping of 
streets within a suburb. Analysis was performed using Geographic Information Systems (GIS). 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures this indicator 

– The GIS analysis provides an effective measure of the 
participation in and opportunities for gambling. 

■ High confidence in the reliability and robustness of data: 
– EMS data is obtained from all EGMs and is reliable 
– Data on socioeconomic status is obtained from NZDep2006 and 

is reliable. 

 

■ Inequity exists in both gambling participation and opportunities for low socioeconomic 
communities, in particular: 
– The spend per person is over three times higher in low socioeconomic communities than 

high socioeconomic communities 
– The number of venues per 10,000 adults is slightly under three times higher in low 

socioeconomic communities than high socioeconomic communities 
– The number of gaming machines per 10,000 adults is slightly over three times higher in low 

socioeconomic communities than high socioeconomic communities. 

1.3 

H 

The GIS approach to analysing data reviews each 
meshblock and compares the adult population within that 
meshblock with the number of gambling venues, 
machines and the gambling spend. Meshblocks vary in 
size depending on the population within, for example in 
highly dense urban areas a meshblock may be as small 
as a city block or large apartment building whereas in less 
populated rural areas, meshblocks can be large. 
A 200 metre buffer was applied to this GIS analysis. The 
buffer means that when determining the number of 
gambling venues, Electronic Gaming Machines (EGMs) 
or gambling expenditure, parts of other neighbouring 
meshblocks that are within 200 metres of a particular 
meshblock are included. 

Figure 1.3a: Example of how buffer is applied 
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Outcome Indicator 

Definitions (cont.) 

A medium socioeconomic community is a community of decile 4,5,6 or 7 on the NZDep2006 
deprivation scale. 
A high socioeconomic community is a community of decile 1,2 or 3 on the NZDep2006 
deprivation scale. 
 
Figure 1.3b (below) presents the three categories of socioeconomic status and their relationship 
to deprivation. High deprivation areas are equivalent to low socioeconomic areas and vice versa. 
 
 Figure 1.3b: Deprivation continuum 
 
 
 
 
 

Current state of the indicator 

Gambling participation 
Figure 1.3c compares the spend on Class 4 gambling per person per annum in low 
socioeconomic communities with medium and high socioeconomic communities. The analysis in 
figure 1.3c shows inequitable participation in gambling in low socioeconomic areas and a strong 
link between socioeconomic status and the spend on gambling. 
 
The average spend per person on Class 4 gambling per annum in low socioeconomic 
communities is over three times as high as the spend in high socioeconomic communities. 
 

The spend on gambling is: 

1.3 

Low 
socioeconomic 

Medium 
socioeconomic 

High 
socioeconomic 

Number of venues per 
10,000 adults 13.1 9.5 4.8 

Number of EGMs per 
10,000 adults 177 120 58 

Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 revenue) against 
the New Zealand deprivation index for trends indicating inequitable gambling participation and 
opportunities in low socioeconomic communities (cont.) 

Figure 1.3c: Comparison of participation in gambling between low, medium and high socioeconomic 
communities. 

Low socioeconomic Medium socioeconomic     High socioeconomic

High deprivation            Medium deprivation           Low deprivation

per person, per annum in low 
socioeconomic communities 

$866 

per person, per annum in 
medium socioeconomic 

communities 

$581 

per person, per annum in high 
socioeconomic communities 

$263 

Gambling opportunities 

In addition to analysing the participation in gambling, this outcome indicator analyses the 
opportunities for gambling, in terms of the number of venues and the number of EGMs. 

On average there are slightly fewer than three times as many venues and slightly greater than 
three times as many EGMs per 10,000 adults in low socioeconomic areas compared to high 
socioeconomic areas 
 

Figure 1.3d Comparison of gambling venue numbers between low, medium and high socioeconomic communities. 
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Outcome Indicator 1.3 
Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 revenue) against 
the New Zealand deprivation index for trends indicating inequitable gambling participation and 
opportunities in low socioeconomic communities (cont.) 

Limitations 

This analysis is restricted to Class 4 gambling and does not include other forms of gambling, 
including Casino, Lotteries and NZ Racing Board gambling. 

The geographical analysis is based on the assumption that people gamble near where they live, 
rather than travelling to visit a gambling venue. 

Although the legal age to gamble in Class 4 venues is 18, the population aged 20 years and over is 
used for this analysis due to limitations with the NZDep2006 dataset used for determining the 
socioeconomic status of communities. 

The number and location of gambling venues and EGMs is not necessarily a conscious decision by 
gambling operators. The ability to relocate existing gambling venues or open new gambling venues 
is largely controlled by the Gambling Act 2003 and local territorial authority gambling policy. 

A 200 metre buffer has been applied (refer to source of information and approach to measurement 
section). This buffer has the effect of increasing the ratio of gambling venues, EGMs and spend per 
adult. In the example described on page 57, the three venues illustrated would be counted in each 
of the three meshblocks. This buffer has the effect of providing a more realistic measure of 
gambling participation and opportunities but has the unintended effect of increasing the ratio of 
gambling venues, EGMs and spend per adult. The focus should therefore be on the size of the 
difference between each of the measures rather than the values. 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of the proportion of charitable trust gambling grants allocated to 
communities with New Zealand social deprivation scores between decile 7 and 
10 

Challenges with measurement 

Data on charitable trust gambling grants is not currently centrally collated 
or reported with the level of detail required for this outcome indicator. 

The Department of Internal Affairs is developing an Integrated Gambling 
Platform which should collect the information required. This is expected to 
be operational in 2014. 

■ Not currently measurable. Data on charitable trust grants is not centrally collected and the 
disparate data that is available does not include the information on the socioeconomic status of 
recipients required to measure this outcome indicator. 

NA 

1.4 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Review of problem gambling provider reports for the range of low 
socioeconomic communities targeted by public health initiatives 

Definitions 

■ A low socioeconomic community is a community of decile 8, 9 and 10 on the NZDep2006 
deprivation scale. The NZDep2006 scale of deprivation is prepared by the University of Otago 
and divides New Zealand into tenths based on nine variables from the 2006 census. A decile of 
10 indicates that the community is in the most deprived 10 per cent of areas in New Zealand 
and a decile of 1 indicates that the community is in the least deprived 10 per cent of areas. 

■ Range is measured for this outcome indicator by differences in the socioeconomic scale. 

■ A public health initiative can be defined as any initiative that fits within the public health 
service specifications that form part of each problem gambling service provider’s contract with 
the Ministry. 

■ A community refers to the territorial authority or census area unit targeted by an initiative. 

■ A census area unit is one of the 1,770 geographic areas (commonly suburbs) as defined 
within the Census and NZDep2006 index. 

Current state of the indicator 

Service providers reported 371 initiatives completed between 1 January 2012 and 30 June 2012. 
Most initiatives targeted more than one community. Common examples were initiatives that 
targeted all territorial authorities within a region or initiatives that targeted several neighbouring 
census area units. 

Figure 1.5a below shows that 54% of initiatives were targeted at one or more territorial authority, 
42% at a one or more specific communities. Initiatives were completed in 73% of all territorial 
authorities. 

Figure 1.5a: Focus of initiatives reported 

 

 

 

 

 

 

 

 

 

 

  

Data source and approach to measurement 

All service providers contracted to prevent and minimise harm from gambling submit reports to the 
Ministry of Health on a six-monthly basis. Service providers that are contracted to deliver public 
health initiatives include in this reporting a narrative description of the focus of public health 
activities over the reporting period and a description of public health initiatives completed. This 
reporting does not capture the socioeconomic status of communities targeted. 

A data request was sent to all service providers asking them to report back on all initiatives 
completed over the period 1 January 2012 to 30 June 2012. This request included: 
■ A brief description of the initiative 
■ Whether the initiative was targeted at a specific census area unit, territorial authority or all of 

New Zealand 
■ The specific census area unit or territorial authority targeted (one or more) 
■ The deprivation index for the targeted area 
■ Whether the community targeted was Māori 
■ Whether the initiative was community action-based 
■ The purchase unit from the service specification that the initiative best related to. 
Responses from service providers were aggregated, cleansed for consistency and analysed by 
socioeconomic status and the community targeted. 

Our confidence in the indicator is low, driven by: 
■ Low confidence that the data effectively measures the indicator: 

– A high number of assumptions are required to report on this 
indicator. Responses from service providers indicated a high 
degree of variation in the level at which they targeted public 
health initiatives. 

■ Medium confidence in the reliability and robustness of the data: 
– This indicator reports on six months of data only 
– The indicator does not include all initiatives from the Problem 

Gambling Foundation (refer to the limitations section).  

■ Of the communities targeted by public heath initiatives, 61% of communities targeted were of a 
social deprivation decile of six or greater.  

■ Approximately 25% of those targeted were low socioeconomic communities (those with a 
deprivation decile of eight or greater). 

1.5 

Census area unit 
42% 

Territorial 
Authority 

54% 

National 
4% 

L 
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Outcome Indicator 
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Figure 1.5b below shows the socioeconomic range of communities targeted by public health 
initiatives. The key conclusions from this analysis are that: 

■ Only one initiative was reported to target a community with a deprivation score of between 1 
and 3. 

■ The majority of initiatives targeted communities with a deprivation score of between 4 and 6. 
This is likely to be because the NZDep2006 divides New Zealand into tenths, and the five 
largest urban centres have scores between 4 and 6. 

■ 25% of initiatives were reported to target low socioeconomic communities. 

Initiatives that indicated they were targeted at a national level are excluded from this analysis. The 
number of initiatives in figure 1.5b is greater than the 371 initiatives reported in figure 1.5a as many 
initiatives targeted more than one community or territorial authority. 

Figure 1.5b: Range of low-socioeconomic communities or territorial authorities targeted 

 

 

 

 

 

 

 

 

 

 

 

  

Review of problem gambling provider reports for the range of low 
socioeconomic communities targeted by public health initiatives (cont.) 

1.5 

Most 
deprived 

Least 
deprived 

Low socioeconomic 
communities 

Table 1.5c and figure 1.5d below show the 
territorial authorities where the most public health 
initiatives were targeted. 

 

 

 

 

 

 

 

 

 

 

Territorial authority Socioeconomic  
score 

Manukau City 6 

Porirua City 6 

Auckland City 5 

Wairoa District 8 

Gisborne District 7 

Christchurch City 5 

Wellington City 4 

Horowhenua District 7 

Far North District 8 

Palmerston North City 6 

Lower Hutt City 6 

Table 1.5c: socio-economic scores by territorial 
authority 

Figure 1.5d: Territorial authorities targeted by public 
health initiatives 
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Outcome Indicator 

Review of problem gambling provider reports for the range of low 
socioeconomic communities targeted by public health initiatives (cont.) 

1.5 

Limitations and areas for improvement 

This analysis only covers the six months from 1 January 2012 to 30 June 2012. Analysis of a full 
year may provide a more complete indicator of progress towards this outcome. 

Service providers were asked to make an assessment of the community targeted and record their 
best estimate. This required judgement in determining whether an initiative targeted a wide area 
such as a territorial authority or specific communities within that territorial authority. 

To maintain consistency with the NZDep2006 data, the Auckland territorial authority boundaries 
that existed before the amalgamation of Auckland Council were used in analysis. 

The NZDep2006 data has been analysed at a census area unit level. A census area unit is 
approximately equivalent in size to a suburb. Consequently, initiatives targeting part of a census 
area unit (perhaps part that is low socioeconomic amongst a high socioeconomic area) will not be 
recorded as a low socioeconomic community in this analysis. 

This analysis includes a sample of approximately 10% of the initiatives completed by the Problem 
Gambling Foundation. This was the first time that detailed data was collected on public health 
initiatives by service providers and previously service providers have not been required to collect 
this information. The Problem Gambling Foundation maintains a database for recording public 
health initiatives but this did not record the same information required by this outcome indicator. 
Due to time and resourcing constraints, it was agreed to collect this information for 10% of 
initiatives. The Problem Gambling Foundation is funded for the largest amount of public health full 
time equivalents (FTE). 

This outcome indicator is subject to a degree of location bias in that service providers are most 
likely to deliver public health initiatives within the region that they are located. This influences the 
geographical spread of initiatives and also the socioeconomic communities targeted. The Ministry 
contracts service providers in the areas of highest need. 



Objective 2  
 
Māori families are supported to 
achieve their maximum health and 
well-being through minimising the 
negative impacts of gambling 
 

Analysis and presentation of outcome indicators for objective 2 

2.1 Analysis of New Zealand Health Survey data for trends indicating (in)equitable gambling 
and problem gambling prevalence for Māori 

2.2 Analysis of Ministry of Health problem gambling intervention data for (in)equitable 
presentation, service utilisation and effectiveness trends for Māori 

2.3 

Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 
revenue) against the New Zealand deprivation index for trends indicating inequitable 
prevalence of gambling participation and opportunities in Māori and low socioeconomic 
communities with high Māori populations 

2.4 Analysis of the proportion of charitable trust gambling grants allocated to Māori 
communities and organisations. 

2.5 Review of problem gambling provider reports for the range and number of Māori 
communities targeted by public health initiatives 

2.6 Review of the number and quality of opportunities for Māori to provide advice into Ministry 
processes around problem gambling activities 

2.7 Analysis of periodic cultural audits to identify levels of cultural responsiveness of general 
and Māori intervention and public health services 

2.8 Analysis of client data for trends in Māori specific presentations compared to New Zealand 
Health Survey prevalence data 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence for Māori 

Prevalence 

■ Prevalence is defined as the number of cases in a population, often presented as a percentage 
or proportion (NZHS, 2011/12) 

■ Prevalence is used to understand inequity in participation in gambling activity as well as 
problem gambling status of individuals (NZHS, 2011/12). 

Data collection and analysis 

NZHS results were based on a sample size of 12,572 adults aged 15 years and over who were 
usually resident and living in New Zealand (excluding offshore islands) (Ministry of Health, 2012). 
Data was collected through interviews, supported by call-backs. Data was then cleaned i.e. 
incomplete or incorrect data was removed.  

Analysis of NZHS results 

Data was analysed by: ethnicity, age and gender. 

Analysis of participation and prevalence 

The NZHS 2011/12 uses the nine-question Problem Gambling Severity Index (PGSI), which is part 
of the Canadian Problem Gambling Index (CPGI). The PGSI includes a nine-item problem 
gambling screen, which measures the continuum of gambling problems to identify the gambling 
status of individuals. This is used to derive the prevalence of: 

■ Non-gambling 
■ Non-problem gambling 
■ Low-risk gambling 
■ Moderate-risk gambling 
■ Problem gambling. 
 
NZHS prevalence statistics are reported amongst the whole population as well as amongst 
gamblers.  

Technical notes 

Calibrated weighting was applied to NZHS data. Calibrated weights were calculated using 
population counts from the 2006 Census, broken down by age, gender, District Health Board area 
and ethnic group. These variables were included in the calibration weighting because they are 
related to many health conditions and non-response, and are the output classifications for the 
survey. By using these variables in the calibration, if the sample differed from the population 
according to any of these categories, then the weighting corrected for the discrepancy (NZHS 
2006/07; NZHS Methodology Report, 2011). 
 

 

 

 

 

Data source and approach to measurement 

Full results of the 2012 New Zealand Health Survey (“NZHS, 2011/12”) were used to report on 
participation in gambling activities and prevalence of problem gambling for this outcome indicator.  

Definitions 

Three terms were defined as a basis for this analysis: 

Inequitable 
Where one population group is over or under-represented compared with other population groups. 

Participation 
Participation is considered here as participation in one or more gambling activities (NZHS, 
2011/12). 

 

There is a high level of confidence in this indicator, driven by: 
■ A high level of robustness and reliability in the data due to a large 

sample size and medium confidence in the reliability of population 
subgroup data due to small sample sizes 

■ Strong relationship between the data and the objective of the 
indicator 
– NZHS collects national participation and prevalence data. 
 
 

 

■ Overall, there has been a reduction in gambling participation and problem gambling prevalence 
for Māori since 2006/07. Although a degree of inequity remains present for Māori. 

■ Inequality in gambling participation: Māori participation in gambling has declined since 
2006/07. However, inequity remains the greatest for Māori out of all ethnic groups, across most 
gambling activities; particularly in high-risk forms of gambling such as playing gambling 
machines in pubs and clubs. Māori between the ages of 25-64 are most likely to play gambling 
machines.  

■ Inequality in problem gambling prevalence: Māori problem gambling prevalence has 
generally declined since 2006/07. However, Māori problem gambling prevalence remains 
substantially unequal in all gambling risk categories. When analysed for age and gender, Māori 
men and women between the ages of 45-54 are most likely to be problem gamblers.  

2.1 

H 
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Outcome Indicator 
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Figure 2.1a: Participation by gambling activity for Māori compared to non-Māori (adjusted for age and gender) (Māori n= 2,583) 
(non-Māori n=9,989) 

Maori 
Non-Maori 

Current state of the indicator 

Inequities in gambling participation 

Māori inequity compared to non-Māori 

Māori are significantly more likely (11% compared to 5.5%) to 
participate in playing gambling machines at a pub or club than 
non-Māori. They were also more likely to participate in playing 
gambling machines at a casino (4.9% compared to 4.2%); 
Instant Kiwi or scratch tickets (16.8% compared to 13.8%); 
Housie or Bingo (2.5% compared to 0.5%); Keno or Bullseye 
(2.1% compared to 0.8%) and betting on sports events (3.9% 
compared to 2.8%) (see figure 2.1a, opposite).  

In summary, Māori participation is significantly inequitable in 
the following gambling activities: 
■ Playing gambling machines at pubs or clubs  
■ Playing Housie or Bingo 
■ Playing Keno or Bullseye. 

 

Changes in inequity between the 2006/07 and 2011/12 NZHS 

In general, participation in gambling activities declined for 
Māori in the period between the 2006/07 and 2012 New 
Zealand Health Surveys. This decline was significant for 
activities such as: 

■ Playing gambling machines (at pubs and clubs or casinos) 
■ Betting on horse or dog races 
■ Buying Instant Kiwi or scratch tickets 
■ Buying Lotto products. 

 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence for Māori (cont.) 
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Figure 2.1b: Trends in participation for Māori between the 2006/07 and 2011/12 NZHS (adjusted for age and gender) (NZHS 
2006/07 n=3,160) (NZHS 2011/12 n=2,583) 

NZHS 2006/07 
NZHS 2011 

Māori participation declined significantly 
between 2006/06 and 2012 in playing 

gambling machines; betting on horse or dog 
races; buying Instant Kiwi or scratch tickets; 

and buying Lotto products.  

2.1 

Māori are significantly more likely to 
participate in gambling machines at a pub or 

club; participate in Housie or Bingo; and 
Keno or Bullseye than non-Māori.  
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Outcome Indicator 

5.2% 

7.9% 

1.9% 1.8% 

18.1% 

0.1% 0.6% 

3.1% 
1.9% 

6.0% 

15.7% 

5.3% 

1.6% 

18.9% 

1.2% 
1.3% 

5.7% 
4.2% 

5.9% 

11.6% 

6.9% 

3.3% 

15.8% 

0.2% 

2.4% 
4.4% 

2.5% 

0% 

5% 

10% 

15% 

20% 

25% 

Played gambling 
machines or 

pokies at a casino 

Played gambling 
machines or 

pokies at a pub or 
club 

Bet on horse or 
dog races 

Played Housie or 
Bingo 

Bought Instant Kiwi 
or Scratch tickets  

Played an internet 
game for money 

through an 
overseas website 

Bought Keno or 
Bullseye ticket 

Bet on sports 
events 

Played table 
games, such as 
card games or 

dice, at a casino 

Figure 2.1c: Māori participation in non-lottery gambling activities by age group (15-44) 

15-24 (n=422) 

25-34 (n=511) 

35-44 (n=550) 

Inequities in gambling participation (cont.) 

Inequity by age group 

Māori age groups were analysed by participation in non-lottery 
gambling activities (Lottery activities were excluded in order to 
view trends in other high-risk gambling activities). The key 
findings of this analysis show that: 

Younger age groups (figure 2.1c, right top) are more likely 
than older age groups to participate in: 

■ Gambling machines or table games at a casino 
■ Internet games for money. 

Older age groups (figure 2.1d, right bottom) are more likely to 
participate in: 

■ Betting on horse or dog races 
■ Buying Keno or Bullseye tickets. 

Middle age groups i.e. those between the ages of 25-64 are 
more likely to participate in: 

■ Gambling machines in a pub or club. 

 

 

 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence for Māori (cont.) 
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Figure 2.1d: Māori participation in non-lottery gambling activities by age group (45-65+) 

45-54 (n=458) 
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65+ (n=317) 

2.1 



68 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Outcome Indicator 

Inequities in problem gambling prevalence 

Māori inequity compared to non-Māori 

In terms of problem gambling prevalence, Māori are over-
represented in low risk, moderate risk and problem gambler 
categories both amongst the whole population and amongst 
gamblers when compared to non-Māori (see figures 2.1e and 
2.1f opposite).  

Inequity is most pronounced in the moderate risk category, 
where Māori are three times more likely to be moderate risk 
gamblers amongst the population and five times more likely 
to be moderate risk gamblers amongst gamblers.  

Trends in prevalence between the 2006/07 and 2012 New 
Zealand Health Surveys 

In the period between the 2006/07 and 2012 New Zealand 
Health Surveys, there has been a general decline in problem 
gambling prevalence for Māori. Only non-problem gamblers 
amongst gamblers saw an increase over the period (see 
figures 2.1g and 2.1h opposite bottom).  

 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence for Māori (cont.) 
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Figure 2.1e: Māori compared to non-Māori prevalence 
(amongst whole population) (Māori n=2,583) (non-Māori 

n=9,889) 
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Figure 2.1f: Māori compared to non-Māori prevalence 
(amongst gamblers) (Māori n=1,396) (non-Māori n=5,112) 
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Figure 2.1g: Trends in prevalence for Māori between the 
2006/07 and 2011/12 NZHS (amongst population) (NZHS 

2006/07 n=3,160) (NZHS 2011/12 n=2,583) 
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Figure 2.1h: Trends in prevalence for Māori between the 
2006/07 and 2011/12 NZHS (amongst gamblers) (NZHS 

2006/07 n=2,292) (NZHS 2011/12 n=1,396) 
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Outcome Indicator 

Inequities in problem gambling prevalence (cont.) 

Māori inequity by gender (amongst population) 

At-risk prevalence categories (low risk, medium risk and 
problem gambling categories but excluding non problem 
gamblers) were assessed for gender inequity by comparing 
prevalence statistics of Māori with non-Māori.  

The results of this analysis show that Māori females (see 
figures 2.1i and 2.1j, opposite top) are significantly more 
likely than non- Māori to be at low and medium risk of 
gambling harm (amongst gamblers). 

Māori males are also significantly more likely (see figures 
2.1k and 2.1l, opposite bottom) than non- Māori to be at low 
and medium risk of gambling harm (amongst gamblers). 

 

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence for Māori (cont.) 
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Figure 2.1i: Māori compared to non-Māori prevalence 
amongst females (amongst population) (Māori n=1,652, Non-

Māori n=5,818)  
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Figure 2.1j: Māori compared to non-Māori prevalence 
amongst females (amongst gamblers) (Māori n=881, Non-

Māori n=2,882) 
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Figure 2.1k: Māori compared to non-Māori prevalence 
amongst males (amongst population) (Māori n=931, Non-

Māori n=4,171)  
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Figure 2.1l: Māori compared to non-Māori prevalence 
amongst males (amongst gamblers) (Māori n=515, Non-Māori 

n=2,230) 
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Outcome Indicator 

Inequities in problem gambling prevalence (cont.) 

Māori inequity by age-group (amongst gamblers) 

At-risk prevalence categories (low risk, medium risk and 
problem gambling categories but excluding non problem 
gamblers) were assessed for age inequity by comparing 
prevalence statistics of Māori with non-Māori (see figures 2.1m 
and 2.1n, opposite). The results of this analysis show that 
Māori prevalence is significantly inequitable: 

■ In the low risk category across all younger age groups (15 
– 44 years of age) 

■ In the medium risk category for most age groups (15 – 64 
years of age) 

■ In the problem gambler category for 45-54 year olds.  

 

Limitations and areas for improvement 

The NZHS is a robust and reliable survey, and is currently the 
best standard survey in terms of collecting data on gambling in 
New Zealand. Some limitations may still exist. For instance: 

■ Small sample sizes for Māori subgroups and some newer 
forms of gambling activity mean that results should be 
treated with caution.  

■ The PGSI tool used for measuring gambling harm was 
validated in the Canadian population, and as such there is 
the possibility that this tool may not be valid for the New 
Zealand context. However, initial research by Clarke et al, 
(2012); and Devlin & Walton (2012), suggests that the 
PGSI is applicable to New Zealand populations.  

 

 

 

  

Analysis of New Zealand Health Survey data for trends indicating inequitable 
gambling and problem gambling prevalence for Māori (cont.) 
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Figure 2.1m: Māori prevalence by age-group (amongst gamblers)  
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 
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Definitions (cont.) 

Inequitable presentation occurs when Māori have a presentation rate different to that of non-
Māori.  

Service utilisation measures the number of sessions delivered by problem gambling service 
providers in a year for each population group. 

Inequitable service utilisation occurs when service utilisation for Māori occurs at a rate different 
to the prevalence for Māori. 

Effectiveness is measured by movements in a service-user’s lower levels of gambling harm (as 
measured by the PGSI), dollars spent and control over gambling measures as assessed in an 
intervention session compared with original scores recorded. 

Inequitable effectiveness occurs when measures of effectiveness for Māori are different to those 
for non-Māori. 

Current state of the indicator 

Inequitable presentation 

Figure 2.2a shows the presentation rate to problem gambling services for males and females and 
compares Māori with non-Māori. Overall the presentation rate for Māori is lower (13.4%) than for 
non-Māori (15.7%). This analysis only includes gamblers that present to services. Presentations by 
family members/affected others are excluded from this analysis.  

Figure 2.2a: Presentation rate comparison Māori and non-Māori (non age and gender standardised) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data source and approach to measurement 

Data for outcome indicator 2.2 was obtained from two sources. 

1. Data on presentations, service utilisation and effectiveness was obtained from the Ministry’s 
CLIC database. The CLIC database is used to record data on people attending problem 
gambling services. Data measures the period 1 July 2011 to 30 June 2012. 

2. Data on the prevalence of problem gambling was obtained from the NZHS 2011/12. 

Data was analysed by gender, ethnicity and age for each of the measures discussed on the 
following pages. All analysis in this indicator is completed for gamblers only. Presentations or 
service usage by family members/affected others are excluded from this analysis.  

Definitions 

Presentations measures the number of unique service-users (i.e. only counting each service-user 
once) receiving a brief or full session (typically the first session) at a problem gambling provider.  

The presentation rate divides the number of presentations to problem gambling services in a year 
for a population group by the prevalence of problem gambling for the same population group. For 
the purpose of illustration, presentation rates for brief and full presentations are displayed 
separately in figures throughout this indicator. The presentation rate provides a measure of how 
effective services are at reaching those at risk of gambling harm. 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– CLIC is highly effective at measuring presentations and service 
utilisation and moderately effective at measuring clinical 
effectiveness 

– NZHS is highly effective at measuring prevalence. 
■ High confidence in the reliability and robustness of the data 

– Large sample sizes associated with both CLIC and the NZHS for 
Māori. 

 

■ Māori compare slightly unfavourably to non-Māori across presentation and service utilisation. 
Inequity is present in presentations whereby a lower rate of Māori females are presenting than 
non-Māori and in service utilisation where Māori male attendance at intervention sessions is 
lower than their respective share of prevalence. 

■ Effectiveness trends show improvement between initial and subsequent sessions with Māori 
recording lower levels of gambling harm (PGSI) scores initially than non-Māori but also 
recording slightly less improvement in scores after treatment. 

 

2.2 

H 

Analysis of Ministry of Health problem gambling intervention data for 
(in)equitable presentation, service utilisation and effectiveness trends for Māori 

Lighter shades – Brief session 
 
Darker shades – Full session 
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Outcome Indicator 

Figure 2.2d (below) compares service utilisation and prevalence for Māori and non-Māori without 
the gender split. This analysis shows that 34% of problem gamblers are Māori and 33% of the 
intervention sessions delivered were to Māori. 
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Figure 2.2d: Service utilisation by ethnicity compared with prevalence (non age and 
gender standardised) 
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Inequitable service utilisation 

Figures 2.2b and 2.2c compares service utilisation and prevalence for Māori and non-Māori males 
and females. This presents a similar message to the presentation rate analysis discussed 
previously but differs in that service utilisation measures all intervention sessions (including the 
same service-user attending on multiple occasions), whereas presentations focuses on unique 
service-users receiving a brief or full session. As with the analysis of presentations, this only 
includes service utilisation by gamblers, service utilisation by family members or affected others is 
excluded. 
This analysis shows that: 
■ Eighteen per cent of problem gamblers are Māori males and 13% of the intervention sessions 

delivered were to Māori males. 
■ Sixteen per cent of problem gamblers are Māori females and 20% of the intervention sessions 

delivered were to Māori females.  
■ Forty-four per cent of problem gamblers are non-Māori males and 35% of the intervention 

sessions delivered were to non-Māori males. 
■ Twenty-two per cent of problem gamblers are non-Māori females and 32% of the intervention 

sessions delivered were to non-Māori females.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Analysis of Ministry of Health problem gambling intervention data for 
(in)equitable presentation, service utilisation and effectiveness trends for Māori 
(cont.) 
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Figure 2.2b: Service utilisation by ethnicity and gender compared with prevalence (non 
age standardised) – males 
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Figure 2.2c: Service utilisation by ethnicity and gender compared with prevalence (non 
age standardised) - females 
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Outcome Indicator 
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Figure 2.2e: PGSI scores from initial and subsequent sessions Māori compared with non-Māori 

Initial session Subsequent session 

Figure 2.2f (on the following page) compares the gambler outcome-control scores from the earliest 
and latest sessions attended by service-users in the year ended 30 June 2012. The gambler 
outcome-controls score asks service-users to respond to select the most appropriate of four 
statements below and they are allocated the corresponding score of between 1 and 4. 

1. I have had complete control over my gambling 

2. I have had some control over my gambling 

3. I have had little control over my gambling 

4. I have had no control over my gambling 

The CLIC database includes 708 service-users that attended more than one full intervention 
session and had an initial and subsequent outcome-control score assessment completed (of which 
225 were Māori). This analysis shows that the average gambler control score for Māori reduced 
from 2.48 to 1.75 between the earliest and latest sessions. 

Inequitable effectiveness 

During brief and full intervention sessions, clinicians apply a series of screens to assess the 
severity of a service-user’s gambling harm. Effectiveness can be assessed by comparing the 
scores recorded in an initial session to those recorded in subsequent sessions. Inequity can be 
measured by comparing effectiveness results across demographic groups.  

Service providers are required to complete screens to assess a service-user’s gambling harm and 
record these in client notes, but are not required to record these in the CLIC database.  

In addition, the analysis of effectiveness only includes service-users who had at least two full 
sessions and excludes any ‘affected others’ that are seeking help in respect of problems 
associated with someone else’s gambling. Consequently, the number of service-users for which 
analysis of effectiveness can be completed is lower than the total number of service-users. 

The CLIC database includes 833 service-users that attended more than one full intervention 
session (of which 266 were Māori) and had an initial and subsequent PGSI score assessment 
completed. Where these service-users also attended services in the year ended 30 June 2011, 
data from this year was used to determine their initial score. 

The highest possible score on the PGSI is 27 and is calculated based on the responses provided to 
nine questions each with a score of between 0 and 3 based on the frequency the service-user 
reports specific gambling behaviours. As presented in figure 2.2e, the average PGSI score for 
Māori service-users reduced from 10.7 to 5.2 between the initial and subsequent sessions 
compared with non-Māori where the PGSI score reduced from 11.6 to 4.9. Scores of between 3 
and 7 are considered to be indicators of moderate risk gambling behaviour and scores of greater 
than seven indicators of problem gambling behaviour. 

 

Analysis of Ministry of Health problem gambling intervention data for 
(in)equitable presentation, service utilisation and effectiveness trends for Māori 
(cont.) 
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Outcome Indicator 
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Figure 2.2f: Initial and subsequent gambler outcome-control scores for Māori 
compared with non-Māori 
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Limitations and areas for improvement 

The measures of effectiveness require service-users to attend multiple sessions and have the 
effectiveness measures recorded in the CLIC database. This creates a limitation in that people who 
do not consider services are beneficial may not attend multiple sessions and will therefore be 
excluded from this analysis. This analysis only provides a snapshot of intervention data over a 12 
month period. 

The NZHS estimates the prevalence of problem gambling for each ethnic group based on the number 
of problem gamblers in each ethnic group identified within the survey. This is subject to a margin of 
error. 

Ethnicity data for this outcome indicator is not standardised for differences in the age or gender of 
each of the ethnic groups. Differences in the age and gender make-up of each group may have an 
impact on the estimated number of problem gamblers and the rate of presentations and service 
utilisation. 

 

 

 

 

 

 

Analysis of Ministry of Health problem gambling intervention data for 
(in)equitable presentation, service utilisation and effectiveness trends for Māori 
(cont.) 
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The PGSI tool used for measuring gambling harm was validated in the Canadian population, and 
as such there is the possibility that this tool may not be valid for the New Zealand context. 
However, initial research by Clarke et al, (2012); and Devlin & Walton (2012), suggests that the 
PGSI is applicable to New Zealand populations.  

Future iterations of this outcome indicator could be improved by developing confidence intervals 
for the presentation rate analysis. This would provide greater confidence in the analysis. 



75 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 revenue) against 
the New Zealand deprivation index for trends indicating inequitable gambling participation and 
opportunities in Māori and low socioeconomic communities with high Māori populations 

Definitions 

■ Class 4 gambling refers to gambling on EGMs outside of a Casino, commonly in a club / pub. 

■ Gambling participation is defined as the expenditure on Class 4 gambling as measured by 
the EMS. 

■ Gambling opportunities are measured by the number of Class 4 venues and Class 4 EGMs 
compared with the adult population. 

■ A low socioeconomic community is a community of decile 8, 9 and 10 on the NZDep2006 
deprivation scale. The NZDep2006 scale of deprivation is prepared by the University of Otago 
and divides New Zealand into tenths based on nine variables from the 2006 census. A score of 
10 indicates that the community is in the most deprived 10 per cent of areas in New Zealand 
and a score of 1 indicates that the community is in the least deprived 10 per cent of areas 

■ A medium socioeconomic community is a community of decile 4,5,6 or 7 on the NZDep2006 
deprivation scale. 

■ A high socioeconomic community is a community of decile 1,2 or 3 on the NZDep2006 
deprivation scale. 

■ Communities with high Māori populations are defined for the purposes of this outcome 
indicator as a meshblock (smallest geographical measure collected by the census) with greater 
than the census average of Māori, that is greater than 14.6%. 

Figure 2.3a presents the three categories of socioeconomic status and their relationship to 
deprivation. High deprivation areas are equivalent to low socioeconomic areas and vice versa. 

 

 

 

 

 

Current state of the indicator 

The analysis of participation and opportunities for gambling is based on the population aged 20 
years and over as recorded in the 2006 census (approximately 2.8 million adults). This outcome 
indicator analyses gambling participation and opportunities in communities with high Māori 
populations, with further analysis into gambling participation and opportunities in communities with 
high Māori populations that also meet the definition of low socioeconomic. 

 

 

 

 

Data source and approach to measurement 

Outcome indicator 2.3 analyses Class 4 revenue data against census data on the Māori population 
in communities and the New Zealand deprivation index (NZDep2006). Data for outcome indicator 
2.3 was obtained from the Department’s Electronic Monitoring System (EMS) for Class 4 gambling 
and measures the period 1 July 2011 to 30 June 2012.  

The Department of Internal Affairs requires all gaming machines in pubs and clubs to be connected 
to EMS. The EMS obtains accurate and timely information about gaming machine usage. The 
information provided by the EMS includes:  

■ The amount of money gambled on gaming machines  
■ The location and number of machines 
■ Other technical data on machine faults and the amount due to be banked (not analysed for this 

outcome indicator). 

Full detail on the approach to analysis is set out in outcome indicator 1.3. 

Our confidence in the indicator is high, driven by: 
■ High confidence the data effectively measures this indicator 

– The GIS analysis provides an effective measure of the 
participation in and opportunities for gambling. 

■ High confidence in the reliability and robustness of data 
– EMS data is obtained from all EGMs and is reliable 
– Data on socioeconomic status is obtained from NZDep2006 and 

is reliable. 

 

■ Inequity exists in both gambling participation and opportunities for communities with high Māori 
populations. 
– The spend per person is 40% greater in communities with high Māori populations 
– The number of venues and gaming machines per 10,000 adults is 43% greater in 

communities with high Māori populations 
The same analysis for low socioeconomic communities with high Māori populations shows similar 
themes. 

2.3 

H 

Low socioeconomic Medium socioeconomic     High socioeconomic

High deprivation            Medium deprivation           Low deprivation

Figure 2.3a: The deprivation continuum 
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Outcome Indicator 

Gambling opportunities 

Table 2.3d compares the number of gambling venues and EGM in communities with high Māori 
populations, with additional analysis in table 2.3e (on the following page) by socioeconomic status. 

 

 

 

 

 

 

 

The number of venues and EGMs per 10,000 adults is 43% greater in communities with higher 
than average Māori populations than communities with lower than average Māori populations. 

This outcome indicator further analyses the spend per person in communities with high Māori 
populations by socioeconomic status. This is shown in figure 2.3c (opposite). 
 
The spend on gambling in low socioeconomic communities with high Māori populations is 45% 
higher than in high socioeconomic communities with high Māori populations. 

Figure 2.3b: Comparison of participation in gambling between communities with high Māori populations and 
communities without high Māori populations. 

per person, per annum in 
communities with high 

Māori populations 

per person, per annum in 
communities that do not have 

high Māori populations 

The spend on gambling is: 

Higher than average Māori 
populations 

Lower than average 
Māori populations 

Number of venues per 10,000 adults 9.9 6.9 

Number of EGMs per 10,000 adults 129 90 

Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 revenue) against 
the New Zealand deprivation index for trends indicating inequitable gambling participation and 
opportunities in Māori and low socioeconomic communities with high Māori populations (cont.) 

2.3 

Figure 2.3d: Comparison of gambling opportunities between higher than average and lower than average Māori 
populations 

Figure 2.3c: Comparison of participation in gambling in high Māori populations by socioeconomic status The adult population recorded as living in communities with high Māori populations is 918,000, or 
33% of the total adult population. Of this population, 532,000 (or 58%) were recorded as living in 
low socioeconomic communities with high Māori populations. 

Gambling participation 

Figure 2.3b compares the spend on Class 4 gambling per person, per annum in communities with 
high Māori populations (defined on the previous page) with communities that do not have high 
Māori populations. 

The analysis in figure shows inequitable participation in gambling in high Māori populations, the 
average spend per person on Class 4 gambling per annum in high Māori populations is 40% 
greater than that of communities that do not have high Māori populations. 

The spend on gambling is: 

per person, per annum in low 
socioeconomic communities 
with high Māori populations 

$831 

per person, per annum in 
medium socioeconomic 

communities with high Māori 
populations 

$848 

per person, per annum in high 
socioeconomic communities 
with high Māori populations 

$572 

$603 $429 
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Outcome Indicator 

Figure 2.3e: Comparison of gambling opportunities between low, medium and high socioeconomic communities 
with high Māori populations 

 

 

 

 

 

 

 

Analysis of the number of venues and EGMs per 10,000 adults in communities with higher than 
average Māori populations by socioeconomic status shows some variation. The rate of venues in 
high socioeconomic areas is marginally lower than the rate in low socioeconomic areas. The 
highest rate of venues is in middle socioeconomic areas. 

The number of EGMs per 10,000 adults is 79% higher in low socioeconomic communities with 
high Māori populations than high socioeconomic communities with high Māori populations. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Analysis of Department of Internal Affairs electronic monitoring system data (Class 4 revenue) against 
the New Zealand deprivation index for trends indicating inequitable gambling participation and 
opportunities in Māori and low socioeconomic communities with high Māori populations (cont.) 

2.3 

Limitations 

This analysis is restricted to Class 4 gambling and does not include other forms of gambling, 
including Casino, Lotteries and NZ Racing Board gambling. 

The geographical analysis is based on the assumption that people gamble near where they live, 
rather than travelling to visit a gambling venue. 

Although the legal age to gamble in Class 4 venues is 18, the population aged 20 years and over is 
used for this analysis due to limitations with the NZDep2006 dataset used for determining the 
socioeconomic status of communities. 

The analysis does not attribute gambling participation and opportunities to only Māori populations, 
but to communities with high Māori populations. Communities with high Māori populations may also 
include up to 85% non-Māori as the definition of a high Māori population is communities with 
greater than the Census average of 14.7% Māori.  

The number and location of gambling venues and EGMs is not necessarily a conscious decision by 
gambling operators. The ability to relocate existing gambling venues or open new gambling venues 
is largely controlled by the Gambling Act 2003 and local territorial authority gambling policy. 

A 200 metre buffer has been applied (Refer to the source of information and approach to 
measurement for outcome indicator 1.3). This buffer has the effect of providing a more realistic 
measure of gambling participation and opportunities but has the unintended effect of increasing the 
ratio of gambling venues, EGMs and spend per adult. The focus should therefore be on the size of 
the difference between each of the measures rather than the values. 

Higher than average Māori populations 

Low socioeconomic 
Middle 

socioeconomic 
High 

socioeconomic 

Number of venues per 
10,000 adults 12.9 14.4 12.2 

Number of EGMs per 
10,000 adults 174 183 137 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of the proportion of charitable trust gambling grants allocated to Māori 
communities and organisations 

Challenges with measurement 

Data on charitable trust gambling grants is not currently centrally collated 
or reported with the level of detail required for this outcome indicator. 

The Department of Internal Affairs is developing an Integrated Gambling 
Platform which should collect the information required. This is expected to 
be operational in 2014. 

■ Not currently measurable. Data on charitable trust grants is not centrally collected and the 
disparate data that is available does not include the information on the socioeconomic status of 
recipients required to measure this outcome indicator. 

NA 

2.4 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Non-Māori 
47% 

Māori 
53% 

Review of problem gambling provider reports for the range and number of Māori 
communities targeted by public health initiatives 

Definitions 

■ A low socioeconomic community is a community of decile 8, 9 and 10 on the NZDep2006 
deprivation scale. The NZDep2006 scale of deprivation is prepared by the University of Otago 
and divides New Zealand into tenths based on nine variables from the 2006 census. A score of 
10 indicates that the community is in the most deprived 10 per cent of areas in New Zealand 
and a score of 1 indicates that the community is in the least deprived 10 per cent of areas. 

■ A Māori community was defined in two ways: 

1. Whether the community targeted had a greater proportion of Māori than the census 
average, or 

2. Service providers could self-identify a community as Māori. This was considered important 
in circumstances where an initiatives targeted a specific area e.g. a Marae within a 
community that did not meet the population-based definition above. 

■ Range is measured for this outcome indicator by differences in the socioeconomic scale and 
whether the community was Māori or not. 

■ A public health initiative can be defined as any initiative that fits within the public health 
service specifications that form part of each provider’s contract with the Ministry. 

■ A community is one of the 1,770 geographic areas (commonly suburbs) as defined within the 
NZDep2006 index. 

Current state of the indicator 

Service providers reported 371 initiatives completed between 1 January 2012 and 30 June 2012. 
Figure 2.5a below shows that 53% of communities or territorial authorities targeted by service 
providers were Māori. 

Figure 2.5a: Proportion of communities targeted that were Māori 

 

 

 

 

 

 

 

 

  

Data source and approach to measurement 

All service providers contracted to prevent and minimise harm from gambling submit reporting to 
the Ministry of Health on a six-monthly basis. Service providers that are contracted to deliver public 
health initiatives include in this reporting a narrative description of the focus of public health 
activities over the reporting period and a description of public health initiatives completed. This 
reporting does not capture whether communities targeted were Māori in a format that can be 
analysed. 

A data request was sent to all service providers asking them to report back on all initiatives 
completed over the period 1 January 2012 to 30 June 2012. The full detail of the data request is 
provided as part of outcome indicator 1.5 and of relevance to this indicator included: 

■ The socioeconomic deprivation score 
■ Whether the community targeted was Māori. 

Responses from service providers were aggregated, cleansed for consistency and analysed to 
determine the socioeconomic status and whether the community was Māori. 

Our confidence in the indicator is medium, driven by: 
■ High confidence that the data effectively measures the indicator 

– The two approaches to determining whether communities 
targeted by initiatives are Māori – population-based or self-
reported are effective. 

■ Medium confidence in the reliability and robustness of the data 
– This indicator only reports on six months of data, and 
– The indicator does not include all initiatives from the Problem 

Gambling Foundation (refer to the limitations section).  

■ Of the communities targeted by public health initiatives, 53% were Māori communities 
■ 17% of initiatives targeted low socioeconomic Māori communities. 

2.5 

M 
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Outcome Indicator 

Low socioeconomic 
communities 

Limitations and areas for improvement 

This analysis only covers the six months from 1 January 2012 to 30 June 2012. Analysis of a full 
year may provide a more complete indicator of progress towards this outcome. 

Service providers were asked to make an assessment of the community targeted and record their 
best estimate. This required judgement in determining whether an initiative targeted a wide area 
such as a territorial authority or specific communities within that territorial authority. 

The NZDep2006 data has been analysed at a census area unit level. A census area unit is 
approximately equivalent in size to a suburb. Consequently, initiatives targeting part of a census 
area unit (perhaps part that is low socioeconomic amongst a high socioeconomic area) will not be 
recorded as a low socioeconomic community in this analysis. 
This analysis includes a sample of approximately 10% of the initiatives completed by the Problem 
Gambling Foundation. This was the first time that detailed data was collected on public health 
initiatives by service providers. Previously service providers have not been required to collect this 
information. The Problem Gambling Foundation maintains a database for recording public health 
initiatives but this did not record the same information required by this outcome indicator. Due to 
time and resourcing constraints, it was agreed to collect this information for 10% of initiatives. The 
Problem Gambling Foundation is funded for the largest amount of public health FTE. 

This outcome indicator is subject to a degree of bias in that service providers are most likely to 
deliver public health initiatives within the region that they are located. This influences the 
geographical spread of initiatives and also the socioeconomic communities targeted. The Ministry 
contracts service providers in the areas of highest need. 

Figure 2.5b below shows the socioeconomic status of Māori communities targeted by public health 
initiatives. The key conclusions from this analysis are that: 

■ Most initiatives (83%) targeted communities with a score of 6 or above on the deprivation index. 

■ 17% of initiatives were reported to target low socio-economic Māori communities (those with a 
score of 8 and above). 

 

 

 

 

 

 

 

 

 

 

 

 

  

Review of problem gambling provider reports for the range and number of Māori 
communities targeted by public health initiatives (cont.) 
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Figure 2.5b: Socioeconomic status of Māori communities or territorial authorities 
targeted 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Review of the number and quality of opportunities for Māori to provide advice 
into Ministry processes around problem gambling activities 

Current state of the indicator 

The number of opportunities for Māori to provide advice into Ministry processes around 
problem gambling activities 

KPMG facilitated a focus group at the Problem Gambling National Provider Forum in May 2012 to 
assess the expected opportunities for Māori to provide advice into Ministry processes around 
problem gambling activities. A total of 13 processes were identified at this focus group.  

These expected opportunities were then assessed and reviewed by the Ministry to identify the 
actual number of opportunities. As this is the first time this outcome indicator has been measured, 
processes have been included from before this period. 

The sector identified the following processes for where it is expected that Māori would have 
the opportunity to provide advice: 

The development of: 
1. Service specifications and relevant reporting requirements 
2. Six-year strategic plan 
3. Three-year service plan 
4. Social media and resources 
5. Reference and Advisory Groups 
6. Research Agenda 
7. The Outcomes Framework for Preventing and Minimising Gambling Harm. 

Other processes: 
8. The monitoring and reporting of the Outcomes Framework for Preventing and Minimising 

Gambling Harm 
9. The appraisal of research projects 
10. The consideration of research proposals 
11. The procurement and purchasing of services 
12. Scholarship decision making 
13. The continued development and updating of the CLIC database. 

 

It is important to note that not all advice is sought by the Ministry or received by the Ministry in a 
formal way. There are a number of opportunities for Māori to provide advice in an informal way.  

 

 

 

 

 

 

 

Data source and approach to measurement 

Data for outcome indicator 2.6 measured the period between 1 July 2008 and 30 June 2011. It 
was obtained from two sources: 

1. A focus group held with Māori service providers at the Problem Gambling National Provider 
Forum 2012 

2. Ministry data. 

Data was analysed by comparing the expected opportunities for Māori to provide advice into 
Ministry processes (as defined by the sector) and the actual opportunities as reported by the 
Ministry of Health. 

Definitions 

Quality of opportunity 

It was not possible to develop an appropriate measure of the quality of opportunities, therefore 
this outcome indicator only measures the number of opportunities. 

Ministry Processes 

Are defined as significant processes where Māori could provide advice, as defined by the 
Ministry and the sector through consultation. 

Our confidence in the indicator is medium, driven by: 
■ Low confidence that the data effectively measures the indicator 

– Data from the Ministry is effective at measuring the number of 
opportunities but we were unable to measure the quality of 
opportunities. 

■ Medium confidence in the reliability and robustness of the data 
– Robust data was available to measure half of this indicator (the 

number of opportunities) but data was not available to measure 
the quality of opportunities. 

■ For each of the thirteen Ministry of Health (the Ministry) processes identified there is at least 
one formal opportunity for Māori to provide advice to the Ministry, and in some cases informal 
opportunities are also available. 

■ The sector considered it would be useful if the Ministry better communicated decision-making 
processes and their respective opportunities for representation in the sector newsletter and 
other similar forums.  

2.6 

M 
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Outcome Indicator 

Ministry Process Date of opportunity Informal opportunity Formal opportunity 

1 The development of service 
specifications and relevant reporting 
requirements 

Ongoing ■ At the initiation stage of contract, 
service providers have the ability to 
negotiate service specifications and 
reporting requirements. Problem 
gambling service providers engage 
with their contract manager on a six 
monthly basis, whereby they get the 
opportunity to provide advice on 
service specifications. The Ministry 
will seek informal feedback on this 
advice where necessary. 

■ There was no formal or open consultation to provide advice. Although service 
specifications are generic, problem gambling service providers are given the 
opportunity to use a number of different service models, including Māori service 
models. 

■ The development of the Six-year strategic plan in 2009 included comment about 
service specifications, and provided the opportunity for interested parties to submit 
advice. 

2 The development of the Six-year 
strategic plan 2010/11 – 2015/16 

Last developed in 2009 ■ The Ministry used a working group, Te Pae Oranga, which comprised of Te Puni 
Kōkiri and Māori provider representatives to provide advice to the process of 
developing the Six-year strategic plan.  

■ The Ministry also held formal consultation sessions on the strategic plan, where 
Māori were invited to attend and given the opportunity to provide advice through 
formal submission to the plan.  

3 The development of the Three-year 
service plan 

Last developed in 2009 ■ The Ministry used a working group, Te Pae Oranga, which comprised of Te Puni 
Kokiri and Māori provider representatives to provide advice to the process of 
developing the Three-year service plan.  

■ The Ministry also held formal consultation sessions on the service plan, where 
Māori were invited to attend and given the opportunity to provide advice through 
formal submission to the plan.  

4 The development of social media and 
resources 

Ongoing ■ Each campaign and key activity is developed with target populations in mind and 
large campaigns are tested with key audiences – specifically Māori.  

■ The Choice Not Chance brand was developed in conjunction with all services 
(including kaupapa Māori ) and tested with a range of key audiences (including 
Māori ).  

■ A public health working group, led by the Health Promotion Agency (HPA) 
includes Māori provider representation. This group works together to help develop 
and coordinate a range of initiatives and activities; including media activities, 
Gamblefree day, meaningful engagement with relevant networks etc.  

■ The HPA has also developed Māori resources in consultation with Māori. Māori 
assisted with the development of the pamphlet, magnetic notepad and bag. 

Review of the number and quality of opportunities for Māori to provide advice into 
Ministry processes around problem gambling activities (cont.) 

 

 

 

 

 

 

 

Table 2.6a: Ministry processes and opportunities for Māori to provide advice into these processes 
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Outcome Indicator 

Ministry Process Date of opportunity Informal opportunity Formal opportunity 

5 The development of Reference and 
Advisory Groups 

Ongoing ■ In some cases, key stakeholders are 
identified and appointed through 
existing networks. 

■ For the formal development of reference / advisory groups, nominations are 
invited from the sector through consultation and the final decision is made by the 
Ministry. 

■ The Ministry ensures Māori representation on these groups. 

6 The development of the Research 
Agenda 

Six-yearly, aligned with Six-
year strategic plan, last 
developed in 2009. 

■ The Ministry held formal consultation sessions in 2006 and 2009, where Māori 
sector representatives were invited to attend. 

■ The 2010-16 Research Agenda was developed in consultation with a Stakeholder 
Reference Group. Māori were represented on the group. 

■ The sector were invited to provide feedback and input to the proposed Research 
Agenda. The final agenda considered and incorporated this feedback. 

7 The development of the Outcomes 
Framework for Preventing and 
Minimising Gambling Harm 

Six-yearly, aligned with Six-
year strategic plan, last 
developed in 2009. 

■ Research NZ were appointed through an open procurement process in 2006 to 
develop a monitoring and reporting framework for problem gambling in relation to 
the strategic plan. 

■ The Ministry engaged cultural caucus groups to assist in the development of the 
Outcomes Framework, and in 2008 the Ministry discussed its progress on 
developing the framework with representatives from these groups. It was agreed 
that the Ministry would share this work with each group and fund two to three 
meetings to discuss the documents and provide feedback to the Ministry. The 
Ministry also funded key representatives from each caucus to lead discussion with 
other relevant representatives. The Ministry considered the feedback received 
from each sector and revised the framework accordingly. 

■ The Ministry also held formal consultation sessions on the strategic plan, where 
Māori were invited to attend and given the opportunity to provide advice through 
formal submission to the plan.  

8 The monitoring and reporting of the 
Outcomes Framework for Preventing 
and Minimising Gambling Harm 

2011-2013 ■ KPMG were appointed through an open procurement process to develop the 
baseline report and a further annual report to evaluate the Outcomes Framework. 
The composition of the team, particularly in regard to Māori capacity and capability 
was a key factor to the appointment.  

■ KPMG, in conjunction with the Ministry, held formal consultation sessions with 
Māori service providers in Auckland (2011) and at the Māori Provider Hui (2011).  

■ The project has an Advisory Group, which includes two representatives from the 
Māori problem gambling sector. The Advisory Group is consulted throughout the 
project on key issues and requested to seek wider sector feedback for input to 
decision making. 

Review of the number and quality of opportunities for Māori to provide advice 
into Ministry processes around problem gambling activities (cont.) 
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Table 2.6a: Ministry processes and opportunities for Māori to provide advice into these processes 
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Outcome Indicator 

Review of the number and quality of opportunities for Māori to provide advice 
into Ministry processes around problem gambling activities (cont.) 

 
2.6 

 

Ministry Process Date of opportunity Informal opportunity Formal opportunity 

9 The appraisal of research projects Ongoing ■ At the draft reporting stage of 
research projects, the Ministry review 
the draft and seek advice where 
necessary. This could include internal 
or external advice. 

■ The Ministry has Pacific and Māori 
research capability internally which it 
uses in the appraisal of research 
projects.  

■ Research projects are appraised for the successful involvement of all target 
groups, including cultural identity. 

■ Some research projects are independently peer reviewed, where agreed by the 
Ministry and the provider. The Ministry ensures that peer reviewers offer Pacific 
and Māori perspectives. 

10 The consideration of research 
proposals 

Either: 
■ Three-yearly, aligned to 

the Three-year service 
plan, or 

■ Annually for provider 
initiated projects. 

■ The 2010-16 research agenda was developed in consultation with a stakeholder 
reference group. Māori participation were represented on the group. 

■ Service providers also have the opportunity to participate in the Provider initiated 
research programme for key projects on an annual basis. 

11 The procurement and purchasing of 
services 

Ongoing ■ The Ministry aim to ensure Māori input on RFP evaluation panels.  
■ Te Kete Hauora Team within the Ministry also provide Māori input to the selection 

process.  
■ The evaluation panels are required to adhere to policy and guidelines which 

provide specifically for the consideration of ethnic groups. 
■ Internal and external Māori input sought.  

12 Scholarship decision making Annual  ■ The Ministry contract Te Rau Matatini to co-ordinate the scholarship process. 
Within the contract, there is an expected focus on key stakeholders within the 
sector, including Māori. This includes ensuring Māori representation on the 
scholarship panel. 

13 The continued development and 
updating of the CLIC database 

Ongoing ■ Where there are limitations around 
reporting, problem gambling service 
providers are able to provide advice to 
the Ministry through their contract 
manager, there have been a number 
of improvements based on feedback 
received from service providers. 

■ Changes to CLIC (revised Primary Problem Gambling mode screen and referral 
sources) were consulted across the sector in 2011. In particular, the Ministry 
sought input from at least one dedicated Māori problem gambling service provider.  

■ Problem gambling service providers are requested to test new versions of the 
system, and provide advice or feedback where necessary. Testing with service 
providers occurred in May 2011 before rolling out CLIC Refresh in October 2011.  

Table 2.6a: Ministry processes and opportunities for Māori to provide advice into these processes 
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Outcome Indicator 

The quality of opportunities for Māori to provide advice into Ministry processes around 
problem gambling activities  

It was not possible to develop an appropriate measure of the quality of opportunities, therefore this 
outcome indicator only measures the number of opportunities. 

Limitations and areas for improvement 

Better communication of opportunities to provide advice to key processes through the sector 
newsletter and other provider forums may increase the level of awareness that the sector has of 
these opportunities. 

The approach for future iterations of this indicator will be revised to take into account feedback and 
challenges from the baseline report. The proposed approach will include: 

■ A stocktake of Ministry processes completed in the previous 12 months, 

■ A focus group to discuss these processes with the problem gambling sector and gain sector 
perspectives on the quality of the opportunities for consultation, 

■ A survey of a wider section of the problem gambling workforce to gain their perspectives on the 
quality of the opportunities for consultation. The survey will distinguish between the views of those 
in a managerial role, and those that are not. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2.6 
Review of the number and quality of opportunities for Māori to provide advice 
into Ministry processes around problem gambling activities (cont.) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Data source and approach to measurement 

Data for outcome indicator 2.7 was collected from the reports from the Ministry’s audit programme 
completed in 2009. The Ministry appointed KPMG to visit each service and assess their service 
against up to six requirements within their contract related to cultural practice. 

The audit reports included an assessment of each service’s level of compliance with the relevant 
clauses in their contract. The clauses applicable to each provider vary in that dedicated Māori, 
Pacific and Asian service providers have specific requirements, however, all service providers are 
required to provide services in a culturally appropriate way. 

Current state of indicator 

The results from the cultural audits completed in 2009 indicate that across the requirements 
audited, 94% of services were fully compliant. 

The main strengths from the cultural audits were that services: 
■ Engaged Kaumātua to facilitate staff awareness of cultural values, language and Treaty of 

Waitangi issues to give support to service-users 
■ Had cultural awareness policies 
■ Provided staff with cultural training 
■ Offered a holistic approach to treatment, and  
■ Some services had embedded Māori health models. 

The main areas for improvement identified through the audits were: 

■ One provider had limited evidence of a monitoring strategy being developed in partnership with 
local Māori that reflects and evaluates whether Māori problem gambling service-user needs are 
being met. 

■ One provider had not provided cultural training to its staff in the previous two years. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Limitations and areas for improvement 

The audit reports provide a point-in-time assessment of cultural responsiveness. Since the audits 
were completed in 2009, the Ministry has: 

■ Immediately worked with service providers to develop action plans to address all audit findings. 

■ Changed the mix of General and Māori intervention and public health service providers. This 
has included exiting contracts with some service providers and entering into new contracts with 
other service providers. 

The areas audited are likely to change in future audits and may not be directly comparable to these 
results. 

Analysis of periodic cultural audits to identify levels of cultural responsiveness 
of general and Māori intervention and public health services 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– The summary report from the Ministry’s auditors provides an 
assessment of the overall level of compliance of service providers 
with provisions within their contract related to cultural 
responsiveness. 

■ High confidence in the reliability and robustness of the data 
– The data provided by the auditors reports the results of their audit 

work and is reliable and robust. 

■ The results of the 2009 audits of general and Māori intervention and public health service 
providers reported that 94% of service providers were fully compliant, 6% partially compliant 
(affecting two providers) and zero service providers were non-compliant with clauses within 
their contract related to cultural responsiveness.  

■ The Ministry has subsequently worked with all partially compliant service providers to address 
the audit issues raised. 

2.7 

H 

2.7 

94% 

6% 

Figure 2.7a Analysis of periodic cultural audits for intervention and public health services 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Current state of the indicator 

Gender 

Figure 2.8a below analyses the presentation rate to problem gambling services for male and 
female Māori. This shows that the presentation rate for Māori females is higher at 15% than that of 
Māori males (12%).  

 

 

 

 

 

 

 

 

 

Age 

Figure 2.8b analyses the presentation rate for six different age brackets. This analysis shows 
moderate variation in the presentation rate. The lowest presentation rates were for the 15-24 and 
65+ age brackets where the presentation rates were 8% and 7% respectively. 

The highest rate of presentations was recorded in the 35-44 age bracket at 19%. 
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Figure 2.8b: Presentation rate for Māori analysed by age 
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Figure 2.8a: Presentation rate for Māori analysed by gender  

Brief presentations 
Full presentations 

Analysis of client data for trends in Māori specific presentations compared to 
New Zealand Health Survey prevalence data 

Data source and approach to measurement 

Data for outcome indicator 2.8 was obtained from two sources and measures the period from 1 July 
2011 to 30 June 2012.  

1. Data on presentations was obtained from the Ministry’s CLIC database 

2. Data on the prevalence of problem gambling was obtained from the NZHS 2011/12. 

Data was analysed by gender and age for Māori presentations. Only presentations by gamblers are 
included in the analysis for this outcome indicator. Presentations by family members or affected 
others are excluded.  

Definitions 

Presentations measures the number of unique service-users (i.e. only counting each service-user 
once) receiving a brief or full session at a problem gambling provider. 

The presentation rate divides the number of presentations to problem gambling services in a year 
for a population group by the prevalence of problem gambling for the same population group. For 
the purpose of illustration, presentation rates for brief and full presentations are displayed 
separately in figures throughout this indicator. The presentation rate provides a measure of how 
effective services are at reaching those at risk of gambling harm. 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– CLIC is highly effective at measuring presentations 
– NZHS is highly effective at measuring prevalence 

■ High confidence in the reliability and robustness of the data 
– Large sample sizes associated with both CLIC and the NZHS for 

Māori. 

 

■ The presentation rate for Māori females is higher at 15% than that of Māori males at 12%.  
■ Presentations by age varied moderately, with the highest rate of presentations in the 35-44 age 

bracket and lowest rate of presentations for the 15-24 and 65+ age brackets. 
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Outcome Indicator 

Limitations and areas for improvement 

This outcome indicator only includes analysis of 12 months of presentation data. Future iterations 
of this outcome indicator will report on multiple years of data and may provide a more accurate 
picture of presentations. 

Ethnicity data for this outcome indicator is not standardised for differences in the age or gender of 
each of the ethnic groups. Differences in the age and gender make-up of each group may have an 
impact on the estimated number of problem gamblers and the rate of presentations. 

The NZHS estimates the prevalence of problem gambling for each ethnic group based on the 
number of problem gamblers in each ethnic group identified within the survey. This is subject to a 
margin of error. 

Future iterations of this outcome indicator could be improved by developing confidence intervals for 
the presentation rate analysis. This would provide greater confidence in the analysis. 

 

Analysis of client data for trends in Māori specific presentations compared to 
New Zealand Health Survey prevalence data (cont.) 

2.8 



Objective 3  
 
People participate in decision-
making about local activities that 
prevent and minimise gambling 
harm in their communities 
 

Analysis and presentation of outcome indicators for objective 3 

3.1 Analysis of community awareness and concern indicators from the Ministry-funded Behaviour 
Change Survey 

3.2 
Periodic review of public health provider reports to the Ministry to assess the state of local 
communities and progress against community readiness assessments for community action and 
community policy implementation 

3.3 Regional interest in and involvement with Ministry of Health strategic plan development, including 
the diversity of submissions 

3.4 
The number and diversity of submissions received by a sample of local government bodies in 
relation to gambling decision-making, including assessment of the level of input from low 
socioeconomic communities or representatives 

3.5 The number of national agencies that actively screen and refer for problem gambling 

3.6 
Review of the number and quality of opportunities for Māori, Asian and Pacific representation in 
the Ministry of Health, National Problem Gambling Team and Department of Internal Affairs 
processes for decision-making in relation to problem gambling 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of community awareness and concern indicators from the Ministry-
funded behaviour change survey 

Data collection method 

HSC’s “Methodology Report for the 2010 Health and Lifestyles Survey” (Devlin, 2011) and “Local 
communities’ concerns with gambling” (HSC, 2012) were used as guidance to identify questions 
within the HLS 2010 relating to community awareness and concern. This resulted in the following 
set of questions: 

Community Awareness 

■ Can you describe the signs that a person is gambling at a harmful level? What are those signs 
please? 

■ Before today had you heard of any of these types of services to help people that gamble too 
much? Which ones had you heard of? 

■ In the last three months, have you seen or heard any advertising or noticed any leaflets or 
posters that explain how gambling might harm you, your family or friends, and what you can do 
about it? Which type of advertising or information was that? 

■ Do you know who is responsible for deciding whether places in your area can start operating 
gaming machines, or pokies, and for deciding whether existing places can add more machines, 
who was that?  

Concern indicators 

■ Do you think raising money through gambling does more good than harm, or more harm than 
good, in the community? 

■ Would you agree or disagree with the following statement as it applies to your local 
community? There is a need for your community to talk about problems that come from 
gambling and to work out social solutions. For you community do you agree, disagree or have 
no feeling either way? 

■ Can you think of any consequences for the wider community and those who live there when 
someone gambles too much? Can you tell me what they are please? 

■ Have you personally taken part in discussions or meetings in your community in the last five 
years about the problems that can be brought on by gambling and how to solve them? 
 

Existing data generated by these questions was then used to assess community awareness and 
concern. 
 
Note: Excerpts for this section have been taken directly from the Health Promotion Agency’s 2010 
Health and Lifestyles Survey, referenced as (HSC, 2010). A full copy of the report can be found on 
the following link: 
 
http://archive.hsc.org.nz/researchpublications.html  
 

 
 
 
 

 

Data source and approach to measurement 

Information from the Health Sponsorship Council’s 2010 Health and Lifestyles Survey (HSC, 2010) 
was used to measure community awareness and concern indicators.  

 

 

There is a high level of confidence in this indicator, driven by: 
■ High confidence in the robustness of data: Sample size of n=1,740, 

with responses weighted to match NZ Census population statistics 
■ Strong relationship between the data and the indicator.  

In terms of peoples’ awareness of gambling: 
■ Approximately 60% of people surveyed could identify the signs that someone is gambling at a 

harmful level. Most people (87%) were aware of at least one problem gambling support service; 
59% had seen some form of advertising about the harms from gambling and 67% were aware 
of who makes decisions about gambling in the community.  

In terms of peoples’ indicators of concern towards gambling:  
■ Approximately 52% thought that raising money through gambling did more harm than good in 

the community; 56% felt that there needed to be a community discussion about gambling 
harms and solutions; 66% felt that there were consequences to the community when someone 
gambles too much; people generally had not been involved in community actions to minimise 
gambling harm. 

 

 

 

3.1 

H 

NOTE: HPA and HSC are used interchangeably in this report. In 2012, HPA replaced HSC as an entity. Any 
documents produced before 2012 are therefore referenced using the acronym HSC.  
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Outcome Indicator 

Analysis of community awareness and concern indicators from the Ministry-
funded behaviour change survey (cont.) 

Current state of the indicator 

Community awareness 

Awareness of the signs of problem gambling 

60% of respondents felt that they could identify people gambling at a harmful level. 

People who said they believed they could describe the signs that a person is gambling at a harmful 
level (n = 1,047) were asked what these signs were. Answers were coded into overall themes.  

Three major themes emerged from analysis (see figure 3.1a, opposite top), these were: 
■ Harmful financial situations (88%), such as spending more money on gambling than is 

affordable, or having no money after gambling to pay for essentials, spending increasing 
amounts on gambling or having others go without because of gambling 

■ Harmful behaviours (62%), such as obsessive behaviour, dishonesty, being withdrawn, 
secretive, evasive, agitated and aggressive 

■ Mental or physical health issues (35%), such as depression, anxiety and stress (both 
individual and family) (HSC, 2010).  

 
Proportion of people who know of a problem gambling support service 
 
A majority of people (87%) had heard of at least one gambling help service. The most commonly 
recognised services (see figure 3.1b, opposite bottom), were: 

■ 0800 telephone helpline (77% of all people)  

■ Support groups (52% of all people) 

Comparatively fewer people had heard of internet self-help sites (11% of all people) (HSC, 2010). It 
is possible that these statistics are influenced by HPA awareness campaigns.  

 

 

3.1 
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Figure 3.1a: Community awareness of the signs that a person is gambling at a harmful 
level (multiple response) (n=1,047) 
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Internet site - self help 

Figure 3.1b: Proportion of people who know of a problem gambling support service 
(multiple response) (n=1,740) 
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Outcome Indicator 

Analysis of community awareness and concern indicators from the Ministry-
funded behaviour change survey (cont.) 

Awareness of gambling harm advertising (by media type) in the past 3 months 

All 1,740 participants in the survey were asked whether, in the previous three months, they had 
seen or heard any advertising, or noticed any leaflets or posters that explain how gambling might 
harm them. Fifty-nine per cent of people had seen advertising about gambling harm or solutions 
during the previous three months (HSC, 2010). 

Of the 59% of people that had seen advertising, the three most recalled types of advertising (see 
figure 3.1c, opposite top), were: 

■ Television 
■ Leaflets or posters, and 
■ Radio. 

Awareness of who is responsible for deciding whether places can start operating gaming 
machines, and for deciding whether existing places can add more machines  

 
All 1,740 participants in the survey were asked whether they knew who was responsible for making 
local decisions regarding new gaming machines or pokies and adding additional machines in 
existing venues. The majority of people (67%) said that they were not aware of who made the local 
decisions about pokie machines, compared to 33% that were aware (HSC, 2010).  
 
Of those that were aware, 75% identified local government as the party responsible for making 
decisions about gambling in the community(see figure 3.1d, opposite bottom).  
 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

3.1 
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Figure 3.1d: Community awareness of who is responsible for making decisions about 
gambling (multiple response) (n=577) 
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Figure 3.1c: Community recollection of the sources of advertising that describe gambling 
harms and solutions (multiple response) (n=997) 
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Outcome Indicator 

Analysis of community awareness and concern indicators from the Ministry-
funded behaviour change survey (cont.) 

Concern indicators 

Views about whether raising funds through gambling does more harm or more good in the 
community 

Of the 1,724 people that answered the questions ‘do you think that raising money through gambling 
does more harm than good or more good than harm in the community’ (Figure 3.1e, opposite top): 

■ Fifty-two per cent thought that raising money through gambling did more harm than good in 
the community, compared to 

■ Twenty-six per cent of people who thought that it did more good than harm 

■ Twenty-three per cent thought it was neither good nor harmful (HSC, 2010). 

 
Views on the need for communities to discuss gambling problems and solutions 

Participants were asked whether they agreed or disagreed with the statement: 

“There is a need for your community to talk about problems that come from gambling and to work 
out local solutions”.  

Of the 1,734 people that responded (Figure 3.1f, opposite): 

■ Fifty-six per cent agreed with the statement 

■ Fourteen per cent disagreed, and 

■ Thirty per cent neither agreed nor disagreed with the statement (HSC, 2010).  

 

3.1 
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Does more harm than good 

Is neither good nor harmful 

Does more good than harm 

Does a lot more good than harm 

Figure 3.1e: Community views on whether raising funds through gambling does more harm 
or more good in the community (n=1,724) 

52% of people felt that 
raising funds through 
gambling does more 

harm than good 
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Figure 3.1f: Community respondent views on whether there is a need for communities to 
talk about gambling problems and solutions (n=1,734) 

Note: due to rounding, responses add to more than 100% 
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Outcome Indicator 

Analysis of community awareness and concern indicators from the Ministry-
funded behaviour change survey (cont.) 

Views about the consequences for the community when someone gambles too much 

The public health approach to gambling harm recognises it as a community rather than just an 
individual problem. Everyone in the survey was asked whether they could identify the likely 
consequences for the wider community and individuals within that community, when someone 
gambles too much. Two in three people (66%) said that they could identify consequences for the 
wider community of someone gambling too much (HSC, 2010).  

Everyone in the survey who said they could think of consequences for the wider community when 
someone gambles too much (n=1,103) were asked to specify what these consequences were.  

After coding into overall themes (figure 3.1g, opposite top). The three most frequently mentioned 
consequences for the wider community were: 

■ Crime/fraud/strain on the justice system (31%) 
■ Children suffering (20%) 
■ Aggression/violence/arguments/fighting (10%) (HSC, 2010). 
 
Involvement in community actions and strategies to reduce gambling harm 
 
People who said they had heard of community activities to reduce gambling harm were asked 
whether they had been involved in these activities, which included: 

■ Voluntary organisations seeking funding from sources other than pokie trusts 
■ Taking part in an Internet gambling forum or discussion group 
■ Community monitoring of local pokie bars and clubs 
■ A community action group to minimise gambling harm 
■ Writing or making submission to Local Councils about gambling (HSC, 2010). 

Figure 3.1h (opposite bottom) illustrates that people were most commonly involved in: 
■ Voluntary organisations seeking funds from sources that were not associated with gambling 

(25%) 
■ An Internet gambling forum or discussion group (15%). 

Overall, only a very small proportion of all people in the survey had been involved in these 
community actions (HSC, 2010).  
Note: the sample sizes of people involved in each type of action ranged from 32 to 504 across the 
five activities.  
 
Limitations and areas for improvement 

Error bars have not been added to figures presented in outcome indicator 3.1. However, figures 
with error bars can be viewed in the full HLS using the following link: 
 http://archive.hsc.org.nz/researchpublications.html 

3.1 
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Figure 3.1g: Consequences for the community when someone gambles too much (multiple 
response) (HLS: n=1,103) 
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Figure 3.1h: Community involvement in community actions to reduce gambling harm 
(multiple response) (HLS: n=504; 32; 290; 387; 254) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Periodic review of public health provider reports to the Ministry to assess the 
state of local communities and progress against community readiness 
assessments for community action and community policy implementation 

Challenges with measurement 

This outcome indicator requires data on community readiness 
assessments completed by public health service providers. 

Community readiness assessments are not widely completed and service 
providers are not required to complete these, therefore progress against 
these can not be measured.  

■ Not currently measurable. At the time of reporting, community readiness assessments had not 
been developed within the context of problem gambling harm minimisation for any community 
in New Zealand. 

NA 

3.2 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

■ In 2009, 65 submissions were made on the Six-year strategic plan 2010/11 – 2015/16, of these 
28 were national submissions, 36 regional and 1 address unknown.  

■ Of the 11 consultation sessions facilitated by the Ministry regarding the strategic plan; 5 
sessions were for the general public, 1 for Māori, 1 for Pacific, and 1 for Asian representation. 
Targeted consultation sessions were held for Industry Representatives, Government 
Departments and Māori representatives. 
 

Current state of the indicator 

Regional interest and involvement 
In total there were 65 submissions to the strategic plan, of which 28 were national 
submissions, 36 regional and 1 address unknown.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data source and approach to measurement 

Data for outcome indicator 3.3 was obtained from the Ministry of Health. The two datasets used to 
measure this outcome indicator were: 
■ The details of consultation sessions held including the location and target audiences  
■ Data relating to formal submissions to the strategic plan 2010/11-2015/16. 

Consultation data has been analysed by region and the specific sector representation to assess 
regional interest, involvement and diversity of participants. 

Submission data has been analysed by region and organisation type to assess the diversity in the 
regions and organisations making submissions.  

Definitions 

Regional interest and involvement: Attendance at a public forum or making a formal submission. 

The Diversity of submissions includes analysis by the sixteen regions within New Zealand. 
Diversity considers the type of group that the submitter represents, for example: Individual, health 
provider (NGO), District Health Board, gambling industry. 

Our confidence in the indicator is high, driven by: 
■ Medium confidence that the data effectively measures the indicator 

– Data is available on formal submissions made on the strategic 
plan but does not measure the attendance at consultation 
sessions. 

■ High confidence in the reliability and robustness of the data 
– Data on the submissions made on the strategic plan was obtained 

from the Ministry’s records. 
 

 

3.3 
Regional interest in and involvement with Ministry of Health strategic plan 
development, including the diversity of submissions 

H 

Between 21 July 2009 and 5 August 2009, the Ministry 
held eleven consultation sessions in Auckland, Hamilton, 
Wellington, Dunedin and Christchurch. Five of the 
sessions were open to the general public. The Ministry 
held three separate consultation sessions to gain Māori, 
Pacific and Asian perspectives. Each of these were held 
in Auckland.  

There were also targeted consultation sessions held in 
Wellington for: Industry Representatives, Government 
Departments and Māori representatives.  

Attendance numbers and organisation representation at 
the consultation sessions are not known. 

 National Submissions = 28 
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Outcome Indicator 

Diversity of Submissions 

Figure 3.3a below analyses the 65 submissions received by the organisation they represented. Each 
of the submissions were categorised into the following categories. Problem Gambling specific health 
service providers were further categorised into Asian, General, Māori or Pacific service providers. The 
NGO (non-government organisation) column includes organisations that do not provide specific 
problem gambling services. 

The number of submissions from District Health Boards (DHBs) was high in 2009 (12 of 21 DHBs). 
This may have been because during 2009, discussions were held regarding devolving problem 
gambling services to DHBs. 

Figure 3.3a: Analysis of the diversity of submissions on the strategic plan 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Regional interest in and involvement with Ministry of Health strategic plan 
development, including the diversity of submissions (cont.) 

3.3 

Limitations and areas for improvement 

As data on the attendance at the consultation sessions was not available, it is not possible to 
measure full regional interest and involvement with Ministry of Health strategic plan development. If 
the Ministry collected attendance and organisational representation data for consultation sessions in 
the future, then it could be measured. The Ministry collected this information on the most recent 
consultation for the service plan and intends to collect this information when the next strategic plan is 
consulted. 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

The number and diversity of submissions received by a sample of local 
government bodies in relation to gambling decision-making, including 
assessment of the level of input from low socio-economic communities or 
representatives 

■ Level of input from low socio-economic communities: compares submissions from low socio-
economic communities (decile 8-10), with those from medium (decile 4-7), high (decile 1-3), and 
submissions from nation-wide organisations (without decile analysis).  

■ Bulk/form and unique submissions: bulk/form submissions are considered to mean 
submissions without individual statements or a view, whereas unique submissions are considered 
to mean submissions with a signature, address and a statement/report. 

Method 
To measure this indicator, a list of all 67 TAs was developed. From the list, 30 TAs were then 
randomly selected and contacted. In total, 28 out of 30 TAs, including 7 city councils and 21 district 
councils responded and provided submissions data relating to local gambling policy.  

The following measures were used in analysis: 

1. Number of submissions: 
– overall 
– To city and district councils 
– bulk and unique submissions 

2. Diversity of submissions: 
– by submitter type i.e. submitter organisation or individual 

3. Level of input from low socio-economic communities compared with medium and high 
socio-economic communities as well as those from nationally based submitters.  

Current state of the indicator 

1. Number of submissions 

In total, 1,754 submissions, submitted between 30 June 2009 and 30 June 2012 (the analysis period) 
were analysed.  

■ City councils received 1,354 submissions 

■ District councils received 400 submissions 

■ Bulk/form submissions accounted for 688 submissions 

■ Unique submissions accounted for 1,066 submissions. 

Analysis of deprivation 
Using the Deprivation Index (NZDep2006), each submission was then allocated a deprivation score, 
identified using the address recorded for each submitter. Low socio-economic communities were 
those with a score of 8-10 on the Deprivation index.  

 

 

 

Data source and approach to measurement 
Outcome indicator 3.4 assesses the number and diversity of submissions received by a sample of 
territorial authorities (TAs) between 1 July 2009 and 30 June 2012, in relation to gambling decision-
making. To guide analysis the following definitions were used: 
■ Local government bodies: the 67 TA and Unitary bodies representing local government in 

New Zealand 
■ Diversity: type of organisation that the submitter represents, including: 

1. Industry: An organisation that operates gambling activities 
2. Problem gambling provider: An organisation that provides services to people for whom 

gambling has become a problem 
3. Other health providers: including Public Health Organisations and Health clinics within TAs 

from which the submissions were received 
4. DHB: District Health Boards (there are 20 DHB regions in New Zealand) 
5. Sporting organisation: clubs and organisations that provide sporting activities to the 

community 
6. Religious organisations: Churches or similar 
7. Individual: Individuals from the community 
8. Other: Groups that cannot easily be placed within another organisation type, for example, 

the Spirit of Adventure Trust or Outward Bound.  

 

 

 

 

There is a medium level of confidence in this indicator, driven by: 
■ Medium confidence in data reliability: 1,754 submissions were 

collected for analysis from 28 TAs (7 city and 21 district councils), 
although this excluded Auckland. 

■ Strong relationship between the data and the indicator. 

■ In total, 1,754 submissions were received by a sample of 28 territorial authorities (TAs).  
■ Of these, 1,354 were made to city councils and 400 to district councils and 1,066 submissions 

were unique compared to 688 that were bulk / form based.  
■ The largest proportion of submissions was from individuals (79.0%), followed by other (6.9%) 

and industry (6.2%). When analysed for socio-economic status, 19% of all submissions were 
from low socio-economic communities. Whereas, 16% were from medium socio-economic 
communities, and 5% were from high socio-economic communities.  

 
 
  

 

3.4 

M 
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Outcome Indicator 
The number and diversity of submissions received by a sample of local government 
bodies in relation to gambling decision-making, including assessment of the level of 
input from low socio-economic communities or representatives (cont.) 

2. Diversity of submissions  

The highest proportion of submissions to TAs was from individuals (79.0%) (see 
table 3.4a and figure 3.4b opposite), followed by other (6.9%), and industry 
organisations (6.2%). The smallest proportion of submissions were from DHBs 
(0.7%). 
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Figure 3.4b: analysis of submissions by organisation type 

Table 3.4a: Diversity of submissions by organisation type         

  Count % Unique Form/bulk 

Industry organisations 108 6.2% 105 3 

Problem gambling providers 43 2.5% 38 6 

Other health providers 20 1.1% 19 1 

District Health Boards (DHBs) 12 0.7% 12 0 

Sporting organisations 35 2.0% 35 0 

Churches 29 1.7% 23 6 

Other (i.e. Surf Life Saving NZ) 121 6.9% 107 14 

Individuals 1,386 79.0% 727 658 

Total 1,754   1,066 688 
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Outcome Indicator 
The number and diversity of submissions received by a sample of local government 
bodies in relation to gambling decision-making, including assessment of the level of 
input from low socio-economic communities or representatives (cont.) 

3. Level of input from low socio-economic communities  

The level of input from low socio-economic communities was analysed by 
matching submitter addresses with 2006 Census Area Units (CAUs) then attaching 
deprivation scores to CAU using the 2006 Atlas of Socio-economic Deprivation in 
New Zealand (Ministry of Health).  

Results from analysis show that: 

■ 19% of submissions were from low socio-economic (decile 8-10) communities 

■ 16% were from medium socio-economic (decile 4-7) communities 

■ 5% were from high socio-economic (decile 1-3) communities 

■ 9% of submissions came from nationally based submitters i.e. Problem 
Gambling Foundation or Lion Foundation (see table 3.4c and figure 3.4d 
opposite) 

■ 51% of submissions were unable to be assessed as the address of the 
submitter was not provided. 

 

Limitations and areas for improvement 

Data from Auckland Council was not provided at the time of reporting this 
indicator. This is an important omission and hence is also a key limitation for this 
indicator. Future iterations will seek to include this data.  

The reader should also note that NZDep2006 is an area-based average that 
cannot capture such things as wealthy people in poorer areas or vice versa. 
Further, because the NZDep2006 is a 2006 measure, results should be treated 
with caution as deprivation scores for particular areas may have changed in the six 
years since.  

Analysis of the indicator was dependent upon information provided by Councils 
and the legibility of submissions. Complete analysis could not be performed where 
summary tables were provided (no address) or where submissions could not be 
read.  

Lastly, the definitions used to code submissions data is to some extent subjective, 
which in turn may affect the repeatability of this indicator.  

 

3.4 

Figure 3.4c: analysis of submissions by the socio-economic status of the submitter   

  Count % 

Low socio-economic communities 334 19% 

Medium socio-economic communities 277 16% 

High socio-economic communities 93 5% 

National submitters (no socio-economic status) 158 9% 

Submissions unable to be assessed 892 51% 

Total 1,754   

19% 

16% 

5% 

0% 

10% 

20% 

low socio-economic communities medium socio-economic 
communities 

high socio-economic communities 

Figure 3.4d: analysis of submissions by socio-economic status 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 
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Figure 3.5a: Number of referrals by national agency (top six agencies) 
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Figure 3.5c: Number of referrals by agency (top six agencies excluding problem gambling 
service providers) 

The number of national agencies that actively screen and refer for problem 
gambling 

Data source and approach to measurement 

Data was obtained from the Ministry’s CLIC system for all service-users over the year ending 30 
June 2012. The data was sorted to only include unique clients (i.e. clients were only counted once 
regardless of the number of times they attended services). Approximately one in five (19.5% or 
2,381) service-users had a referral source recorded. The list of referral sources was reviewed and 
an assessment was made as to whether the source could be considered to be a ‘national agency’. 

Current state of the indicator 

For the year ended 30 June 2012, 13% of service-users were recorded as referred from a national 
agency. The most common sources of referral were the Gambling Helpline and the Department of 
Corrections’ Prisons and Probation Service.  

12,252 unique service-users attended problem gambling services over this period. Of which: 

■ 2,380 recorded a referral source 

■ 1,560 of these were classified as national agencies. 

Figure 3.5a and table 3.5b opposite present the results of the analysis. Figure 3.5c presents the 
same results but excludes referrals between problem gambling service providers (Coloured dark 
blue in figure 3.5a). Referrals between problem gambling service providers can occur when: 

■ Service-users are referred to a new provider because they have moved, or due to personal 
reasons decide to seek treatment from an alternative provider 

■ Service providers make their initial contact with one provider who refers them to an alternative 
provider who services a particular region or offers dedicated services for a particular ethnicity. 

 

 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– The CLIC database is effective at measuring referrals. 
■ High confidence in the reliability and robustness of the data 

– Robust sample sizes associated with CLIC. 

 

■ Active screening and referring for problem gambling occurred in 14 national agencies for the 
year ended 30 June 2012. The most common sources of referral were the Gambling Helpline 
and the Department of Corrections’ Prisons and Probation Service.  

3.5 

Source of referral Number of referrals 
Gambling Helpline 490 
Department of Corrections - Prison 356 
Department of Corrections - Probation 227 
Problem Gambling Foundation 193 
Asian Gambling Hotline 172 
New Zealand Police 38 
Salvation Army - Oasis Centres 34 
Citizens Advice Bureau 18 
Work and Income New Zealand 11 
Other national agencies (less than 10 referrals each) 21 
Total 1,560 

H 

Table 3.5b: Number of referrals by national agency 
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Outcome Indicator 

The number of national agencies that actively screen and refer for problem gambling 
(cont.) 

In summary, 14 national agencies actively screened and referred for problem gambling in the year 
ended 30 June 2012. The most common sources of referral were the Gambling Helpline and the 
Department of Corrections’ Prisons and Probation Service.  

Limitations and areas for improvement 

This analysis only includes agencies that have referred a service-user to a problem gambling service 
in the year ended 30 June 2012 where the referral source was recorded in CLIC. It is possible other 
agencies have screened for problem gambling but not made a referral during the year. 

  

 

 

  

 

  

 

 

3.5 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Review of the number and quality of opportunities for Māori, Asian and Pacific 
representation in the Ministry of Health, National Problem Gambling Team and Department 
of Internal Affairs processes for decision-making in relation to problem gambling 

Definitions 

Quality of opportunity:  

It was not possible to develop an appropriate measure of the quality of opportunities, therefore this 
outcome indicator only measures the number of opportunities. 

Processes for decision making  

Are defined as significant Ministry and Department processes where Māori, Pacific and Asian 
people could be represented as defined by the Ministry and Department and the sector through 
consultation. 

Representation  

Is defined as formal representation within a Ministry or Department process. This could be either a 
dedicated opportunity for representation as formally offered by the Ministry or the Department, or a 
formal opportunity to make a submission in respect of Ministry or Department processes. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Data source and approach to measurement 

Data for outcome indicator 3.6 was obtained from four sources: 

1. A focus group held with Māori and Pacific service providers at the Problem Gambling National 
Provider Forum 2012 

2. A focus group held with attendees, including the Problem Gambling Foundation’s Asian 
Family Service at the annual Asian Provider Forum in 2012 

3. Department data 

4. Ministry data. 

Data was analysed by comparing the expected opportunities for Māori, Pacific and Asian 
representation in Ministry and Department decision making processes (as defined by the sector) 
with the actual opportunities as reported by the Ministry and Department. 

Our confidence in the indicator is medium, driven by: 
■ Low confidence that the data effectively measures the indicator 

– Data from the Ministry and Department is effective at measuring 
the number of opportunities but we were unable to measure the 
quality of opportunities. 

■ Medium confidence in the reliability and robustness of the data 
– Robust data was available to measure half of this indicator (the 

number of opportunities) but data was not available to measure 
the quality of opportunities. 

■ For each of the 13 Ministry of Health (the Ministry) processes identified, there were 
opportunities for Māori and Pacific representation in 12 of the processes and opportunities for 
Asian in 11. 

■ For the nine Department of Internal Affairs (the Department) processes identified, five included 
some Māori, Pacific and Asian representation. Representation was not appropriate for three 
processes and one process (the enforcement of regulations) did not include Māori, Pacific or 
Asian representation. 

■ The sector considered it would be useful if the Ministry and Department better communicated 
decision-making processes and their respective opportunities for representation in the sector 
newsletter and other similar forums. 

3.6 

M 
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Outcome Indicator 

Current state of the indicator 

The number of opportunities for Māori, Pacific and Asian representation in Ministry and Department 
processes for decision-making in relation to problem gambling 

KPMG facilitated focus groups at the National Provider Forum 2012 (problem gambling specific), and 
the Asian Provider Forum 2012 (broader health and social service focus) to assess the expected 
opportunities for Māori, Pacific and Asian representation in Ministry and Department processes for 
decision making in relation to problem gambling. A total of 13 Ministry processes and nine 
Department processes were identified by the focus groups. 

The Ministry and the Department then reviewed the processes for decision-making for each of these 
processes to identify the actual number of opportunities for Māori, Pacific and Asian representation. 
The data relates to the period 1 July 2011 from 30 June 2012. However, a number of processes 
relate to long term or ongoing processes and are therefore outside of these dates. For the purpose of 
the baseline report we have included all of these processes. 

Ministry processes 

The problem gambling sector identified the following processes where they expected Māori, Pacific 
and Asian people and organisations to be represented or have the opportunity for representation 
within the Ministry’s decision-making processes: 

The development of: 
1. Service specifications and relevant reporting requirements 
2. Six-year strategic plan 
3. Three-year service plan 
4. Social media and resources 
5. Reference and Advisory Groups 
6. Research Agenda 
7. The Outcomes Framework for Preventing and Minimising Gambling Harm. 

Other processes: 
8. The monitoring and reporting of the Outcomes Framework for Preventing and Minimising 

Gambling Harm 
9. The appraisal of research projects 
10. The consideration of research proposals 
11. The procurement and purchasing of services 
12. Scholarship decision making 
13. The continued development and updating of the CLIC database. 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Review of the number and quality of opportunities for Māori, Asian and Pacific representation 
in the Ministry of Health, National Problem Gambling Team and Department of Internal Affairs 
processes for decision-making in relation to problem gambling (cont.) 

3.6 

Department processes 

The problem gambling sector identified the following processes where they expected Māori, Pacific 
and Asian people and organisations to be represented or have the opportunity for representation 
within the Department’s decision-making processes: 

1. Participation in advisory / reference groups that relate to problem gambling related issues 
2. Policy development 
3. Development of regulations 
4. Enforcement of regulations 
5. Development of gaming machine rules 
6. Evaluation of Department processes and the effectiveness of these processes for Māori, Pacific 

and Asian gamblers 
7. The approval of licensing trusts 
8. The approval of Class 4 licences 
9. Host responsibility processes, procedures and decisions. 

The sector found it difficult to identify significant decision making processes within the Department 
requiring Māori, Pacific and Asian input. The sector attributed this to not having sufficient awareness 
and / or understanding of the key Ministry and Department processes. 

The Department also found it challenging to demonstrate opportunities for Māori, Pacific or Asian 
representation in many of the processes described above. A factor that contributed to this was that 
the decision-making process for several of the identified opportunities is dictated by legislative 
requirements or it is outside of the Department's remit to consult with other parties. For these 
decisions, it is not possible to include Māori, Pacific and Asian representation. These processes are 
identified and reported separately. 
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Outcome Indicator 
Review of the number and quality of opportunities for Māori, Asian and Pacific representation in 
the Ministry of Health, National Problem Gambling Team and Department of Internal Affairs 
processes for decision-making in relation to problem gambling (cont.) 

 

 

 

 

 

 

 

Table 3.6a: Ministry Processes and opportunity for Māori, Pacific and Asian representation in decision-making processes 

 

 

 

 
3.6 

 

Ministry process Date of opportunity Level of Māori, Pacific and Asian representation 

1 The development of service 
specifications and relevant reporting 
requirements 

Ongoing All  
■ The review of the strategic plan in 2009 included comment about service specifications, and provided opportunity for Māori, 

Pacific or Asian individuals or groups to make submissions representing their sector. 

2 The development of the Six-year 
strategic plan 

Last developed in 2009 Māori 
■ The Ministry used a working group, Te Pae Oranga, which comprised of Te Puni Kōkiri and Māori provider representatives to 

provide advice to the process of developing the Six-year strategic plan. 
All 
■ The Ministry held formal consultation sessions on the Strategic Plan, Māori, Pacific and Asian stakeholders were invited to 

attend and given the opportunity to provide advice through formal submission to the plan.  

3 The development of the Three-year 
service plan 

Last developed in 2009 Māori 
■ The Ministry used a working group, Te Pae Oranga, which comprised of Te Puni Kōkiri and Māori provider representatives to 

provide advice to the process of developing the Three-year service plan. 
All 
■ The Ministry held formal consultation sessions on the service plan, where Māori, Pacific and Asian stakeholders were invited 

to attend and given the opportunity to represent their sector through formal submission to the plan.  

4 The development of social media and 
resources 

Ongoing All 
■ Each campaign and key activity is developed with target populations in mind and large campaigns are tested with key 

audiences including Māori.  
■ A public health working group, led by HPA includes Māori, Pacific and Asian provider representation. This group works 

together to help develop and coordinate a range of initiatives and activities; including media activities, Gamblefree day, 
meaningful engagement with relevant networks etc.  

5 The development of Reference and 
Advisory Groups 

Ongoing All 
■ For the formal development of reference / advisory groups, nominations are invited from the sector through consultation and 

the final decision is made by the Ministry. 
■ For the informal development of reference / advisory groups the Ministry uses its existing networks. 

6 The development of the Research 
Agenda 

Six-yearly, aligned with Six-
year strategic plan, last 
developed in 2009. 

Māori 
■ The 2010-16 Research Agenda was developed in consultation with a Stakeholder Reference Group. Māori participation was 

explicitly ensured on the group. 
All 
■ The Ministry held formal consultation sessions in 2006 and 2009, where Māori, Pacific and Asian sector representatives were 

invited to attend. 
■ The sector were invited to provide feedback and input to the proposed Research Agenda. The final Research Agenda 

considered and incorporated this feedback. 
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Outcome Indicator 
Review of the number and quality of opportunities for Māori, Asian and Pacific representation 
in the Ministry of Health, National Problem Gambling Team and Department of Internal Affairs 
processes for decision-making in relation to problem gambling (cont.) 

 

 

 

 

 

 

 

Table 3.6a (cont.): Ministry Processes and opportunity for Māori, Pacific and Asian representation in decision making processes 

 

 

 

 
3.6 

 

Ministry Process Date of opportunity Level of Māori, Pacific and Asian representation 

7 The development of the Outcomes 
Framework for Preventing and 
Minimising Gambling Harm 

Six-yearly, aligned with Six-
year strategic plan, last 
developed in 2009. 

All 
■ The Ministry engaged cultural caucus groups to assist in the development of the Outcomes Framework, and in 2008 the 

Ministry discussed its progress on developing the framework with representatives from these groups. It was agreed that the 
Ministry would share this work with each group and fund 2-3 meetings to discuss the documents and provide feedback to the 
Ministry. The Ministry also funded key representatives from each caucus to lead discussion with other relevant 
representatives. The Ministry considered the feedback received from each sector and revised the framework accordingly. 

■ The Ministry also held formal consultation sessions on the strategic plan, where Māori, Pacific and Asian stakeholders were 
invited to attend and given the opportunity to provide advice through formal submission to the plan.  

8 The monitoring and reporting of the 
Outcomes Framework for Preventing 
and Minimising Gambling Harm 

2011-2012 Māori 
■ KPMG, in conjunction with the Ministry, held formal consultation sessions with Māori service providers in Auckland (2011) and 

at the Māori Provider Hui (2011).  
All  
■ The project has an Advisory Group, which includes one Pacific, one Asian and two Māori representatives. The Advisory Group 

is consulted throughout the project on key issues and required to seek wider sector feedback for input to decision making. 

9 The appraisal of research projects Ongoing All 
■ There is no dedicated Māori, Pacific or Asian representation for the appraisal of research projects, the Problem Gambling 

team at the Ministry seeks advice as required. This may include peer review by any of the groups outlined above. 

10 The consideration of research 
proposals 

Three-yearly, aligned to the 
Three-year service plan 

Māori 
■ The 2010-16 Research Agenda was developed in consultation with a Stakeholder Reference ]Group. Māori participation was 

explicitly ensured on the group. 
All 
■ In 2009 the sector were invited to provide feedback and input to the proposed Research Agenda. 
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Outcome Indicator 
Review of the number and quality of opportunities for Māori, Asian and Pacific representation 
in the Ministry of Health, National Problem Gambling Team and Department of Internal Affairs 
processes for decision-making in relation to problem gambling (cont.) 

Table 3.6a (cont.): Ministry Processes and opportunity for Māori, Pacific and Asian representation in decision making processes 

 

 

 
3.6 

 

Ministry Process Date of opportunity Level of Māori, Pacific and Asian representation 

11 The procurement and purchasing of 
services 

Ongoing Māori 
■ The Ministry aims to ensure Māori representation on RfP evaluation panels.  
■ Ministry contracts with service providers state that services must meet the diverse needs of Māori, and apply any strategy for 

Māori Health issued by the Minister. 
Pacific 
■ Where Pacific populations are key stakeholders, the Ministry aim to ensure Pacific input on RfP evaluation panels. This 

generally means the use of an independent advisor to the Pacific Team of the Ministry of Health. 
Asian 
■ There is no dedicated Asian representation on RfP evaluation panels. 

12 Scholarship decision making Annual All 
■ The Ministry contract Te Rau Matatini to co-ordinate the scholarship process. Within the contract, there is an expected focus 

on Ministry priority populations within the sector, including Māori, Pacific and Asian. This includes ensuring Māori 
representation on the scholarship panel. 

■ The contract between the Ministry and Te Rau Matatini states that services must meet the diverse needs of Māori, and apply 
any strategy for Māori Health issued by the Minister. 

13 The development and updating of the 
CLIC database 

Ongoing All 
■ Proposed changes to CLIC key statistics were consulted across the whole problem gambling sector, and problem gambling 

service providers were given the opportunity to provide feedback on these changes for the Ministry to consider.  
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Outcome Indicator 
Review of the number and quality of opportunities for Māori, Asian and Pacific representation 
in the Ministry of Health, National Problem Gambling Team and Department of Internal Affairs 
processes for decision-making in relation to problem gambling (cont.) 

Listed in table 3.6b below are six of the nine Department decision-making processes identified by the sector and a description of the Māori, Pacific and Asian representation. 
 
Table 3.6b: Opportunities for Māori, Pacific and Asian representation in Department decision making processes 
 

 

 

 
3.6 

 

Department process Level of Māori, Pacific and Asian representation 

1 Participation in advisory / reference groups 
related to gambling harm issues 

■ The Department leads the Stakeholder Reference Group, which includes Māori, Pacific and Asian representation. The purpose of the group 
is to foster collaboration between the Department, the Ministry, and the gambling / problem gambling sector to provide a forum for the 
identification of issues related to problem gambling and to identify gaps in knowledge on relevant aspects of gambling and problem 
gambling. 

2 Policy development ■ Where considered appropriate, proposed policy may involve consultation nationwide. The problem gambling sector, including Māori, Pacific 
and Asian service providers are invited to make submissions. 

3 The development of regulations ■ When developing regulations, the Department is obligated to consult with representatives of interested or affected persons. This may 
include Māori, Pacific or Asian representation. 

4 The enforcement of regulations ■ The enforcement team does not include any dedicated Māori, Pacific or Asian representation. 

5 The development of gaming machine rules 
and product choice and availability 

■ Proposed rules are consulted nationwide and the problem gambling sector, including Māori, Pacific or Asian service providers are invited to 
make submissions. The Department has consulted on two Casino applications for changes to existing game rules, where Māori, Pacific and 
Asian representatives had the opportunity to provide input. 

6 The evaluation of Department processes and 
the effectiveness of their processes, including 
consumer input to evaluation 

■ In 2011, an external environment survey for the Department’s strategic planning exercise was completed. This involved consulting with a 
range of representatives from the sector, including societies, general and dedicated Māori, Pacific and Asian problem gambling service 
providers and other sector stakeholders.  

Department process Level of Māori, Pacific and Asian representation 

7 Grant funding and distribution processes ■ The Department, as part of their audit function, reviews grants made by Class 4 gambling societies and clubs and assesses these against 
defined criteria. It is not feasible for this process to include any dedicated Māori, Pacific or Asian representation. 

8 The approval of Class 4 licences ■ When considering whether to approve Class 4 licences, the Department reviews the application against the criteria set out in section 52 of 
the Gambling Act 2003. The Gambling Act 2003 does not provide for dedicated Māori, Pacific or Asian representation in this process. 

9 Host responsibility processes, procedures 
and decisions 

■ Gaming machine societies submit these to the Department for approval. The Gambling Act requires gambling operators to demonstrate how 
they will minimise the risk of problem gambling. The Department’s role is limited to confirming this complies with Harm Prevention and 
Minimisation regulations and the Gambling Act 2003 does not provide for dedicated Māori, Pacific or Asian representation in this process. 

 
Listed in table 3.6b below are three of the nine Department decision-making processes identified by the sector. For each of these three decision-making processes, Māori, Pacific or Asian 
representation was not possible because the decision-making process is dictated by legislative requirements or it is outside of the Department's remit to consult with other parties. 

Table 3.6b (cont.): Opportunities for Māori, Pacific and Asian representation in Department decision making processes 
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Outcome Indicator 

The quality of opportunities for Māori, Pacific and Asian representation in Ministry and 
Department decision making processes around problem gambling activities 

It was not possible to develop an appropriate measure of the quality of opportunities, therefore 
this outcome indicator only measures the number of opportunities. 

 
Limitations and areas for improvement 

Better communication of opportunities to provide advice to key processes through the sector 
newsletter and other provider forums may increase the level of awareness that the sector has of 
these opportunities. 
The approach for future iterations of this indicator will be revised to take into account feedback 
and challenges from the baseline report. The proposed approach will include: 
■ A stocktake of Ministry and Department processes completed in the previous 12 months 
■ A focus group to discuss these processes with the problem gambling sector and gain sector 

perspectives on the quality of the opportunities for consultation 
■ A survey of a wider section of the problem gambling workforce to gain their perspectives on 

the quality of the opportunities for consultation. The survey will distinguish between the views 
of those in a managerial role, and those not. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

Review of the number and quality of opportunities for Māori, Asian and Pacific representation 
in the Ministry of Health, National Problem Gambling Team and Department of Internal Affairs 
processes for decision-making in relation to problem gambling (cont.) 

3.6 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Objective 4  
 
Healthy policy at the national, 
regional and local level prevents 
and minimises gambling harm 

 

Analysis and presentation of outcome indicators for objective 4 

4.1 The number of government departments actively participating and collaborating with the Ministry 
of Health and the Department of Internal Affairs to reduce gambling-related harm 

4.2 Analysis of government sector strategic documents (i.e., annual reports and statements of intent) 
for commitment to addressing gambling-related harm 

4.3 Analysis of a six-yearly survey of the attitudes of local government councillors to awareness of 
problem gambling and perceptions of gambling-related harm 

4.4 

Analysis of a Ministry-funded Behaviour Change Survey on the attitudes of participants 
employed in decision-making roles in relation to problem gambling and perceptions of gambling-
related harm (i.e., policy makers, gambling industry leaders, church leaders, school principles, 
kuia and kaumātua) 

4.5 Review of the percentage of territorial local authority gambling venue policies that reflect an 
active awareness of the potential harms of gambling 

4.6 Analysis of industry marketing expenditure and sponsorship activities 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

The number of government departments actively participating and collaborating 
with the Ministry of Health and the Department of Internal Affairs to reduce 
gambling-related harm 

Current state of the indicator 

 

 

 

 

 

Analysis shows that 21 government agencies actively collaborated with the Ministry of Health’s 
minimising gambling harm team or the Department of Internal Affair’s gambling compliance unit in 
the year ending 30 June 2012. These organisations include:  

  
Data source and approach to measurement 

A short internet-based survey was developed to measure active participation and collaboration 
between government agencies to reduce gambling-related harm. The survey was sent to all 
members of the Ministry of Health’s minimising gambling harm team and certain members of the 
Department of Internal Affairs’ gambling compliance unit. Individuals from these teams were 
selected because of their ability to provide useful data on inter-agency collaboration.  

The survey questionnaire asked participants to recall from a list of government agencies (as 
defined by the State Services Commission, 2012), any agency with whom their agency actively 
collaborates, or has collaborated with, during the year ending 30 June 2012. For the purposes of 
this survey, government departments are considered to be equivalent to government agencies (as 
defined by State Services Commission, 2012) with the exclusion of local government. A total of 193 
agencies were listed in the questionnaire.  

Definitions 

Active participation and collaboration is defined by the Outcomes Framework Advisory Group as 
occurring when there is ‘evidence of a formal or informal agreement between agencies with a 
specific intent to reduce gambling-related harm’. These agreements relate to: 

■ Regular meetings to discuss harm reduction 
■ Co-attendance at gambling-related workshops  
■ Co-attendance at gambling-related conferences  
■ Inter-agency feedback on gambling related reports and documents. 

 
Government departments, as referred to in the indicator title are considered here to mean 
government agencies.  

 
 

There is a high level of confidence in this indicator, this is due to: 
■ High confidence that data is reliable 

– Collected directly from government agencies 
■ High confidence that data measures the indicator. 

■ The survey of participation and collaboration between government agencies identified 21 
agencies that actively collaborate with the Ministry of Health and the Department of Internal 
Affairs to reduce gambling-related harm. 

 

4.1 

Accident Compensation Corporation Ministry of Justice 

Alcohol Advisory Council of NZ Ministry of Social Development 

Auckland University of Technology New Zealand Customs Service 

Canterbury Earthquake Recovery Authority New Zealand Police 

Charities Commission Reserve Bank of New Zealand 

Department of Corrections Serious Fraud Office 

Health Research Council of New Zealand Sport and Recreation New Zealand 

Health Sponsorship Council Te Puni Kokiri 

Inland Revenue Department The Treasury 

Massey University University of Auckland 

Ministry of Education 

21 The number of government agencies that collaborate with the Ministry 
of Health and Department of Internal Affairs gambling focussed teams 

H 

Table 4.1a: Agencies actively collaborating with the Ministry and Department 
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Outcome Indicator 
The number of government departments actively participating and collaborating with 
the Ministry of Health and the Department of Internal Affairs to reduce gambling-
related harm (Cont.) 

Frequency of active collaboration between government agencies and the Ministry of Health 
and Department of Internal Affairs gambling teams in the year ending 30 June 2012 

When asked to identify the type of active collaboration, respondents identified receiving inter-
agency feedback as the most frequent form of active collaboration between agencies (20 
occurrences) (see figure 4.1b opposite). Regular meetings (6 occurrences) was the second most 
frequent form of active collaboration, followed by co-attendance at a workshop (5 occurrences) and 
co-attendance at a conference (2 occurrences).  

In terms of inter-agency feedback, the New Zealand Police, Canterbury Earthquake Recovery 
Authority (CERA) and the New Zealand Customs Service were most frequently identified agencies, 
whereas the HPA was the most frequently identified agency in terms of regular meetings. Five 
separate agencies were identified as co-attending workshops, whereas two separate agencies 
were identified as co-attending conferences.  

Frequency of active collaboration by agency 

The six most frequently identified agencies viewed as actively collaborating with the Ministry and 
Department are shown in figure 4.1c, opposite. HPA was the most frequently identified agency 
(identified six times), followed by the Health Research Council of New Zealand (four times); the 
New Zealand Police (three times) ; CERA, the Department of Corrections and the New Zealand 
Customs Services (each twice). HPA and the Health Research Council of New Zealand were the 
only agencies to be identified in all four types of active collaboration (inter-agency feedback, regular 
meetings, co-attendance at workshops, co-attendance at conferences).  

Limitations and areas for improvement 

The preferred method to collect data for outcome indicator 4.1 was a survey, which was sent to a 
small group of individuals within the Department’s gambling compliance unit and the Ministry’s 
minimising gambling harm team. These groups were selected because individuals within them are 
well placed to provide data on inter-agency collaboration. However, future iterations may want to 
explore the use of interviews as a way of collecting more in-depth data than that presented here. 

It is possible that other collaboration is occurring that respondents to the survey are not aware of.  

 

 

4.1 
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Figure 4.1c: Government departments that the Ministry/Department most commonly 
collaborated with 

21 

6 

5 

2 

0 5 10 15 20 25 

Received inter-agency feedback 

Regular meetings 

Co-attended a workshop 

Co-attended a conference 

Number of occurrences 

Figure 4.1b: Number and type of collaboration between the Department/Ministry and other 
government departments 



113 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

 
Analysis of government sector strategic documents for commitment to 
addressing gambling-related harm 

Current state of the indicator 

Keyword analysis 
Of all 193 agencies analysed, 58 (30%) contained one or all of the keywords listed above (see 
figure 4.2a below); whereas key words were not found for 135 (70%) of agencies, however, it 
should be noted that many of these agencies would not be expected to have a commitment to 
addressing gambling-related harm (as their remit may not relate to gambling harm or even health).  
Documents commonly referred to ‘mental health’ followed by ‘addiction’, ‘gambling’ and ‘gambler’. 
Strategic documents containing either ‘gambling’ or ‘gambler’ were more likely to demonstrate a 
commitment to addressing gambling-related harm.  

 

 

 

 

 

 

 

Agency strategic documents committed to addressing gambling-related harm 
Of 193 government agency strategic documents analysed; 6 (3.0%) demonstrated a commitment to 
addressing gambling-related harm (see table 4.2b below). Of these, 3 demonstrated a full 
commitment to addressing gambling-related harm as they allocate resources to specifically address 
gambling-related harm.  

 

  

 

 

Data source and approach to measurement 

To measure this indicator, strategic documents from 193 government agencies were analysed for 
evidence of commitment to addressing gambling-related harm for the year ending 30 June 2011. 
The 2012 State Services Commission list of public sector agencies (SSC, 2012) was used to 
identify government agencies for analysis. Strategic documents were then collected from each 
agency’s website.  

Definitions 

Strategic documents 
The strategic documents used for analysis included annual reports and SOIs. 

Commitment to addressing gambling-related harm 
■ Commitment to addressing gambling-related harm was measured by: 

– A specific reference to gambling harm within the strategic document, and/or 
– Evidence that a level of resourcing is provided to address gambling-related harm. 

Data collection 
Once strategic documents from the websites of government agencies were collected they were 
reviewed for the following keywords: 
■ Gambling 
■ Gambler 
■ Gaming 
■ Addiction  
■ Mental health. 

 
 

 

There is a medium level of confidence in this indicator, driven by: 
■ Medium confidence in the robustness of the data  

– strategic documents are high level. This may result in commitment 
to addressing gambling related harm being under-reported. 

■ Medium confidence that the data effectively measures the indicator 
– the usefulness of strategic-level data may depend on the size of 

the organisation releasing documents 

■ In a broad analysis of all government agencies, 6 out of 193 government agency annual reports 
and SOIs were found to demonstrate an active commitment to addressing gambling related 
harm. However, many government sector documents, would not reasonably be expected to 
demonstrate a commitment to minimising gambling harm, as such, a commitment would be 
outside the scope of operations for many government agencies.  

4.2 
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Figure 4.2a: Percentage of agencies with strategic documents making reference 
to the ‘keywords’  

Summary   

  Number Percentage 

Total agency documents with keyword hits 58 30% 

Total agency documents with no keyword hits 135 70% 

Total agencies addressing problem gambling  6 3% 

Total agencies not addressing problem gambling  187 97% 

Total agencies analysed 193   

Table 4.2b: Keyword analysis of government agencies displaying a commitment to addressing gambling harm 
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Outcome Indicator 

Analysis of government sector strategic documents for commitment to addressing 
gambling-related harm (cont.) 

To mitigate the reporting limitation, it is recommended that future iterations of this indicator take into 
account business plans and reports at a more operational level where available.  

The method to collect the strategic documents was manual. Automating this process to pull the 
relevant documents from government agency websites would be beneficial. The viability of this 
approach will require further consideration.  

 

4.2 Outcome Indicator 

Agency Commitment 

Auckland University of 
Technology 

The Ministry of Health awarded a $2.35 million contract to Professor Max 
Abbott and his team, to undertake a national gambling study with a 
longitudinal follow-up component. 

Capital and Coast District 
Health Board 

The Annual Report makes reference to workshops the DHB run for teenagers 
on hygiene, sexual health, problem gambling and drugs and alcohol.  

Department of Internal Affairs The Department explicitly states in its’ strategic documents that [part of] its’ 
purpose (preventing social harm) is to protect communities from the harm 
caused by gambling.  

Health Promotion Agency 
(formerly HSC)  

The 2011 HSC Annual Report makes numerous mentions of it’s commitment 
to addressing gambling-related harm. In 2011 HSC’s expenditure on problem 
gambling totalled $1,64 million for the cost of services and $418,000 for other 
payables. 

Ministry of Health The Ministry of Health's 2011 Annual Report notes expenditure on ‘problem 
gambling services’ for the year prior equal to $16.4 million. 

Open Polytechnic of New 
Zealand 

The Open Polytechnic’s Research Growth Fund supported two major projects 
in 2011. One of which was Dr Heather Peters’ research into Gambling 
Behaviour. The Annual Report does not report on expenditure for this project.  

Government agencies addressing problem gambling 

Evidence that the six government agencies are addressing problem gambling varies; from a brief 
mention, to workshops without mentioning financial commitment (Capital and Coast District Health 
Board), to ‘problem gambling expenditure’ being listed in financial statements for the year ending 
June 2011 (Ministry of Health) (see table 4.2c above). 

Limitations and areas for improvement 
The reports assessed for this indicator are high-level and strategic in nature. This is particularly so 
for larger organisations. A consequence of this is that many reports lack the necessary detail 
regarding expenditure on problem gambling or mental health. This has made it difficult to ascertain 
whether agencies have demonstrated a commitment to addressing gambling-related harm. Reliable 
conclusions could not therefore be drawn about addressing gambling-related harm even in 
agencies where there is known to be a strong emphasis on addressing harm. 

 

Table 4.2c: Detail of commitment to addressing gambling harm displayed by six government agencies 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of a six-yearly survey of the attitudes of local government councillors 
to awareness of problem gambling and perceptions of gambling-related harm 

Attitudes questions: 

■ Views about whether gambling does more harm or more good in the community 
■ Views about the types of gambling activity considered to be socially undesirable 
■ Views about the consequences for the community when someone gambles too much 
■ Views about who should be responsible for the distribution of gambling proceeds. 

Awareness and perceptions questions: 

■ Awareness of who is responsible for deciding whether places can start operating gaming 
machines, and for deciding whether existing places can add more machines  

■ Awareness of non-lottery gambling advertising in the last 12 months 
■ Awareness of gambling harm advertising (by media type) in the past 3 months 
■ Awareness of the signs of problem gambling 
■ Awareness of the types of help available for people with a gambling problem 
■ Views on the need for communities to discuss gambling problems and solutions 
■ Awareness of community actions and strategies to reduce gambling harm 
■ Involvement in community actions and strategies to reduce gambling harm. 

 
Outcome indicator 5.5 compares the attitudes of local government councillors with those of the 
general community. 

Survey delivery 

The survey was delivered using an internet-based platform to 415 local government councillors in 
65 out of 67 territorial authorities (counting Auckland as 1 territorial authority). Sixty councillors 
completed the survey, a response rate of 14.5%.  

 

Data source and approach to measurement 

To measure attitudes, awareness and perceptions, a survey was developed based upon questions 
from the 2010 Health and Lifestyles Survey (HLS) (HSC, 2010); a reliable survey that has 
previously measured attitudes, awareness and perceptions. Definitions for each are outlined over 
the page.  

Questions from the HLS, which in turn were based on the People’s Participation in, and Attitudes 
to, Gambling, 1985-2005 survey (Department of Internal Affairs, 2005), were used in the survey 
questionnaire to measure attitudes, awareness and perception. These questions are set out on the 
panel to the right. 
 

There is a medium level of confidence in this indicator, driven by: 
■ Medium reliability as 60 of 415 local government councillors 

responded to the survey. This represents a 14% response rate 
■ Strong relationship between the data and the indicator  

 
 
 

 

■ The survey of local government councillors indicates that a diverse set of attitudes towards 
gambling harm exists, combined with moderate to high level of awareness of problem gambling 
and gambling-related harm amongst councillors.  

■ Attitudes: More District and City councillors considered gambling to be good for the community 
than those that believed it is bad (54% compared to 44%). However, a majority of councillors 
(80%) felt that there are consequences to the community when people gamble too much. 
Councillors identified the three most undesirable gambling activities as being internet games for 
money, mobile phone games for money, and playing gambling machines. These activities were 
also seen by councillors as attracting people into gambling more often and for more money.  

■ Awareness: Most councillors (83%) were aware that local government/Department of Internal 
Affairs make decisions about gambling in the community. Similarly, 71% of councillors felt that 
they could identify the signs that someone is gambling at a harmful level. Amongst these 
councillors, the most commonly identified signs were harmful behaviours, harmful actions and 
harmful financial situations. Most councillors (70%) felt that there is a need for communities to 
discuss gambling harm and solutions. However, in general, they were less aware of actions 
available in the community to help prevent and minimise gambling harm. Fewer still were 
involved in these actions. Most councillors were aware however, of services available to help 
people with a gambling issue. For example, 81% of councillors were aware of an 0800 
telephone helpline.  

4.3 

M 
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Outcome Indicator 

Analysis of a six-yearly survey of the attitudes of local government councillors to 
awareness of problem gambling and perceptions of gambling-related harm (cont.) 

Current state of the indicator 

Councillors' attitudes towards gambling and gambling-related harm 

Summary 

A similar number of councillors believe that gambling does more good in the community to 
councillors who believe that gambling does more harm in the community. However, around 80% 
of councillors felt that there are consequences to the community when people gamble too much.  
Councillors felt that the three most undesirable gambling activities are internet games for money, 
mobile phone games for money, and playing gambling machines. These activities were also most 
commonly seen as attracting people into gambling more often and for more money.  
In terms of who should be responsible for distributing gambling proceeds, councillors most 
commonly felt that community members should be responsible. 

Gambling harm 

When asked whether they felt that gambling does more good than harm in the community, or 
conversely more harm than good; 31% of councillors felt that gambling in the community did more 
good than harm, while an equal percentage (31%) felt that gambling does more harm than good 
(see figure 4.3a opposite). Approximately 16% of councillors felt that gambling was neither good 
nor harmful. A smaller percentage took a stronger view with 12% who felt that gambling did a lot 
more good than harm; and 10% who felt that gambling did a lot more harm than good.  

Distribution of gambling proceeds 

When asked about who should distribute gambling proceeds, 49% of councillors felt that 
proceeds should be distributed by community representatives (see figure 4.3b opposite). When 
prompted, the most commonly suggested community representatives were locally elected 
community boards or trusts, independent of Councils. Substantially fewer councillors (34%) felt 
that Local Councils should distribute gambling proceeds, while 31% felt that proceeds should be 
distributed by the lottery grants board or similar. Only 16% felt that people who operate gambling 
activities (the current framework for Class 4 gambling) should be responsible for distributing 
proceeds.  

Social undesirability of gambling by gambling type 

To measure social undesirability, survey respondents were asked to rate social undesirability (i.e. 
‘I wouldn’t want this activity to take place in the community’) on a scale from 1 – 10; where 1 
represented neutral feelings and 10 represented a feeling of high social undesirability towards 
the activity (see figure 4.3c, opposite bottom). Councillors identified the six most undesirable 
gambling activities as being: internet games (received the highest average social undesirability 
score of 7.39); followed by mobile phone games (7.19); gambling machines at a casino (6.77); 
and gambling machines at a pub or club (6.67) respectively. Table games at a casino also 
attracted a relatively high score (6.32), followed by betting on sports events (4.81).  

4.3 
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Figure 4.3b: Councillor views about who should be responsible for distributing gambling 
proceeds (multiple responses) (n=61) 
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Figure 4.3c: The six most undesirable gambling activities as perceived by councillors 
(n=60)  
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Figure 4.3a: Councillor views on whether gambling does more harm or more good in 
the community (n=61) 
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Outcome Indicator 

Analysis of a six-yearly survey of the attitudes of local government councillors to 
awareness of problem gambling and perceptions of gambling-related harm (cont.) 

Gambling activities that attract people into playing more often than they should 

When asked about the types of gambling activities that attract people into playing more often than 
they should, 94% of councillors felt that mobile phone games for money were most likely to 
attract people into playing more often (see figure 4.3e opposite top). This was closely followed by 
internet games for money (92%). A high proportion of councillors also felt that gambling 
machines at a pub or club (77%); or a casino (77%), Lotto products (64%), and table games at 
a casino (63%), attracted people into playing more often than they should.  

Gambling activities that attract people into playing for more money than they should 

When asked about the types of gambling activities that attract people into playing for more money 
than they should; 95% of councillors felt that mobile phone games for money were the most likely 
activity to attract people into playing for more money (see figure 4.3f opposite bottom). This was 
followed by internet games (93%); gambling machines at a casino (89%); table games at a 
casino (86%); gambling machines at a pub or club (85%), and betting on horse or dog races 
(77%).  

Consequences for the community when someone gambles too much 

Councillors were also asked whether they felt that there were consequences to the wider 
community when someone gambles too much. A majority (81%) of councillors felt that there were 
consequences when someone gambles too much (see figure 4.3d below); compared to 14% who 
felt that there were no consequences; and 5% who would rather not say. 

When asked to list the types of consequences, the most common responses were family issues, 
such as children going without food, neglect, or relationship issues; financial issues, such as 
money issues, loss, debt and poverty; health issues, such as addictions; and crime issues, such 
as theft, fraud and domestic violence.  
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Figure 4.3e: Gambling activities that are seen by councillors to attract people into playing more 
often than they should (multiple responses) (n=61) 
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Figure 4.3f: Gambling activities that are seen by councillors to attract people into playing for 
more money than they should (multiple responses) (n=61) 
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Outcome Indicator 

Councillors' awareness of gambling and gambling-related harm 

Summary 

In terms of awareness of local decisions about gambling, most councillors (83%) were aware that 
local government/Department make decisions about gambling in the community. Similarly, 71% of 
councillors felt that they could identify the signs that someone is gambling at a harmful level. 
Amongst councillors that felt they could identify these signs, the most commonly identified signs 
were harmful behaviours; harmful actions, and harmful financial situations.  

In terms of awareness of community discussions about gambling and solutions, most councillors 
(70%) felt that there is a need for communities to discuss gambling harm and solutions. However, 
in general, councillors were less aware of community actions available in the community to help 
prevent and minimise gambling harm. Fewer still were involved in these actions.  

In terms of awareness of advertising, councillors most commonly recalled non-lottery gambling 
advertising relating to betting on horses or dog races and betting on sports events. A majority 
of councillors (75%) also recalled gambling harm advertising. Most councillors recalled services 
available to help people with a gambling issue.  

Awareness of non-lottery gambling advertising 

When asked to recall the type of gambling advertising seen on television, radio or other; as well as 
its frequency, the most commonly recalled types of advertising overall were betting on sports 
events (19%); betting on horses or dog races (18%); and gambling machines at a pub or club 
(15%) (see figure 4.3g, opposite top).  

The most frequent type of advertising seen daily was gambling machines or pokies at a pub or 
club. Betting on horses or dog races was the most frequent type of advertising seen 2-3 times a 
week. Whereas betting on sports events was the most frequently recalled advertising on a weekly 
basis.  

Awareness of gambling harm advertising 

Councillors were asked whether, in the last three months, had they seen or heard any advertising 
or noticed any leaflets or posters that explain how gambling might harm them, their family or 
friends, and what they could do about it. Most councillors (75%) answered ‘yes’ compared to 25% 
who answered ‘no’.  

Awareness of services available to help people with gambling issues 

When provided with a list of the types of help available to people with gambling issues, most 
councillors (81%) identified an 0800 telephone helpline. They also commonly identified face-to-
face counselling (68%) and support groups (60%) (see figure 4.3h, opposite bottom).  

 

 

 

 

 

Analysis of a six-yearly survey of the attitudes of local government councillors to 
awareness of problem gambling and perceptions of gambling-related harm (cont.) 

4.3 

Betting on sports events 

Betting on horses or dog races 

Internet games, such as Internet poker for money 

Gambling machines or pokies at a pub or club 

Free internet games, such as pokies or poker 

Gambling machines or pokies at a casino 

Housie or Bingo 

Table games, such as card games or dice at a casino 

Figure 4.3g: Councillor recollection of the type and frequency of non-lottery gambling 
advertising (multiple responses)  
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Figure 4.3h: Councillors’ awareness of services available to help people with gambling 
issues (multiple responses) (n=61) 
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Outcome Indicator 

Analysis of a six-yearly survey of the attitudes of local government councillors to 
awareness of problem gambling and perceptions of gambling-related harm (cont.) 

Councillors' awareness of who is responsible for deciding whether places can start operating 
gaming machines, and for deciding whether existing places can add more machines  

When asked whether they knew who was responsible for decisions relating to the location of 
gambling venues; 81% of councillors answered ‘yes’ (they were aware), compared to 19% who 
answered ‘no’ (they were not aware).  
 
Of the councillors that answered ‘yes’ (see figure 4.3i, opposite top); 68% identified local 
government as the decision-making body; followed by 15% that identified a mix of local 
government and the Department and 9% who identified the Department as being solely 
responsible. A mix of councils and trusts (2%); trusts (2%); other government departments (2%); 
and council bylaws (2%) were other responses provided by councillors.  
 

Extent to which councillors can identify signs of harmful gambling 

When asked about whether they could identify the signs that someone is gambling at a harmful 
level; 71% of councillors felt that they could identify these signs; whereas 29% felt that they could 
not.  
 
Of councillors who felt that they could identify the signs that someone is gambling to a harmful level 
(see figure 4.3j, opposite bottom); the most commonly identified signs were: harmful behaviours 
(32%), such as obsessive behaviour, dishonesty, being withdrawn, secretive, evasive, agitated and 
aggressive; harmful actions (25%), such as gambling more often than intended or spending 
excessive time gambling, spending an excessive amount of time away from work and family and 
frequency of visits to ATM machines; harmful financial situations (21%), such as spending more 
money on gambling than is affordable, or having no money after gambling to pay for essentials, 
spending increasing amounts on gambling or having others ‘go without’ because of gambling; 
neglect (9%), such as child or family neglect, or the neglect of a job or a person’s health. Criminal 
activity, such as domestic violence and theft were also identified (6%); as were mental health 
issues (6%) like depression, anxiety and stress.  
 

Councillors' knowledge of what to do to help a friend or family member who is gambling too much 

Two-thirds (67%) of respondents felt that they could help a friend or family member who is 
gambling too much; compared to one-third (33%) who felt that they could not.  
 
Of those who felt that they could help; 59% would refer the friend or family member to some form of 
help. A little under half of these (48%) respondents were able to name the problem gambling 
service provider directly (for example, Problem Gambling Foundation).  
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Figure 4.3j: Councillor identification of the signs of harmful gambling (coded responses) 
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Figure 4.3i: Councillor awareness of agency responsible for making decisions relating to 
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Outcome Indicator 

Analysis of a six-yearly survey of the attitudes of local government councillors to 
awareness of problem gambling and perceptions of gambling-related harm (cont.) 
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Figure 4.3k: Councillor perceptions about the need to discuss gambling problems and 
solutions (n=59) 
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Figure 4.3l: Councillor knowledge and involvement in community discussions about gambling 
harm (multiple responses) (n=59) 
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Councillors' perceptions of gambling and gambling-related harm 

Councillors were asked whether they agreed or disagreed with the statement ‘there is a need for 
your community to talk about problems that come from gambling and to work out social solutions.’ 
Seventy per cent of councillors agreed that communities need to discuss gambling problems and 
solutions; whereas 25% neither agreed nor disagreed, and 7% disagreed that communities 
needed to discuss gambling issues (see figure 4.3k, opposite top).  

Councillors' knowledge and involvement in community discussions about gambling harm 

When asked about their knowledge and involvement in community actions relating to gambling 
harm, councillors responded using three options, ‘heard of’, ‘involved in’, or ‘neither heard of nor 
involved in’ (see figure 4.3l, opposite).  

In terms of councillors having ‘heard of’ actions, almost half (49%) of all councillors had heard of 
community action groups focussed on minimising gambling harm. Whilst, 42% had heard of 
voluntary sector organisations seeking funding from sources other than gaming (pokie) 
trusts or casinos. Thirty-six per cent had heard of community monitoring initiatives, followed by 34% 
that had heard of submissions being made to local councils. Only 10% of councillors had heard 
of internet gambling forums or discussion groups.  

In terms of ‘involvement in’ these actions, over half (59%) of councillors were involved in writing or 
making submissions to local councils on gambling policy. This was closely followed by 
involvement in voluntary sector organisations that seek funding from other sources (53%). 
Less councillors (27%), were involved in a community action group working towards minimising 
gambling harm, whilst fewer still (9%) monitor local bars and clubs. No councillors from the 
sample were involved in internet gambling forums.  

In terms of ‘neither hearing of, nor being involved in community actions’, a large majority of 
councillors (90%) had not heard of nor been involved in internet gambling forums to discuss 
gambling harm. This was followed by 55% that had not heard of nor been involved in community 
monitoring of bars and clubs; 24% that had not heard of nor been involved in community action 
groups to minimise harm caused by gambling; 7% that had nor heard of nor been involved in 
writing and making submissions to local councils; and 5% that had not heard of nor been 
involved in voluntary sector organisations seeking funding from sources other than gaming 
trusts.  

Limitations and areas for improvement 
Data was collected from a relatively small number of councillors who completed the survey (n=60). 
This represented a response rate of approximately 14%. This means that any results presented 
here should be treated with caution. Future iterations of the survey may seek to improve this 
response rate, possibly through shortening the survey. Future iterations may also want to consider 
an analysis of responses by region. 
 
 
 
 
 

4.3 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of a Ministry-funded Behaviour Change Survey on the attitudes of participants employed in 
decision-making roles in relation to problem gambling and perceptions of gambling-related harm (i.e., 
policy makers, gambling industry leaders, church leaders, school principles, kuia and kaumātua) 

Challenges with measurement 

This outcome indicator is not currently measurable because data on the 
attitudes of participants employed in decision-making roles is not 
available. A question that captures this data has been included in the next 
iteration of the Health and Lifestyle Survey due to be published in 2013.  

■ This outcome indicator was not able to be measured in the baseline report. As data was not 
available. 

NA 

4.4 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Review of the percentage of local authority gambling venue policies that reflect 
an active awareness of the potential harms of gambling 

 

 

 

 

 

 

 

The most prevalent form of active awareness was ‘planning restrictions’ on the location of gambling 
venues with a little fewer than half containing (46%) planning restrictions such as restricting 
proximity of venues to kindergartens, schools and places of worship. In addition, some TA policies 
appeared to go beyond the four criteria (see figure 4.3b, below). For instance: 

■ Thirteen per cent contained clauses designed to avoid gambling venue clustering  
■ Ten per cent contained clauses restricting visibility and sound from gambling venues. 

 

Data source and approach to measurement 
Gambling venue policies were collected for 71 out of 72 territorial authorities (TAs) (the list included 
5 former district and city councils in the Auckland region). At the time of reporting, the Otorohonga 
District Council’s gambling policy was not available. Also, gambling policies for Auckland’s former 
District and City Councils were included as the Auckland Council’s gambling policy had not yet 
been developed at the time of reporting. Once collected, each gambling policy was reviewed for 
evidence of ‘active awareness’ (as defined by the Outcomes Framework Advisory Group) towards 
the potential harms of problem gambling. TAs were considered to show active awareness if at least 
one of the following four criterion are met: 
■ Consideration of characteristics of the district and parts of the district  
■ Planning restrictions that consider the location of kindergartens, early childhood centres, 

schools, places of worship, and other community facilities in relation to gambling venues (i.e. 
leading to restrictions on where gaming venues can operate) 

■ The cumulative effects of additional opportunities for gambling in the district 
■ Formal gambling policy reviews (with consultation). 
These are similar to clauses 101 (4) (a),(b) and (d) of the Gambling Act (2003). 

Current state of the indicator 
Approximately 86% of all TA policies displayed at least one form of active awareness (see figure 
4.5a, top right). Whereas,14% of gambling venue policies, failed to display any of the four criteria 
for active awareness. Only 6% of TAs met all criteria for active awareness.  
Of the policies that displayed at least one form of active awareness (see figure 4.5b opposite), 21% 
refer to the existence and number of formal reviews; 19% contained a consideration for the 
cumulative effects of gambling; 42% of policies referred to planning restrictions; whilst 18% 
considered the effects of gambling on the character of the district/city.  
 

 

 

■ There is a medium level of confidence in this indicator, driven by: 
– Medium to low confidence in the reliability and validity of the 

metrics used to analyse data 
– High confidence that data effectively measures the indicator. 

 

 

 

 

 

 

 

 

■ Four criteria from section 101 (4) (a),(b) and (d) of the Gambling Act (2003) were used to 
assess the active awareness of TAs of the potential harms from gambling in the community. 
Analysis showed that 86% of TA gambling policies met at least one criterion for active 
awareness. However, only 6% met all four criteria.  

Limitations and areas for improvement 
The metrics used to measure this outcome indicator provide a sufficient picture of active awareness 
within TA gambling policy. Developing a more comprehensive definition based on all sub-clauses of 
clause 101 of the Gambling Act (2003) is one way to improve the measurement of this outcome 
indicator. Another approach could broaden the term active awareness to beyond the criteria in the 
Gambling Act (2003) to better capture action TAs take to minimise gambling harm such as 
measuring the strength of restrictions that TAs include within gambling policy. 

4.5 

M 14% 

86% 

Met no criteria Met at least one criteria 

Figure 4.5a: Percentage of TAs that met at least one criterion of active awareness  

18% 

42% 

19% 

21% 

0% 10% 20% 30% 40% 50% 

Effects of gambling on the characteristics of the district 
or parts of the district 

Planning restrictions on where gambling venues can 
operate (i.e. location of kindergartens, places of 

worship, schools) 

The cumulative affects of additional opportunities for 
gambling in the district 

Existence and number of formal gaming policy reviews 
(with consultation) 

Figure 4.5b: Percentage of TLA policies that display at least one form of active awareness 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

The advertisements from Grandreef.tv are advertising their free ‘gaming’ website, which is distinct 
from Grandreef.com which provides internet ‘gambling’ services to the New Zealand market. 
Advertising overseas gambling is prohibited under s16 of the Gambling Act 2003. 

Television and radio advertising accounted for 88% of the spend, with outdoor and internet 
advertising expenditure together comprising 9% of the spend. 

The Top 5 advertising campaigns by spend for the year ending 30 June 2012 were all on television 
and by the Lotteries Commission. They were: 

1. Lotto – ‘Man on boat with lucky dog - Wilson’ 
2. Lotto – Powerball 
3. Big Wednesday – ‘What a difference a day makes’ Split screen 
4. Lotto – General 
5. Big Wednesday – General. 
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Figure 4.6a: Gambling industry marketing expenditure 

Television Radio Newspaper Magazine Cinema Outdoor Unaddressed Direct Mail On Line 

Analysis of industry marketing expenditure and sponsorship activities 

Data source and approach to measurement 

Data was collected on industry marketing expenditure from the Nielsen Company, a provider of 
media research information. The Nielsen Company maintains a database of advertising 
expenditure (referred to as ‘spend’) and volume (referred to as ‘incidence’) within New Zealand. 
Nielsen prepared a report for the Outcomes Framework on the advertising spend by organisations 
that provide gambling within New Zealand. The report prepared by Nielsen was analysed to only 
include advertisements specifically for gambling, and, wherever identifiable, to exclude advertising 
for other services such as restaurants and accommodation. 
Note: this indicator has several important limitations discussed on the following page. 

Definitions 
Spend is measured through ‘rate-card’ values which represent the full rate for the advertising slots 
purchased. As discussed in the limitations section, this is unlikely to reflect actual expenditure but is 
an indicator of spend. 

Incidence refers to the number of individual advertisements purchased. 

Current state of indicator 

Advertising spend 
The total spend on advertising for the year ending 30 June 2012 was $35.1 million, of this $28.9 
million related to advertising by the New Zealand Lotteries Commission. The next highest spend 
was by websites that offer gaming and gambling services on the internet (most notably 
Grandreef.tv) at $3 million and the Totalisator Agency Board (TAB) who spent $2.4 million (see 
figure 4.6a opposite).  

Our confidence in the indicator is low, driven by: 
■ Low confidence that the data effectively measures the indicator 

– The data provided does not capture sponsorship or all forms of 
advertising 

■ Low confidence in the reliability and robustness of the data 
– The data uses rate-card values for spend and this has significant 

limitations (refer limitations section). 
 

 

■ The total spend on advertising for the year ended 30 June 2012 was $35.1 million, of which 
82% related to advertising by the New Zealand Lotteries Commission, followed by internet 
gaming/gambling services and the TAB. 

■ This indicator has several important limitations discussed on the following page. 

 

4.6 

L 

(Source: The Nielsen Company) 
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Advertising incidence 

173,523 advertisements were purchased by the gambling industry for the year ending 30 June 2012. 
Incidence is a useful measure of advertising expenditure as it is not affected by changes in the 
discount rate that affect spend as described in the limitations section. The incidence of advertising 
shows the New Zealand Lotteries Commission, TAB, SkyCity and internet gambling/gaming services 
recording the highest incidence.  

Table 4.6b above presents both the spend and incidence of advertising for each form of gambling in 
greater detail. 
 

Analysis of industry marketing expenditure and sponsorship activities (cont.) 

4.6 

 
 
 

154,444 
 

Radio advertisements for gambling. 

 
16,601 

 
Television advertisements for gambling. 

(Source: The Nielsen Company)  
During the year ended 30 June 2012, there were: 

Table 4.6b Gambling industry marketing expenditure and advertising incidence 

Category   Television Radio Newspaper Magazine Cinema Outdoor Unaddressed Direct Mail On Line Grand Total 

Class 4 venues 
Spend $0 $0 $10,422 $0 $0 $0 $0 $0 $10,422 

Incidence 0 0 12 0 0 0 0 0 12 

Internet gaming provider 
Spend $2,981,401 $0 $0 $0 $0 $0 $0 $13,150 $2,994,551 

Incidence 1,890 0 0 0 0 0 0 0 1,890 

Christchurch Casino 
Spend $0 $4,484 $19,133 $0 $0 $27,500 $11,040 $0 $62,157 

Incidence - 76 8 - - 6 4 - 94 

Lasseters Wharf Casino 
Spend $0 $0 $450 $0 $0 $0 $0 $0 $450 

Incidence - - 1 - - - - - 1 

Sky City Ltd 
Spend $0 $355,059 $27,617 $57,125 $0 $204,750 $0 $15,035 $659,586 

Incidence - 2,411 8 18 - 6 - - 2,443 

EGM Manufacturer/ Distributor 
Spend $0 $0 $412 $2,580 $0 $0 $0 $0 $2,992 

Incidence - - 1 1 - - - - 2 

NZ Lotteries Commission 
Spend $20,801,465 $6,199,289 $280,143 $20,263 $80,500 $1,000,281 $0 $552,291 $28,934,232 

Incidence 12,079 152,057 22 2 161 2,085 - - 166,406 

Totalisator Agency Board 
Spend $909,519 $0 $233,842 $0 $0 $0 $0 $1,258,464 $2,401,825 

Incidence 2,632 - 43 - - - - - 2,675 
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Outcome Indicator 

Analysis of industry marketing expenditure and sponsorship activities (cont.) 

Limitations and areas for improvement 

The advertising expenditure analysis is derived from ‘rate-cards’ which represent the full rate before 
any discounts offered by the media outlet. The discount offered varies based on the advertisers 
respective size and market conditions. Large and regular advertisers will receive large discounts off 
these rates. 

Data is not available on the advertising spend with Sky Television due to a different pricing 
structure. Sky Television advertising is sold in packages therefore it is not possible to identify the 
individual rate for advertisements. Data is only collected from the main internet publishers. 
Advertising with other internet publishers is not included in this analysis. 

Data was not available on the level of expenditure on sponsorship activities. Sponsorship or 
advertising for Class 4 gambling societies or venues is prohibited however, sponsorship is 
allowable for other forms of gambling. The Casino sector sponsors national basketball, rugby 
league, regional rugby union, golf and horse-racing. Specific advertising by sponsors during or 
adjacent to sports events is captured by this analysis. 

This analysis excludes the TAB’s trackside television channel which broadcasts horse and dog 
racing and could be considered to meet the definition of marketing expenditure. 

The number of radio advertisements is significantly higher that television advertisement. This is 
because radio advertising is purchased regionally, i.e. advertising slots are required to be 
purchased for each regional variant of a radio station, for example Music FM Auckland, Music FM 
Waikato whereas television advertising is national, with one slot purchased and delivered 
nationwide for each channel. 

4.6 



Objective 5  
 
Government, the gambling industry, 
communities, family/whānau and 
individuals understand and 
acknowledge the range of harms from 
gambling that affect individuals, 
families/whānau and communities 
 

Analysis and presentation of outcome indicators for objective 5 

5.1 Analysis of government sector annual reports and statements of intent for commitment to 
addressing gambling-related harm 

5.2 Analysis of the Department of Internal Affairs survey on community attitudes to gambling and 
problem gambling 

5.3 Analysis of Ministry-funded survey on community attitudes to gambling and problem gambling 

5.4 Analysis of Department of Internal Affairs annual reports of gambling industry host responsibility 
compliance 

5.5 
Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and Department 
of Internal Affairs officials, the Gambling Commission, industry leaders, local government 
councillors) compared to national Ministry-funded attitudes survey responses 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

 
 Analysis of government sector annual reports and statements of intent for 
commitment to addressing gambling-related harm 

Current state of the indicator 

Keyword analysis 
Of all 193 agencies analysed, 58 (30%) contained one or all of the keywords listed above (see 
figure 5.1a below); whereas key words were not found for 135 (70%) of agencies, however it 
should be noted that many of these agencies would not be expected to have a commitment to 
addressing gambling-related harm (as their remit may not relate to gambling harm or even health).  
Documents commonly referred to ‘mental health’ followed by ‘addiction’ ‘gambling’ and ‘gambler’. 
Strategic documents containing either ‘gambling’ or ‘gambler’ were more likely to demonstrate a 
commitment to addressing gambling-related harm.  

 

 

 

 

 

 

 

Agency strategic documents committed to addressing gambling-related harm 
Of 193 government agency strategic documents analysed; 6 (3.0%) demonstrated a commitment to 
addressing gambling-related harm (see table 5.1b below). Of these, 3 demonstrated a full 
commitment to addressing gambling-related harm as they allocate resources to specifically address 
gambling-related harm.  

 

  

 

 

Data source and approach to measurement 

To measure this indicator, strategic documents from government agencies were analysed for 
evidence of commitment to addressing gambling-related harm. The 2012 State Services 
Commission list of public sector agencies (SSC, 2012) was used to identify 193 government 
agencies for analysis. Strategic documents were then collected from each agency’s website.  

Definitions 

Strategic documents 
The strategic documents used for analysis included annual reports and SOIs. 

Commitment to addressing gambling-related harm 
■ Commitment to addressing gambling-related harm was measured by: 

– A specific reference to gambling harm within the strategic document, and/or 
– Evidence that a level of resourcing is provided to address gambling-related harm. 

Data collection 
The first step involved collecting strategic documents from the websites of government agencies. 
All documents were then reviewed for the following keywords: 
■ Gambling 
■ Gambler 
■ Gaming 
■ Addiction  
■ Mental health. 

 
 

 

 

There is a medium level of confidence in this indicator, driven by: 
■ Medium confidence in the robustness of the data  

– Strategic documents are high level. This may result in 
commitment to addressing gambling related harm being under-
reported. 

■ Medium confidence that the data effectively measures the indicator 
– The usefulness of strategic-level data may depend on the size of 

the organisation releasing documents 

■ In a broad analysis of all government agencies, 6 out of 193 government agency annual reports 
and SOIs were found to demonstrate an active commitment to addressing gambling related 
harm. However, many government sector documents, would not reasonably be expected to 
demonstrate a commitment to minimising gambling harm as such a commitment would be 
outside the scope of operations for many government agencies.  

5.1 

M 

70% 

30% 

0% 20% 40% 60% 80% 100% 

Total agencies with no keyword hits 

Total agencies with keyword hits 

Figure 5.1a: Percentage of agencies with strategic documents making reference 
to the ‘keywords’  

Summary   

  Number Percentage 

Total agency documents with keyword hits 58 30% 

Total agency documents with no keyword hits 135 70% 

Total agencies addressing problem gambling  6 3% 

Total agencies not addressing problem gambling  187 97% 

Total agencies analysed 193   

Table 5.1b: Keyword analysis of government agencies displaying a commitment to addressing gambling harm 
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Outcome Indicator 

Analysis of government sector annual reports and statements of intent for 
commitment to addressing gambling-related harm (cont.) 

To mitigate the reporting limitation, it is recommended that future iterations of this indicator take into 
account business plans and reports at a more operational level where available.  

The method to collect the strategic documents was manual. Automating this process to pull the 
relevant documents from government agency websites would be beneficial. The viability of this 
approach will require further consideration.  

 

5.1 Outcome Indicator 

Agency Commitment 

Auckland University of 
Technology 

The Ministry of Health awarded a $2.35 million contract to Professor Max 
Abbott and his team, to undertake a national gambling study with a 
longitudinal follow-up component. 

Capital and Coast District 
Health Board 

The Annual Report makes reference to workshops the DHB run for teenagers 
on hygiene, sexual health, problem gambling and drugs and alcohol.  

Department of Internal Affairs The Department explicitly states in it’s strategic documents that [part of] it’s 
purpose (preventing social harm) is to protect communities from the harm 
caused by gambling.  

Health Promotion Agency 
(formerly HSC)  

The 2011 HSC Annual Report makes numerous mentions of it’s commitment 
to addressing gambling-related harm. In 2011 HSC’s expenditure on problem 
gambling totalled $1,64 million for the cost of services and $418,000 for other 
payables. 

Ministry of Health The Ministry of Health's 2011 Annual Report notes expenditure on ‘problem 
gambling services’ for the year prior equal to $16.4 million. 

Open Polytechnic of New 
Zealand 

The Open Polytechnic’s Research Growth Fund supported two major projects 
in 2011. One of which was Dr Heather Peters’ research into Gambling 
Behaviour. The Annual Report does not report on expenditure for this project.  

Government agencies addressing problem gambling 

The six government agencies addressing problem gambling vary from a brief mention, to 
workshops run with no mention of the financial commitment (Capital and Coast District Health 
Board), to the Ministry Health reporting on its total ‘problem gambling expenditure’ for the financial 
year end June 2011 (see table 5.1c above). 

Limitations and areas for improvement 
The reports assessed for this indicator are high-level and strategic in nature, especially for larger 
organisations. A consequence of this is that many reports lack the necessary detail regarding 
expenditure for problem gambling or mental health. This has made it difficult to ascertain whether 
agencies have demonstrated a commitment to addressing gambling-related harm. Reliable 
conclusions could not therefore be drawn about addressing gambling-related harm even in 
agencies where there is known to be a strong emphasis on addressing harm. 

 

Table 5.1c: Detail of commitment to addressing gambling harm displayed by six government agencies 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of the Department of Internal Affairs survey on community attitudes to 
gambling and problem gambling 

Challenges with measurement 

This outcome indicator duplicates the analysis of outcome indicator 5.3 as 
the survey on community attitudes to gambling and problem gambling has 
been superseded by the Health and Lifestyles survey. The Health and 
Lifestyles Survey is funded by the Ministry of Health. 

■ The 2005 Department of Internal Affairs survey People’s Participation in, and Attitudes Towards 
Gambling 1985-2005, was not analysed in this report as it has been superseded by the Health 
and Lifestyles Survey (HSC, 2010). An analysis of the HLS is presented in Outcome indicator 
5.3. 

NA 

5.2 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

■ Do you know who is responsible for deciding whether places in your area can start operating 
gaming machines, or pokies, and for deciding whether existing places can add more 
machines? Who is that? 

■ Which of these gambling activities have you seen or heard any advertising in the last 12 
months? 

■ In the last three months, have you seen or heard of any advertising or noticed any leaflets or 
posters that explain how gambling might harm you, your family or friends, and what you can do 
about it? Which type of advertising or information was that? 

■ Can you describe the signs that a person is gambling at a harmful level? 
■ Do you know what you could do to help a friend or family member who is gambling too much? 
■ Would you agree or disagree with the following statement as it applies to your local 

community? There is a need for your community to talk about problems that come from 
gambling and to work out social solutions. For your community do you agree, disagree or have 
no feeling either way? 
 
 

 

Analysis of Ministry-funded survey of community attitudes to gambling and 
problem gambling 

Data source and approach to measurement 

The aim of outcome indicator 5.3 is to analyse the Ministry-funded survey on community attitudes 
to gambling and problem gambling. This survey is considered to be the full Health and Lifestyles 
Survey, conducted by the Health Promotion Agency (formerly the Health Sponsorship Council) on a 
four-yearly basis. This indicator uses data from the 2010 survey (HLS 2010). The next full survey is 
scheduled to be delivered in 2014.  

The HLS used the following questions to analyse attitudes, awareness and perception: 

Attitudes and awareness related questions 

■ Do you think raising money through gambling does more good than harm, or more harm than 
good, in the community? 

■ Do you think any of these activities is socially undesirable (you wouldn't want this activity in 
your community)? 

■ Are there any consequences for the wider community and those who live there when someone 
gambles too much? Can you tell me what they are please? 

■ When gambling profits go to causes, such as sport, charities and other community purposes, 
who do you think they should be distributed by? 

 
 

 
 

There is a high level of confidence in this indicator, driven by: 
■ High confidence in reliability: Sample size of n=1,740, with responses 

weighted to match NZ Census population statistics 
■ Strong relationship between the data and the indicator.  

 

Community attitudes and awareness were measured using the HLS 2010. Some general themes 
emerged: 
■ Gambling was viewed as doing more harm than good in the community in general 
■ Gambling machines were of the greatest concern regarding gambling more often, for more 

money and social undesirability 
■ The Lotteries Grants Board or similar was the preferred distributor of gambling proceeds  
■ Sixty per cent of people felt that they could identify the signs that a person is gambling at a 

harmful level 
■ Most people could recall gambling harm advertising and could identify at least one help service 
■ Fewer people were aware of actions to reduce gambling harm in the community 
■ Very few people were involved in activities to reduce gambling harm in the community.  

  

5.3 

H 
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Outcome Indicator 

Analysis of Ministry-funded survey on community attitudes to gambling and problem 
gambling (cont.) 

Current state of the indicator 

Excerpts for this section have been taken directly from the 2010 HLS (HSC 2010). A full copy of the 
report can be found on the following link: 

http://archive.hsc.org.nz/researchpublications.html  

Views about whether raising funds through gambling does more harm or more good in the 
community 

Of the 1,724 people that answered the questions ‘do you think that raising money through gambling 
does more harm than good or more good than harm in the community’ (Figure 5.3a, opposite top): 

■ Fifty-two per cent thought that raising money through gambling did more harm than good in 
the community, compared to:  

■ Twenty-six per cent thought that it did more good than harm,  
■ Twenty-three per cent thought it was neither good nor harmful (HSC, 2010). 

Views about the types of gambling activity considered to be socially undesirable 

Overall, 63% of people said some forms of gambling were socially undesirable (HSC, 2010). 

Nearly half of the people surveyed (47%) thought that gaming machines (pokies) in pubs or clubs 
were socially undesirable. While gaming machines in casinos were the next most likely to be 
considered socially undesirable, they were only mentioned by 22% of all people (see figure 5.3b, 
opposite bottom) (HSC, 2010). Internet games (22%) and mobile phone games for money (18%) 
also featured quite strongly in the results, meaning that people thought these were quite socially 
undesirable (HSC, 2010).  

Views about the consequences for the community when someone gambles too much 

Everyone in the HLS survey was asked whether they could identify the likely consequences for the 
wider community and individuals within that community, when someone gambles too much. 
Approximately 66% of people said that they could identify consequences for the wider community 
of someone gambling too much (HSC, 2010). 

When people were asked to identify them, the three most frequently mentioned consequences for 
the wider community were: 

■ Crime/fraud/strain on the justice system (31%) 
■ Children suffering (20%) 
■ Aggression/violence/arguments/fighting (10%). 

 

 

 

 

 

5.3 

47% 

22% 

22% 

21% 

18% 

18% 

17% 

16% 

16% 

10% 

5% 

4% 

0% 10% 20% 30% 40% 50% 

Gambling machines or pokies in a pub or club 

Internet games, such as Internet poker for money 

Gambling machines or pokies in a casino 

Betting on horse or dog races 

Mobile phone games for money 

Betting on sports events 

Lotto, Keno, Strike, Powerball, Big Wednesday, 
Instant Kiwi or Scratch 

Bullseye tickets 

Housie or Bingo 

Table games such as card games or dice in a casino 

Making money bets with family or friends 

Going to a gambling or casino evening, or buying a 
raffle ticket for fund-raising 

Figure 5.3b: Community views on activities that are socially undesirable (multiple response) 
(n=1,740) 

Internet, and mobile 
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as undesirable 
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raising funds through 
gambling does more 

harm than good 

69% of people felt that 
gambling machines of one 
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Note: due to rounding, responses add to more than 100% 
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Figure 5.3a: Community views on whether raising funds through gambling does more 
harm or more good in the community (n=1,724) 
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Outcome Indicator 

Analysis of Ministry-funded survey on community attitudes to gambling and problem 
gambling (cont.) 

Views about who should be responsible for the distribution of gambling proceeds 

Everyone in the survey was asked to consider, when gambling profits go to causes such as sport, 
charities and other community purposes, who they thought the profits should be distributed by 
(Figure 5.3c, opposite top). Respondents were provided with a list of possible groups of people and 
could nominate as many as they wished. The three most popular options for “who should distribute 
gambling profits” were: 

■ The Lottery Grants Board (or similar) (45%) 
■ Community representatives (42%) 
■ Local Councils and community representatives (42%) (HSC, 2010).  

Awareness of who is responsible for deciding whether places can start operating gaming 
machines, and for deciding whether existing places can add more machines  

 
All 1,740 participants in the survey were asked whether they knew who was responsible for making 
local decisions regarding new gaming machines or pokies and adding additional machines in 
existing venues. The majority of people (67%) said that they were not aware of who made the local 
decisions about pokie machines, compared to 33% that were aware (n=577) (HSC, 2010).  
 
Of those that were aware, 75% identified local government as the party responsible for making 
decisions about gambling in the community (see figure 5.3d, opposite bottom).  
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Figure 5.3c: Community views on who should distribute gambling proceeds (multiple 
response) (n=1,740) 
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Outcome Indicator 

Analysis of Ministry-funded survey on community attitudes to gambling and problem 
gambling (cont.) 

Awareness of non-lottery gambling advertising in the last 12 months 

Everyone in the survey was asked whether they had, in the previous 12 months, seen or heard any 
advertising or promotion for a list of gambling activities (see figure 5.3e, opposite top).  

Over 99% of people in New Zealand who had done any gambling in the previous 12 months had 
seen NZ Lotteries advertising (HSC, 2010).  

Outside of Lotteries advertising, the activities for which advertising was most commonly recognised 
were: 

■ Betting on sports events (30%), and  
■ Betting on horse or dog races (28%) (HSC, 2010). 
 
Awareness of gambling harm advertising (by media type) in the past 3 months 

Participants were asked whether, in the previous three months, they had seen or heard any 
advertising, or noticed any leaflets or posters that explain how gambling might harm them. Of 1,740 
participants, 59% had seen advertising about gambling harm or solutions during the previous three 
months (HSC, 2010). 

Of the 59% of people that had seen advertising, the three most recalled types of advertising (see 
figure 5.3f, opposite bottom), were: 

■ Television 
■ Leaflets or posters, and 
■ Radio. 
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Figure 5.3e: Community awareness of non-lottery gambling advertising (multiple response) 
(n=1,740) 
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Outcome Indicator 

Analysis of Ministry-funded survey on community attitudes to gambling and problem 
gambling (cont.) 
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Figure 5.3h: Community awareness of the signs that a person is gambling at a harmful level 
(multiple response) (n=1,047) 
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Awareness of the signs of problem gambling 
In terms of awareness about the signs of problem gambling, 60% of people felt that they could 
identify people gambling at a harmful level. People who said they believed they could describe the 
signs that a person is gambling at a harmful level (n = 1,047) were then asked what these signs 
were. Answers were then coded into overall themes. Three major themes to emerge included (see 
figure 5.3h, opposite top): 
■ Harmful financial situations (88%), such as spending more money on gambling than is 

affordable, or having no money after gambling to pay for essentials, spending increasing 
amounts on gambling or having others ‘go without’ because of gambling 

■ Harmful behaviours (62%) such as: obsessive behaviour, dishonesty, being withdrawn, 
secretive, evasive, agitated and aggressive  

■ Mental or physical health issues (35%) like depression, anxiety and stress (both individual 
and family).  

 
Proportion of people who know of a problem gambling support service 

A majority of people (87%) had heard of at least one gambling help service. The most commonly 
recognised services were: 
■ 0800 telephone helpline (77% of all people), and  
■ Support groups (52% of all people).  
Comparatively fewer people had heard of internet self-help sites (11% of all people) (HSC, 2010).  
 
Views on the need for communities to discuss gambling problems and solutions 

Everyone in the survey was asked whether they agreed or disagreed with the statement “There is a 
need for your community to talk about problems that come from gambling and to work out local 
solutions”. A majority of those asked (56%) agreed with the statement (Figure 5.3g, below). 
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Figure 5.3g: Community respondent views on whether there is a need for 
communities to talk about gambling problems and solutions (n=1,736) 
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Figure 5.3i: Community recognition of problem gambling support services (multiple 
response) (n=1,740) 
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Outcome Indicator 

Analysis of Ministry-funded survey on community attitudes to gambling and problem 
gambling (cont.) 

Awareness of community actions and strategies to reduce gambling harm 

Everyone in the survey was asked whether they had heard of a number of strategies or actions that 
people and communities could do in relation to gambling harm and gambling policy (Figure 5.3j, 
opposite top). The most commonly recognised community actions were: 

■ Community, voluntary and sporting organisations seeking funds from sources not associated 
with gambling (30%) 

■ People writing to or making submissions to the local council on its gambling policy (21%) (HSC, 
2010). 

 
Involvement in community actions and strategies to reduce gambling harm 

People who said they had heard of a community activity to reduce gambling harm were asked 
whether they had been involved in it (the numbers of people aware of each type of action ranged 
from 32 to 504 across the five activities).  
 
Figure 5.3k illustrates that 25% of people were involved in community groups seeking funds from 
sources that were not associated with gambling; whilst 15% had taken part in an internet gambling 
forum or discussion group. However, overall a very small proportion of all people in the survey had 
been involved in each community action (HSC, 2010). 

Note: the sample sizes of people involved in each type of action ranged from 32 to 504 across the 
five activities.  
 
Limitations and areas for improvement 

Two considerations should be taken into account when interpreting the results for this indicator: 
■ Results of some HLS questions should be treated with caution due to low sample sizes 
■ Error bars have not been added to figures presented in outcome indicator 5.3. However, figures 

with error bars can be viewed in the full HLS using the following link: 
– http://archive.hsc.org.nz/researchpublications.html  
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Figure 5.3j: Familiarity with community actions to reduce gambling harm (multiple response) 
(HLS: n=1,740) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of Department of Internal Affairs reports on gambling industry host 
responsibility compliance 

■ Other: including potential issues related to access by minors and the location of ATM 
machines. 

Figure 5.4a below presents the results of audits for these areas. The number of audits procedures 
in each group above varies and the result for each procedure can be either a Pass, Not applicable 
or Null, Minor (fail) or Fail. 

Current state of the indicator 

The Department regularly audits Class 4 gambling venues and societies for compliance with the 
requirements of the Gambling Act and associated regulations. During the year ended 30 June 
2012, the Department completed 11 society audits and 664 venue inspections. Both society audits 
and venue inspections focus on a broad range of compliance requirements, approximately 13.7% 
of the areas audited related to host responsibility. 

Data source and approach to measurement 

Two datasets were obtained from the Department for the period 1 July 2011 to 30 June 2012. The 
two datasets are: 

■ Reporting on the results of audits of Class 4 pub and club venues and societies 
■ Reporting on the number of investigations opened into Class 4 gambling activity. 

The two datasets were reviewed, issues grouped and the proportion and type of audit 
investigations that related to host responsibility were analysed. 

Requirements related to host responsibility were grouped into five areas: These are: 
■ Signage: including signage on the policy for identifying problem gamblers, affordable levels of 

gambling and how to seek help 
■ Policy or documentation: including the host responsibility policy, and pamphlets on the odds 

of winning 
■ Training: whether staff are aware of and able to apply the host responsibility policy 
■ Exclusion orders: whether staff are aware of the exclusion order requirements and able to 

issue exclusion orders on request 

 

Our confidence in the indicator is high, driven by: 
■ Medium/High confidence that the data effectively measures the 

indicator 
– The reporting analysed provides an effective measure of 

compliance but only includes one form of gambling - the Class 4 
sector. 

■ High confidence in the reliability and robustness of the data 
– The department is the organisation responsible for monitoring and 

enforcing host responsibility compliance and the data used was 
collected from the Department’s internal systems. 

■ Venue and society audits reported a high rate of compliance with host responsibility 
requirements.  

■ Common themes in audit non-compliance related to training on host responsibility and the 
issuing of exclusion orders. Five per cent of investigations opened during the year by the 
Department of Internal Affairs (‘the Department’) related to host responsibility.  
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Outcome Indicator 

As presented in Figure 5.4a on the previous page, the majority of audits received a ‘pass’ result, 
followed by not applicable or null. A small number of audit procedures resulted in a minor or fail 
result. 

Figure 5.4b presents the percentage of audits receiving a minor or fail result. This shows that the 
highest rates of failure relating to host responsibility were for exclusion orders and training. 

Figure5.4b Results of Class 4 venue and society audits specific to host responsibility 

 

 

 

 

 

 

 

 

 

 

 

The areas of audit focus for the two top categories of non-compliance in respect of host 
responsibility – training and exclusion orders – are listed below: 
■ Training: Has the [venue/society] provided training in problem gambling awareness? 
■ Training: Is the training sufficient to satisfy all requirements of Harm Prevention and 

Minimisation Regulation 12? 
■ Training: Is there a trained employee available at all times? 
■ Exclusion orders: Is the procedure for issuing exclusion orders available to and applied by 

staff? 
■ Exclusion orders: Are records of excluded persons available? 
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5.4 
Analysis of Department of Internal Affairs reports on gambling industry host 
responsibility compliance (cont.) 

 The Department also undertakes investigations into Class 4 gambling. For the year ended 30 June 
2012, the Department opened 932 investigations into Class 4 gambling activity, 5% or 44 of these 
were related to host responsibility as presented in figure 5.4c below: 

Figure 5.4c: Proportion of Class 4 investigations related to host responsibility 

 

 

 

 

 

 

 

 

Note: the majority of investigations opened by the Department are in relation to the late banking of 
Gaming Machine Proceeds. Further analysis of the other areas of investigation is provided in 
outcome indicator 8.4. 

Limitations and areas for improvement 

This analysis is restricted to the Class 4 gambling sector and does not include monitoring and 
reporting on host responsibility compliance related to New Zealand Lotteries Commission or New 
Zealand Racing Board venues. The New Zealand Lotteries Commission and New Zealand Racing 
Board are not audited or inspected by the Department. 

The Department does have a role monitoring Casino host responsibilities, however, this focuses on 
whether the processes within the Host Responsibility Policy (as approved by the Gambling 
Commission) are followed rather than the compliance focus based on the Gambling Act 2003 
applied through venue inspections and society audits for the class 4 sector. Consequently it is not 
possible to analyse the rate of compliance (or similar). 

The reporting in figure 5.4c on Class 4 investigations opened does not consider the results of the 
investigations, and therefore some investigations may be closed due to a lack of evidence or 
because compliance had occurred. 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Metrics 
Metrics used for the measurement of attitudes and awareness are based on the HLS 2010 (HSC, 
2010) which in turn are based on the People’s Participation in, and Attitudes to, Gambling, 1985-
2005 survey (Department of Internal Affairs, 2005).  

Attitudes are measured by: 
■ Views about whether gambling does more harm or more good in the community 
■ Views about the types of gambling activity considered to be socially undesirable 
■ Views about the consequences for the community when someone gambles too much 
■ Views about who should be responsible for the distribution of gambling proceeds. 

Awareness is measured by: 
■ Awareness of who is responsible for deciding whether places can start operating gaming 

machines, and for deciding whether existing places can add more machines  
■ Awareness of non-lottery gambling advertising in the last 12 months 
■ Awareness of gambling harm advertising (by media type) in the past 3 months 
■ Awareness of the signs of problem gambling 
■ Awareness of the types of help available for people with a gambling problem 
■ Views on the need for communities to discuss gambling problems and solutions 
■ Awareness of community actions and strategies to reduce gambling harm 
■ Involvement in community actions and strategies to reduce gambling harm. 
 
Survey delivery 
The NDS survey was delivered using an internet-based platform to 550 individuals made up of local 
government councillors, Ministry officials, appropriate industry decision-makers and appropriate 
decision-makers from problem gambling service providers, public sector agencies (for example, 
HPA) as well as academics with a research interest in problem gambling.  

In total, 138 people completed the survey, representing a response rate of approximately 25%. The 
final sample consisted of: 46% councillors, 14% problem gambling provider representatives, 13% 
gambling industry representatives, 12% ‘other’ representatives (local board representatives, 
national coordinators, other NGO decision-makers), 7% social health providers, 5% government 
officials, and 3% academics.  
Representatives from the Gambling Commission and the Department did not take part in the 
survey. 
Technical notes 
This indicator uses descriptive statistics to describe differences between the NDS and HLS 
surveys, supplemented with a small amount of statistical testing. After calculating a 95% 
confidence interval, the two surveys were compared to see if margins of error overlapped. For 
those where margins of error did not overlap, two sample t-tests were applied to corroborate 
perceived differences. However, results of this analysis should be treated with caution.  
 
 
 
 
 

Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and 
Department of Internal Affairs officials, the Gambling Commission, industry leaders, local 
government councillors) compared to national Ministry-funded attitudes survey responses 

Data source and approach to measurement 

The aim of outcome indicator 5.5. was to compare the attitudes of national decision-makers to 
those of the general population. This required data from two surveys to be compared. National 
attitudes data was collected from the 2010 HLS (HSC 2010). Questions from the HLS were then 
used to develop a new survey, which collected data from national key-decision makers. The 
second survey was named the national decision-maker survey (NDS). Results from the surveys 
were then compared.  

Definitions 

Within this study, national key decision-makers are defined as:  

■ Officials at the Ministry of Health (the Ministry), leaders from the gambling industry (from larger 
trusts and casinos); leaders from problem gambling service providers, problem gambling 
academics, other public sector agencies (for example, HPA) and local government councillors. 

■ The Ministry-funded attitudes survey is considered here to mean the 2010 HLS. The survey 
was conducted on a national scale and captured the attitudes of community members towards 
gambling. 

 

There is a medium level of confidence in this indicator, driven by: 
■ Strong relationship between the data and the indicator  

– Questionnaire was developed from an existing attitudes survey 
(HLS 2010) 

■ Medium confidence in the reliability and robustness of data 
– 138 out of 552 national decision-makers responded to this survey, 

representing a 25% response rate 
 
 
 

 

■ When the 2010 HLS and 2012 National decision-maker surveys were compared, it was found 
that national decision-makers were more likely than community members to take the view that 
gambling does more good than harm for the community. They also were more likely to identify 
internet gambling and gambling on mobile phones as the most undesirable forms of gambling.  

■ Both groups felt that gambling leads to consequences for the community and that local 
government, the Lottery Grants Board or Community representatives were best placed to 
distribute gambling proceeds.  

■ Overall, national decision-makers were more aware of gambling issues than members of the 
community across a range of measures. However, the groups had a similar level of awareness 
about gambling and gambling advertising.  

5.5 
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Outcome Indicator 
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Figure 5.5b: Ethnic diversity - NDS compared to the HLS (multiple response)  
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Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and Department 
of Internal Affairs officials, the Gambling Commission, industry leaders, local government 
councillors) compared to national Ministry-funded attitudes survey responses (cont.) 

Current state of the indicator 

Survey respondent demographics compared to NZ Census 2006 
statistics 

All data used by the HLS was weighted to match population statistics from the 
2006 NZ Census. However, data from the national decision-makers survey 
has not been weighted. This decision was driven by expected differences 
between the profile of national decision-makers compared to the general 
population. This section highlights some of these differences.  

Ethnic Diversity 

In terms of ethnic diversity of NDS respondents, the proportion of New 
Zealand European and Māori national decision-makers is consistent with the 
HLS. However, Pacific and Asian people are under-represented as decision-
makers. ‘Other’ ethnicities were over-represented as national decision-makers 
(see figure 5.5b, opposite top).  

Gender 

In terms of gender, national decision-makers who responded to the survey are 
substantially more male than female (see figure 5.5a, below).  

 

 

 

 

 

 
Age 

In terms of age, no national decision-maker was younger than 24 or older than 
75 years. The absence of the younger age brackets was expected and 
contrasts substantially with the HLS. Similarly, people aged between 35 and 
64 years of age are over-represented as decision-makers when compared to 
the HLS (see figure 5.5c, opposite bottom).  

 

 

 

5.5 

Pacific and Asian people are under-
represented as national decision-makers, 

whereas ‘Other’ ethnicities are over-
represented.  

Both the youngest and the oldest age groups 
are underrepresented as national decision-
makers, whereas, the 35-64 age groups are 

over-represented.  

0% 

20% 

40% 

60% 

80% 

100% 

Male Female 

Figure 5.5a: Gender - NDS compared to the HLS 

NDS 

HLS 



140 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Outcome Indicator 
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Figure 5.5d: Community and national decision-maker views on whether gambling does more harm or more 
good in the community (HLS: n=1,724) (NDS: n=129) 
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Figure 5.5e: Views on who should be responsible for distributing gambling proceeds - NDS compared to the 
HLS (multiple responses) (HLS: n=1,740) (NDS: n=132)  
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Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and Department of 
Internal Affairs officials, the Gambling Commission, industry leaders, local government councillors) 
compared to national Ministry-funded attitudes survey responses (cont.) 

Views about whether gambling does more harm or more good in the 
community 

Figure 5.5d illustrates substantial differences in the attitudes of community 
members and national decision-makers towards whether gambling does more 
harm or more good in the community. A high proportion of community 
members felt that gambling does more harm than good, whereas national 
decision-makers are evenly spread between those that feel that gambling 
does more harm, and those that feel it does more good in the community.  

However, no substantial differences were found between national decision-
makers and community members in the ‘does more harm than good’ category, 
both groups agreed with this statement.  

 

Views about who should be responsible for the distribution of gambling 
proceeds 

Figure 5.5e illustrates that amongst members of the community and national 
decision-makers alike, the three most preferred distributors of gambling 
proceeds were: 

■ Community representatives, i.e. charities, churches or service 
organisations (HSC, 2010) 

■ Lottery Grants Board 
■ Local Councils.  

However, substantial differences were also observed between national 
decision-makers and members of the community. For instance: 

■ Community participants were substantially more likely to feel that the 
Lottery Grants Board, Local Councils, or Government departments should 
be responsible for distributing proceeds, whereas 

■ National decision-makers were substantially more likely to feel that people 
who operate gambling activities, should be responsible for distributing 
proceeds 

No substantial differences were found between national decision-makers and 
community members in the “community representatives” category.  

 

 

Community members are substantially more 
likely to feel that gambling does a lot more 

harm in the community, or feel that it is 
neither good nor harmful. 
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Outcome Indicator 
Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and Department 
of Internal Affairs officials, the Gambling Commission, industry leaders, local government 
councillors) compared to national Ministry-funded attitudes survey responses (cont.) 

Views about the types of gambling activity considered to be socially 
undesirable 

As table 5.5e illustrates, national decision-makers were substantially more 
likely than community members to view mobile phone games and internet 
games for money, as being the most socially undesirable forms of gambling 
activity.  

Gaming machines in a pub or club was the most undesirable form of gambling 
activity for community respondents, whereas it was the third most undesirable 
gambling activity for national decision-makers.  

Across all types of gambling considered socially undesirable, testing found 
substantial differences in the attitudes of national decision-makers and local 
community members.  

Awareness of who is responsible for deciding whether places can start 
operating gaming machines, and for deciding whether existing places 
can add more machines  

In terms of awareness about who is responsible for making decisions about 
gaming machines; 85% of national decision-makers; compared to 33% of 
community members felt that they knew who was responsible for making 
decisions.  

For both surveys, respondents that were aware were then asked to identify the 
agency responsible for making decisions about gaming machines. Answers 
were then coded into themes.  

Of those that were aware (see figure 5.5f, opposite bottom), no substantial 
differences were observed between national decision-makers and members of 
the community, i.e. national decision-makers and community members 
generally shared views about who is responsible for making local decisions 
about gambling.  

 

 

 

5.5 

Table 5.5e: HLS and NDS comparison of views regarding undesirable forms of gambling (HLS n=1,740) (NDS n=126) 

Rank 

Gambling type HLS NDS 

Mobile phone games for money 5 1 

Internet games, such as Internet poker for money 2 2 

Gambling machines or pokies in a pub or club 1 3 

Gambling machines or pokies in a casino 2 4 

Table games such as card games or dice in a casino 7 5 

Betting on sports events 5 6 

Betting on horse or dog races 4 7 
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Figure 5.5f: Awareness about who is responsible for local decisions about gaming machines - NDS compared to 
the HLS (HLS n=577) (NDS = 130) (multiple responses) 

HLS NDS 



142 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Outcome Indicator 
Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and Department of 
Internal Affairs officials, the Gambling Commission, industry leaders, local government 
councillors) compared to national Ministry-funded attitudes survey responses (cont.) 

Table 5.5g: HLS and NDS comparison of awareness of non-lottery advertising (HLS n=1,740) (NDS n=132) 

  Rank 

  HLS NDS 

Betting on sports events 1 1 

Betting on horse or dog races 2 2 

Free internet games, such as poker or pokies 7 3 

Internet games, such as internet poker for money 4 4 

Gambling machines or pokies at a pub or club 5 5 

Gambling machines or pokies at a casino 3 6 

Housie or bingo 6 7 

Table 5.5h: Awareness of gambling harm advertising (multiple response) (HLS n=997) (NDS n=126) 

  Rank  

  HLS NDS 

Television 1 1 

Leaflets or posters 2 2 

Radio 3 3 

The internet 7 4 

Logos on clothing or other gear 8 4 

Signs or billboards 4 6 

National newspapers 4 6 

Community newspapers 6 6 

Other 9 9 

Awareness of non-lottery gambling advertising in the last 12 months 

Non-lottery advertising was analysed for comparison with the HLS. 

As illustrated by table 5.5g (opposite top), both community members and national 
decision-makers were most likely to be aware of advertising relating to ‘betting on 
sports events’ and ‘betting on horse and dog races’.  

However, ‘gambling machines at a casino’ was the third most frequent form of 
advertising recalled by community members but only the sixth most frequent for 
national decision-makers. Similarly, ‘free internet games’ were the third most likely 
form of gambling advertising recalled by national decision-makers, whereas no 
community members could recall this form of advertising.  

Testing showed a substantial difference in awareness across all non-lottery 
gambling advertising categories between national decision-makers and community 
members.  

 

Awareness of gambling harm advertising (by media type) in the past three 
months 

Respondents were asked about the source of any gambling harm advertising that 
they had seen or heard of in the previous three months. The three most commonly 
recalled sources for community members and national decision-makers alike were 
television, leaflets or posters, and radio (see figure 5.5h, opposite bottom).  

Testing showed a substantial difference in awareness across all gambling harm 
awareness categories between national decision-makers and community 
members.  
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Outcome Indicator 

Community members were substantially more likely than national decision-makers to 
identify harmful financial situations and mental/physical health issues as signs that 

someone is gambling at a harmful level. National decision-makers were substantially more 
likely to identify harmful actions, harmful behaviours and criminal activity. 

77% 34% 52% 31% 11% 86% 81% 75% 47% 34% 
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Figure 5.5j: Recognition of gambling support services – NDS compared to the HLS (multiple response) (HLS: 
n=1,740) (NDS: n=123) 

HLS 
NDS 

Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and Department 
of Internal Affairs officials, the Gambling Commission, industry leaders, local government 
councillors) compared to national Ministry-funded attitudes survey responses (cont.) 

Awareness of the signs of problem gambling 

Eighty-six per cent of national decision-makers felt that they could identify 
signs that a person is gambling to a harmful level, compared to 60% of 
community members that could do the same. Respondents were asked to 
describe these signs. Responses were then organised and coded into several 
categories, including: 

■ Harmful behaviours such as obsessive behaviour, dishonesty, being 
withdrawn, secretive, evasive, agitated and aggressive 

■ Harmful financial situations such as spending more money on gambling 
than is affordable, or having no money after gambling to pay for essentials, 
spending increasing amounts on gambling or having others go without 
because of gambling 

■ Harmful actions such as gambling more often than intended or spending 
excessive time gambling, spending an excessive amount of time away 
from work and family and frequency of visits to ATM machines 

■ Relationship breakdown such as a breakdown with spouse, partner or 
other family members 

■ Mental and physical health issues like depression, anxiety and stress 
(both individual and family) 

■ Neglect, such as child or family neglect, or the neglect of a job 
■ Criminal activity, such as domestic violence and theft 
■ Other such as concern of affected others’ and co-dependencies such as 

alcohol addiction 

Responses differed slightly between the community and national decision-
makers in terms of the identification of harmful signs. Community members 
were substantially more likely to identify harmful financial situations and mental 
or physical health issues, whereas national decision-makers were substantially 
more likely to identify harmful actions, harmful behaviours and criminal activity 
(see figure 5.5i).  

Awareness of the types of help available for people with a gambling 
problem 

As figure 5.5j illustrates, the support service most likely to be recalled by 
community members and national decision-makers was the telephone 
helpline, followed by support groups. National decision-makers differed 
substantially from the community in that they were more likely to identify face-
to-face counselling; support groups; help from a GP and Internet sites/self help 
services.  

 

 

 

 

5.5 

National decision-makers were 
more likely to recognise face-to-
face counselling, support groups 

or internet/self help services. 
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Figure 5.5i: Awareness of the signs of harmful gambling - NDS compared to the HLS (multiple response) (HLS: 
n=1,047) (NDS: n=131) 
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Outcome Indicator 
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Figure 5.5l: Responses to 'there is a need for communities to talk about problems that come from 
gambling and to work out local solutions' - NDS compared to the HLS (HLS: n=1,736) (NDS: n=121)  
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Figure 5.5k: Community and national decision-makers’ actions and strategies to help someone who is 
gambling too much (multiple response) (HLS: 1,047) (NDS: 129) 

HLS 
NDS 

Awareness of what to do to help a friend or family member who is gambling 
too much 

Eighty-one per cent of national decision-makers compared to 62% of community 
members felt that they knew what to do to help a friend or family member who is 
gambling too much.  

Those that knew what to do to help a friend or family member were then asked to 
describe what actions or strategies they would take to help someone who is 
gambling too much. In answering this question, community members more 
commonly suggested offering support, whereas decision-makers more commonly 
suggested referring to services that could help, such as counsellors, problem 
gambling services, or doctors and other health professionals (see figure 5.5k).  

Agreement or disagreement with the statement ‘there is a need for your 
community to talk about problems that come from gambling and to work out 
social solutions.’ 

Substantially more national decision-makers (73%) agreed with the statement 
“there is a need for your community to talk about problems that come from 
gambling and to work out local solutions”; compared to community respondents 
(56%). Community respondents were also more likely to disagree with the 
statement or have no feeling either way (see figure 5.5l).  

 

 

 

 

 

 

 

 

 

 

5.5 

National decision-makers 
were substantially more 

likely to agree that there is 
a need for communities to 

talk and develop 
solutions. 

National decision-makers more commonly 
suggested referring problem gamblers to 

help services, whereas community 
members more commonly suggested 

offering support. 

Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and Department 
of Internal Affairs officials, the Gambling Commission, industry leaders, local government 
councillors) compared to national Ministry-funded attitudes survey responses (cont.) 
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Outcome Indicator 
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Figure 5.5m: Familiarity with community actions to reduce gambling harm – NDS compared to the HLS 
(multiple responses) (HLS: n=1,740) (NDS: 123) 
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Analysis of the attitudes of national key decision-makers (i.e., Ministry of Health and Department 
of Internal Affairs officials, the Gambling Commission, industry leaders, local government 
councillors) compared to national Ministry-funded attitudes survey responses (cont.) 

Familiarity with community actions and strategies to reduce gambling 
harm 

As illustrated by figure 5.5m, national decision-makers are substantially more 
likely to be familiar with community action groups to minimise gambling harm, 
community monitoring of local pubs and clubs and Internet gambling forums or 
discussion groups, when compared to members of the community.  

Involvement in community actions and strategies to reduce gambling 
harm  

National decision-makers were also more likely to be involved in community 
actions and strategies to reduce gambling harm (see figure 5.5n). The 
substantial difference in people writing to local council, may be driven by the 
high proportion of local government councillors that took part in the national 
decision-maker survey. However, decision-makers were also more likely to be 
involved in voluntary organisations seeking funds from other sources and 
community action groups to minimise gambling harm.  

Limitations and areas for improvement 

When interpreting this indicator, consideration should be given to limitations in 
comparing results from the NDS with the HLS. These limitations include: 

■ The small number of national decision-makers surveyed (n= 138) 
■ Differences in the robustness of data collected between the surveys. For 

example, the HLS is a fully weighted and tested survey with random 
sampling, whereas the NDS is not 

■ The HLS used interviews to collect data, whereas the NDS was an online 
survey. The different approaches used can yield slightly divergent 
responses, and hence conclusions 

■ Differences in the date of data collection. The HLS was conducted in 2009, 
whereas the NDS is a 2012 survey. This may lead to slightly different 
results, particularly in area of new technology i.e. increasing use of mobile 
phones to gamble  

■ The difference between responses in the ‘people writing to local council’ 
category of figures 5.5m and 5.5n opposite can be explained as 
respondents were forced to choose either ‘heard of’ or ‘involved in’. They 
were not given the opportunity to answer ‘both’.  

Note: the sample sizes of people involved in each type of action ranged from 32 
to 504 across the five activities.  
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National decision-makers are more likely to be 
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organisation seeking alternative funding, or a 
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National decision-makers are substantially 
more likely to be familiar with community action 

groups, Community monitoring and Internet 
gambling forums. 
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Figure 5.5n: Involvement in community actions to reduce gambling harm - NDS compared to the HLS (multiple 
response) (HLS: n=504; 32; 290; 387; 254) (NDS: n=123)  
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Objective 6 
 
A skilled workforce is developed to 
deliver effective services to prevent and 
minimise gambling harm 
 

Analysis and presentation of outcome indicators for objective 6 

6.1 Analysis of problem gambling practitioners’ (public health and intervention) employment patterns 
and conditions, such as duration of employment and pay ranges compared to other sectors 

6.2 Analysis of the number of problem gambling practitioners (public health and intervention) who 
have the relevant problem gambling competencies for the work they deliver 

6.3 Analysis of the number of problem gambling practitioners (public health and intervention) who 
have received relevant tertiary training 

6.4 Assessment of the availability of culturally specific training programmes for problem gambling 
practitioners 

6.5 

Analysis of the diversity of the problem gambling workforce, including: a) ethnic diversity (Māori, 
Pacific and Asian), age and gender, b) the percentage of Māori, Pacific and Asian practitioners 
who are working in mainstream organisations, c) the range of languages spoken by the problem 
gambling workforce, d) the percentage of the workforce that speaks te reo Māori, e) the 
percentage of the problem gambling workforce who identify as recovering gamblers or who have 
used problem gambling intervention services in the past. 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Table 6.1a: Role of survey respondents (n=48) 

 

 

 
 

Employment duration 

Figure 6.1b below analyses the length of time that practitioners were employed in their current roles. 
The lighter pinks represent shorter periods of time and the darker pinks, longer periods of time. 

Figure 6.1b shows that intervention practitioners tend to stay in their roles for longer periods than 
public health workers. Thirty-three per cent of intervention practitioners have been employed in their 
current role for more than five years, compared to 13% of public health practitioners who have been 
in their current role for more than five years. Half of public health practitioners have only been in their 
role for fewer than two years. Those that worked in both public health and clinical roles tended to 
have been in their current role for the longest (62% more than 5 years). 

Figure 6.1b Employment duration with current employer (n=48) 

 

 

Data source and approach to measurement 

Data for outcome indicator 6.1 was obtained from a 2012 survey of the preventing and minimising 
gambling harm practitioner workforce undertaken by KPMG. The survey was issued to 111 
practitioners working in the sector and responses were received from 48 (43%). 

The survey asked practitioners to provide information on the following areas relevant to this 
outcome indicator: 
■ Length of time in current role 
■ Length of time in preventing and minimising gambling harm workforce 
■ Gross annual income 
■ Hours of work. 
Table 6.1a shows the breakdown of survey responses by role.  
■ 7 of the 48 respondents did not identify as working in either an intervention or public health 

practitioner role, these 7 respondents are mostly in administrative and managerial roles. 
■ Thirteen identified as working in both public health and clinical roles. 

Analysis of preventing and minimising gambling harm workforce’s (public 
health and intervention practitioner) employment patterns and conditions 

Our confidence in the indicator is medium, driven by: 
■ High confidence that the data effectively measures the indicator 

– The survey was developed to capture the data required by this 
outcome indicator. 

■ Medium confidence in the reliability and robustness of the data 
– A response rate of 43% for a survey would typically be viewed 

positively. The small size of the workforce (111 staff of which 48 
responded) reduces our confidence in the analysis. 

■ Intervention practitioners had typically been in their current role for longer than public health 
practitioners. Those working in both intervention and public health roles had typically been in 
their roles the longest.  

■ The majority of both intervention practitioners and public health practitioners earn between 
$40,001 to $60,001. A higher percentage of public health practitioners earn over $60,000 
(31%) than their intervention counterparts (8%). 
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Outcome Indicator 

Employment duration (cont.) 

Respondents were also asked how long they had been working in the preventing and minimising 
gambling harm workforce. The results are analysed in figure 6.1c below. The lighter greens 
represent shorter periods of time and the darker greens, longer periods of time. 

This presents a similar message to the analysis of length of time with current employer in that 
intervention practitioners have worked in the preventing and minimising gambling harm sector for 
longer periods of time than public health practitioners. 

Figure 6.1c Employment duration in preventing and minimising gambling harm workforce (n=48) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Comparisons with other sectors 

Comparative data on the length of time that practitioners spend in their role or in the preventing and 
minimising gambling harm workforce is limited. The best comparator available is the Mental Health 
and Addiction Planning Project (MHAPP) 2011 workforce survey which focussed on mental health 
and addiction staff within the Southern DHB (or staff that work for an organisation that receives 
funding from the Southern DHB). Surveys were completed by employers on behalf of their staff. 
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Analysis of preventing and minimising gambling harm workforce’s (public 
health and intervention practitioner) employment patterns and conditions 
(cont.) 

6.1 

The MHAPP survey reported that 70% of mental health and addiction provider staff have worked 
five or more years with their employer. This is comparatively longer than the average for 
intervention and public health practitioners in the preventing and minimising gambling harm sector. 
These differences may be because the preventing and minimising gambling harm sector is 
relatively ‘young’. Or because the MHAPP survey was only focused on the Southern DHB area. 

Annual income and hours of work 

Survey respondents were also asked about their gross annual income and their average hours of 
work for their employer. 

Figure 6.1d below compares the average hours of work with the gross annual income for 
practitioners. This shows a strong relationship between hours of work and income, that is those on 
full-time hours, or close to full-time typically earn more than those on lower hours. 

Figure 6.1d Average hours of work and gross annual income (n=48) 
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Outcome Indicator 
Analysis of preventing and minimising gambling harm workforce’s (public 
health and intervention practitioner) employment patterns and conditions 
(cont.) 
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The responses received to the survey could also be analysed by their role (see figure 6.1e). This 
analysis shows that: 
■ The majority of both intervention practitioners and public health practitioners earn between 

$40,001 to $60,000 
■ A higher percentage of public health practitioners earn over $60,000 (31%) than their 

intervention counterparts (8%) 
■ Those who responded as working in neither clinical or public health roles were more likely to 

earn more than $80,000 per annum. This is possibly because some of the respondents in this 
category were in management roles 

■ The one intervention practitioner earning less than $20,000 works between 11 and 20 hours 
per week. 

Figure 6.1e Gross annual income analysed by role (n=48) 

 

 

 

 

 

 

 

Comparative data – Annual income 

Two sources of comparative data on annual income were identified: 
■ The Trademe salary guide which includes salary data for Community and Social services roles, 

Psychology and Counselling roles, and Nursing and Midwifery roles, and 
■ The Public Service Association’s Multi-Employer Collective Agreement with DHBs which 

includes salary data for public health and clinical roles. 
The comparative data sources both include broad salary ranges. In the Preventing and Minimising 
Gambling Harm Workforce Survey, most respondents reported annual income between $40,000 
and $80,000. This falls within the brackets reported in both surveys as set out in table 6.1f. 

Table 6.1f Comparative data on annual income sources 
 
 
 
 
 
 
 
 
 
 
 
Limitations and areas for improvement 

The response rate for the survey was 43%. Although a response rate of 43% would typically be 
viewed positively. The small size of the workforce (111 staff of which 48 responded) reduces our 
confidence in the analysis. 
The comparative data on annual income is appropriate for broad comparisons, however the 
differences between the two sources of data need to be understood before making robust 
conclusions. 

Comparative data - Annual income 

Trademe salary guides Public Service Association DHB MECA 

Community and 
Social Services 

Psychology and 
Counselling 

Health Promotion 
Officers 

Alcohol and Other 
Drug Clinicians 

$30,000-$75,000 $37,000-$105,000 $45,450 - $93,300 $45,450 - $77,200 
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Outcome Indicator 

Summary of the Indicator 
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Analysis of the number of problem gambling practitioners (public health and 
intervention) who have the relevant problem gambling competencies for the 
work they deliver 

Data source and approach to measurement 

Data for outcome indicator 6.2 was obtained from a survey of the preventing and minimising 
gambling harm practitioner workforce undertaken by KPMG in 2012. The survey was issued to 111 
practitioners working in the sector and responses were received from 48 (43%). 

The survey asked practitioners to assess themselves against two competency frameworks, one for 
public health and one for intervention practitioners. 

Table 6.2a shows the breakdown of survey responses by role.  

■ Approximately 15% of respondents (7 of 48) did not identify as working in either an intervention 
or public health practitioner role, these 7 respondents are mostly in administrative roles and 
managerial. These respondents are excluded from the competency analysis for this outcome 
indicator. 

■ Approximately 27% (13 of 48) identified as working in both public health and clinical roles. 

Table 6.2a: Role of survey respondents (n=48) 

Intervention practitioner competencies 
Intervention practitioner competencies have been defined as the foundation competencies in the 
DAPAANZ Addiction Intervention Competency framework for this outcome indicator. The eight key 
foundation competencies include:  
■ Professional Responsibility 
■ Working with Families and Whānau 
■ Applying Principles of Social Justice 
■ Working with Clients 
■ Facilitating Groups 
■ Working with Communities 
■ Working with Māori 
■ Working with Pacific peoples. 
Survey respondents were asked to self assess themselves against the foundation competencies for 
intervention practitioners as defined by the DAPAANZ Addiction Intervention Competency 
framework. Competency was assessed on a scale of 0 (not competent) to 10 (very competent).  
Note: It is not compulsory for intervention practitioners to be a member of DAPAANZ. It is possible 
respondents are members of another registration body. However the DAPAANZ competencies were 
used in the survey to provide a consistent measure. 
Figure 6.2b presents the results of the assessment against the competencies. The darker coloured 
bars are for those only identifying as intervention practitioners and the lighter colours, those who also 
work in public health. 

Figure 6.2b: Assessment against foundation intervention competencies. (n=25) 

 

 

 

Our confidence in the indicator is medium, driven by: 
■ High confidence that the data effectively measures the indicator 

– The survey was developed to capture the data required by this 
outcome indicator. 

■ Medium confidence in the reliability and robustness of the data 
– Although a response rate of 43% for a survey would typically be 

viewed positively. The small size of the workforce (111 staff of 
which 48 responded) reduces our confidence in the analysis. 

– The analysis of competencies is reliant on survey participants self 
assessing their competency in their role. This is less robust than 
an independent assessment of competence by a third party. 

■ For intervention practitioners, the most significant positive assessment of competency related 
to professional responsibility. The lowest competency levels related to working with Māori and 
Pacific peoples. For intervention practitioners who also operate in a public health role the most 
significant positive assessment of public health competencies relates to mediation. 

■ For public health practitioners the most significant positive assessment of competencies related 
to communication. The lowest competency levels related to the assessment competency. 
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Intervention practitioner competencies 

Data from the self assessment for foundation competencies by intervention practitioners was highly 
positive with an overall average competency rating of 7.74 

The most significant positive assessment related to professional responsibility. This was closely 
followed by working with families/whānau and applying principles of social justice. Respondents 
reported the lowest competency levels around working with communities and working with Māori 
and Pacific peoples. 

Those working in both public health and intervention roles tended to report higher scores in the 
self-assessment than those only working as intervention practitioners. 

Respondents were also asked to assess themselves against three problem gambling specific 
competencies: 
■ Understanding of problem gambling and co-existing problems  
■ Problem gambling assessment and intervention planning  
■ Problem gambling intervention management.  

The results of this assessment were high with scores consistently above 8. As with the foundation 
competencies. Those working in both intervention and public health assessed themselves higher 
than those only working as intervention practitioners. 

Figure 6.2c: Assessment against problem gambling specific intervention competencies. (n=25) 

Analysis of the number of problem gambling practitioners (public health and 
intervention) who have the relevant problem gambling competencies for the 
work they deliver (cont.) 

6.2 

Listed below is a more detailed description of the intervention competencies defined by DAPAANZ. 

Professional responsibility i.e. You uphold ethical, legal and practice standards relevant to your 
role in a way that supports clients, families and whānau. You are an effective team member and 
member of the organisation you represent. You reflect on your practice and participate in ongoing 
professional development; and support continuous service improvement to support the recovery of 
clients. 

Working with families and whānau i.e. You work effectively with families, whānau and significant 
others to support recovery and well-being 

Applying principles of social justice i.e. You demonstrate an understanding of self-determination 
and empowerment; support clients to be socially-connected; and use strategies to challenge stigma 
and discrimination 

Working with clients i.e. You engage and work in partnership with clients, family and whānau to 
support recovery and well-being; and respond well to diversity 

Facilitating groups i.e. You understand group processes and, as possible within the service 
context and professional scope of practice, effectively facilitate groups to match the needs of 
participants 

Working with communities i.e. You work effectively, within the scope of your role, to support 
community well-being and reduce harm related to gambling, tobacco, alcohol and other drugs 

Working with Māori i.e. You demonstrate the ability to contribute to Whānau Ora for Māori through 
an understanding of the significance of mihimihi; by promoting Te Reo in the healing process; by 
recognising whakawhanaunga and hauora Māori; and through demonstrating core values of 
manaaki 

Working with Pacific peoples i.e. You demonstrate responsiveness in providing intervention and 
support to Pacific peoples through an understanding of Pacific family context; language and; 
conversing effectively; and through being open-minded to the Pacific concept of Tapu 

Problem Gambling intervention management i.e. You apply effective intervention strategies to 
support client well-being and address gambling related problems 

Understanding of problem gambling and co-existing problems i.e. You apply the knowledge 
base required to carry out holistic assessment and intervention 

Problem Gambling assessment and intervention planning i.e. You collaborate with clients, 
family, whānau and others to assess gambling related problems from a holistic perspective, 
negotiate appropriate goals and plan relevant interventions aimed at supporting client well-being 
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Outcome Indicator 
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 Figure 6.2d: Assessment against public health competencies. (n=29) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
Listed below is a more detailed descriptions of each of the public health competencies: 
Communicate i.e. You communicate health promotion actions effectively using appropriate 
techniques and technologies for diverse audiences 
Mediate i.e. You work collaboratively across disciplines, sectors and partners to enhance the 
impact and sustainability of health promotion action 
Advocate i.e. You advocate with, and on behalf, of individuals, communities and organisations to 
improve health and well-being and build capacity for health promotion action 
Enable i.e. You enable individuals, groups, communities and organisations to build capacity for 
health promotion action to improve health and address inequities 
Lead i.e. You take responsibility and contribute to the development of a shared vision and strategic 
direction for health promotion action 
Implement i.e. You implement effective and efficient, culturally sensitive and ethical health 
promotion action in partnership with stakeholders 

 

Analysis of the number of problem gambling practitioners (public health and 
intervention) who have the relevant problem gambling competencies for the 
work they deliver (cont.) 

6.2 

Public health practitioner competencies 

Public health practitioner competencies have been defined as the foundation competencies in the 
Health Promotion Forum’s (HPF) generic competencies for public health. The eight key foundation 
competencies include:  

 
■ Communicate 
■ Mediate 
■ Advocate 
■ Enable 
■ Lead 
■ Implement 
■ Plan 
■ Assess. 

 
Respondents were asked to self assess themselves against the relevant public health practitioner 
competencies as defined by the HPF competency framework. This was assessed on a scale of 0 
(not competent) to 10 (extremely competent).  
The results of the self assessment for foundation competencies by public health practitioners were 
highly positive (refer figure 6.2d on the following page) with a overall average competency rating of 
7.88. 
The most significant positive assessment related to communication, with a mean of 8.56. The 
majority of the remaining competencies were assessed evenly at around 8. Respondents reported 
the lowest competency levels for the assessment competency.  
Interestingly, those working in both public health and intervention roles assessed their 
competencies slightly below those only working in public health. This is the opposite of the pattern 
that appeared for the intervention competencies. 

Note: It is not compulsory for public health practitioners to be a member of the Health Promotion 
Forum. 
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Outcome Indicator 
Analysis of the number of problem gambling practitioners (public health and 
intervention) who have the relevant problem gambling competencies for the 
work they deliver (cont.) 

6.2 

Plan i.e. You develop measurable health promotion goals and objectives in partnership with 
stakeholders based on assessment of needs and assets 

Assess i.e. You conduct assessment of needs, strengths and assets, in partnership with 
stakeholders, in the context of the social, economic, political, cultural and environmental 
determinants that promote or compromise health. 

Professional Membership and Association 

Seventy-one per cent of respondents answered ‘yes’ to being a member of a professional body. 
Membership with a professional body typically requires members to uphold ethical, legal and 
practice standards.  
 

Limitations and areas for improvement 

The response rate for the survey was 43%. This would typically be viewed positively. However, the 
small size of the workforce (111 staff of which 48 responded) reduces our confidence in the 
analysis. 

Participants were asked to self assess their competency in their role. This is less robust than an 
independent assessment of competence by a third party. 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of the number of problem gambling practitioners (public health and 
intervention) who have received relevant tertiary training 

Our confidence in the indicator is low, driven by: 
■ Low confidence that the data effectively measures the indicator 

– The data collected was based on staff within the sector self-
assessing and reporting relevant tertiary training. 

■ Medium confidence in the reliability and robustness of the data 
– A response rate of 43% for a survey would typically be viewed 

positively. However, the small size of the workforce (111 staff of 
which 48 responded) reduces our confidence in the analysis.  

■ Over 30% of respondents who identified as working primarily in a public health practitioner role 
reported having no tertiary qualification.  

■ All but one of the respondents who identified as working primarily in an intervention role held a 
tertiary qualification.  

■ The average number of qualifications held ranged from between 1 to 1.5 for public health and 
intervention roles. Those working in both roles held an average of 2.31 qualifications. 

 

6.3 

L 

Data source and approach to measurement 

Data for outcome indicator 6.3 was obtained from a survey of the preventing and minimising 
gambling harm practitioner workforce undertaken by KPMG. The survey was issued to 111 
practitioners working in the sector and responses were received from 48 (43%). 

The survey asked practitioners to describe the relevant tertiary training they have completed. A list 
of relevant tertiary qualifications was provided for respondents to consider, however respondents 
could also select ‘other’ and enter the details of alternative qualifications. All qualifications listed 
were grouped by area of study and qualification level as part of the analysis. 

Table 6.3a on the following page presents the tertiary qualifications reported by the 48 survey 
respondents. Many respondents indicated they had multiple qualifications and this is analysed in 
figure 6.3c. 

Figure 6.3b, also on the following page analyses the level of qualifications reported by survey 
respondents. 

 

 

 

 

 

 

 

 

 

 

 

The key points from this analysis for intervention practitioners are: 

■ The most commonly reported qualifications were in addictions – both gambling specific and 
general and counselling 

■ Undergraduate Certificates or Diplomas were most common, followed by Graduate or 
Postgraduate Certificates or Diplomas 

■ One intervention practitioner reported no tertiary qualifications. 
  

The key points from this analysis for public health practitioners are: 

■ The most commonly reported qualifications were in public health or health promotion and 
counselling 

■ Graduate or Postgraduate Certificates or Diplomas were most common, followed by Bachelors 
degrees 

■ Five public health practitioners reported no tertiary qualifications. 
  

The key points from this analysis for those who reported working in both intervention and public 
health roles are: 

■ The most commonly reported qualifications were in addictions followed by other areas of health 
or social science and counselling 

■ Graduate or Postgraduate Certificates or Diplomas were most common, followed by Certificates 
and Diplomas and Masters degrees. 

 

Those working in neither public health or intervention roles were the most qualified and tended 
to have qualifications relevant to the preventing and minimising gambling harm sector. This may 
reflect that those working in neither public health or intervention roles are in managerial positions. 
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Outcome Indicator 

Level of qualification Intervention Public health Both Neither 

PHD 0 0 1 2 

Masters 1 2 4 2 

Bachelor degree 3 5 2 3 

Graduate / Postgraduate Certificate or 
Diploma 4 8 14 0 

Undergraduate Certificate / Diploma 6 6 5 2 

Partial qualification 3 0 1 1 

No qualifications 1 5 0 1 

Area of qualification Intervention Public health Both Neither 

Addictions - general 3 0 7 1 

Addictions - gambling specific 3 0 2 0 

Counselling 5 4 4 1 

Psychology / psychotherapy 1 1 2 1 

Supervision 1 1 2 1 

Mental Health 2 1 1 0 

Social work 1 1 2 0 

Public health / health promotion 0 7 1 0 

Other health / social science 1 3 5 0 

Politics and policy 0 1 0 0 

Communications and public relations 0 2 0 0 

Other 0 0 0 4 

Unclear from survey response (e.g. PHD) 0 0 1 2 

Table 6.3a: Area of qualifications held by the preventing and minimising gambling harm workforce 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 6.3b: Level of qualifications held by the preventing and minimising gambling harm workforce 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Analysis of the number of problem gambling practitioners (public health and 
intervention) who have received relevant tertiary training (cont.) 

6.3 

Number of tertiary qualifications held 

Table 6.3c presents the number of qualifications held by survey respondents. Our analysis 
of qualifications shows that across all four types of roles, there is substantial variation in 
the number of qualifications held. At least one respondent held no tertiary qualification in 
all four roles. The maximum number of qualifications reported varied from two for those in 
public health roles to four for those working in intervention roles. 

The average number of qualifications held ranged from between 1 to 1.5 for public health 
and intervention roles. As is to be expected, the average number of qualifications is 
highest for those working in both public health and clinical roles at 2.3, likely reflecting the 
dual skills held by these staff. 

Table 6.3c: Number of tertiary qualifications held 

 

 

 

 

 

 

Limitations and areas for improvement 
A response rate of 43% for a survey would typically be viewed positively. However, the 
small size of the workforce (111 staff of which 48 responded) reduces our confidence in 
the analysis.  
The survey asked respondents to self-identify the tertiary training that they had received. 
This approach is not as robust as an independent assessment by a third party of 
qualifications held and their relevance to each respondent's role. 

 

Number of 
qualifications held 

Intervention Public health Both Neither 

Minimum 0 0 0 0 

Average (mean) 1.4 1.0 2.3 1.5 

Maximum 4.0 2.0 4.0 3.0 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Kawakawa, 1 

Auckland, 11 

Te Awamutu, 1 

Rotorua, 2 

Gisborne, 2 

Napier, 2 

Palmerston North, 1 
Wellington, 1 

Invercargill, 2 

Definitions 

Culturally specific training programmes Measures within this outcome indicator of the number 
and location of training programmes defined culturally specific training programmes as: 
‘programmes that are delivered by Ministry of Health funded training providers with a specific focus 
on Māori, Pacific or Asian cultures’. 

A specific focus on Māori, Pacific or Asian cultures is defined by the broad audience of the 
training programme. Most training programmes are delivered either in a provider setting or at a 
sector event. Training programmes delivered at a dedicated Māori, Pacific or Asian problem 
gambling provider are considered to be culturally specific. 

Availability is a measure of the number and accessibility of culturally specific training and 
supervision (restricted to cultural supervision). Availability is distinct from the quality or satisfaction 
with training programme content or delivery. 

Current state of the indicator 

Availability of Māori Training programmes 

Ministry funded training providers delivered a total of 23 Māori specific training programmes across 
the country. The majority of these training sessions were of a general nature, training practitioners 
in the CLIC database or in intervention techniques. 

The 23 training programmes were delivered in nine towns or cities with a spread of opportunities 
throughout seven months of the year. Training programmes specific to Māori were held at both the 
National Provider Forum and the Māori provider hui. 

Figure 6.4a: Number and location of Māori training programmes 1 July 2011 to 30 June 2012 

Assessment of the availability of culturally specific training programmes for 
problem gambling practitioners 

Data source and approach to measurement 

Data for outcome indicator 6.4 was obtained from two sources: 

■ The two Ministry funded training providers: ABACUS Counselling Training and Supervision 
Limited and Te Kākano provided the detail of courses that they delivered in the twelve months 
from 1 July 2011 to 30 June 2012. 

■ A survey of the preventing and minimising gambling harm practitioner workforce undertaken by 
KPMG. The survey was issued to 111 practitioners working in the sector and responses were 
received from 48 (43%). The survey asked practitioners to describe their satisfaction with the 
availability of culturally specific training opportunities and supervision. 

The two sources were analysed to provide an assessment of the availability of culturally specific 
training programmes. 

 

Our confidence in the indicator is low, driven by: 
■ Low confidence that the data effectively measures the indicator 

– Data from Ministry training providers does not provide a full 
assessment of the availability of training programmes as in-house 
training is excluded. 

– Analysis of the survey on workforce satisfaction with the 
availability of training and supervision has identified areas of 
partial ambiguity in survey questions reducing the effectiveness of 
the measure. 

■ Medium confidence in the reliability and robustness of the data 
– A response rate of 43% for a survey would typically be viewed 

positively. However, small size of the workforce (111 staff of 
which 48 responded) reduces our confidence in the analysis.  

 

 

■ Māori specific training programmes were delivered on 23 occasions to Māori service providers 
across nine towns and cities. 

■ Pacific specific training programmes were delivered on 21 occasions to Pacific service 
providers across two cities. 

■ One Asian specific training programme was delivered to attendees at the Asian provider forum 
■ Satisfaction with the availability of training was mixed, with variation between ethnic groups and 

areas of work. The survey did not ask why. 

 

6.4 

L 
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Outcome Indicator 

Assessment of the availability of culturally specific training programmes for problem 
gambling practitioners (cont.) 

Availability of Māori Training programmes (cont.) 

Figure 6.4b analyses the months that Māori specific training programmes were 
held throughout the year ended 30 June 2012. Training programmes were held in 
seven months with the most programmes held in June, October and November. 

Figure 6.4b: Timing of Māori training programmes 1 July 2011 to 30 June 2012 

 

 

 

 

 

 

 

 

 

 

 

The Preventing and Minimising Gambling Harm Workforce Survey asked 
participants the following question: 

“How satisfied are you with the availability of culturally specific training 
opportunities and supervision for problem gambling practitioners in relation to 
Māori communities?” 
Figure 6.4c presents responses to this question for those that listed Māori as one 
of their ethnicities compared with those that did not. 

Slightly over half of Māori (53%) responded with some degree of dissatisfaction 
with the availability of Māori specific training opportunities and 32% responded 
with some degree of satisfaction with the availability of Māori specific training 
opportunities. Non-Māori were more satisfied with the availability of Māori specific 
training opportunities with 53% reporting a degree of satisfaction. 

Analysis by area of work shows similar levels of satisfaction between public health 
and intervention practitioners. Those working in both public health and intervention 
roles were more satisfied  
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Figure 6.4c: Satisfaction with the availability of Māori specific training opportunities and supervision by 
ethnicity (n=19 Māori, 26 non-Māori) 
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Figure 6.4d: Satisfaction with the availability of Māori specific training opportunities and supervision by 
area of work (n=45) 
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Outcome Indicator 

The Preventing and Minimising Gambling Harm Workforce Survey asked participants the following 
question: 
 
“How satisfied are you with the availability of culturally specific training opportunities and 
supervision for problem gambling practitioners in relation to Pacific communities?” 

Figure 6.4g below presents responses to this question for those that identified as Pacific compared 
with those that did not. Of the three Pacific respondents, two were neutral and one dissatisfied with 
the availability of Pacific specific training opportunities. Responses from non-Pacific showed more 
satisfaction than dissatisfaction. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Analysis by area of work (Figure 6.4h on the following page) shows a relatively even spread in 
satisfaction for public health practitioners. Intervention practitioners and those working in both roles 
showed a greater degree of dissatisfaction. 
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Figure 6.4g: Satisfaction with the availability of Pacific specific training opportunities and 
supervision (n=3 Pacific, 42 non-Pacific) 

Non-pacific 

Pacific 

Availability of Pacific training programmes 

Ministry funded training providers delivered a total of 21 Pacific specific training programmes in two 
cities. The majority of these training sessions were of a general nature, training practitioners in the 
CLIC database or in intervention techniques. 
As illustrated in figure 6.4e the 21 Pacific training programmes were delivered in two cities: 
Wellington and Auckland. Training programmes were held at both the Pacific fono and the National 
Provider Forum. 

Figure 6.4e: Location of Pacific training programmes 

 

 

 

 

 

 

 

 
Availability of Pacific Training programmes (cont.) 

Figure 6.4f analyses the months that Pacific specific training programmes were held throughout the 
year ended 30 June 2012. Training programmes were held in eleven months with the most 
programmes held in June and November. 

Figure 6.4f: Timing of Pacific training programmes 1 July 2011 to 30 June 2012 

 

 

 

 

 

 

 

 

 
 

 

 

Assessment of the availability of culturally specific training programmes for 
problem gambling practitioners (cont.) 
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Outcome Indicator 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Availability of Asian Training programmes (cont.) 

One Asian specific training programme was delivered in the year ended 30 June 2012. This training 
programme was delivered at the Asian Provider Forum in August 2011 in Auckland. 
 
The Preventing and Minimising Gambling Harm Workforce Survey asked participants the following 
question: 
“How satisfied are you with the availability of culturally specific training opportunities and 
supervision for problem gambling practitioners in relation to Asian communities?” 
 
Figure 6.4i below presents responses to this question for practitioners that identified as Asian, 
compared with those that did not. The only Asian practitioner to respond was very satisfied with the 
availability. A high proportion (31%) of all respondents were satisfied with the availability of Asian 
specific training opportunities whereas 34% of responses indicated some degree of dissatisfaction 
with the availability of Asian specific training opportunities. Results from non-Asian practitioners 
were evenly spread, with most having a neutral view. 
 

 

  

Analysis by the area of work (Figure 6.4j) shows public health practitioners were more satisfied with 
the availability of training opportunities than intervention practitioners. Satisfaction was mixed for 
those working in both roles. 
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Figure 6.4i: Satisfaction with the availability of Asian specific training opportunities and 
supervision (n=1 Asian, 44 non-Asian) 
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Figure 6.4h: Satisfaction with the availability of Pacific specific training opportunities and 
supervision by role (n=45) 
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Assessment of the availability of culturally specific training programmes for problem 
gambling practitioners (cont.) 
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Figure 6.4j: Analysis of satisfaction by area of work (n=45) 
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Outcome Indicator 

Assessment of the availability of culturally specific training programmes for problem 
gambling practitioners (cont.) 

Limitations and areas for improvement 
In-house training delivered by service providers for their own staff is not included in the analysis of 
training availability.  
Training programmes are delivered by Ministry funded training providers based on demand. In 
addition providers and/or the Ministry may request specific training to be delivered to assist service 
providers to understand and meet contractual requirements.  
This outcome indicator measures the availability of training programmes. Availability is distinct from 
the quality or satisfaction with training programme content or delivery. 
The specific cultural content of training programmes has not been assessed. It is possible some of 
the training programmes delivered for Māori, Pacific and Asian service providers do not include a 
significant cultural element. It is also possible that training programmes delivered for general 
service providers included significant cultural elements, however, this was not assessed. 
Survey questions related to satisfaction with the availability of training programmes and supervision 
were asked of all respondents. Certain respondents may not have sufficient understanding of the 
availability of Māori, Pacific and Asian training programmes. To improve this indicator in future, it 
may be appropriate to restrict who is able to answer these questions to respondents of the same 
ethnicity. 
Survey questions related to satisfaction did not distinguish between the satisfaction of respondents 
with intervention compared with public health training programmes. These two areas of training are 
delivered by different service providers. To improve this indicator in future, it may be appropriate to 
ask respondents to distinguish between the two areas of training and also between training and 
supervision. 

The survey received a low number of responses from Pacific (n=3) and Asian (n=1) staff. This is a 
significant limitation and prevents full conclusions from being made on the satisfaction of the 
workforce with the availability of culturally specific training programmes. 

6.4 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Current state of the indicator 

Gender diversity 

Figure 6.5a below compares the gender diversity of the preventing and minimising gambling harm 
workforce with prevalence and service utilisation data. This shows that 68% of the workforce is 
female yet 38% of problem gamblers are female and 52% of those that use problem gambling 
services are female. 

Figure 6.5a: Gender distribution of the workforce (n=48) 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

Analysis of the diversity of the preventing and minimising gambling harm workforce, including: 
demographics, the percentage of Māori, Pacific and Asian practitioners who are working in mainstream 
organisations; languages spoken and the percentage of the problem gambling workforce who identify as 
recovering gamblers or who have used problem gambling intervention services in the past. 

Data source and approach to measurement 

Data for outcome indicator 6.5 was obtained from a survey of the preventing and minimising 
gambling harm practitioner workforce undertaken by KPMG. The survey was issued to 111 
practitioners working in the sector and responses were received from 48 (43%). 

The survey asked practitioners to provide information on the following areas relevant to this 
outcome indicator: 
■ Age, ethnicity and gender 
■ Type of organisation they work for(general or dedicated) 
■ Languages spoken 
■ Whether they identify as recovering gamblers or have used problem gambling intervention 

services previously. 

Our confidence in the indicator is medium, driven by: 
■ High confidence that the data effectively measures the indicator 

– The survey was developed to capture the data required by this 
outcome indicator. 

■ Medium confidence in the reliability and robustness of the data 
– A response rate of 43% for a survey would typically be viewed 

positively. However, small size of the workforce (111 staff of 
which 48 responded) reduces our confidence in the analysis.  

■ Over two-thirds (68%) of respondents were female and 68% of respondents were aged 40 
years and over. 

■ The majority of the respondents speak advanced English and a good proportion speak varying 
proficiencies in te reo Māori, there are very few proficient speakers in languages other than 
English and Māori. This is particularly noticeable for Pacific and Asian ethnicities, likely 
reflecting a low response rate for these groups.  

■ A small proportion (4%) of respondents identified as a recovering gambler or previous user of 
problem gambling services. 

6.5 

M 
Male 
48% Female 

52% 

Workforce Prevalence  Service utilisation 

Male 
62% 

Female 
38% 

Male 
32% 

Female 
68% 
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Outcome Indicator 

Age 

Figure 6.5b below analyses the age of the preventing and minimising gambling harm workforce. 
This shows that 68% of practitioners within the workforce are aged 40 years and over. Due to 
differences in the age brackets of the workforce survey, it is not possible to compare this 
graphically with prevalence, however 55% of those that use services are over 40 and 39% of 
problem gamblers are over the age of 45 (NZHS 2011/12). 
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Figure 6.5b: Age diversity of the workforce (n=48) 

6.5 

Ethnic diversity of the workforce 

The majority of the preventing and minimising gambling harm workforce that responded to the 
survey were New Zealand European practitioners. Of the 47 respondents, 66% identified as New 
Zealand European, 43% identified as Māori and 10% identified with one of the Pacific Island 
options. Two per cent of respondents identified as being Asian and 13% as ‘Other’. Respondents 
were able to select multiple ethnicities hence the values add to more than 100%. 
 
Data from the 2011/12 NZHS survey and CLIC database shows that: 

■ Māori make up 34% of problem gamblers and 32% of those using problem gambling services 
■ Pacific people make up 16% of problem gamblers and 10% of those using problem gambling 

services 
■ Asian people 10% of problem gamblers and 7% of those using problem gambling services. 
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Figure 6.5c: Ethnic diversity of the workforce (n=48) 

Analysis of the diversity of the problem gambling workforce, including: demographics, the percentage 
of Māori, Pacific and Asian practitioners who are working in mainstream organisations; languages 
spoken and the percentage of the problem gambling workforce who identify as recovering gamblers or 
who have used problem gambling intervention services in the past (cont.) 
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Cook Island Māori  
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Outcome Indicator 

Previous problem gambling service-users or recovering gamblers within the workforce 

A small proportion (4%) of respondents identified as a recovering gambler or previous user of 
problem gambling services. This may be because the preventing and minimising gambling harm 
sector is at an early stage in its development. 

Figure 6.5d below provides a depiction of the most common characteristics of a preventing and 
minimising gambling harm practitioner. This was formed by identifying the most common response 
to each question related to workforce diversity. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Limitations and areas for improvement 

A response rate of 43% for a survey would typically be viewed positively. However, small size of 
the workforce (111 staff of which 48 responded) reduces our confidence in the analysis.  

In future surveys it would be useful to clarify the definition of a general organisation and whether 
this includes the Problem Gambling Foundation’s Asian Family services or Mapu Maia Pacific 
services. 

 

 

Māori, Pacific and Asian practitioners working in general organisations 

The workforce survey asked respondents: 

Do you work in a general organisation i.e. an organisation that does not focus on any one ethnicity 
or culture? 

Overall 32 respondents (or 67%) reported working in general organisations. Of these respondents: 

■ 10 were Māori (representing 50% of the total Māori respondents) 
■ 1 was from the Pacific Islands (representing 25% of the total Pacific Island respondents) 

The sole Asian (Chinese) respondent does not work in a general organisation. 

Linguistic diversity and proficiency of the workforce 

The workforce survey asked respondents: 

What language(s) are you able to speak, and at what proficiency level (beginner, intermediate or 
advanced)? 

The 48 survey respondents indicated proficiencies in 92 language responses and 34 of the 48 
respondents indicated the ability to speak more than one language. 

■ 46 of the respondents speak advanced English language 
■ 24 speak beginner Māori, 3 speak intermediate Māori, and 3 speak advanced Māori 
■ 3 respondents speak beginner Samoan 
■ 1 respondent speaks Intermediate Niuean 
■ 1 respondent speaks advanced Chinese 
■ 1 respondent speaks an Indian language to an intermediate level 
■ 5 respondents are able to speak New Zealand sign language, one of these indicated an 

advanced proficiency 
■ 4 respondents speak other languages including Spanish and French. 

The proficiency spread of languages show that although the majority of the workforce speak 
advanced English, and a good proportion speak varying proficiencies in te reo Māori, there are very 
few proficient speakers in languages other than English and Māori. 

 

6.5 Analysis of the diversity of the problem gambling workforce, including: demographics, the percentage 
of Māori, Pacific and Asian practitioners who are working in mainstream organisations; languages 
spoken and the percentage of the problem gambling workforce who identify as recovering gamblers or 
who have used problem gambling intervention services in the past (cont.) 

Figure 6.5d: The average preventing and minimising gambling harm practitioner 
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Objective 7  
 
People have the life skills and 
the resilience to make healthy 
choices that prevent and 
minimise gambling harm 

 

Analysis and presentation of outcome indicators for objective 7 

7.1 Analysis of the prevalence of protective and resiliency factors demonstrated in the New Zealand 
Health Survey for different population groups 

7.2 Analysis of community involvement in the Ministry-funded Behaviour Change Survey 

7.3 
Review and summary of the range of public health initiatives reported to the Ministry by public 
health service providers that are community action-based and have community policy 
implementation 

7.4 Analysis of Ministry service-user data for referral from and referral to life skills and resiliency 
programmes 



165 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of the prevalence of protective and resiliency factors demonstrated in 
the New Zealand Health Survey for different population groups 

Challenges with measurement 

This outcome indicator is not currently measurable because data on 
protective and resiliency factors is not available. 

This may be addressed by the National Gambling Study. 

■ This outcome indicator was not able to be measured in the baseline report. 

NA 

7.1 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of community involvement in the Ministry-funded Behaviour Change 
Survey 

Current state of the indicator 

G72: The need for communities to talk about and work out solutions for gambling issues 

All respondents of the HLS 2010 were asked if they agreed or disagreed with the statement “There 
is a need for your community to talk about problems that come from gambling and to work out local 
solutions”. More than half (56%) of respondents agreed with the statement (see figure 7.2a); 30% 
had no feeling either way and 14% disagreed with the statement (HSC, 2010).  

When stratified by ethnicity, people of Asian (78%) and Pacific (76%) ethnicities were more likely to 
agree that their community needs to talk about and work out local solutions for gambling issues. A 
moderate proportion of Māori respondents (60%) and European/other respondents (52%) also 
agree (HSC, 2010).  

When split into four categories of gambling harm (non-gamblers, non-problem gamblers, low risk 
gamblers and moderate risk/problem gamblers), 60% of non-gamblers agreed with the need to 
discuss and develop local solutions to gambling issues. This compared to 55% for non-problem 
gamblers; 59% of low risk gamblers and 57% of moderate risk/problem gamblers (HSC, 2010).  

G75: Participation in discussions or meetings about gambling issues and how to solve them 

When asked whether they had taken part in discussions or meetings in the community within the 
least five years about problems that can be brought on by gambling and how to solve them; 96.5% 
of people had not taken part in such discussions. There were no significant differences between 
ethnic or broader demographic variables, including PGSI statuses (HSC, 2010). 

 

 

Data source and approach to measurement 

This baseline report considers the Health Sponsorship Council‘s(now Health Promotion Agency) 
Health and Lifestyles Survey (HLS) as being the Ministry-funded behaviour change survey. A full 
version of the HLS occurs on a four-yearly cycle, the last being 2010. This report uses data and 
analysis from the 2010 survey.  

Community involvement is defined as ‘participant involvement in community meetings, discussions 
or activities designed to minimise gambling-related harm’. Four questions within the HLS 2010 
collect community involvement data, these are: 

■ Question G72: The need for communities to talk about problems that come from gambling and 
to work out solutions 

■ Question G75: Participation in discussions or meetings in the community within the last five 
years about problems that can be brought on by gambling and how to solve them 

■ Question G76: Recognition of community monitoring of gambling venues, submissions about 
gambling policy, alternative funding available to community organisations, community action 
groups for minimising gambling harm, or internet forums about gambling harm  

■ Question G77: Involvement in community monitoring of gambling venues, submissions about 
gambling policy, alternative funding available to community organisations, community action 
groups for minimising gambling harm, or internet forums about gambling harm. 

 

 

There is a high level of confidence in this indicator, driven by: 
■ Medium/strong relationship between data and outcome indicator 

– Community involvement questions are taken directly from the 
2010 Health and Lifestyle Survey and are adequate measures of 
involvement. 

■ High confidence in the reliability and robustness of HLS data 
– Large sample size associated with the HLS (n = 1,740). 

■ Most respondents (56%) agreed that there was a need for communities to discuss gambling 
problems and solutions. Fewer respondents were familiar or took part in community actions to 
reduce gambling harm. The action most recognised and participated in was community 
organisations seeking alternative funding sources. 

7.2 
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Figure 7.2a: Respondents’ belief in the need for community discussion and solutions for 
gambling problems 
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Outcome Indicator 

Analysis of community involvement in the Ministry-funded Behaviour Change Survey 
(cont.) 
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Figure 7.2b: Respondents' familiarity with community actions to reduce gambling harm 
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Figure 7.2c: Respondents' involvement in community actions to reduce gambling harm 
among those who are aware of the actions 

G76: Recognition of community strategies and actions 

All participants in the HLS 2010 were asked whether they had heard of five strategies or actions 
that communities can take in relation to gambling harm and gambling policy. Of the choices made 
available, the most commonly recognised action (30%) was community organisations seeking 
funding from sources other than those derived from gambling (see figure 7.2b, opposite). The 
second most commonly recognised action, at 21% was making submissions about gambling policy. 
A small proportion of respondents (15%) had recognised or had heard of community action groups 
formed to monitor the compliance of gambling venues (HSC, 2010). 

Analysis by ethnicity found that European/Other ethnicities were more likely than people from 
Pacific communities to have heard of organisations seeking funding from sources other than those 
derived from gambling. Asian respondents were less likely than other groups to have heard of 
organisations seeking funding from alternative sources. They were also less likely to have heard of 
people writing submissions to councils than other ethnic groups (HSC, 2010).  

G77: Participation in community strategies and actions 

Although the percentage of respondents who had heard of strategies and actions taken by 
communities to reduce gambling harm was high. The percentage of those who actually participated 
in these strategies and actions was low (see figure 7.2c, opposite bottom). Of all respondents, only 
8% had actually participated in voluntary organisations seeking funding from non-gambling related 
sources. Similarly, only 1% of` respondents had written a submission to council, or been involved in 
a community action to minimise gambling harm. Percentages for participation in community 
monitoring groups and internet forums were insignificant (HSC, 2010). 

Limitations and areas for improvement 

Error bars have not been added to figures presented in outcome indicator 7.2. However, figures 
with error bars can be viewed in the full HLS using the following link: 
http://archive.hsc.org.nz/researchpublications.html 

7.2 

(Source: HPA, 2010) 

(Source: HPA, 2010) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Review and summary of the range of public health initiatives reported to the Ministry 
by public health service providers that are community action-based and have 
community policy implementation 

Data source and approach to measurement 

All service providers contracted to prevent and minimise harm from gambling submit reporting to 
the Ministry of Health on a six-monthly basis. Service providers that are contracted to deliver public 
health initiatives include in this reporting a narrative description of the focus of public health 
activities over the reporting period and a description of public health initiatives completed. This 
reporting does not capture whether initiatives were community action-based or involved community 
policy implementation in a format that can be analysed. 

A data request was sent to all service providers asking them to report back on all initiatives 
completed over the period 1 January 2012 to 30 June 2012. The full detail of the data request is 
provided as part of outcome indicator 1.5 and specifically included: 

■ Whether the initiative was community action-based 

■ The purchase unit from the service specification that the initiative best related to. 

Responses from service providers were aggregated, cleansed for consistency and analysed to 
determine if initiatives were community action-based or involved community policy implementation  

Our confidence in the indicator is low, driven by: 

■ Low confidence that the data effectively measures the indicator 
– Definitions could not be established to effectively measure 

community-action based community policy implementation. 
■ Low confidence in the reliability and robustness of the data 

– Challenges with the definitions proposed mean that the data is 
not sufficiently robust to draw conclusions (refer to limitations). 

■ Due to low confidence in the data for outcome indicator 7.3, a summary of the key messages 
has not been provided. 

7.3 

L 

Definitions 

■ Range is measured for this outcome indicator by differences in the type of initiative i.e. whether 
initiatives are community action-based or include community policy implementation and themes 
in initiatives. 

■ A public health initiative can be defined as any initiative that fits within the public health 
service specifications that form part of each provider’s contract with the Ministry. 

■ Community action is defined as activities that focus on engaging with groups affected, or 
potentially affected by decisions and other action, or non-decisions of local government, local 
non-government organisations, or structural characteristics of society that are possibly 
instigated at a national level. It has a strong focus on promoting community engagement and 
collective action.  

■ Community policy implementation is defined as ‘facilitation of community action and 
collaboration with a range of sectors that results in development of appropriate policies and 
agreements in community organisations (i.e. councils, agencies, schools and tertiary education 
providers, sports clubs, marae, churches, not for profit community organisations)’. 

Current state of the indicator 

Service providers reported 371 initiatives completed between 1 January 2012 and 30 June 2012. 
Figure 7.3a below shows that: 

Figure 7.3a: Key statistics reported by providers 

Seventy-seven per cent of initiatives were community action-based 

Twenty-three per cent of initiatives involved community policy implementation 

Sixteen per cent of initiatives reported were both community action-based and involving 
community policy implementation 

Thirteen per cent of initiatives were neither community action-based or involving community 
policy implementation. 
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Outcome Indicator 7.3 
Review and summary of the range of public health initiatives reported to the 
Ministry by public health service providers that are community action-based 
and have community policy implementation (cont.) 

The most common types of community action-based initiatives reported involved working with 
the community to: 

■ Improve and tailor problem gambling services 
■ Promote Gamblefree day 
■ Raise awareness of problem gambling 
■ Promote problem gambling services 
■ Provide information on: 

– the Gambling Harm Amendment Bill 
– territorial authority gambling policy reviews 

■ Raise awareness of gambling harm at gambling venues. 

The most common types of initiatives reported that involved community policy implementation 
related to: 

■ Assisting organisations to develop workplace gambling policies 
■ Providing information to community organisations making submissions on: 

– the Gambling Harm Amendment Bill 
– territorial authority gambling policy reviews. 

Limitations and areas for improvement 

This analysis only covers the six months from 1 January 2012 to 30 June 2012. Analysis of a full 
year may provide a more complete indicator of progress towards this outcome. 
This analysis includes a sample of approximately 10% of the initiatives completed by the Problem 
Gambling Foundation. This was because the Problem Gambling Foundation did not record the 
same information required by this outcome indicator. Due to time and resourcing constraints, it was 
agreed to collect this information for 10% of initiatives. The Problem Gambling Foundation is 
funded for the largest amount of public health FTE. 

Definitions were provided to service providers when completing the public health template for 
‘community action-based’ and ‘community policy implementation’.  

Analysis of results shows a high degree of variation in how these definitions were applied. This has 
reduced our confidence in the outcome indicator. As a result a summary is not provided, however, 
the detailed analysis has been included in the report as this was considered by the Ministry and 
Advisory Group to have some value. 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 
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Figure 7.4a: Number of referrals from life skills and resiliency programmes 

Current state of the indicator 

Referrals from life skills and resiliency programmes 

For the year ended 30 June 2012, 49 service-users were recorded as referred from a life skills and 
resiliency programme. These referrals are presented in figure 7.4a below. 
The most common sources of referral were the Citizens Advice Bureau and budget advice 
services.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Analysis of Ministry service-user data for referral from and referral to life skills 
and resiliency programmes 

 

Data source and approach to measurement 

Data was obtained from the Ministry’s CLIC system and the Gambling Helpline’s database for all 
service-users over the year ending 30 June 2012.  

Referrals from life skills and resiliency programmes 

The data was sorted to only include unique clients (i.e. clients were only counted once regardless 
of the number of times they attended services). Approximately one in five (19.5% or 2,381) service-
users had a referral source recorded. The list of referral sources was reviewed and an assessment 
was made as to whether the source could be considered to be a ‘life skills and resiliency 
programme’. The assessment as to whether referrals were from/to life skills and resiliency 
programmes was subjective and based on the detail included within the referral data. 

Referrals to life skills and resiliency programmes 

For the year ended 30 June 2012, 3,459 facilitation sessions were held with service-users. 

Facilitation sessions assist service-users to access relevant services that assist them to reduce 
the gambling related and associated harms occurring to them and their family. 

■ Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– CLIC and the Gambling Helpline databases are effective at 
measuring referrals. 

■ High confidence in the reliability and robustness of the data 
– Robust sample sizes associated with CLIC and the Gambling 

Helpline data. 

■ A small number of service-users (49) were recorded in the CLIC database as being referred 
from a life skills and resiliency programme, with the Citizens Advice Bureau and budget advice 
services the most common sources.  

■ The CLIC database includes 903 referrals (one in ten) that were made to life skills and 
resiliency programmes, with the most common referrals to financial advice and support services 
and an alternative service to prevent and minimise gambling harm, to the referring agency. 

7.4 
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Outcome Indicator 7.4 
Analysis of Ministry service-user data for referral from and referral to life skills and 
resiliency programmes (cont.) 

Current state of the indicator (cont.) 

Referrals to life skills and resiliency programmes 

For the year ended 30 June 2012, 903 referrals were made to life skills and resiliency programmes. 

The most common referrals to life skills and resiliency programmes were to financial advice and 
support services and to another problem gambling service. Referrals may occur between problem 
gambling service providers when an alternative service is more appropriate. For example if a 
service-user moves cities during treatment. 

Referrals were also commonly made to other health sector organisations, including mental health, 
alcohol and other drug and tobacco cessation services. 

The ‘Other’ category below includes churches food banks, and other similar services not classified 
under one of the other categories. 

Limitations and areas for improvement 

This analysis only includes service-users where the referral source was recorded within the 
appropriate database. Informal referrals not made within the database are not recorded. Service 
providers are reliant on service-users reporting (when asked) who referred them to seek help. 

It would be beneficial to develop a specific definition for life skills and resiliency programmes to 
determine whether certain referrals such as those from Work and Income New Zealand and related 
to exclusion from gambling venues should be included. 

Facilitation sessions are used to measure referrals to life skills and resiliency programmes. 
Facilitations are tightly defined and require service providers to actively support people experiencing 
harm to access specialist services. Less formal referrals may be made to life skills and resiliency 
programmes that are not captured within referrals or reported on for this outcome indicator. 
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Figure 7.4b: Number of referrals to life skills and resiliency programmes 



Objective 8  
 
Gambling environments are 
designed to prevent and minimise 
gambling harm 
 

Analysis and presentation of outcome indicators for objective 8 

8.1 A summary of progress made by the joint Ministry of Health and Department of Internal 
Affairs relationships with the gambling industry 

8.2 Analysis of a periodic stakeholder satisfaction survey of the joint Ministry of Health and 
Department of Internal Affairs relationships with the gambling industry 

8.3 Analysis of industry data on training and programmes that assist gambling providers to be 
responsible hosts (i.e. host responsibility programmes) 

8.4 Analysis of Department of Internal Affairs data on gambling venue compliance (and 
breaches) of relevant legislative requirements 

8.5 Analysis of client data for referrals from gambling venues 

8.6 Review of the effectiveness of industry mechanisms for identifying problem gamblers and 
gamblers at risk of problem gambling 

8.7 
Review of the number of venues, or societies, that have policies specific to key risk groups 
and behaviours (i.e. table games for Asian gamblers, self exclusion for non-English-
speaking gamblers) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Summary of progress made by the joint Ministry of Health and Department of 
Internal Affairs’ relationships with the gambling industry 

Due to the targeted survey distribution, data from this outcome indicator does not represent the 
general population. Responses were received from 18 representatives (a 38% response rate) 
across all target groups. 

Current state of the indicator 

Stakeholder assessment of the Ministry of Health’s relationship with the gambling industry 

Most respondents (90%) felt that some progress was being made in the relationship between the 
Ministry of Health and the gambling industry (see figure 8.1a) compared to 10% who felt that very 
little progress was being made.  

  

 

 

Data source and approach to measurement 

Definition 
For this outcome indicator, progress was defined using a standard dictionary definition, which is: 
the development towards an improved or more advanced condition (Oxford Dictionary, 2012). 

An online questionnaire was developed to measure stakeholder views of progress made by the 
joint Ministry/Department relationships with the gambling industry.  

Survey design 
Respondents were asked to assess whether they felt that progress was being made with each 
agency towards the prevention and minimisation of gambling harm. Responses were measured 
using the five point progress scale below: 
■ Very strong progress 
■ Strong progress    
■ Mixed (neither strong nor weak)   
■ Weak progress   
■ Very weak progress/no progress at all.  

The questionnaire was issued to stakeholders from the Department’s Stakeholder Reference 
Group (SRG – comprises industry, academics, local government, problem gambling service 
providers, and other representatives), senior decision-makers within the gambling industry and 
representatives from the Department and the Ministry. These stakeholders were selected based on 
their ability to judge the progress in the joint relationship.  

 

There is a medium level of confidence in this indicator, driven by: 
■ Medium confidence in the reliability and robustness of data 

– Only a limited number of individuals are able to assess the joint 
relationship 

■ Medium confidence in the strength of the relationship between the 
outcome indicator and survey results 
– A low number of individuals has meant that results should be 

treated with caution. 

 

  

 

■ Overall analysis showed that most respondents felt progress was being made in the joint 
Ministry/Department relationship with the gambling industry. Of these respondents, increased 
opportunities for discussion between parties was the most commonly stated reason for this 
progress. 

8.1 

A common theme amongst respondents was that opportunities for engagement had increased: 
 
“[It] seems to be that there are more opportunities for face to face discussion about 'real' issues 
rather than just superficial/broader strategy discussions.”  
 
Respondents also felt that this had led to increased engagement and a better working relationship, 
for example: 
 
“I've seen a less strained relationship between members of the Ministry team and sector 
representatives”. 
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Figure 8.1a: Respondent assessment of progress with the Ministry of Health's relationship 
with Industry (n=17) 
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Outcome Indicator 

Summary of progress made by the joint Ministry of Health and Department of Internal 
Affairs’ relationships with the gambling industry (cont.) 

Overall the analysis showed that: 

Most respondents felt that progress was being made in the joint Ministry of Health/Department of 
Internal Affairs’ relationship with the gambling industry.  

A common theme amongst respondents was that opportunities for engagement were improving, 
possibly resulting in better relationships. This was balanced against the perception that it may be 
beneficial for opportunities to improve further. For instance, some felt that more practical outcomes 
and more trust amongst stakeholders was required.  

Limitations and areas for improvement 

The measurement of this outcome indicator is limited by the small number of individuals who are in 
a position to assess the joint Ministry/Department relationship with the gambling industry. To 
increase the meaningfulness of this data, descriptive statistics are presented alongside quotes from 
respondents, allowing for the rationale behind decisions to be better understood.  

The reason for choosing an online questionnaire as opposed to a focus group was anonymity. This 
may have led to the collection of more frank responses. However, future iterations may benefit from 
undertaking more in depth interviews to compliment this survey.  

 

A perceived lack of practical outcomes was a common reason for respondents feeling that little 
progress was being made: 

“The Gambling Act 2003 has been in force now for nine years and they are only just starting an 
extensive research [programme] into problem gambling.” 

“There has been little or no practical outcomes from any action undertaken by the Ministry. While 
some studies have been completed, the findings have provided limited direction.”  

A lack of shared drivers and measures for success as well as a lack of engagement were other 
reasons given for a perceived lack of progress. 

Stakeholder assessment of the Department of Internal Affairs’ relationship with the gambling 
industry 

Most respondents (67%) felt that some progress was being made in the relationship between the 
Department and the gambling industry. This was followed by 22% who felt that strong progress was 
being made, and 11% who felt that very little progress was being made in the relationship (see 
figure 8.1b, opposite).  

Similarly to perceived progress with the Ministry, respondents pointed to growing opportunities for 
engagement as a reason for progress with the Department: 

“More regular contact makes this relationship even stronger and collaborative. There is a sense of 
a common goal however…further gains must come from personal responsibility.” 

Others felt that improved compliance and reporting methods was enabling progress: 

“Reporting has improved (EMS) which provides greater transparency and accountability and there 
are plans for further improving reporting e.g. grant distributions. Also sector initiatives have 
enhanced relationships through working together e.g. Multiple Venue Exclusions Working Group 
and road show.” 

Culture change was seen as a further driver of progress.  

A punitive compliance approach was seen as an impediment to progress however: 

“Both Agencies have a punitive compliance approach and seem to consider the industry as the 
enemy.” 

A lack of foresight by the Department was viewed as another impediment to progress: 

“Not looking forward and advising government correctly. Take Internet gambling as an example. 
They have no comprehension how much money is leaving NZ by people playing on the internet.” 
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Figure 8.1b: Respondent assessment of progress with the Department of Internal Affair's 
relationship with Industry (n=17) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of a periodic stakeholder satisfaction survey of the joint Ministry of 
Health and Department of Internal Affairs’ relationships with the gambling 
industry 

Current state of the indicator 

Stakeholder satisfaction with the level of transparency (openness of information) between 
the Ministry/Department and the gambling industry 

When asked about how satisfied they were with the level of transparency in communication 
between stakeholders, 29% of respondents felt somewhat dissatisfied (see figure 8.2a below); 
equalling the percentage of respondents that felt neutrally (29%). Approximately 21% felt satisfied 
with transparency whereas 11% felt somewhat satisfied. Dissatisfied, very dissatisfied and very 
satisfied were less prevalent responses at 5%, 3% and 3% respectively.  

 

Data source and approach to measurement 

Definition 
For this outcome indicator: 
■ A stakeholder is defined as anyone who is influenced, either directly or indirectly, by the 

relationship between the joint Ministry and Department of Internal Affairs relationship with the 
gambling industry (adapted from Elkington, 1997) 

■ Satisfaction is defined as an evaluation of emotion (Oxford Dictionaries Online, 2013). 

Survey design 
An online questionnaire was developed using Qualtrics software to measure stakeholder 
satisfaction with the joint Ministry /Department relationships with the gambling industry. The 
questionnaire asked respondents to assess satisfaction through three measures: 
■ Transparency: openness of information between groups 
■ Communication: frequency and meaningfulness of communication 
■ Working together: to achieve shared objectives as outlined in the Six-year strategic plan. 
A seven point scale was used to measure satisfaction (identical to the y-axis on figure 8.2a 
opposite). 
The questionnaire was distributed to stakeholders from the SRG (comprises industry, academics, 
local government, problem gambling service providers, and other representatives), senior decision-
makers within industry and problem gambling service providers; academics, non-government 
agencies, the Ministry and the Department. A total of 44 respondents completed the questionnaire. 

There is a medium level of confidence in this indicator, driven by: 
■ Medium confidence in the reliability and robustness of data 

– Only a limited number of individuals are able to assess the joint 
relationship. 

■ Medium confidence in the strength of the relationship between the 
outcome indicator and survey results 
– A low number of individuals has meant that results should be 

treated with caution. 

 

 

 

■ Overall, analysis showed that stakeholders were satisfied with the joint Ministry/Department 
relationship. Cooperation between stakeholders was a commonly stated reason for 
respondents to be satisfied with the joint relationship with the Ministry and the Department. 
Respondents who felt dissatisfied with the joint relationship generally highlighted the need for 
improved cooperation. 

8.2 

M 

Respondents who were satisfied with transparency commonly felt that information was readily 
available and that open communication existed: 

“[There is an] open relationship and communication with portfolio managers in Ministry.” 

“Information is available online [and] it is current and available to everyone.” 

Respondents who were somewhat satisfied commonly pointed to increased discussion and trust; 
coupled with more cautionary remarks about sector transparency as a reason for their satisfaction: 

“Definite improvement but believe more work can be done in this area. It is important to have 
meetings with industry groups and provider groups separately but also need to have some 
meetings together to help each other understand different perspectives and realities. Also have a 
lot of frustration that all provider information is available to public (as funded by public funding) but 
the gambling industries can keep all their information private - very one-sided regarding 
transparency.” 

“ 
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Figure 8.2a: Stakeholder satisfaction with transparency between the Ministry, the Department 
and Industry (n=38) 
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Outcome Indicator 

Analysis of a periodic stakeholder satisfaction survey of the joint Ministry of Health and 
Department of Internal Affairs’ relationships with the gambling industry (cont.) 

8.2 

“I think the Ministry of Health is fairly transparent (I TRUST they are). I think the Department is 
reasonably transparent too. I feel the Gambling Industry does not have to be open and transparent 
in the same way as they are not ‘Public Bodies’." 

Suspicion was noted as a reason for a lack of transparency: 

“There is still too much suspicion on both sides.”  

A lack of knowledge of transparency in the joint relationship was the most common reason given 
for neutral responses. Respondents who felt somewhat dissatisfied with transparency commonly 
sighted differing objectives amongst stakeholders as a reason. Prevalence of internal over 
stakeholder group accountability, a lack of empathy for other stakeholders’ constraints, and 
problems with decoding communication were also sighted: 

“Each sector does not have a unique understanding of the types of contingencies placed on each 
respective sector. It would be really useful to aid a more collaborative approach across the different 
sectors to have a research design and surveys etc. to allow representatives from each sector to 
spend time across sectors different to their own to allow experiential feedback of the different 
contingencies and factors which impose on each sector and to "see" through a different pair of 
eyes and different background…” 

“I find the response from the Ministry somewhat cryptic at times. I wonder if this stems from the 
Service Specifications being written the way they are, with not enough direction given to [problem 
gambling service] providers about what is actually required…” 

Stakeholder satisfaction with the frequency and meaningfulness of information between the 
Ministry/Department and the gambling industry 
 
When asked about how satisfied they were in the frequency and meaningfulness of 
communication, 50% of respondents felt neutrally about communication; 18% of respondents 
were somewhat dissatisfied, followed by 13% who felt satisfied and 11% who were somewhat 
satisfied (see figure 8.2b, opposite). 

Respondents who were satisfied commonly sighted open communication and helpful media such 
as Gambits as a reason for satisfaction with frequency and meaningfulness of communication 
between stakeholders. Similarly, respondents who were somewhat satisfied commonly sighted 
that communication was improving: 

“It is becoming more regular and focussed on current issues within the industry, for societies and 
venue operators.” 

 

 
 
 

 

 

 

The majority of respondents who felt neutrally about the frequency and meaningfulness of 
communication pointed to the exclusion of stakeholders as a reason:  
 
“Providers/the public have no way of knowing what the frequency is - because a lot of this happens 
without anyone knowing.” 

“It is adequate that’s all. The Department has recently completed a restructure and yet the 
[anonymised] industry as a key stakeholder were excluded from the formal process. 
Communication from the Ministry is rare.” 

Stakeholders who were somewhat dissatisfied pointed to exclusion and confidentiality as reasons 
for dissatisfaction: 

“The issue is one of how policy is developed. Each government [agency] develops policy according 
to the directive of its Minister and CEO. Increasingly, policy analysts write this policy in isolation 
from other interested parties (consultation consists of going out to the sector AFTER policy has 
been written and consists of information distribution rather than seeking information) Each [agency] 
has a different focus which may or may not relate to the strategic direction of another [agency] 
hence an at best ad hoc approach is often applied.” 

“Perhaps it is better than I might initially think - the issues of confidentiality are more abundant 
between [the] Department and the industry - but it is something that appears to be improving in the 
past 6 months.” 
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Figure 8.2b: Stakeholder satisfaction with the frequency of communication between the 
Ministry/Department and industry (n=38) 
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Outcome Indicator 

Analysis of a periodic stakeholder satisfaction survey of the joint Ministry of Health and 
Department of Internal Affairs’ relationships with the gambling industry (cont.) 

Stakeholder satisfaction that the Ministry/Department and the gambling industry are working 
together to ensure that strategic objectives relating to preventing and minimising gambling 
harm are met 

The greatest amount of respondents (29%) felt neutrally towards stakeholders working together to 
ensure strategic objectives were met. This was followed by those who felt somewhat satisfied 
(26%), those who felt dissatisfied (18%) and those who felt somewhat dissatisfied (11%). This 
compared to11% of respondents who felt satisfied that the parties are working together.  
Responses for those satisfied that the stakeholders were working together to ensure strategic 
objectives were met, pointed to progress and communication as reasons: 
“Good progress being made.” 
“Lots of help and communication.” 

A common response for stakeholders who felt somewhat satisfied that the stakeholders were 
working together, included:  

“Definite improvement here as there are projects now where everyone is working together e.g. 
development and implementation of Multi Venue Exclusion Framework. Would like to see more 
information sharing around host responsibility programmes and best practice examples from 
gambling operators and a consistent approach and willingness to work together.” 

“There is evidence of some working together, e.g. in regard to Multi Venue Exclusions though not 
all parties are involved in this initiative.” 

Of the respondents who felt neutrally, a common reply was that the Ministry, the Department and 
gambling industry had some way to go before targets were met:  

“I believe the intent from Ministry and other parties to working together is there. We don't always 
know what we need at the high level to achieve some of those goals. We can improve engaging 
with Ministry.” 
Respondents who felt somewhat dissatisfied pointed to a lack of direct interaction: 
“Too much direction without communication with all parties.” 
Respondents who felt dissatisfied reasoned that differing objectives or a lack of intent by 
stakeholders to engage had led to objectives related to preventing and minimising harm not being 
met: 
“Obviously they are not working together, they are different institutions with different objectives.” 
“I feel that both the Department and Ministry have been slow in taking any kind of leadership in key 
areas and projects.”  
“Overarching strategic plans for each group developed at times to meet conflicting agendas. 
Ministry, the ‘problems of addiction’; gambling industry, profit driven; [the] Department, distribution 
of taxes on industry...”  

 

 

 

Limitations and areas for improvement 

The measurement of this outcome indicator is limited by the small number of individuals who are in 
a position to assess the joint Ministry/Department relationship with the gambling industry. To 
increase the meaningfulness of this data, descriptive statistics are presented alongside quotes from 
respondents, allowing for the rationale behind decisions to be better understood.  

The reason for choosing an online questionnaire as opposed to a focus group was anonymity. This 
may have led to the collection of more frank responses. Hence, continuing the online survey in 
future periods may be a more valuable way of assessing progress than other alternatives. 
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Figure 8.2c: Stakeholder satisfaction that the Ministry/Department and the gambling 
industry are working together to prevent and minimise gambling harm (n=39) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

One type of training 
course 
13% 

Two types of training 
course 
34% 

Three types of training 
course 
53% 

Figure 8.3a:Types of training courses offered by  
gambling providers 

Data source and approach to measurement 

Data for outcome indicator 8.3 was collected from a short survey issued to representatives from the 
gambling industry. A total of 15 responses were received from across the gambling sector (a 
response rate of 31%) and the responses were analysed for themes. The survey asked the 
gambling industry to describe training they offered to staff on host responsibility, including the mode 
of delivery and attendance rates. 

Current state of the indicator 

All respondents offered training to staff on host responsibility (typically referred to as harm 
minimisation training) and 53% of respondents offered three different types of training for staff. 
Figure 8.3a to the right presents the number of different training courses gambling providers 
offered. The main areas of variation in the courses offered were: 

Length: Some training lasted one day or more whereas other shorter refresher courses may last 
less than an hour. 
Timing: Due to the transient nature of the workforce in the hospitality sector, and in particular Class 
4 venues, it is not always possible to schedule harm minimisation training for a staff member’s first 
day. Many gambling providers offer a DVD course to address this immediate need, before more 
comprehensive training. 
Specific focus: Some gambling providers referred to ad hoc training offered to staff in response to 
rule changes, new case-law or regulatory focus. Gambling providers also identified certain training 
as being venue-specific (in a working venue environment) with other training being more general to 
legislative requirements. 
Accreditation: Two respondents identified that their training was NZQA accredited and that staff 
were required to sit an assessment at the conclusion of training. 

Analysis of industry data on training and programmes that assist gambling providers to be 
responsible hosts (i.e. host responsibility programmes) 

Our confidence in the indicator is low, driven by: 
■ Medium confidence that the data effectively measures the indicator 

– Data collected from the gambling industry provides moderate 
measure of training and host responsibility programmes. 

■ Low confidence in the reliability and robustness of the data 
– Small sample: the survey was issued to 49 gambling providers 

and received responses from 15, a response rate of 31%. 
Responses were received from all main types of gambling. 

■ All respondents offered training to assist staff to be responsible hosts. Training offered varied in 
length, timing, focus, accreditation and the mode of delivery. 

Face-to-face 
87% 

Face-to-face and 
computer-based 

6% 

E-newsletter / extranet 
7% 

Figure 8.3c: Mode of delivery of training courses 
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Figure 8.3b:Provider of training courses 
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Figure 8.3d: Proportion of workforce trained in harm minimisation 
over last 12 months 

As indicated by figure 8.3b above, the majority of training courses (47%) are delivered in-house, a 
third (33%) delivered by an external provider and 20% delivered both in-house and by an external 
provider. 

The majority (87%) of industry training is delivered face-to-face with a small proportion (13%) 
delivered through computer. Approximately 27% of gambling providers had already implemented or 
were considering computer-based training. 

The survey also asked respondents to estimate the proportion of their workforce that had been 
trained in harm minimisation over the last 12 months. The most common response was that more 
than 80% of the problem gambling workforce had been trained over the past 12 months. 

L 
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Outcome Indicator 

Limitations and areas for improvement 

The metric used to measure this outcome indicator provides a basic overview of industry data on 
training and programmes. The following limitations apply to this outcome indicator: 
Responses to the question about the proportion of the gambling provider’s workforce that has 
received training, are based on estimates and may not reflect the level of training. 
The survey received 15 responses, this was insufficient to allow for analysis of variations by class 
of gambling. 
The qualitative nature of responses will limit comparisons with this outcome indicator across future 
periods. 

It would be beneficial if future surveys measured: 

■ The length of training programmes 
■ The proportion of the workforce trained 
■ The outcomes from courses. 

In future, a telephone survey may improve the response rate and the level of detail provided. 

 

 

Analysis of industry data on training and programmes that assist gambling providers to be 
responsible hosts (i.e. host responsibility programmes) (cont.) 

8.3 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 
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Figure 8.4a Results of Class 4 venue and society audits 

Fail 

Minor 

Analysis of Department of Internal Affairs data on gambling venue compliance 
(and breaches) of relevant legislative requirements 

■ Medium / High confidence that the data effectively measures the 
indicator 
– The reporting analysed provides an effective measure of 

compliance but only includes one form of gambling - the Class 4 
sector. 

■ High confidence in the reliability and robustness of the data 
– The Department is the organisation responsible for monitoring 

and enforcing host responsibility compliance and the data used 
was collected from the Department’s internal systems. 

■ Venue and society audits reported a high rate of compliance with legislative requirements. 
However, four of the six areas with the highest fail rate were related to host responsibility.  

■ Investigations were opened during the year by the Department across ten categories. Late 
banking of Gaming Machine Profit was the most common area for investigation. 
 

8.4 

H 
Four of the five areas with 
the highest fail rate were 

related to host responsibility 

Data source and approach to measurement 

Two datasets were obtained from the Department for the year ended 30 June 2012. The two 
datasets are: 
■ Reporting on the number of investigations opened into Class 4 gambling activity 
■ Reporting on the results of audits of Class 4 pub and club venues and societies. 

The two datasets were reviewed, issues grouped and the proportion and types of audit / 
investigation issues analysed. 

Current state of the indicator 

The Department regularly audits Class 4 gambling venues and societies for compliance with the 
requirements of the Gambling Act and associated regulations. During the year ended 30 June 
2012, the Department completed 11 society audits and 664 venue inspections. Both society audits 
and venue inspections focus on a broad range of compliance requirements. 

Figure 8.4a presents the proportion of audits that received a fail or minor result across 13 audit 
categories. This shows that: 
■ The highest rates of failure were for ‘host responsibility – training’; and ‘host responsibility - 

exclusion orders’; followed by ‘host responsibility – other’. 
■ Four of the five areas with the highest fail rate were related to host responsibility. 
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Outcome Indicator 

For the year ended 30 June 2012, the Department opened 932 investigations into Class 4 
gambling activity. Figure 8.4b presents the proportion of investigations across the 10 main 
investigation categories. This shows that: 

■ Late banking was the most common area of investigation (58.5%) followed by other (13.0%). 

■ Investigations into venue expenses (7.9%), host responsibility (4.7%), licence conditions / 
game rules and player / jackpot disputes were next most common. 
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Figure 8.4b Type of Class 4 investigations 
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8.4 
Analysis of Department of Internal Affairs data on gambling venue compliance 
(and breaches) of relevant legislative requirements (cont.) 

Limitations and areas for improvement 

This analysis is restricted to the Class 4 gambling sector and does not include monitoring and 
reporting on host responsibility compliance related to New Zealand Lotteries Commission or New 
Zealand Racing Board venues. The New Zealand Lotteries Commission and New Zealand Racing 
Board are not audited or inspected by the Department. 

The department does have a role monitoring Casino host responsibilities, however, this focuses on 
whether the processes within the Host Responsibility Policy (as approved by the Gambling 
Commission) are followed rather than the compliance focus based on the Gambling Act 2003 
applied through venue inspections and society audits for the class 4 sector. Consequently it is not 
possible to analyse the rate of compliance (or similar). 

The reporting in figure 8.4b on Class 4 investigations opened does not consider the results of the 
investigations, and therefore some investigations may be closed due to a lack of evidence or 
because compliance occurred. 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

H 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Analysis of client data for referrals from gambling venues 

 

Data source and approach to measurement 

Data was obtained from the Ministry’s CLIC system and Gambling Helpline’s database for all 
service-users over the year ending 30 June 2012.  

The data was sorted to only include unique clients (i.e. clients were only counted once regardless 
of the number of times they attended services). Approximately one in five (19.5% or 2,381) service-
users had a referral source recorded. The list of referral sources was reviewed and an assessment 
was made as to whether the source could be considered to be a gambling venue. 

Current state of the indicator 
As presented on figure 8.5a to the right, 298 service-users were recorded as referred from 
gambling venues, with the largest sources of referrals being the Casino sector (64%) and the 
pub/club sector (32%). 
For the purposes of this analysis, the pub/club sector is grouped together. This is because the 
Gambling Helpline database does not differentiate between these two sources. 

 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– CLIC and the Gambling Helpline databases are effective at 
measuring referrals. 

■ High confidence in the reliability and robustness of the data 
– Robust sample sizes associated with CLIC and the Gambling 

Helpline data. 

 

■ Analysis of referrals from the gambling industry shows that 298 service-users were referred, of 
which 64% were from the Casino sector and 32% from the pub/club sector. 

8.5 

Casino 
64.4% Lotteries NZ 

0.3% 

Pub/Club Venue 
31.9% 

TAB/NZ Racing 
Board 
3.4% 

Figure 8.5a: Referrals from gambling venues by type 
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Outcome Indicator 8.5 

Analysis of client data for referrals from gambling venues (cont.) 

Figure 8.5b to the right shows geographically where referrals from gambling venues were recorded. 
This excludes the referrals recorded by the Gambling Helpline as geographical data was 
unavailable. 
■ Eighty-nine per cent of referrals within CLIC were from the Casino sector. 
■ Eighty-five per cent of referrals were from three cities, Auckland (99 referrals), Christchurch (23 

referrals) and Dunedin (11 referrals). 

Limitations and areas for improvement 

This analysis only includes service-users where the referral source was recorded within the 
appropriate database. Informal referrals not made within the database are not recorded. Service 
providers are reliant on service-users reporting, when asked, who referred them to seek help. 

Referrals from the Casino sector are likely to be higher because Sky City have a policy of requiring 
gamblers that have previously requested exclusion from the Casino to provide evidence of having 
attended six treatment sessions from an accredited provider before they are able to re-enter the 
Casino. 

This analysis could be improved if data was reported on the geographical location of referrals to the 
Gambling Helpline. 

  
 

Auckland region 

99 referrals 

North Island - other 

16 referrals 

South Island 

42 referrals 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 8.5b: Location of referrals from the gambling industry within CLIC 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Review of the effectiveness of industry mechanisms for identifying problem 
gamblers and gamblers at risk of problem gambling 

Challenges with measurement 

This outcome indicator is not currently measurable. KPMG and the 
Advisory Group were unable to define measures of the effectiveness of 
industry mechanisms for identifying problem gamblers and gamblers at 
risk of problem gambling. New initiatives to allow problem gamblers to 
exclude themselves from multiple Class 4 gambling venues may provide 
one source of data to measure this outcome indicator from 2014 onwards. 

■ This outcome indicator was not able to be measured in the baseline report. 

NA 

8.6 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Review of the number of venues, or societies, that have policies specific to key 
risk groups and behaviours (i.e. table games for Asian gamblers, self exclusion 
for non-English-speaking gamblers) 

Challenges with measurement 

This outcome indicator is not currently measurable. KPMG and the 
Advisory Group were unable to define an effective and measurable 
definition for key risk groups and behaviours. 

■ This outcome indicator was not able to be measured in the baseline report. 

NA 

8.7 



Objective 9  
 
Problem gambling services 
effectively raise awareness about 
the range of harms from gambling 
that affect individuals, 
families/whānau and communities 
for people who are directly and 
indirectly affected 
 

Analysis and presentation of outcome indicators for objective 9 

9.1 Analysis of client data for referrals from health sector and community services 

9.2 Analysis of New Zealand Health Survey and problem gambling service presentation data 
for trends in presentation and a reduction in barriers to presentation 

9.3 Analysis of Ministry-funded social marketing impact data 

9.4 Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey 

9.5 Assessment of the percentage of social marketing activities delivered specifically to at-risk 
groups 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of client data for referrals from health sector and community services 

Limitations and areas for improvement 

This analysis only includes agencies that have referred a service-user to a problem gambling 
service in the year ended 30 June 2012 where the referral source was recorded. Service providers 
are reliant on service-users reporting who referred them to seek help. There may be duplication in 
referrals between the problem gambling service providers in that a referral source may be recorded 
both when a call is made to the gambling helpline and if a service-user visits a problem gambling 
service. 

This outcome indicator could be improved in future years if referrals between problem gambling 
service providers were excluded. 

 

 

  

 

 

  

 

 

Data source and approach to measurement 

Data was obtained from the Ministry’s CLIC database and the Gambling Helpline’s database for all 
service-users over the year ending 30 June 2012.  

The data was sorted to only include unique clients (i.e. clients were only counted once regardless 
of the number of times they attended services). Approximately one in five (19.5% or 2,381) service-
users had a referral source recorded. The list of referral sources was reviewed and an assessment 
was made as to whether the source could be considered to be a health sector or community 
service. 

Current state of the indicator 

Of the users of problem gambling services,1,590 were referred from the health sector and 
community services for the year ended 30 June 2012. The most common sources of referral were 
from problem gambling service providers (coloured blue in figure 9.1a to the right). 
Health sector organisations such as Alcohol and Drug services, primary care providers (GP, doctor 
or PHO) and mental health services also recorded high levels of referrals. 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– CLIC and the Gambling Helpline databases are effective at 
measuring referrals. 

■ High confidence in the reliability and robustness of the data 
– Robust sample sizes associated with CLIC and the Gambling 

Helpline data. 

 

■ The CLIC database includes 1,590 service-users referred from health sector and community 
services. This is approximately 15% of all service-users. Services to prevent and minimise 
gambling harm, Alcohol and Drug services, primary care providers and mental health services 
recorded the most referrals. 490 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of New Zealand Health Survey and problem gambling service 
presentation data for trends in presentation and a reduction in barriers to 
presentation 

Definitions (cont.) 

A reduction in barriers to presentation is measured by comparing presentations (as set out in 
the NZHS) with prevalence through a ‘presentation rate’. This is a proxy measure as quantitative 
information on barriers to usage was not available. 
The presentation rate divides the number of presentations to problem gambling services in a year 
for a population group by the prevalence of problem gambling for the same population group. For 
the purpose of illustration, presentation rates for brief and full presentations are displayed 
separately in figures throughout this indicator. The presentation rate provides a measure of how 
effective services are at reaching those at risk of gambling harm. 

Current state of the indicator 
The number of presentations to problem gambling services has reduced slightly between 2011 and 
2012, consequently, the presentation rate has also reduced across most groups. The reduction in 
presentations between 2011 and 2012 should be considered in light of the overall trend in 
presentations between 2004/05 and 2011/12 as presented in figure 9.2a below.  
The overall trend is that presentations increased between 2004/05 and 2011/12, with substantial 
increases in the number of presentations in 2008/09 and 2009/10. The increase in presentations 
has mostly been driven by brief interventions, however the number of full interventions has also 
risen by 40% between 2007/08 and 2011/12. 

 

Data source and approach to measurement 

Data for outcome indicator 9.2 was obtained from two sources: 

1. Data on presentations was obtained from the Ministry’s CLIC database. 
2. Data on the prevalence of problem gambling was obtained from the NZHS 2011/12. 

Data was analysed by gender, ethnicity and age for each of the measures discussed on the 
following pages. Only presentations by gamblers are included in the analysis for this outcome 
indicator. Presentations by family members or affected others are excluded.  

To measure barriers to presentation, two years of data on presentations was obtained. Data for the 
year 1 July 2010 to 30 June 2011 (referred to as 2011) and data for the year 1 July 2011 to 30 
June 2012 (referred to as 2012). 

Definitions 
Presentations measures the number of unique service-users (i.e. only counting each service-user 
once) receiving a brief or full session (typically the first session) at a problem gambling provider. 

 

Our confidence in the indicator is high, driven by: 
■ Medium / high confidence that the data effectively measures the 

indicator 
– CLIC is highly effective at measuring presentations 
– NZHS is highly effective at measuring prevalence 
– It is unclear whether comparing prevalence and presentations is 

an effective measure of barriers to presentation. 
■ High confidence in the reliability and robustness of the data 

– Large sample sizes associated with both CLIC and the NZHS 
(with the exception of smaller population sub groups).  

 

 

■ The number of presentations by gamblers reduced between 2011 and 2012. This may be 
influenced by factors other than the awareness of gambling harm. Despite the reduction in the 
total numbers of presentations, presentations in 2012 are higher than the number of 
presentations reported annually between 2004/05 and 2009/10.  

■ Presentations by females are at a higher rate than for males across most ethnic groups. The 
highest presentation rates are reported for East Asian and Other ethnicities. In terms of age, 
the presentation rate is highest for the 35-44 age brackets in 2012 and lowest for the 15-24 and 
65+ age brackets. 
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Outcome Indicator 

Current state of the indicator 

Ethnicity and gender 
Figure 9.2b and figure 9.2c analyse presentation data for male and females for the 2011 and 2012 
years. The presentation rate compares presentations with prevalence and an increasing rate of 
presentations is considered to be an indicator of a reduction in barriers to presentation. 
The analysis for males shows some variation between ethnicities, with higher presentation rates for 
Pacific and Other ethnicity males than for Māori and East Asian. The presentation rate for Māori, 
Pacific, East Asian and Other ethnicities reduced between 2011 and 2012. This is due to a 
reduction in the total number of presentations to services between the two years. 
The analysis for females (Figure 9.2c, opposite) shows similar trends, with higher presentations 
rates for East Asian and Pacific females. Once again the presentation rate has reduced across 
three of the four ethnic groups except for Pacific females. 
 
 
 
 
 
 
 
 
 
 

Analysis of New Zealand Health Survey and problem gambling service 
presentation data for trends in presentation and a reduction in barriers to 
presentation (cont.) 
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Figure 9.2b: Presentation rate for males by ethnicity (non-age standardised) 
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Outcome Indicator 

Ethnicity 
Analysing ethnicity on its own, the trend of a reduction in the presentation rate between 2011 and 
2012 is apparent. This analysis shows greater consistency in the presentation rate across 
ethnicities in 2012 with smaller differences in the rate between ethnic groups.  
The highest rates of presentation were reported for East Asian and Other ethnic groups. The 
presentation rate reduced most for these same two ethnic groups between 2011 and 2012. The 
presentation rate for East Asian ethnicities is comprised of a higher proportion of brief sessions, 
whereas the presentation rate for Other ethnicities comprises a higher proportion of full sessions. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Age 
Figure 9.2e analyses the presentation rate by age bracket between 2011 and 2012. The 
presentation rate remained the highest for the 35-44 age brackets in 2012 and lowest for the 15-24 
and 65+ age brackets. 

Limitations and areas for improvement 

This outcome indicator only includes analysis of two years of presentation data. Analysing 
presentation rates over two years may not be sufficient to indicate change in barriers to 
presentation. Outcome indicator 9.4 lists the most commonly identified barriers to presentation 
reported by service-users. 

Ethnicity data for this outcome indicator is not standardised for differences in the age or gender of 
each of the ethnic groups. Differences in the age and gender make-up of each group may have an 
impact on the estimated number of problem gamblers and the rate of presentations. 

The NZHS estimates the prevalence of problem gambling for each ethnic group based on the 
number of problem gamblers in each ethnic group identified within the survey. This is subject to a 
margin of error. 

Future iterations of this outcome indicator could be improved by developing confidence intervals for 
the presentation rate analysis. This would provide greater confidence in the analysis. 

Analysis of New Zealand Health Survey and problem gambling service 
presentation data for trends in presentation and a reduction in barriers to 
presentation (cont.) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of Ministry-funded social marketing impact data 

These included:  
■ Question G22: In the last three months, have you seen or heard any advertising or noticed any 

leaflets or posters that explain how gambling might harm you, your family or friends, and what 
you can do about it? 

■ Question G23: Which type of advertising or information was that? 
■ Question G49: Before today had you heard of any of these types of services to help people that 

gamble too much? 
■ Question G50: Which ones had you heard of? 

Current state of the indicator 
The Kiwi Lives campaigns 

To date, three social marketing campaigns have been developed by HSC (now HPA) to help 
prevent and minimise harm from gambling, including: 

Kiwi Lives 1 (2007-2008) 

This campaign focused on the broad community and societal harms related to gambling by pointing 
out that gambling affects tens of thousands of New Zealanders' lives (HPA, 2012). 

Kiwi Lives 2 (2009-2010) 

Kiwi Lives 2 spoke more directly to problem gamblers, those at risk and affected others - 
encouraging self-help and enhancing referral to services (HPA, 2012). The impact-related 
objectives of the Kiwi Lives 2 campaign included: 

1. Suggesting that individuals, families and communities can do something about it [gambling] 
2. Prompting the use of the 0800 number and website for help and/or information (HPA, 2012). 

Kiwi Lives 3 (2011) 

Kiwi Lives 3 was more specifically aimed at empowering and enabling people who are at higher risk 
of developing gambling problems and also those in their lives that have the opportunity to intervene 
before gambling becomes harmful. 

This indicator analyses the social marketing impact of the Kiwi Lives 2 campaign 

Data from HLS 2010, measuring people’s awareness of gambling harm advertising and gambling 
support services, was used to assess points 1 and 2 from the Kiwi Lives 2 campaign above. In 
particular, it was used to assess whether the campaign had helped to increase awareness amongst 
individuals about what to do in a situation where they or someone they know has a gambling 
problem, and whether they had heard of gambling harm advertising.  

Kiwi Lives 2 was chosen for analysis because it’s impact has been measured directly through a 
post campaign survey and indirectly through the HLS 2010. 

 

Data source and approach to measurement 

The aim of outcome indicator 9.3 is to assess Ministry-funded social marketing impact data. Where, 
social marketing is taken to mean: 

■ “A process that uses marketing principles and techniques to improve the health and welfare of 
people and of their physical, social and economic environment. It is a carefully planned, long-
term approach to influencing human behaviour. Social marketing is different from commercial 
marketing because it aims to benefit the target group and society as a whole rather than make 
a financial profit (HPA, 2012).” 

Whereas impact data is defined as: 

■ “The impact of social marketing on attitudes and behaviours relating to gambling and problem 
gambling (HPA, 2012).” 

The 2009-2010 ‘Kiwi Lives 2’ gambling awareness campaign and the 2010 Health and Lifestyles 
Survey (HLS 2010), conducted by the Health Promotion Authority (HPA, formerly the HSC), were 
selected for comparison. This was based on the assumption that the impact of the campaign may 
be observed though recognition-related questions in the survey. Data from the 2009 Kiwi Lives 2 
post-campaign survey was used to cross-check the results.  
To measure the extent to which the Kiwi Lives 2 campaign had influenced audience behaviour, for 
example, evidence of increased awareness of gambling help services, recognition focused 
questions from the HLS 2010 were analysed.  

 

 

Our confidence in outcome indicator 9.3 is high, driven by: 
■ Medium/high confidence that the data measures the indicator 

– The Kiwi Lives campaigns are the highly recognised social 
marketing campaigns 

– Impact data is collected through post campaign surveys and the 
HLS 

■ High confidence that data is reliable and robust 
– Data was sourced from publicly available HPA documents, 

including post campaign surveys and the HLS 
 

 
 
  

■ Social marketing campaigns are an effective way to raise awareness.  
■ Peoples’ awareness of television advertising about gambling harm rose from 22% before to 

48% after the Kiwi Lives 2 social marketing campaign. Awareness of an 0800 helpline rose 
from 68% to 77% over the same period.  

■ Awareness generally increases then declines in the years after a campaign is launched.  

 

9.3 
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Outcome Indicator 

Analysis of Ministry-funded social marketing impact data (cont.) 

Awareness of gambling harm and solutions advertising: results from the 
2010 HLS 

Respondents were asked whether in the three months prior to the survey, they 
had seen or heard of any advertising, or noticed any leaflets or posters that 
explain how gambling might harm them, their family or friends, and what they 
could do about it (HSC, 2010).  

Fifty-nine per cent of people had seen gambling harm advertising. This compared 
with 83% of respondents from the Kiwi Lives 2 post campaign survey who had 
seen some form of media activity about problem gambling. It should be noted that 
the post-campaign survey was conducted in 2009, immediately after Kiwi Lives 2 
campaign, whereas the HLS was conducted some time later.  

Comparison of results between the HLS 2010 and 2009 Kiwi Lives 2 post 
campaign survey 

HLS 2010 respondents were then asked about the advertising medium through 
which they had seen advertising about gambling harm and solutions. Similar 
results were observed between surveys, particularly mediums such as television 
(81% versus 91%) and radio (22% versus 24%) (see figure 9.3a).  
 
Note: the 2010 HLS did not analyse the recollection of advertising sources by 
ethnicity.  
 

Awareness of advertising about gambling harm and solutions: comparison 
between the HLS 2006/07 and 2010 HLS 

The impact of social marketing was observed by comparing awareness data of the 
HLS 2006/07 (prior to Kiwi Lives 2), to the 2010 HLS (after Kiwi Lives 2). As figure 
9.3b illustrates, the proportion of people who recalled having seen advertising 
about gambling harm and solutions on television increased across all major media 
types and increased significantly for television, the main medium for the Kiwi Lives 
2 campaign (HSC, 2010). This suggests that Kiwi Lives 2 - a television led 
campaign has had a positive impact on gambling harm awareness, amongst the 
population.  
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Figure 9.3a: Sources of advertising about gambling harm and solutions: comparison between the 2010 
HLS and the Kiwi Lives 2 post campaign survey (multiple response) 
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Outcome Indicator 

Analysis of Ministry-funded social marketing impact data (cont.) 

Recognition of problem gambling services 

HLS 2010 data suggests that 87% of respondents had heard of at least one form 
of gambling service. When asked about specific problem gambling support 
services, 77% of respondents had heard of an 0800 telephone helpline, 34% had 
heard of face-to-face counselling, 31% had heard of help from a GP or other 
health professional and 11% had heard of an internet or self help website (HSC, 
2010).  

In comparing these results to the previous HLS 2006/07 survey, there was a 
substantial increase in the recognition of 0800 telephone helpline services but 
smaller changes in face-to-face counselling, help from a GP or other health 
professional and internet self-help services (see figure 9.3c, right). Again, this 
suggests that the Kiwi Lives 2 campaign had a positive impact on the recollection 
of 0800 support services for gambling. 

Note: Recognition data from HLS 2006/07 could not be compared to the HLS 2010 
by ethnicity, as results by ethnicity were not reported in the 2010 survey. 

Limitations and areas for improvement 

A key limitation in measuring this indicator has been the unavailability of ethnicity 
data across years, particularly for the social impact measures used to measure 
this indicator. Hence, results are reported here for the general population only.  

The timing of surveys has an impact on data presented in this indicator. For 
instance, a survey occurring immediately after a social marketing campaign is 
likely to yield differing results to one conducted several years after. This limitation 
should be considered when interpreting these results.  

 

 

 

 

 

 

Note: HPA suggests that results from a comparison between the 2006/07 and 
2010 surveys should be treated with caution as some questions were conducted 
differently between the surveys.  
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of the periodic service-user satisfaction survey and barriers to service 
usage survey 

Barriers to usage 

■ Barriers to service usage are considered as being equivalent to barriers to help-seeking within 
this study. Barriers to help seeking are defined as intrinsic and extrinsic barriers to accessing 
healthcare (Bellringer et al, 2008).  

Service-user satisfaction: 

■ Patient experience, as defined by the New Zealand Health Survey are experiences with 
accessing and receiving healthcare (NZHS, 2011/12).  

Problem gambling services 

■ Problem gambling services are defined as all general and dedicated services providers 
contracted by the Ministry of Health to provide intervention services to people experiencing 
harm from their own, or someone else’s gambling. This outcome indicator considers all problem 
gambling service providers (general and dedicated services) in its analysis; whereas outcome 
indicator 10.6 analyses dedicated problem gambling service providers only. This is a key 
difference between the outcome indicators.  

Research design 

A survey was developed to collect barriers to usage and service-user satisfaction data. The 
questionnaire comprised: 

■ Barriers to help seeking questions from AUT’s ‘Problem Gambling: Barriers to help-seeking 
behaviours’ survey (Bellringer, Pulford, Abbott, De Souza and Clark, 2008)  

■ Patient experience questions from the 2012 New Zealand Health Survey Questionnaire 
(Ministry of Health, 2011), modified to apply to problem gambling practitioners rather than 
general practitioners (GPs).  

Recruitment 

Ministry funded general and dedicated intervention service providers were asked to distribute 
printed surveys to current service-users, either by mail or when a service-user had completed a 
counselling session and was in the process of leaving the premises. A freepost envelope was 
attached to the survey to enable service-users to complete the survey at their convenience. 

Sampling 

The target population comprised 1,500 individuals, approximately 14% of all 10,709 gamblers 
estimated to have used intervention services within the year ending 30 June, 2012. In total, 250 out 
of 1,500 individuals completed the survey. The final sample size was reduced to 247 after data 
cleaning, representing a 17% response rate.  

  

  

 

 

Data source and approach to measurement 

The aim of this indicator is to measure barriers to service usage experienced by users of problem 
gambling services, as well as user satisfaction with problem gambling services.  

The following definitions were used: 

Service-users: 

■ People who use dedicated or general problem gambling services 
■ Family members and affected others that are affected by someone else’s gambling who use 

dedicated or general problem gambling services. 

Our confidence in this indicator is medium, driven by: 
■ Medium confidence in the reliability and robustness of data 

– Sample size of n=247; with minor method bias possible 
■ Strong relationship between the data and the indicator  

– Questionnaire was developed from existing research in the area 
of barriers to help-seeking (AUT, 2008).  

 

■ The main barriers to service usage (help-seeking) experienced by users of both general and 
dedicated problem gambling services, included ‘wanting to resolve the issue alone’, ‘feeling 
ashamed’, and ‘not believing that there was a issue’. Slight differences in barriers were 
observed when subgroups were compared.  

■ Many service-users have co-existing issues, the most commonly identified being ‘family and 
relationship issues’, ‘mental/physical and emotional health issues’, and ‘financial issues’.  

■ Once service-users finally sought help, the three most common enablers for doing so included 
‘losing control/feeling overwhelmed/desperation and ‘not able to face the issue alone’, 
‘concern/help from family members/friends/whānau/doctor’, and ‘financial pressure’.  

■ Once service-users had received help, they were generally very satisfied with the level of 
service they had received. For instance: 
– Ninety-six per cent were satisfied to highly satisfied with the overall service they had 

received 
– Ninety-six per cent felt that there had been an improvement in their well-being since visiting 

a dedicated service provider 
– Ninety-four per cent felt that their counsellor had contributed to their well-being. 

9.4 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 

Technical notes 

Confidence Interval  

Results have been presented at a 95% confidence level, i.e. we are 
95% confident that true population values lie within a specified interval 
either side of the statistics provided for each question. The 95% 
confidence interval is represented by error bars in the graphs where 
appropriate. 

Weighting  

Survey results have been weighted to CLIC presentation statistics for 
the year ending 30 June 2012. Each subgroup reported here 
(gamblers/affected others, gender, ethnicity, age) has been weighted to 
CLIC statistics to ensure that the population is accurately represented.  

Statistics for Pacific peoples were not used as the survey included very 
small sample sizes (n=<5) which meant that findings were not reliable.  

Current state of the indicator 

Barriers to service usage 

Figure 9.4a illustrates common barriers to service usage experienced 
by all service-users, including gamblers and their affected others. The 
seven most common barriers for service-users included:  

1. Wanting to resolve issues on their own 
2. Feeling ashamed 
3. Believing that there wasn’t an issue 
4. Being too proud 
5. Trying to deal with other issues, or 
6. Being too overwhelmed by issues to seek help 
7. Planning to get help but not getting around to it. 
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Figure 9.4a: Barriers to service usage experienced by service-users (multiple response) (n=247) 
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Outcome Indicator 
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Figure 9.4b: Barriers to service usage experienced by those seeking help for their own issues (multiple 
response) (n=185) 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 

Barriers to service usage: gamblers vs. affected others 

Service-users were asked whether they were seeking help for their own issue 
or for someone else’s (affected others). They were then asked to identify any 
barriers they had experienced in attempting to access services to help with 
gambling issues. Responses were then separated into those seeking help for 
their own issue and those seeking help for someone else’s.  

Both people seeking help for their own issues and those seeking help for 
someone else’s, shared two of the three most common barriers. These were: 

■ Wanting to resolve the issue alone, and 
■ Believing that there wasn’t an issue.  

The rank of some other barriers differed slightly between groups. For instance: 

Those seeking help for their own issue (see figure 9.4b) were more likely to 
identify: 

■ Feeling ashamed (of themselves) 
■ Being too proud to seek help 
■ Trying to deal with other issues 
■ Being too overwhelmed by issues to seek help. 

Whereas service-users seeking help for someone else’s issue (see figure 
9.4c, opposite bottom), more commonly identified the following barriers: 

■ Not being aware that treatment was available 
■ Believing that they had to pay for services 
■ Feeling ashamed of their family 
■ Being concerned about confidentiality. 

 

9.4 

Those seeking help for their own issues 
were more likely to identify feeling 

ashamed, being too proud, only wanting 
help with financial issues, and not 

wanting to use a telephone, as barriers to 
seeking help for their gambling issue. 

Those seeking help for someone else’s 
issues were more likely to identify not 

being aware that treatment was 
available, thinking that they had to pay 

for services, feeling ashamed about 
family and being concerned about 

confidentiality, as barriers to seeking 
help for their gambling issue. 
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Thinking that they had to pay for services 
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Thinking that it wouldn't help 
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Figure 9.4c: Barriers to service usage experienced by those seeking help for someone else's' issues (multiple 
response) (n=60) 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 

Barriers to service usage: ethnic comparison (all service-users) 

Barriers to service usage were analysed according to each major ethnic 
subgroup (Māori, Asian, Other) with the exception of Pacific peoples. Analysis 
of Pacific responses could not take place due to insufficient sample sizes.  

Responses for all ethnic subgroups were ranked according to the amount of 
responses received for each barrier.  

Shared barriers 

Māori, Asian and Other service-users, shared the following barriers to service 
usage: 

■ Wanting to resolve the issue alone 
■ Believing that there wasn’t an issue 
■ Feeling ashamed 
■ Thinking that it [problem gambling services] wouldn’t help 
■ Being too proud 
■ Trying to deal with other issues 
■ Being too overwhelmed by issues to seek help. 

Barriers unique to ethnic subgroups 

Slight differences were also observed between the groups. For instance, 
Māori service-users more commonly identified the following barriers (see 
figure 9.4d): 

■ Thinking that services would not understand their language, and 
■ Not receiving enough encouragement from friends, family or community. 

Whereas Asian service-users more commonly identified (figure 9.4e): 

■ Planning to get help but not getting round to it 
■ Not being aware that treatment was available, and 
■ Being concerned about confidentiality. 

Other (commonly NZ European/Pākehā, European, African, Indian) service-
users on the other hand commonly identified the barriers outlined below (and 
figure 9.4f, overleaf): 

■ Not wanting to use a telephone service 
■ Feeling ashamed of their family. 

9.4 

Māori were more likely to 
identify language issues, 

and lack of 
encouragement as 

reasons for not seeking 
help 

Asian service-users were 
more likely to identify 

planning but not getting 
round to it, not being 

aware of services and 
concern for confidentiality 

as reasons for not 
seeking help 
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seek help 

Thinking that it wouldn't help 

Figure 9.4d: Barriers to service usage experienced by Māori service-users (multiple response) (n=86) 
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Figure9.4e: Barriers to service usage experienced by Asian service-users (multiple response) (n=62) 

Note: due to small sample sizes these results should be treated with care. 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 

Other groups more 
commonly identified not 

wanting to use a 
telephone service or 

feeling ashamed of their 
family as barriers to 

seeking help. 
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Figure 9.4f: Barriers to service usage experienced by ‘Other' service-users (multiple response) (n=62) 

Note: due to small sample sizes these results should be treated with care. 
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Outcome Indicator 
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Figure 9.4g: Barriers to service usage experienced by female service-users (multiple response) (n=143) 
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Figure 9.4h: Barriers to service usage experienced by male service-users (multiple response) (n=87) 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 

Barriers to service usage: gender differences (all service-users) 

The most common barriers to usage were similar for males and females (see 
figures 9.4g, and 9.4h); these included: 

■ Believing that there wasn’t an issue, and 
■ Wanting to resolve the issue alone. 

A significant difference between the groups, however, is that males were 
found to be much more likely to ‘feel ashamed’.  

Other slight differences were observed between the groups. For instance, 
females more commonly identified the following barriers to service usage: 

■ Having too many commitments to seek help 
■ Thinking that the services available would not understand their language. 

Whereas, males more commonly identified: 

■ Thinking that services wouldn't be able to help 
■ Only wanting help with financial issues 
■ Planning to get help but not getting around to it. 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 
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Figure 9.4i: Other issues experienced by problem gamblers (multiple response) (n=134) 

Experience of multiple issues (all service-users) 

Service-users were asked whether they were experiencing co-existing issues 
other than gambling. Their responses were then coded and analysed for 
themes.  

Results of this analysis of themes suggest that approximately 61% of service-
users identified co-existing issues.  

Of these service-users, the most common other issues (see figure 9.4i, 
opposite top) were found to be: 

1. Family or relationship issues (37.3%), including relationship 
breakdown, separation, arguments or loneliness 

2. Mental or physical health and emotional issues (36.6%), including 
depression, stress, anxiety, or a loved one’s health 

3. Financial issues (21.6%), including debt, poor budgeting or not having 
enough money to meet expenses 

4. Alcoholism (14.9%)  
5. Work issues or unemployment (14.9%). 

 

Issues that service-users attempted to solve first  

Service-users were also asked about what issue(s) they tried to solve first. 
Analysis of the results shows that service-users commonly tried to solve the 
following issues first: 

1. Financial issues (20.9%) 
2. Mental or physical health and emotional issues (19.8%)  
3. Gambling (16.3%) 
4. Family or relationship issues (10.5%)  
5. Alcoholism (7.0%). 
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Figure 9.4j: Issues that problem gamblers attempted to solve first (multiple response) (n=86) 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 

Enablers that made service-users finally seek help (all service-users) 

Service-users were also asked to describe what finally made them seek help (enablers). 
Their responses were then coded and analysed for themes.  

The three most common enablers that finally encouraged people to seek help were: 

1. A feeling of not being able to take it any longer/desperation or realising that 
the problem couldn’t be faced alone (crisis point) (23.0%) 

2. Concerned partner/family/friends (19.9%) 
3. Financial pressure (15.3%). 

Reaching crisis point was the most commonly identified factor that enabled people to 
finally seek help. This included people losing control of life and feeling overwhelmed, 
feeling like gambling was getting out of control, losing control of life, losing control of 
self, or feeling unmotivated and listless.  

Service-users also commonly identified concern from partner/family/friends as the 
enabler that finally made them seek help. Concern from partner/family/friends included 
things like support or suggestions to seek help from friends and family, or a 
recommendation from a doctor. It also included things like wanting to bring the family 
together again, or accepting a gambler back into the family once, or if help was sought.  

Service-users also identified financial pressure as an enabler. Financial pressure 
included things like losing a significant amount of money, having no money, not wanting 
to lose any more money, or wanting to pay back debts.  

A key finding here is that although mental health issues were the second most 
commonly identified co-existing issue (36.6%), only 4.6% of respondents sought help for 
this issue. 
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Figure 9.4k: Enablers that made people finally seek help (multiple response) (n=196) 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 
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Figure 9.4l: Service-user views on the level of care provided by problem gambling intervention practitioners  
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Service-user satisfaction (all service-users) 

Service-user views on the level of care provided by intervention 
practitioners  

Service-users were asked 10 scale-based questions to assess the level of 
care they received when accessing a problem gambling intervention service 
(see figure 9.4l).  

The key results from analysis were: 

■ Service-users overwhelmingly felt that the level of care received had 
been ‘very good’ or ‘good’.  

■ Treating clients with respect and dignity attracted the highest percentage 
of ‘very good’ responses 

■ Involving clients in decisions about how to cope received the lowest 
percentage of ‘very good’ responses 

■ Explaining how to cope with issues in an easily understood way was the 
only question that attracted a reportable percentage of ‘poor’ responses 
(1%).  

Overall satisfaction with care received from intervention service provider 

Service-users were asked how satisfied they were with the overall level of care 
received from their service provider (see figure 9.4m). Of these: 
■ Ninety-six per cent were satisfied to very satisfied, compared to 
■ Three per cent that felt neutrally to dissatisfied. 
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Figure 9.4m: Service-user satisfaction of overall care received from service provider 
(n=243) 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 
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Figure 9.4n: Percentage of service-users that feel there has been an improvement in well-
being (n=241) 

94% 

2% 4% 

0% 

20% 

40% 

60% 

80% 

100% 

Yes No Don't know 

Figure 9.4o: Percentage of service-users who feel that problem gambling counselling has 
contributed to improved well-being (n=216) 

Improvements to service-user well-being 

Service-users were asked whether there had been an improvement in their well being since their 
last visit to a dedicated intervention provider (see figure 9.4n). Of these: 
■ Eighty-seven per cent felt that there had been an improvement, compared to  
■ Seven per cent that felt that there hadn’t been 
■ Six per cent that felt that the question didn’t apply to them. 

Whether service-users thought that counselling had contributed to their improved well being 

Service-users were then asked whether the problem gambling counselling they had received, had 
contributed to their improved well being (see figure 9.4o). 
Of the 216 service-users that felt that there had been an improvement in their well-being: 
■ Ninety-four per cent felt that counselling for problem gambling had contributed to their 

improved well-being, whereas 
■ Two per cent that felt it had not 
■ Four per cent didn’t know. 

 

9.4 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey (cont.) 

  Bellringer et al. (2008)   kpmg 

Rank Barrier Rank Barrier 

1 Believing there wasn’t a problem and not needing help 1 Wanting to resolve problem alone 

2 Wanting to resolve problem alone or being too proud to 
seek help 2 Feeling ashamed (of themselves) 

3 Feeling ashamed for themselves or family  3 Believing there wasn’t an issue and not needing help 

4 Planning to get help but not getting around to it 4 Being too proud 

5 Being too overwhelmed by their problems to seek help 5 Trying to address other issues 

6 Thinking that problem gambling services would treat them 
like an addict/mentally ill  6 Being too overwhelmed by their issues to seek help 

7 Concerns about their confidentiality  7 Planning to get help but not getting around to it 

8 Only wanting help with financial problems  8 Thinking that it (problem gambling intervention) wouldn't help 

9 Having had bad experiences of seeking help for gambling 
problems 9 Not being aware that treatment was available 

10 Trying to address other problems  10 Concerns about their confidentiality  

  Bellringer et al. (2008)   kpmg 

Rank Enabler Rank Enabler 

1 Financial problems  1 Reaching a point where they felt like they could not go on/loss 
of control/couldn't do it alone 

2 Problems with spouse or partner  2 Concerned partner/family/friends  

3 Pressure from partner, family or friends  3 Financial pressure 

4 Reaching a point where they felt like they could not go on 4 Ready to deal with problems/take control/change/prevent from 
becoming a problem 

5 Wanting to prevent the gambling from becoming a major 
problem  5 Court/Police order, or advice from probation officer/lawyer 

6 Problems with other family members  6 Getting arrested/going to prison/tired of crime 

7 Legal problems 7 Deteriorating mental/emotional health 

8 Problems in living circumstances 8 Finding out that help was available from 
others/seminar/advert/hui 

9 Other emotional factors  9 Potential loss of job/friends/family/partner 

10 Concerns about the welfare of their children  10 Caught stealing from family 

Discussion 
Comparison to the Barriers to Help-Seeking Behaviours Survey (Bellringer et al, 2008) 
KPMG’s survey largely supports the findings of earlier research by Bellringer et al. (2008). 
Barriers to help-seeking/service usage 
When ranked in terms of commonly identified barriers to service usage (help seeking), most of the 
top ten barriers to service usage were shared by both the AUT study and the KPMG survey (see 
table 9.4p, right top). However, the top ten list of barriers identified by Bellringer et al. (2008) also 
included: 
■ Thinking that problem gambling services would treat them like an addict/mentally ill  
■ Only wanting help with financial problems  
■ Having had bad experiences of seeking help for gambling problems. 
This differed from the KPMG survey, where the following barriers made the top ten list: 
■ Thinking that it (problem gambling intervention) wouldn't help 
■ Not being aware that treatment was available. 
Enablers of help seeking/ service usage 
When enablers of help-seeking/service usage were ranked, again, many enablers were shared 
between studies, when differences in the grouping of concepts and terminology were accounted for 
(see table 9.4q, right bottom). Small differences were found however. For instance, Bellringer et al. 
(2008) ranked the following enablers highly: 
■ Problems in living circumstances 
■ Concerns about the welfare of their children  
Whereas the KPMG survey highlighted the following enablers: 
■ Finding out that help was available from others/seminar/advert/hui 
■ Being caught stealing from family. 

Other comments 
In analysing this outcome indicator we observed that many service-users attempted to write notes 
or letters to their respective counsellors thanking them for their help.  

Limitations and areas for improvement 
The following considerations should be taken into account when interpreting these results:  
■ The KPMG survey took a different approach to collecting data (online surveys as opposed to 

focus groups) than the previous barriers to help-seeking survey (Bellringer et al, 2008). This 
may result in slightly different findings 

■ It is possible that some bias has occurred in KPMG’s survey by using service providers to 
distribute survey questionnaires to service-users. For this reason, our confidence is set to 
medium. 

■ Additionally, some service providers photocopied surveys for distribution purposes. Although 
minimal, this would have affected the final sample size.  

 

 

Table 9.4p: Top ten ranked barriers to help seeking/service usage in Bellringer et al. (2008) and KPMG research  

Table 9.4q: Top ten ranked enablers of help seeking/service usage in Bellringer et al. (2008) and KPMG research  

9.4 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Assessment of the percentage of social marketing activities delivered 
specifically to at-risk groups 

At-risk groups were identified within the 2006/07New Zealand Health Survey as being: 

1. Māori or Pacific ethnicity 
2. Between 25-54 years of age  
3. Alone 
4. Less qualified. 

Current state of the indicator 
 
Degree to which the Kiwi Lives 1 campaign targeted at-risk groups 
 
According to HPA’s SOI 2011-14, the Kiwi Lives campaign showed that: 
 
“Evaluation of public response to the first stage of Kiwi Lives showed that, even after a 
relatively short time, the messages were recalled by a substantial proportion of the target 
audience - between a sixth and a third of respondents in the four groups surveyed said they 
discussed problem gambling with others after viewing Kiwi Lives. In addition, Māori and 
Pacific peoples were particularly receptive to the message that problem gambling is a 
community, not just an individual, issue” (Statement of Intent, 2011-14). 
 
A high proportion of Māori and Pacific people recalled key messages from the Kiwi Lives 1 
campaign (Statement of Intent, 2011-14). This suggests that key messages were delivered to at 
least two at-risk groups, therefore satisfying criteria one above. However, data to support delivery 
to any other at-risk group listed above, was not found. 
 
Degree to which the Kiwi Lives 2 campaign targeted at-risk groups 
 
In terms of general programmes, HPA’s Statement of Intent 2009-2012 states that: 
 
“Each programme focuses on encouraging individuals and members of vulnerable and at-risk 
communities to adopt healthier lifestyles to improve their health status and life expectancy. This 
includes working with Māori and Pacific peoples, as collectively they experience a disproportionate 
amount of negative health outcomes.” 
 
In terms of programmes relating to problem gambling, HPA is contracted by the Ministry to 
specifically deliver Problem Gambling Education and Awareness Programmes. According to HPA’s 
2009 SOI, the key programme messages were “targeted at all New Zealand adults” (p. 45).  
 
 
 
 
 
 
 

 

Data source and approach to measurement 

The aim of this outcome indicator is to assess the percentage of social marketing activities 
delivered specifically to at risk groups.  

In this study, social marketing activities are considered to be activities that use: 

■ “Marketing principles and techniques to improve the health and welfare of people and of their 
physical, social and economic environment. It is a carefully planned, long-term approach to 
influencing human behaviour. Social marketing is different from commercial marketing because 
it aims to benefit the target group and society as a whole rather than make a financial profit 
(HPA, 2012).” 

Social marketing activities specific to problem gambling include: 

■ Kiwi Lives 1 (HPA, 2007-2009) 
■ Kiwi Lives 2 (HPA, 2009-2010) 
■ Kiwi Lives 3 (HPA, 2011-2012) 

Two out of three social marketing activities conducted by the Health Promotion Authority (HPA, 
formerly HSC) were used to measure outcome indicator 9.5. Kiwi Lives 3 was not included and will 
be reported on in the 2013 Annual Report. 

 

Our confidence in the data is medium, driven by: 
■ Medium confidence that the data effectively measures the indicator 

– At-risk groups are identified differently depending on the survey 
and may change over time. 

■ Medium confidence that data is reliable and robust 
– Due to the limited availability of data.  

 
 

 

■ Analysis of the Kiwi Lives 1 and Kiwi Lives 2 social marketing campaigns showed that:  
– Both campaigns were targeted to the at-risk age group (25-54 year olds) and one was 

targeted to Māori and Pacific people. Neither campaign appeared to target individuals living 
alone or less qualified.  

– Since 2011, the Health Promotion Agency has increasingly sought to target campaigns to 
at-risk groups.  

9.5 

M 
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Outcome Indicator 

Assessment of the percentage of social marketing activities delivered specifically to 
at-risk groups (cont.) 

Kiwi Lives 3 

An assessment of this campaign will be made in the 2013 Annual report for the Outcomes 
Framework for Preventing and Minimising Gambling Harm.  

Limitations and areas for improvement 

This indicator represents a qualitative assessment of whether social marketing campaigns are 
delivered specifically to at-risk groups, based on documented and readily available information on 
targeting to at-risk groups.  

The post campaign survey, conducted in 2009 to assess the impact of the Kiwi Lives 2 campaign, 
supports this: 
 
“The [Kiwi Lives 2] campaign is aimed at New Zealanders from all backgrounds, aged between 25 
and 54 years” (HPA, 2009).  
 
The aim of the Kiwi Lives 2 campaign suggest that it was targeted to at-least one at-risk group (25-
54 year olds). However, no data was found to suggest that the campaign was targeted to at-risk 
ethnicities, being alone, or being less qualified. Hence, the Kiwi Lives 2 campaign, was assessed 
as partially delivered to at-risk groups.  
 
Targeting of social marketing campaigns after Kiwi Lives 2 
 
Data suggests that after the commencement of the Kiwi Lives 2 campaign, HPA has endeavoured 
to more accurately target social marketing campaigns to at-risk groups. As HPA states, measures 
were being developed concurrently to Kiwi Lives 2 in order to target “those groups in the population 
that are disproportionately affected by gambling harm” (Statement of Intent, 2009, p. 45).  
 
As a result, In 2011 HPA published a technical report to assess Groups at Risk of At-Risk 
Gambling. The report based its findings on the results of the HLS 2010. Its conclusions were 
intended to be used to guide the delivery of the Kiwi Lives 3 campaign towards at-risk groups.  

Conclusions of the 2011 report are summarised below: 

  

9.5 

Gambler type At-risk groups identified Potential campaign response 

Low risk gamblers 

■ Adults aged 35 years and over 
■ Those who live in smaller 

households 
■ Smokers 

■ Less of a whānau focus in low-risk 
focused advertising  

■ Use of language appropriate to mature 
adults  

■ Better understanding of how smokers 
process messages 

Moderate risk to 
high risk gamblers 

■ Māori, Pacific and Asian people 
■ Smokers 
■ People who live in well-

populated areas 

■ Need for advertisements to be well-
understood by Māori, Pacific and Asian 
people, by smokers and by people who 
live in well-populated areas 

Table 9.5a: At-risk groups and campaign response 



Objective 10  
 
Accessible, responsive and 
effective interventions are 
developed and maintained 
 

Analysis and presentation of outcome indicators for objective 10 

10.1 Analysis of periodic clinical audits of intervention services 

10.2 Analysis of periodic cultural audits for intervention and public health services 

10.3 Analysis of client data for trends in comprehensive assessment and identification of 
multiple needs 

10.4 Analysis of independent moderation service data (resource demand, etc) against New 
Zealand Health Survey prevalence data 

10.5 Analysis of client data for trends in culturally specific presentations compared to New 
Zealand Health Survey prevalence data 

10.6 Analysis of periodic service-user satisfaction and barriers to service usage survey specific 
to dedicated services 

10.7 Analysis of the diversity of client characteristics (ethnicity, age, and gender) presenting to 
different service types (general, dedicated Māori, Pacific or Asian services) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of periodic clinical audits of intervention services 

The main areas for improvement identified through the audits were: 

■ A number of service providers did not have adequate quality planning in place and/or did not 
have current quality policies and procedures that matched to their actual practice. Most service 
providers did have some forms of quality process in place but the level of documentation and 
formalisation was sometimes lacking. 

■ The level of planning and documentation around workforce development was sometimes 
lacking. Some service providers did not have individual training plans for their problem 
gambling staff. Training therefore appeared to be ad hoc. Some service providers did not 
maintain training records for their staff. 

Limitations and areas for improvement 

The audit reports provide a point-in-time assessment of clinical intervention services. Since the 
audits were completed in 2009, the Ministry has: 

■ Immediately worked with service providers to develop action plans to address all audit findings. 
■ Changed the mix of intervention service providers. This has included exiting contracts with 

some service providers and entering into new contracts with other service providers. 

The areas audited are likely to change in future audits and may not be directly comparable to these 
results. 

 

Data source and approach to measurement 
Data for outcome indicator 10.1 was collected from the reports from the Ministry’s audit programme 
completed in 2009. The Ministry appointed KPMG to visit each service and assess their clinical 
practice against 33 requirements within the provider’s contract and the Health and Disability 
Services Standards. 

The audit reports included an assessment of the level of compliance with each of the 33 
requirements and also provided strengths and areas for improvement for each provider. 

Current state of indicator 

The results from the clinical audits competed in 2009 indicate that across the 33 requirements 
audited, 77% of services were fully compliant. 
 
The main strengths from the clinical audits were that services: 

■ Had strong links with other services, including alcohol and other drug treatment services and 
primary care providers 

■ Provided clear information on service location, hours, cultural support and service-user rights 
and responsibilities 

■ Involved Kaumātua appropriately in working with service-users 
■ Participated in problem gambling research and evaluation projects 
■ Were suitably located and offered accessible services 
■ Had adequate arrangements for the clinical supervision of staff and the clinical audit of 

services. 
 

 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– The summary report from the Ministry’s auditors provides an 
assessment of the overall level of compliance of service providers 
with provisions within their contract related to clinical audit. 

■ High confidence in the reliability and robustness of the data 
The data provided by the auditors reports the results of their audit 
work and is reliable and robust. 

■ The results of the 2009 audits of service providers reported that 77% of intervention service 
providers were fully compliant,19% partially compliant and 4% non-compliant with clauses 
within their contract related to clinical services. 

77% 

19% 

4% 

Figure 10.1a: Analysis of periodic clinical audits of intervention services 

Fully Compliant 

Partially Compliant 

Non Compliant 

H 

10.1 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

The main areas for improvement identified through the audits were: 

■ One provider had limited evidence of a monitoring strategy being developed in partnership with 
local Māori that reflects and evaluates whether Māori problem gambling service-user needs are 
being met. 

■ One provider had not provided cultural training to its staff in the previous two years. 

 

 

 

 

 

 

Limitations and areas for improvement 

The audit reports provide a point-in-time assessment of cultural practice. Since the audits were 
completed in 2009, the Ministry has: 

■ Immediately worked with service providers to develop action plans to address all audit findings. 
■ Changed the mix of intervention and public health service providers. This has included exiting 

contracts with some service providers and entering into new contracts with other service 
providers. 

The areas audited are likely to change in future audits and may not be directly comparable to these 
results. 

Analysis of periodic cultural audits for intervention and public health services 

■ The results of the 2009 audits of service providers reported that 95% of service providers were 
fully compliant and 5% partially compliant with clauses within their contract related to cultural 
practice. Zero service providers were non-compliant. 

H 

10.2 

Data source and approach to measurement 

Data for outcome indicator 10.2 was collected from the reports from the Ministry’s audit programme 
completed in 2009. The Ministry appointed KPMG to visit each service and assess their service 
against up to six requirements within their contract related to cultural practice. 

The audit reports included an assessment of each service’s level of compliance with the relevant 
clauses in their contract. The clauses applicable to each provider vary in that dedicated Māori, 
Pacific or Asian service providers have specific requirements, however, all service providers are 
required to provide services in a culturally appropriate way. 

Current state of indicator 

The results from the cultural audits completed in 2009 indicate that across the requirements 
audited, 95% of services were fully compliant. 

The main strengths from the cultural audits were that services: 

■ Engaged Kaumātua to facilitate staff awareness of cultural values, language and Treaty of 
Waitangi issues to give support to service-users 

■ Have cultural awareness policies 
■ Provided staff cultural training 
■ Offered a holistic approach to treatment and some services had embedded Māori health 

models. 

95% 

5% 

Figure 10.2a: Analysis of periodic cultural audits of intervention and public health services 

Fully Compliant 

Partially Compliant 

Non Compliant 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– The summary report from the Ministry’s auditors provides an 
assessment of the overall level of compliance of service providers 
with provisions within their contract related to cultural practice. 

■ High confidence in the reliability and robustness of the data 
The data provided by the auditors reports the results of their audit 
work and is reliable and robust. 

- 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of service-user data for trends in comprehensive assessment and 
identification of multiple needs 

Data was analysed by gender and ethnicity for each measure. Ethnicity analysis was not completed 
for Pacific or Asian groups because the screens were applied to insufficient service-users (i.e. 
typically n<50). 

Current state of the indicator 

1. PGSI 
Analysis of the PGSI is completed in outcome indicators 1.2 and 2.2. Refer to these outcome 
indicators for full analysis. 
2. Gambler outcome-control score 
Analysis of the gambler outcome-control score is completed in outcome indicators 1.2 and 2.2. 
Refer to these outcome indicators for full analysis. 
3. Dollars spent on gambling screen and annual household income 
Figure 10.3a below shows the dollars spent on gambling (in the previous month) reported by 
service-users in their first session with a clinician. Service-users were asked (n=3,060) 

‘In the last month when you were gambling, roughly what amount of money did you spend on 
gambling?’. 

This shows a relatively even spread in the dollars spent on gambling across the brackets, with 
higher numbers of service-users in the $0, $1 - $100, $501 - $1,000 and $1,001 - $2,000 brackets. 
This analysis only includes gamblers. Family members and affected others are excluded. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data source and approach to measurement 

Data for outcome indicator 10.3 was obtained from the CLIC database and measures the period 1 
July 2011 to 30 June 2012. Problem gambling service providers complete a series of screens 
(measures of effectiveness on co-existing issues) as part of the comprehensive assessment of 
service-user needs. This indicator reports on the results of those screens, and where available 
movements in the results between initial and subsequent treatment sessions. 

The following screens were analysed: 
1. Problem Gambling Severity Index (PGSI) 
2. Gambler outcome-control score 
3. Dollars spent on gambling and annual household income 
4. Multiple co-existing needs 
5. Alcohol use 
6. Drug use 
7. Depression 
8. Suicidality. 

Our confidence in the indicator is medium, driven by: 
■ High confidence that the data effectively measures the indicator 

– CLIC captures the results of comprehensive assessments and 
screens to identify multiple needs. 

■ Medium confidence in the reliability and robustness of the data 
– The sample sizes for the analysis of effectiveness and co-existing 

needs are relatively small (ranging from 3% to 36% of service-
users). 

 

■ This indicator reports on the results of five screens completed and recorded in CLIC as part of 
a service-users’ assessment.  

■ Of those who completed the relevant screen and had results recorded in CLIC: 24% of females 
and 44% of males reported indicators of risky alcohol behaviour; 69% had indicators of 
depression; 18% felt the need to cut down on the use of prescription or other drugs; and 24% 
indicated they had had suicidal thoughts, plans or actions. 
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Figure 10.3a: Dollars spent on gambling by service-users 
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Outcome Indicator 

The CLIC database includes 3,061 service-users that were screened for both their dollars spent 
and income in the year ended 30 June 2012. Figure 10.3b below presents the median and mean 
dollars spent in the previous month with results grouped by the service-user’s reported annual 
income band. This shows a link between dollars spent and income, whereby those on higher 
incomes tended to report a higher amount of dollars spent. The variance between the median and 
mean for income bands under $100,000 indicates that high losses experienced by some service-
users increased the mean dollars spent. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The CLIC database includes 379 service-users that were screened for both their dollars spent and 
income on more than one occasion. Figure 10.3c (top right) compares their mean dollars spent in 
their initial session with the mean dollars spent in their most recent (subsequent) session. Figure 
10.3c shows a reduction in the mean dollars spent between the initial and subsequent treatment 
sessions, with the exception of the $51,000 - $200,000 brackets where two large losses have 
distorted the results. 

Figure 10.3d (bottom right) provides the same comparison but using the median rather than mean. 
This shows a reduction in dollars spent between the initial and subsequent sessions across all 
income brackets. 
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Figure 10.3b: Median and mean dollars spent compared with annual income 
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Figure 10.3d: Median dollars spent compared with income for initial and subsequent 
sessions 
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Figure 10.3c: Mean dollars spent compared with income for initial and subsequent sessions 
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Analysis of service-user data for trends in comprehensive assessment and 
identification of multiple needs (cont.) 

10.3 
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Outcome Indicator 

Analysis of service-user data for trends in comprehensive assessment and 
identification of multiple needs (cont.) 

10.3 

4. Multiple co-existing needs 
The following pages analyse the results of screens completed and recorded in the CLIC database 
for service-users presenting at problem gambling services for other co-existing needs. These 
include screening for alcohol, drugs, depression and suicide. The analysis in this section only 
includes service-users where: 

1. The relevant screen was applied, and 
2. The results of the screen were entered into the CLIC database. 

Figure 10.3e below presents the proportion of service-users reporting these co-existing needs. This 
shows that of those screened: 

■ 24% had no co-existing needs 
■ 33% had one co-existing need 
■ 26% had two co-existing needs 
■ 14% had three co-existing needs 
■ 3% reported alcohol, drug, depression and suicide needs (all four co-existing screens). 

Note: Many service-users had results recorded in CLIC for fewer than four screens and accordingly 
could not have four co-existing needs reported. 
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Figure 10.3e Proportion of service-users screened with between zero and four co-
existing needs 
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Figure 10.3f Number of service-users with co-existing needs 

Figure 10.3f below lists the most common combinations of co-existing needs reported by 
service-users. The combinations of alcohol and depression, and depression and suicide were 
the most common. 
 
 

Key 

0 Zero co-existing needs 

1 One co-existing need 

2 Two co-existing needs 

3 Three co-existing needs  

4 Four co-existing needs 
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Outcome Indicator 
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5. Alcohol use 

The AUDIT-C alcohol use screen was applied and recorded in the CLIC database for 2,171 
service-users over the year ending 30 June 2012.  

This screen asks service-users three questions: 

1. How often did you have a drink containing alcohol in the past year? 
2. How many drinks did you have on a typical day when you were drinking in the past year? 
3. How often did you have six or more drinks on one occasion in the past year? 

A response of between 1 and 4 is provided to each question, with higher scores representing a 
higher level of risk. The highest possible score for the screen is 12. 

Figure 10.3g below presents the results of the alcohol screen for males. A score of five or higher for 
males is considered an indicator of risky alcohol behaviour. Almost half (44%) of males screened, 
and with a score recorded in the CLIC database, showed indicators of risky alcohol behaviour. 

Figure 10.3g: Results of alcohol-use screen for males 
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Analysis of service-user data for trends in comprehensive assessment and 
identification of multiple needs (cont.) 

10.3 

Figure 10.3h below presents the results of the alcohol screen for females. A score of four or higher 
for females is considered an indicator of risky alcohol behaviour. Almost a quarter (24%) of females 
screened and recorded in the CLIC database showed indicators of risky alcohol behaviour. 

Figure 10.3h: Results of alcohol-use screen for females 
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Outcome Indicator 

Figure 10.3i presents the average AUDIT-C scores for service-users recorded in the CLIC 
database at initial session compared with subsequent sessions. This analysis includes 444 service-
users who had an alcohol use screen completed on more than one occasion and recorded in the 
CLIC database. The latest session for all service-users was in the year ended 30 June 2012, 
however data from the previous year was used to determine the initial score (where available). This 
analysis shows that the average initial scores reported for males are higher than those for females 
at 4.1 compared with 2.26. The scores for both genders reduced between their initial and 
subsequent screens. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Comparison of alcohol usage between Māori and non-Māori showed no substantial differences. 
This may be due to the small sample size. Data was only available on 201 Māori service-users that 
received an alcohol use screen on more than one occasion and had the score recorded in the CLIC 
database. Insufficient data was available to analyse Pacific and Asian ethnicities separately. 
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Figure 10.3i initial and subsequent alcohol use scores by gender 
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Analysis of service-user data for trends in comprehensive assessment and 
identification of multiple needs (cont.) 

10.3 
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Outcome Indicator 
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Figure 10.3l initial and subsequent drug use screens for Māori compared with non-Māori 
(non-standardised) 

Initial session 

Subsequent session 

Figure 10.3l compares the initial and subsequent drug use screens for Māori compared with non-
Māori as recorded in the CLIC database. This shows that at the initial session Māori and non-Māori 
reported almost the same result, (Māori 16.4%, non-Māori 16.0% of service-users screened 
indicating risky drug-taking behaviour), however the proportion of non-Māori service-users’ risky 
drug-taking behaviour recorded in subsequent screens reduced to 11.1% whereas the proportion of 
Māori service-users only reduced to 14.8%. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

6. Drug use 
The drug use screen was applied and recorded in the CLIC database for 2,087 service-users 
during the year ended 30 June 2012. The drug use screen is based on a single ‘yes’ or ‘no’ 
response to the question ‘In the past 12 months, have you ever felt the need to cut down on your 
use of prescription or other drugs?’ 
Figure 10.3j presents the results of this screen and shows that 393 service-users (18.8% of those 
screened and recorded in the CLIC database) responded with a ‘yes’ (positive) response. 
 
 
 
 
 
 
 
 
 
 
 
Figure 10.3k below, compares the initial and subsequent drug use score for service-users that were 
screened on more than one occasion and had the results of the screen recorded in the CLIC 
database. Of these service-users, 16.2% responded with a ‘yes’ to the question in initial sessions, 
reducing to 13% in the most recent session. Males reported a higher level of ‘yes’ responses 
(23.1% - initial session) than females (10.4% - initial session). 
 
 
 
 
 
 
 

Analysis of service-user data for trends in comprehensive assessment and 
identification of multiple needs (cont.) 
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Figure 10.3j: Service-users with positive responses to drug screen 
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Figure 10.3k initial and subsequent drug use screens by gender 
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Outcome Indicator 

7. Depression 
Service-users are also screened for indicators of depression based on ‘yes’ or ‘no’ responses to 
two questions: 

1. In the past 12 months, have you often felt down, depressed or hopeless? 
2. In the past 12 months, have you often had little interest or pleasure in doing things? 

A ‘yes’ response to either question is considered a positive response and an indication that the 
service-user may be affected by depression. 

The CLIC database includes 2,260 service-users that were screened for depression, of which 
1,563 (69.2%) responded with a ‘yes’ to either question or both. This is presented in figure 10.3m. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Data was available within the CLIC database to compare the initial and subsequent sessions for 
472 service-users. Figure 10.3n (top right) presents the results of the depression screen for these 
service-users. This shows that 64.8% of service-users responded positively to either question at 
the initial sessions, reducing to 49.2% in the most recent session. No substantial differences were 
identified between males and females. 
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Figure 10.3m: Responses to depression screen  

Analysis of service-user data for trends in comprehensive assessment and 
identification of multiple needs (cont.) 
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Figure 10.3o Initial and subsequent depression screen results Māori compared with non-
Māori 

Initial session 

Subsequent session 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 10.3o compares the initial and subsequent sessions for Māori compared with non-Māori 
recorded in the CLIC database. This shows a lower percentage of Māori service-users than non-
Māori with indicators of depression and a clear improvement across both groups after treatment. 
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Figure 10.3n Initial and subsequent depression screen results by gender  
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Figure 10.3q: Initial and subsequent suicide screen results by gender 
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Figure 10.3r below compares the initial and subsequent suicide screens recorded in the CLIC 
database for Māori compared with non-Māori. This shows that: 

■ A higher proportion of non-Māori responded with indicators of suicidal ideation 
■ Both groups showed improvement in the proportion of service-users reporting ‘no thoughts in 

the past 12 months’ after treatment, in particular Māori comprised 93% of those who were 
screened reported no thoughts of suicide in the past 12 months. 

Analysis of service-user data for trends in comprehensive assessment and 
identification of multiple needs (cont.) 

10.3 
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Figure 10.3r: Initial and subsequent suicide screen results for Māori compared with non-Māori 
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8. Suicide 

Problem gambling service providers use a suicidality screen to establish whether there are any 
concerns about suicidal ideation amongst service-users. 

Service-users are asked ‘within the last 12 months, have you had thoughts of self-harm or suicide?’ 
Responses are allocated to one of the categories listed below based on the response. 

(0) No thoughts in the past 12 months. 
(1) Just thoughts. 
(2) Not only thoughts, I have also had a plan. 
(3) I have tried to harm myself in the past 12 months. 
 
Analysis of the CLIC database shows that 24.8% of service-users responded with indicators of 
suicidal ideation and this is presented in figure 10.3p. 
 
 Figure 10.3p: Responses to suicide screen 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 10.3q (top right) compares the initial and subsequent suicide screen scores recorded in the 
CLIC database for males and females. Both groups showed improvement in the proportion of 
service-users reporting ‘no thoughts in the past 12 months’ after treatment. 
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Limitations and areas for improvement 

It is currently not compulsory for service providers to enter the results of individual screens in the 
CLIC database when completed. This outcome indicator could be improved if more screens were 
completed and recorded in the CLIC database. 

Data within the CLIC database only relates to people that have been assisted by problem gambling 
services. People that do not seek help are not included and therefore it is not possible to analyse 
the results of their comprehensive assessment or co-existing needs. 

The analysis of the results of the co-existing needs screens may be biased in that a clinical 
decision is made when applying screens. For example, if a service-user has other indicators of 
alcohol harm, the clinician may be more likely to apply the alcohol-harm screen. This would over-
report the numbers of service-users presenting with each co-existing need. Hence, results should 
be treated with caution. 

The measures of dollars spent on gambling are in response to the question: 

‘In the last month when you were gambling, roughly what amount of money did you spend on 
gambling?’. 

Clinicians are encouraged to ensure that this only includes dollars lost on gambling (i.e. money 
taken to gamble with plus any additional money obtained, and ignoring any money won). 
Responses are subjective and therefore the analysis should be treated with caution. 

 

 

Analysis of service-user data for trends in comprehensive assessment and 
identification of multiple needs (cont.) 

10.3 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of independent moderation service data (resource demand, etc) 
against New Zealand Health Survey prevalence data  

Challenges with measurement 

This outcome indicator is not currently measurable because data on 
independent moderation (self help) is not available. This may be 
addressed by the National Gambling Study.  

■ This outcome indicator was not able to be measured in the baseline report. 

NA 

10.4 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of client data for trends in culturally specific presentations compared 
to New Zealand Health Survey prevalence data 

Data source and approach to measurement 

Data for outcome indicator 10.5 was obtained from two sources: 

1. Data on presentations was obtained from the Ministry’s CLIC database for the year 1 July 
2011 to 30 June 2012 

2. Data on the prevalence of problem gambling was obtained from the NZHS 2011/12. 

Data was analysed by gender, ethnicity and age for each measure discussed on the following 
pages. Only presentations by gamblers are included in the analysis for this outcome indicator. 
Presentations by family members or affected others are excluded.  

Definitions 

Presentations measures the number of unique service-users (i.e. only counting each service-user 
once) receiving a brief or full session at a problem gambling provider. 

The presentation rate divides the number of presentations to problem gambling services in a year 
for a population group by the prevalence of problem gambling for the same population group. For 
the purpose of illustration, presentation rates for brief and full presentations are displayed 
separately in figures throughout this indicator. The presentation rate provides a measure of how 
effective services are at reaching those at risk of gambling harm. 

Our confidence in the data is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– CLIC is highly effective at measuring presentation 
– NZHS is highly effective at measuring prevalence 

■ High confidence in the availability of data 
– Data is provided by the Ministry of Health 

■ High confidence in the reliability and robustness of data 
– Large sample sizes associated with CLIC and NZHS (with the 

exception of smaller population subgroups).  
 

 

■ There is substantial variation between the presentation rate by gender across the East Asian 
and Other ethnicities.  

■ Small variations are evident between the gender presentation rate for Māori and Pacific 
ethnicities. The presentation rate by age differs substantially between ethnic groups. The 35-44 
age bracket had the highest presentation rate for all ethnic groups except Pacific. 
 

 

10.5 

H 

Current state of the indicator 

Ethnicity and gender 

Figure 10.5a below analyses the presentation rate by ethnicity and gender. This shows substantial 
variation in the presentation rate by gender across the East Asian and Other ethnicities. The 
presentation rate is higher for East Asian and Other females than Māori and Pacific females. For 
males, the presentation rate is highest for Other and Pacific ethnic groups. The presentation rate 
for East Asian ethnicities comprises a higher proportion of brief sessions, whereas the presentation 
rate for Other ethnicities comprises a higher proportion of full sessions 
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Figure 10.5a: Presentation rate by ethnicity (non age standardised) 
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Figure 10.5b: Presentation rate for Māori by age 

Figure 10.5d: Presentation rate for East Asian by age 

The NZHS did not report the 
prevalence for East Asian problem 
gamblers across these three age 

brackets. 

Analysis of client data for trends in culturally specific presentations compared 
to New Zealand Health Survey prevalence data (cont.) 

10.5 

Ethnicity and age 

Figures 10.5b to 10.5d analyse the presentation rate by age across 
the four ethnic groups Māori, Pacific, East Asian and Other. 

This analysis shows substantial variation in the presentation rate by 
age across the four ethnic groups.  

Factors common across groups 
■ Across Māori, East Asian and Other groups, the presentation 

rate is highest for the 35-44 age group 
■ Amongst all ethnic groups, the lowest presentation rate was 

either 15-24 or 65+. 

Differences between ethnic groups 
■ The presentation rate for Māori was higher in the middle age 

brackets from 35 to 64 
■ The presentation rate for Other has the least variation and was 

highest in the younger age brackets 15-24 up to 45-54 
■ The presentation rate for 65+ was particularly high 
■ The presentation rate for East Asian is 0% for three age 

brackets. This does not reflect low presentations but a limitation 
in our analysis. The NZHS did not identify any problem gamblers 
in these age brackets and therefore could not determine an 
estimated prevalence of problem gambling. 

Figure 10.5c: Presentation rate for Pacific by age 

Figure 10.5e: Presentation rate for Other by age 
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Figure 10.5f: Top eight Pacific ethnicities by presentations 

Analysis of client data for trends in culturally specific presentations compared 
to New Zealand Health Survey prevalence data (cont.) 

10.5 

Ethnicity and age 

Figures 10.5f to 10.5h provide further analysis of the eight most 
common ethnicities of people presenting to problem gambling 
services for the Pacific, East Asian and ‘Other’ ethnic groups. 

This analysis shows: 

■ Samoan, Cook Island and Tongan were the most common 
Pacific ethnicities. 

■ Thai and Chinese were the most common East Asian 
ethnicities 

■ New Zealand European, Polish and ‘Other European’ are the 
most common ethnicities for 'Other'. 

Note: The Māori ethnic group only includes New Zealand Māori 
and is therefore not further analysed here. Cook Island Māori are 
classified as Pacific. Further analysis of Māori specific 
presentations is included within outcome indicator 2.8. 

Limitations 

Ethnicity data for this outcome indicator is not standardised for 
differences in the age or gender of each of the ethnic groups. 
Differences in the age and gender make-up of each group may 
have an impact on the estimated number of problem gamblers and 
the rate of presentations. 

The NZHS estimates the prevalence of problem gambling for each 
ethnic group based on the number of problem gamblers in each 
ethnic group identified within the survey. This is subject to a 
margin of error. 

For both the NZHS and CLIC data, each ethnicity reported by a 
service-user has been counted and analysed separately. Service-
users that reported three ethnicities are counted separately for 
each ethnicity. 

Future iterations of this outcome indicator could be improved by 
developing confidence intervals for the presentation rate analysis. 
This would provide greater confidence in the analysis. 
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Figure 10.5h: Top eight other ethnicities by presentations 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of the periodic service-user satisfaction survey and barriers to service 
usage survey specific to dedicated services 

Service-users: 

■ People who use dedicated problem gambling services 
■ Family members and others that are affected by someone else’s gambling who use dedicated 

problem gambling services. 

Barriers to usage 

■ Barriers to service usage are considered as being equivalent to barriers to help-seeking within 
this study. Barriers to help seeking are defined as intrinsic and extrinsic barriers to accessing 
healthcare (Bellringer et al, 2008).  

Service-user satisfaction: 

■ Patient experience, as defined by the New Zealand Health Survey are experiences with 
accessing and receiving healthcare (NZHS, 2011/12).  

Research design 

A survey was developed to collect barriers to service usage and service-user satisfaction data. The 
questionnaire comprised: 

■ Barriers to help seeking questions from AUT’s ‘Problem Gambling: Barriers to help-seeking 
behaviours’ survey (Bellringer, Pulford, Abbott, De Souza and Clark, 2008)  

■ Patient experience questions from the 2012 New Zealand Health Survey Questionnaire 
(Ministry of Health, 2011), modified to apply to problem gambling practitioners rather than GPs.  

Recruitment 

Ministry funded general and dedicated intervention service providers were asked to distribute 
printed surveys to current service-users, either by mail or when a service-user had completed a 
counselling session and was in the process of leaving the premises. A freepost envelope was 
attached to the survey to enable service-users to complete the survey at their convenience. 

Sampling 

The target population comprised 1,500 individuals, approximately 14% of all 10,709 gamblers 
estimated to have used intervention services within the year ending 30 June, 2012. In total, 250 out 
of 1,500 individuals completed the survey. Of these, 116 individuals were users of dedicated 
services. 

Data source and approach to measurement 

The aim of this indicator is to measure barriers to service usage experienced by users of dedicated 
problem gambling services, as well as user satisfaction with dedicated problem gambling services.  

The following definitions were used: 

Dedicated problem gambling services 

■ Dedicated problem gambling service providers are those that provide services to Māori, Asian 
and Pacific people experiencing harm from their own, or someone else’s gambling. 

 

 

Our confidence in this indicator is medium, driven by: 
■ Medium confidence in the reliability and robustness of data 

– Medium sample size of n=247 with some method bias possible 
■ Strong relationship between the data and the indicator  

– Questionnaire was developed from tested research in the area of 
barriers to help-seeking (AUT, 2008).  

 

The two most frequently identified barriers to service usage, for users of dedicated services were: 
■ Wanting to resolve the issue alone 
■ Not believing that there was a problem 
The three most commonly identified co-existing issues included: 
■ Family and relationship issues 
■ Mental/physical and emotional health issues 
■ Financial issues 
Note: Alcoholism was a more prevalent co-existing issue for users of dedicated services than users 
of general services 
The three most commonly identified enablers that led people to finally seek help included: 
■ Concern from family members/friends/whānau/doctor 
■ Financial pressure 
■ Losing control/feeling overwhelmed 
In terms of service-user satisfaction with dedicated services: 
■ 97% were satisfied to highly satisfied with the overall service they had received 
■ 94% felt that there had been an improvement in their well-being since visiting a dedicated 

service provider. 

10.6 

M 
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Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey specific to dedicated services (cont.) 

Technical notes 

Confidence Interval  

Results have been presented at a 95% confidence level (i.e. we are 
95% confident that true population values lie within a specified interval 
either side of the statistics provided for each question). The 95% 
confidence interval is represented by error in the graphs. 

Weighting  

Survey results have been weighted to CLIC presentation statistics for 
the year ending 30 June 2012. Each subgroup reported here 
(own/other, gender, ethnicity, age) has been weighted to CLIC statistics 
to ensure that the population is accurately represented.  

Statistics for people of Pacific ethnicity were not analysed as their low 
response meant that findings could not be relied upon.  

Current state of the indicator 

Barriers to service usage 

Figure 10.6a (opposite) illustrates common barriers to service usage 
experienced by all service-users, including gamblers and affected 
others. By far the most substantial barrier faced by service-users is 
‘wanting to resolve the issue alone’ (60.3%), followed by ‘not believing 
that there was an issue’ (39.7%) and ‘feeling ashamed’ (33.6%). 
Several other barriers were also substantial amongst service-users 
(highlighted in orange opposite), including ‘being too proud’ (28%), ‘not 
being aware that help was available’ (25.0%), ‘not thinking that it would 
help’ (24.1%) and ‘being too overwhelmed by other issues to seek help’ 
(23.3%) amongst others.  

10.6 
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Wanting to resolve issues alone 

Believing that there wasn't an issue (so they did not need help) 

Feeling ashamed 

Being too proud 

Not being aware that treatment was available 

Thinking that it wouldn't help 

Being too overwhelmed by issues to seek help 

Being concerned about confidentiality 

Planning to get help but not getting around to it 

Trying to deal with other issues 

Having too many commitments to seek help 

Thinking that problem gambling services would treat them like an addict or 
someone that is mentally ill 

Thinking that the services available would not understand their language 

Not wanting to use a telephone service 

Not receiving enough encouragement from friends, family or community to seek 
help 

Feeling ashamed of their family 

Not being able to get help at the time that they wanted 

Not wanting to use an on-line service 

Thinking that they had to pay for services 

Only wanting help with financial issues 

Not being able to get help at the place that they wanted 

Thinking that the services available would not relate to their culture or community 

Other  

Feeling pressured by family, friends or community to continue gambling 

Having had bad experiences of seeking help for gambling issues in the past 

Having had bad experiences of seeking help for other issues in the past 

Not wanting to use a face-to-face service 

Not having access to transport 

Figure 10.6a: Barriers to service usage experienced by users of dedicated services (multiple response) (n=116) 
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Figure 10.6c: Barriers to service usage experienced by those seeking help for others' issues (multiple 
response) (n=37) 
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Figure 10.6b: Barriers to service usage experienced by those seeking help for their own issues (multiple 
response) (n=79) 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey specific to dedicated services (cont.) 

Barriers to service usage: gamblers vs. affected others 

Service-users were asked whether they were seeking help for their own issue 
or for someone else’s. The ten most common barriers to service usage for 
those seeking help for their own issue are illustrated in figure 10.6b (opposite 
top). 

The ten most common barriers to service usage identified by those seeking 
help for someone else’s issue are illustrated in figure 10.6c (opposite bottom).  

Comparison between those seeking help for their own issue and those 
seeking help for someone else's 

Similarities 

Some of the most common barriers to service usage identified by those 
seeking help for their own issues were also identified by those seeking help 
for someone else’s issues. These included:  

■ Believing that that there wasn't an issue 
■ Thinking that it wouldn’t help 
■ Planning to get help but not getting around to it 
■ Wanting to resolve the issue alone 
■ Not being aware that treatment was available 
■ Being too overwhelmed by issues to seek help. 

Differences 

Those seeking help for their own issues were more likely to identify the 
following barriers to using a problem gambling service: 

■ Feeing ashamed 
■ Being too proud 
■ Being concerned about confidentiality, and 
■ Attempting to deal with other issues. 

Whereas, those seeking help for someone else’s issues were more likely to 
identify: 

■ Language barriers 
■ Cultural barriers 
■ Having too many commitments to seek help 
■ Thinking that services would charge money. 

 

10.6 

Those seeking help for others’ issues 
were more likely to identify having too 

many commitments, a belief that 
problem gambling services would 
charge money; and language and 

cultural as barriers to seeking help for 
gambling issues.  

Those seeking help for their own issues 
were more likely to identify feeling 

ashamed, being too proud, concern 
about confidentiality and attempting to 

deal with other issues as barriers to 
seeking help for their gambling issue. 
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Figure 10.6e: Barriers to service usage experienced by people of Asian ethnicity (multiple response) (n=61) 
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Figure 10.6d: Barriers to service usage experienced by Māori (multiple response) (n=30) 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey specific to dedicated services (cont.) 

Barriers to service usage: ethnic comparison (all service-users) 

Barriers to service usage were analysed for Māori and Asian ethnicities 
(Pacific and Other subgroups were not reported due to insufficient sample 
sizes).  

Key similarities 

Māori and Asian service-users shared seven commonly identified barriers to 
service usage, including: 

■ Believing that there wasn't an issue (so not needing help) 
■ Not thinking that it [treatment] would help 
■ Feeling ashamed 
■ Wanting to resolve the issue alone 
■ Not being aware that treatment was available 
■ Being too proud 
■ Trying to deal with other issues. 

Key differences 

There were also key differences in barriers identified by Māori and Asian users 
of problem gambling services. For instance, Māori were more likely to identify: 

■ Not receiving enough encouragement from friends, family or your 
community to seek help (23% compared to 8% for Asian service-users) 

■ Thinking that problem gambling services would treat them like an addict or 
someone that is mentally ill 

■ Thinking that the services available would not relate to their culture or 
community. 

Whereas Asian service-users were more likely to identify the following barriers 
to service usage: 

■ Planning to get help but not getting round to it 
■ Being concerned about confidentiality 
■ Being too overwhelmed by issues to seek help. 

 

Note: Due to small sample sizes these results should be treated with care 

Asian service-users were 
more likely to identify 

planning but not getting 
round to getting help, 

being concerned about 
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too overwhelmed by 
issues, as reasons for not 
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reasons for not seeking 

help.  
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Outcome Indicator 
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Figure 10.6g: Barriers to service usage experienced by female service-users (multiple response) (n=67) 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey specific to dedicated services (cont.) 

Barriers to service usage: analysis by gender (all service-users) 

Key similarities 

Male and female service-users shared seven commonly identified barriers to 
service usage, including:  

■ Wanting to resolve the issue alone 
■ Believing that there wasn't an issue (so they did not need help) 
■ Thinking that it wouldn’t help 
■ Feeling ashamed 
■ Not being aware that treatment was available 
■ Being too proud 
■ Trying to deal with other issues. 

Key differences 

There were also key differences in barriers identified by male and female 
users of problem gambling services. For instance, males were more likely to 
identify the following barriers: 

■ Not receiving enough encouragement from friends, family or community to 
seek help 

■ Thinking that problem gambling services would treat them like an addict or 
someone that is mentally ill 

■ Thinking that the services available would not relate to their culture or 
community. 

Whereas females were more likely to identify: 

■ Planning to get help but not getting around to it 
■ Being concerned about confidentiality 
■ Being too overwhelmed by issues to seek help. 
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Male service-users were 
more likely than females 
to identify a belief that 

they would be treated like 
an addict, not receiving 
enough encouragement, 
and thinking that services 
would not relate to their 

culture as barriers to 
service usage.  

Female service-users 
were more likely than 

males to identify being too 
overwhelmed by issues, 
planning to get help but 

not getting round to it, and 
being concerned about 

confidentiality as barriers 
to service usage. 
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Figure 10.6f: Barriers to service usage experienced by male service-users (multiple response) (n=43) 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey specific to dedicated services (cont.) 

Experience of multiple issues (all service-users) 

Users of dedicated services were asked whether they were experiencing any 
issues in addition to gambling. Their responses were then coded and analysed 
for themes.  

Results of the analysis suggest that approximately 65% of service-users 
identified co-existing issues. The three most common co-existing issues (see 
figure 10.6h, opposite top) were found to be: 

1. Family or relationship issues (50.8%), including relationship 
breakdown, separation, arguments or loneliness 

2. Mental or physical health and emotional issues (28.8%), including 
depression, stress, anxiety, or a loved one’s health 

3. Financial issues (27.1%), including debt, poor budgeting or not having 
enough money to meet expenses. 

Issues that service-users attempted to solve first  

Users of dedicated services were also asked what issue(s) they tried to solve 
first. Analysis of the results shows that service-users most commonly 
attempted to solve the following issues first: 

1. Financial issues (29.3%) 
2. Mental or physical health issues (19.5%)  
3. Gambling (17.1%).  

An interesting finding is that whilst family/relationship issues were most 
commonly identified by service-users as a co-existing issue, it was not the 
issue that most gamblers attempted to solve first. 
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Figure 10.6h: Other issues experienced by problem gamblers (multiple response) (n=59) 

Users of dedicated 
services most commonly 

identified 
family/relationship issues, 

mental/physical health 
and emotional issues, and 
financial issues as issues 

that co-exist with 
gambling.  

Financial issues, 
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to attempt to solve first. 
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Figure 10.6i: Issues that service-users attempted to solve first (multiple response) (n=38) 
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey specific to dedicated services (cont.) 

Enablers that made service-users finally seek help (all service-users) 

Users of dedicated services were asked to describe what finally made them seek help 
(enablers). Their responses were then coded and analysed for themes.  

The most common enablers that made people seek help included: 

1. Concern from partner/family/friends or doctor (16.5%) 

2. Financial pressure (15.3%) 

3. Losing control of life and feeling overwhelmed (12.9%). 

Service-users most commonly identified concern from partner/family/friends or doctor as 
the enabler that finally made them seek help. Concern from partner/family/friends or 
doctor included things like support or suggestions to seek help from friends and family, 
or a recommendation from a doctor. It also included things like wanting to bring the 
family together again, or accepting a gambler back into the family once, or if help was 
sought.  

Service-users also identified financial pressure as an enabler. Financial pressure 
included things like loosing a significant amount of money, having no money, not 
wanting to lose any more money, or wanting to pay back debts.  

Losing control of life and feeling overwhelmed was the third most commonly identified 
enabler. Losing control of life and feeling overwhelmed included things like reaching a 
crisis point, feeling like gambling was getting out of control, losing control of life, losing 
control of self, or feeling unmotivated and listless.  
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Figure 10.6j: Enablers that made people seek help (multiple response) (n=85) 
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Outcome Indicator 
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Figure10.6l: Service-users' satisfaction with the overall care provided by dedicated problem gambling 
service providers (n=117) 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey specific to dedicated services (cont.) 

Service-user satisfaction (all service-users) 

Service-user views on the level of care provided by dedicated 
intervention practitioners 
Users of dedicated services were generally highly positive about the level of 
care provided by intervention practitioners (see figure 10.6k, opposite top).  
Across all measures, a majority of respondents felt that the services they had 
received were either ‘very good’ or ‘good’. A minority of respondents felt that 
services were ‘fair’ and fewer still felt neutrally about dedicated services. No 
responses were recorded in the ‘poor’ to ‘very bad’ range.  

Overall satisfaction with care provided by dedicated intervention service 
providers 

Overall, 63% of users were ‘very satisfied’ with the level of care provided by 
dedicated intervention service providers (see figure 10.6l, opposite bottom). 
This compared to 32% that felt ‘satisfied’, 2% that felt ‘somewhat satisfied’ and 
3% that felt ‘neutrally’ about the overall care provided. No services users felt 
dissatisfied towards the level of care they received.  
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Figure 10.6k: Service-user views on the level of care provided by dedicated problem gambling intervention 
practitioners  
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Outcome Indicator 

Analysis of the periodic service-user satisfaction survey and barriers to service usage 
survey specific to dedicated services (cont.) 

Improvement in well-being following an intervention 

Users of dedicated services were asked whether there had been an improvement in their well being 
since their last visit to a dedicated intervention provider. Of the 115 that responded, 94% felt that 
there had been an improvement compared to 2% that felt that there hadn’t been and 4% that felt 
that the question didn’t apply to them (see figure 10.6m, opposite top). 

Service-user views about whether the dedicated problem gambling service practitioner 
contributed to their improved well-being 
Of the 108 service-users that felt that there had been an improvement in well-being, 106 (98%) felt 
that the problem gambling practitioner had contributed to improved well-being, compared to 2 (2%) 
that felt it hadn’t (see figure 10.6n, opposite bottom).  

Comparison of barriers for those that use dedicated services to those that use all services 

A general comparison shows that: 

■ Common barriers, such as wanting to resolve issues alone, believing that there wasn’t an 
issue and being ashamed were shared by both groups. There were also slight differences: 

– Users of dedicated services were less likely to be aware that treatment was available 
whereas all service-users were more likely to feel ashamed. 

– Users of dedicated services were more likely to identify alcoholism as a co-existing issue.  
– Users of dedicated services were more likely to identify concern from family 

members/whānau/friends as a reason for finally seeking help. Amongst users of dedicated 
services it was also the most commonly identified reason.  

Limitations and areas for improvement 
The following limitations should be taken into account when interpreting these results:  

■ The barriers to help-seeking behaviours survey (Bellringer et al, 2008) and the survey 
presented here used different methods for collecting data. Bellringer et al used focus groups 
and helpline data whereas this survey collected data directly from users of face-to-face 
problem gambling service providers with help from the service providers to distribute the 
survey. Differences in the approach to data collection can result in differing survey results.  

■ It is possible that some bias has occurred in using service providers to distribute survey 
questionnaires to service-users.  

■ Additionally, some service providers photocopied surveys for distribution purposes. Although 
minimal, this would have affected the final sample size. 

■ Future iterations of this survey may include urban/rural analysis. 
■ A majority of research shows that alcohol addiction is a prevalent co-existing issue 

experienced by users of problem gambling services. However, this did not come through in 
the analysis for indicator 10.3. It may be reasonable to assume that service-users are less 
likely to self-report alcoholism; whereas screening may indicate that an issue exists.  

10.6 
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Figure 10.6m: Percentage of dedicated service-users that felt there has been an 
improvement in well-being (n=115) 
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Figure 10.6n: Percentage of service-users that felt the practitioner 
had contributed to improved well-being (n=108) 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of the diversity of client characteristics (ethnicity, age and gender) 
presenting to different service types (general, dedicated Māori, Pacific or Asian 
services) 

Dedicated Māori, Pacific or Asian service providers are contracted to provide services to 
specific ethnic groups. Dedicated service providers are not exclusive and people from other ethnic 
groups are able to attend. 

East Asian: The CLIC database categorises ethnicities as either Māori, Pacific, East Asian or 
Other. The East Asian category includes Burmese, Filipino, Indonesian, Cambodian, Laotian, 
Malay, Thai, Vietnamese and Chinese (including Chinese from outside Mainland China). Other 
Asian ethnicities such as Korean and Japanese are classified as Other. 

Current state of the indicator 

Dedicated Māori service providers - ethnicity 

Figures 10.7a and 10.7b (overleaf)compare the ethnicity of gamblers presenting to Māori service 
providers with the ethnicity of those attending non-Māori service providers. Presentations by family 
members or affected others are analysed separately in figures 10.7c to 10.7d. 

The majority of those attending Māori service providers are Māori (66%) compared with non-Māori 
service providers where 22% of service-users are Māori. 

Of those attending Māori service providers, 30% identified as ‘Other’. Further review of this 
category indicates that more than 80% of those who selected the ‘Other’ category are New Zealand 
European. A low proportion of presentations were of Pacific or Asian ethnicity. 

Figures 10.7c and 10.7d (overleaf) provide similar analysis, but with a focus on family 
members/affected others presenting to service providers. This shows similar results with 68% of 
those presenting to Māori service providers identifying as Māori ethnicity, followed by ‘Other’. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data source and approach to measurement 

Data for outcome indicator 10.7 was obtained from the CLIC database and measures the period 1 
July 2011 to 30 June 2012. All service-users that attend Ministry of Health-funded problem 
gambling service providers are recorded in this database.  

The database was filtered to include each service-user once. Each problem gambling provider was 
classified as either ‘general’ or ‘dedicated’ as defined in their contract. 

The diversity of service-users was analysed by ethnicity, gender and age. For this outcome 
indicator, ethnicity was determined by the Ministry’s prioritisation criteria whereby each service-user 
is categorised with a single ethnicity.  

Definitions 
The diversity of service-users presenting is measured by the number of unique service-users 
(i.e. only counting each service-user once) receiving a brief or full session at a problem gambling 
provider.  

General service providers are service-providers that are not contracted to provide services to 
specific ethnic groups. 

. 

■ Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– CLIC is highly effective at measuring and service-user diversity. 
■ High confidence in the reliability and robustness of the data 

– Large sample sizes associated with CLIC. 

 

■ Dedicated Māori service providers – The majority of presentations were Māori, with 
reasonable attendance from the 'Other' ethnicities. Service-users are younger than at general 
service providers.  

■ Dedicated Pacific service providers – The majority of presentations were of Pacific ethnicity, 
with a moderate level of Māori presentations. Service-users are younger than at general 
service providers.  

■ Dedicated Asian service providers – Analysis was not possible as it is not possible to 
separately identify service-users attending dedicated Asian services within the CLIC database.  

■ General service providers – ‘Other’ was the most prevalent ethnicity, followed by Asian with 
lesser proportions of Māori and Pacific people attending than at Māori and Pacific service 
providers. 

 H 

10.7 
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Outcome Indicator 
Analysis of the diversity of client characteristics (ethnicity, age and gender) 
presenting to different service types (general, dedicated Māori, Pacific or Asian 
services) (cont.) 
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Figure 10.7b: Gambler presentations by ethnicity to non-Māori 
service providers 
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Figure 10.7a: Gambler presentations by ethnicity to Māori service 
providers 
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Figure 10.7c: Family/affected other presentations by ethnicity to 
Māori service providers 
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Figure 10.7d: Family/affected other presentations by ethnicity to non-
Māori service providers 

10.7 

The majority of presentations to Māori service 
providers by gamblers are Māori (66%) compared 
with non-Māori service providers where 22% of 
service-users are Māori. 30% of those attending Māori service 

providers identified as ‘Other’. 

Presentations to dedicated Māori service providers 

Key 

Brief interventions: lighter shades 
Full interventions: darker shades  

As with presentations by gamblers, the majority of 
presentations to Māori service providers by family/affected 
others are Māori (68%) compared with non-Māori service 
providers where 25% of service-users are Māori. 
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Outcome Indicator 
Analysis of the diversity of client characteristics (ethnicity, age and gender) 
presenting to different service types (general, dedicated Māori, Pacific or Asian 
services) (cont.) 

Dedicated Māori service providers - gender 
Figure 10.7e below compares the gender of service-users presenting to Māori service providers 
with those presenting to non-Māori and analyses both gambler and family members/affected 
others. This shows that more females than males are presenting to service providers with the 
exception of gamblers presenting to non-Māori service providers where a higher proportion of 
males are attending (57%). 
Aside from this, there were no notable differences in the gender of presentations by family 
members / affected others compared with gamblers. Analysing brief and full presentations 
separately, more brief than full presentations were recorded across all genders with the exception 
of gambler presentations to non-Māori service providers. 

 

 

 

 

 

 

 

 

 

 
 
Dedicated Māori service providers - age 
Figure 10.7f (top right) compares the presentations by gamblers at Māori service providers to non-
Māori service providers by age. This shows that presentations to Māori service providers are in 
younger age brackets than non-Māori service providers. This is not unexpected and may be due to 
the lower age of the Māori population and also the relatively higher prevalence of problem gambling 
in Māori under 44 years of age (refer to outcome indicator 2.1 on the NZHS). 
Figure 10.7g (bottom right) compares the presentations by family/affected others at Māori service 
providers to non-Māori service providers by age. This shows a similar message to the analysis for 
gamblers in that presentations to Māori service providers are in younger age brackets than non-
Māori service providers. 
To simplify analysis, presentations by age are not separately identified as brief and full 
presentations. 
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Figure 10.7e: Presentations by gender to Māori service providers compared with non-
Māori service providers 
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Figure 10.7f: Gambler presentations by age bracket to Māori service providers compared 
with non-Māori service providers 
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Figure 10.7g: Family member/affected other presentations by age bracket to Māori service 
providers compared with non-Māori service providers 

Non-Māori providers 

Māori providers 



235 © 2013 KPMG, a New Zealand partnership and a member firm of the KPMG network of independent member firms affiliated with KPMG International Cooperative 
(“KPMG International”), a Swiss entity. All rights reserved. Printed in New Zealand. 

Outcome Indicator 
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Figure 10.7h: Gambler presentations by ethnicity to Pacific 
service providers 
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Figure 10.7j: Family/affected other presentations by ethnicity 
to Pacific service providers 

Dedicated Pacific service providers – ethnicity 

Figures 10.7h and 10.7i (opposite top) analyse presentations 
by gamblers to Pacific service providers by ethnicity. This 
shows that the majority (80%) of presentations are of Pacific 
ethnicity, whereas 11% of presentations were Māori and 8% 
‘Other’. 

Figures 10.7j and 10.7k (opposite bottom) provide similar 
analysis but focused on family/affected other presentations. 
Once again the majority (75%) of presentations are of Pacific 
ethnicity with a moderate level of Māori presentations (18%). 

Analysing the split between brief and full presentations 
shows that more of the presentations to Pacific service 
providers are brief than full. For non-Pacific service 
providers, more presentations are full than brief. 

 

Analysis of the diversity of client characteristics (ethnicity, age and gender) 
presenting to different service types (general, dedicated Māori, Pacific or Asian 
services) (cont.) 
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Figure 10.7i: Gambler presentations by ethnicity to non-Pacific 
service providers 
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Figure 10.7k: Family/affected other presentations by ethnicity 
to non-Pacific service providers 

Key 

Brief interventions: lighter shades 
Full interventions: darker shades  

Presentations to dedicated Pacific service providers 

The majority of presentations 
(80%) to Pacific service providers 
by gamblers are people of Pacific 
ethnicity, with a smaller proportion 
of presentations from Māori and 
Other ethnicities. 

Presentations to non-Pacific service providers by 
gamblers were spread across all four ethnic groups, with 
the majority being from the Other and Māori ethnicities. 

Family/affected other presentations 
show similar themes to the 
analysis of gamblers. Once again, 
presentations are highest for 
Pacific service providers. 

Family/affected other presentations to non-Pacific service 
providers are highest for Māori and Other ethnicities. A 
moderate level of presentations were of Pacific ethnicity 
(18.6%). 
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Outcome Indicator 

Figure 10.7m Gambler presentations by age bracket to Pacific service providers compared with non-Pacific 
service providers 

 

 

 

 

 

 

 

 

 

 

 
Figure 10.7n Family member / affected other presentations by age bracket to Pacific service providers compared 
with non-Pacific service providers 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pacific service providers – gender 

Figure 10.7l below compares the gender of service-users presenting to Pacific service providers 
with those presenting to non-Pacific service providers and analyses both gambler and family 
members / affected others. This shows that: 

More males than females present to both Pacific service providers and non-Pacific service 
providers (with the exception of non-Pacific Family members). The proportion of male gamblers 
presenting to Pacific service providers is greater at 63% than those presenting to non-Pacific 
services. In contrast, a greater proportion of family members / affected other presentations to non-
Pacific service providers are by females (53%). 

Analysing brief and full presentations separately, more brief than full presentations were recorded 
across all genders with the exception of Gambler presentations to non-Māori service providers. 

 

 

 

 

 

 

 

 

 

 

 

Dedicated Pacific service providers – age 

Figure 10.7m (top right) compares presentations by gamblers to Pacific service providers with non-
Pacific service providers by age. This shows a higher proportion of presentations in the under 20 
years of age brackets. In the age brackets between 46 and 60, a lower proportion of presentations 
were to Pacific service providers. 

Figure 10.7n (bottom right) compares presentations by family members / affected others to Pacific 
service providers with non-Pacific service providers by age. Across the age brackets, a younger 
cohort of family members / affected others present to Pacific service providers. 

To simplify analysis, presentations by age are not separately identified as brief and full 
presentations. 

 

 

 

Analysis of the diversity of client characteristics (ethnicity, age and gender) 
presenting to different service types (general, dedicated Māori, Pacific or Asian 
services) (cont.) 
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Figure 10.7l Presentations by gender to Pacific service providers compared with non-Pacific 
service providers 
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Outcome Indicator 

General service providers – Ethnicity 

As can be seen in figure 10.7o (opposite top), just over half 
(53%) of presentations to general service providers were of 
‘Other’ ethnicity; whereas 15% of presentations were East 
Asian, this is more than for Māori and Pacific service 
providers (Figure 10.7p, opposite top) and is likely because 
the ‘Other’ category includes presentations to the Problem 
Gambling Foundation’s dedicated Asian service (These 
presentations could not be identified for separate analysis). 

Figures 10.7q and 10.7r compare family/affected other 
presentations by ethnicity to general service providers 
compared with Māori and Pacific service providers. This 
shows: 
■ A high proportion (25%) of presentations by 

family/affected others of Pacific ethnicity. 
■ Fewer ‘Other’, East Asian and Māori presentations at 

General service providers than at Māori and Pacific 
service providers. 

■ More full presentations than brief presentations were 
delivered to both General and Māori and Pacific service 
providers. 

 

Analysis of the diversity of client characteristics (ethnicity, age and gender) 
presenting to different service types (general, dedicated Māori, Pacific or Asian 
services) (cont.) 
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Figure 10.7o Gambler presentations by ethnicity to General 
service providers 
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Figure 10.7p Gambler presentations by ethnicity to Māori and 
Pacific service providers 
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Figure 10.7q Family / affected other presentations by ethnicity 
to General service providers 
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Figure 10.7r Family / affected other presentations by ethnicity 
to Māori and Pacific service providers 

The majority of presentations by gamblers to general service providers are ‘Other’ ethnicity, 
with a moderate proportion of presentations by Māori and East Asian. 
Presentations by gamblers to Māori and Pacific service providers are predominantly Māori, 
followed by ‘Other’ and Pacific peoples. 

Presentations by family members/affected others to general services are evenly spread 
across Māori, Pacific and ‘Other’ ethnicities. 
Once again, as with presentations by gamblers to Māori and Pacific service providers, the 
majority are Māori, followed by ‘Other’ and Pacific. 

Presentations to General service providers 
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Outcome Indicator 
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Māori and Pacific General 

Figure 10.7t Gambler presentations by age bracket to General service providers compared with Māori and Pacific 
service providers 

 

 

 

 

 

 

 

 

 

 

 
Figure 10.7u Family / affected other presentations by age bracket to General service providers compared with 
Māori and Pacific service providers 
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Māori and Pacific General 

General service providers – Gender 

Figure 10.7s analyses presentations by gamblers and family / affected others to general 
compared with Māori and Pacific service providers. This shows: 

■ A greater proportion of male gamblers attending general service providers (57%) than Māori 
and Pacific (47%). 

■ A lesser proportion of male family / affected others attending general services (35%) than 
Māori and Pacific (44%). 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
General service providers – Age 

Figure 10.7t (top right) compares gambler presentations to general service providers with 
presentations to Māori and Pacific service providers by age. This analysis shows presentations to 
general service providers are in younger age brackets than Māori and Pacific peoples. 

Figure 10.7u (bottom right) below compares family / affected other presentations by age to 
general service providers with presentations to Māori and Pacific service providers. This analysis 
shows presentations to general service providers are in younger age brackets than Māori and 
Pacific peoples. 

To simplify analysis, presentations by age are not separately identified as brief and full 
presentations. 
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Figure 10.7s Presentations by gender to General service providers compared with Māori 
and Pacific service providers 

Male Brief Male Full Female Brief Female Full 

Analysis of the diversity of client characteristics (ethnicity, age and gender) 
presenting to different service types (general, dedicated Māori, Pacific or Asian 
services) (cont.) 

10.7 
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Outcome Indicator 
Analysis of the diversity of client characteristics (ethnicity, age and gender) 
presenting to different service types (general, dedicated Māori, Pacific or Asian 
services) (cont.) 

10.7 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dedicated Asian service providers 

Analysis of presentations to dedicated Asian service providers was not possible. This is because 
presentations to Asian service providers are not categorised separately within the CLIC database. 

Limitations and areas for improvement 

This analysis only includes those that present to Ministry-funded problem gambling service 
providers. Self-help or presentations to other service providers are excluded from this analysis. 

Due to limitations with the CLIC database, it was not possible to analyse presentations to dedicated 
Asian service providers. 

Results may be influenced by service-users choosing a service because of location rather than 
need or preference.  

Future iterations of this outcome indicator could be improved by developing confidence intervals for 
the presentation rate analysis. This would provide greater confidence in the analysis. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Objective 11  
 
A programme of research and 
evaluation establishes an evidence 
base, which underpins all problem 
gambling activities 
 

Analysis and presentation of outcome indicators for objective 11 

11.1 Analysis of a periodic stakeholder satisfaction survey of the Ministry’s management of the 
problem gambling research programme 

11.2 Summary of progress made in managing processes to provide agreed outcome and 
monitoring data 

11.3 Summary of research infrastructure project delivery (scholarship and provider/research-
initiated projects) for Māori, Pacific and Asian capacity to participate in research 

11.4 Summary of research programme delivery 

11.5 Review of the number of research reports finalised within Ministry of Health timeframes 

11.6 The number of research projects completed that successfully involve all target groups, 
based on cultural identity (Pākehā, Māori, Pacific, Asian) age and gender 

11.7 Analysis of the diversity of applications and successful awards for Ministry of Health-
funded gambling scholarships 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Analysis of a periodic stakeholder satisfaction survey of the Ministry’s 
management of the problem gambling research programme 

6. Timeliness of feedback 
7. Clarity about how research contributes to the objectives of the problem gambling research 

strategy 

A short questionnaire was developed using seven point satisfaction scales to assess each of the 
management measures defined on the previous page. The survey was distributed to 165 
individuals, 33 of whom completed the survey. This represented a 28% response rate.  

Users of research represented 31% of survey respondents, followed by research providers (28%) 
and unsuccessful research applicants (13%). No scholarship administrators responded to the 
survey and 28% of respondents chose ‘other’. 

Current state of the indicator 

Stakeholder satisfaction with the timeliness of formal communication 

 

 

 

 

 

 

 

 

 

 

 

 

There was no substantial difference in the number of respondents across the satisfaction scale. 
Common drivers for satisfaction included open and clear dialogue with the Ministry, and the 
Ministry’s availability for informal discussion. The Ministry were also seen to have improved their 
communication in the last few years. Common drivers for dissatisfaction included slow response by 
the Ministry to communicate, or minimal communication; and inconsistent scholarship payments.  

 

 

 

 

Our confidence in this outcome indicator is low, driven by: 
■ Medium confidence that the data effectively measures the indicator 

– Survey uses five questions to analyse management 
■ Low confidence that data is reliable and robust 

– A low survey sample size (n=33) affects the robustness of data 
(reflecting the limited number of people that have knowledge of 
the problem gambling research programme).  

 

■ A similar number of respondents felt satisfied to dissatisfied with the Ministry’s management of 
the problem gambling research programme. The most common feedback was an identified 
need for the Ministry to be proactive in communication and feedback to sector stakeholders. 
However, many respondents also felt that there had been an improvement in the management 
of the research programme in the past few years. 
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Figure 11.1a: Stakeholder satisfaction with the timeliness of formal communication 

Data source and approach to measurement 
This outcome indicator measures stakeholder satisfaction with the Ministry’s management of the 
problem gambling research programme. 
Definitions 
The problem gambling research programme is considered here to mean all research actions put 
forward by the Ministry in the Problem Gambling Research Strategy 2010-2016.  
Stakeholders of the programme are considered to be “anyone who is influenced, either directly or 
indirectly, by the Ministry’s problem gambling research programme” (adapted from Elkington, 1997). 
These included: 
■ Research administrators 
■ Research providers 
■ Unsuccessful research applicants 
■ Potential users of research i.e. academics, industry representatives, provider representatives 
The following measures were then developed to assess the Ministry’s management of the problem 
gambling research programme: 
1. Timeliness of formal communication  
2. Fairness in the research selection process 
3. Transparency in the research selection process 
4. Management of research deliverables to project time-frames 
5. Clarity in the scoping of work 

L 
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Outcome Indicator 

Analysis of a periodic stakeholder satisfaction survey of the Ministry’s management 
of the problem gambling research programme (cont.) 

Satisfaction with the level of fairness in the research selection process 

In terms of satisfaction with the level of fairness in the selection process (see figure 11.1b, opposite 
top), most respondents were neutral. More respondents felt a degree of dissatisfaction than 
satisfaction. Drivers of dissatisfaction included: 

■ A perception that the selection process may be less objective than first thought 
■ A research selection process that may be weighted towards certain providers, or 
■ That the right people for the job are not always chosen  
■ A lack of discussion about weaknesses in approaches and unclear selection criteria.  
 
Drivers of satisfaction included: 

■ A perception that the selection process is clear and rigorous, or  
■ That if the outcome of the research is not ideal, then the Ministry was seen to use this to 

improve the selection process. 

Satisfaction with the level of transparency in the research selection process 

Similar to above, overall, most respondents were neutral in regards to the level of transparency in 
the research selection process (see figure 11.1c, opposite middle). More respondents felt a degree 
of dissatisfaction than satisfaction. Drivers of satisfaction included the perception that the Ministry 
is open about the selection process, that the Ministry informs the sector in advance of any research 
funding made available, that it is clear in the tender process that a team will be used to assess 
prospective proposals and that some transparency must be withheld to protect commercial 
sensitivity. Drivers of dissatisfaction included that those outside of the selection process were not 
informed of selection decisions, or that improvements could be made to providing greater detail on 
why applicants are unsuccessful.  

Satisfaction with clarity in the scoping of work 

Neutral and satisfied responses were most common when asked about the clarity in the scoping of 
work (see figure 11.1d, opposite bottom). Respondents were satisfied because they felt that there 
was clarity and robustness in the scoping of work, such as in Requests for Proposals (RfP). The 
Ministry was viewed as having improved in this area. The Ministry was also viewed as being 
participative in the scoping process and seen to be open to variations in the scope of work as the 
need arose. There were no comments attached to the ‘somewhat’ dissatisfied’ to ‘very 
dissatisfied’ responses for this measure.  
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Figure 11.1b: Stakeholder satisfaction with the level of fairness in the 
research selection process 
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Figure 11.1c: Stakeholder satisfaction with the level of transparency in 
the research selection process 
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Figure 11.1d: Stakeholder satisfaction with the way that the Ministry 
has provided clarity in the scoping of work 
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Outcome Indicator 

Analysis of a periodic stakeholder satisfaction survey of the Ministry’s management 
of the problem gambling research programme (cont.) 

Satisfaction with the way that the Ministry manages proposed research deliverables to 
timeframes 
Neutral responses were most common in relation to how the Ministry manages proposed research 
deliverables to timeframes (figure 11.1e, opposite top). A degree of dissatisfaction was slightly 
more common than satisfaction. Dissatisfied responses were driven by perceived delays in 
provider deliverables timeframes. Delays in supplier selection timeframe also resulted in reduced 
confidence that the Ministry could manage deliverables to timeframes.  
Satisfaction with the Ministry’s approach to providing feedback within specified timeframes 
More respondents felt neutrally about the Ministry’s approach to providing feedback within specified 
timeframes, and slightly more showed a degree of dissatisfaction than satisfaction.  
Satisfied responses were driven by views that: 
■ Communication with the Ministry was open 
■ Timely feedback was common and ongoing. 
Dissatisfied responses were driven by views that: 
■ Feedback was often late 
■ There seemed to be little control observed in managing feedback from stakeholders (where 

applicable) 
■ Feedback was often received indirectly 
■ There are still improvements to be made. 

Satisfaction with the alignment of research outcomes to the Ministry’s problem gambling 
research outcomes 
Most respondents felt neutrally or satisfied with the alignment of research outcomes to the problem 
gambling research strategy.  
Satisfied responses were driven by views that: 
■ Topics were well selected and within the context of the strategy 
■ It is the responsibility of providers to read the strategy and propose research options 
■ There was clarity in the RfP process that aligns the proposed outcomes of research to the 

strategy 
Dissatisfied responses were driven by: 
■ The view that objectives of the strategy were not driven through 
■ A lack of feedback about how research outputs were linked to the strategy 

Limitations and areas for improvement 
A low sample size is associated with this indicator, therefore results should be treated with caution. 
A low sample size is problematic as it may only capture information from those who have the 
greatest motivation to take the survey. This can result in skewed data. Future iterations may want 
to consider combining this survey with other surveys conducted for the Outcomes Framework, 
particularly those that share elements of the target population. 
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Figure 11.1f: Stakeholder satisfaction with the Ministry's approach of 
providing feedback within specified timeframes 
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Figure 11.1g: Stakeholder satisfaction towards the alignment of 
research outcomes to the Ministry's problem gambling research 
outcomes 
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Figure 11.1e Stakeholder satisfaction with the way that the Ministry 
manages proposed research deliverables to project timeframes 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Figure 11.2a Proportion of outcome indicators able to be measured and reported on for the Outcomes Framework 

 

 

 

 

 

 

 

 

 

 

The preventing and minimising gambling harm sectors have remained highly engaged throughout 
this project. This can be evidenced through: 

■ An Advisory Group with 13 members representing the sub-parts of the sectors and average 
attendance rate of more than 75% 

■ An average response rate to the seven surveys issued to the sector of approximately 25% 

■ A high level of support and commitment from the preventing and minimising gambling harm 
sector to issue our survey on ‘service-user satisfaction and barrier to service usage’. This was a 
paper-based survey issued to service-users as they left a problem gambling intervention 
provider. The survey received 247 responses. 

Reported 
86% 

Not reported 
14% 

Summary of progress made in managing processes to provide agreed outcome 
and monitoring data 

Data source and approach to measurement 

Data was collected for this outcome indicator by KPMG and is based on an assessment of the 
proportion of outcome indicators that were measurable in the baseline report and narrative data on 
key challenges in measuring the outcome indicators. 

Current state of indicator 

Progress 

KPMG was appointed by the Ministry in August 2011 to develop processes to collect data, measure 
progress and report on the Outcomes Framework. Progress to date has involved completing: 

■ A preliminary data report that assessed the data available to measure each of the indicators 
and recommended the best approach, 

■ A monitoring and reporting plan that described the frequency of measurement, definitions, data 
source and approach to collection and proposed analysis for each outcome indicator. 

■ A non-routine data collection plan that developed approaches to collect primary data including 
seven surveys, one focus group, a database and a minor amendment to the Health and 
Lifestyles Survey. 

■ A baseline report that assesses the current state of each of the outcome indicators, in other 
words, it provides a ‘snapshot’ of how things are today.  

Outcome indicator measurability 

As illustrated in figure 11.2a, nine outcome indicators were not measurable in the baseline report. 
The table overleaf lists the reasons why outcome indicators were not measurable. 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– The data for this outcome indicator was collated by KPMG when 
reporting on the Outcomes Framework. 

■ High confidence in the reliability and robustness of the data 
– As authors of the Outcomes Framework, KPMG is in a strong 

position to provide reliable and robust data to measure this 
indicator. 

■ Good progress has been made in managing processes to provide outcomes data. Fifty-six 
outcome indicators were measurable in the baseline report. 

11.2 

H 
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Outcome Indicator 

Challenges in measuring indicators 

The main challenge for the project was that the outcome indicators were developed in 2009, 
through a consultation process with the sector, before a thorough assessment of the data available 
to measure these indicators was completed. As a result several outcome indicators were unable to 
be measured as data may not have been available or the indicators could not be effectively 
measured. Each of these are described below: 

Table 11.2b outcome indicators unable to be reported in the baseline report (including reason) 

 Outcome indicator Challenges in measurement 

1.4 Analysis of the proportion of charitable trust gambling grants allocated to communities with 
New Zealand social deprivation scores between decile 8 
and 10. 

Data on charitable trust gambling grants is not currently centrally collated or reported with the level of 
detail required for this outcome indicator. 
The Department of Internal Affairs is developing an Integrated Gambling Platform (IGP) which should 
collect the information required. This is expected to be operational in 2014. 

2.4 Analysis of the proportion of charitable trust gambling grants allocated to Māori 
communities and organisations. 

3.2 Periodic review of public health provider reports to the Ministry to assess the state of local 
communities and progress against community readiness assessments for community 
action and community policy implementation. 

Community readiness assessments are not widely completed and data is not collated, therefore 
progress against these can not be measured. 

4.4 Analysis of the Health and Lifestyles survey on the attitudes of participants employed in 
decision-making roles in relation to problem gambling and perceptions of problem 
gambling related harm. 

This outcome indicator is not currently measurable because data on the attitudes of participants 
employed in decision-making roles is not available. A question that captures this data has been included 
in the next iteration of Health and Lifestyle Survey.  

5.2 Analysis of the Department of Internal Affairs survey on community attitudes to gambling 
and problem gambling. 

This outcome indicator duplicates the analysis of outcome indicator 5.3 as the Survey on community 
attitudes to gambling and problem gambling has been superseded by the Health and Lifestyles survey.  

7.1 Analysis of the prevalence of protective and resiliency factors demonstrated in the New 
Zealand Health Survey for different population groups. 

This outcome indicator is not currently measurable due to the unavailability of data on protective and 
resiliency factors. This may be addressed by the National Gambling Study. 

8.6 Review of the effectiveness of industry mechanisms for identifying problem gamblers and 
gamblers at risk of problem gambling. 

This outcome indicator is not currently measurable. KPMG and the Advisory Group were unable to 
define measures of the effectiveness of industry mechanisms for identifying problem gamblers and 
gamblers at risk of problem gambling. New initiatives to allow problem gamblers to exclude themselves 
from multiple Class 4 gambling venues may provide a source of data to measure this outcome indicator 
from 2014 onwards. 

8.7 Review of the number of venues, or societies, that have policies specific to key risk groups 
and behaviours. 

A measurable definition can not be established for key risk groups and behaviours for this outcome 
indicator. 

10.4 Analysis of independent moderation service data (resource demand, etc) against New 
Zealand Health Survey prevalence data. 

This outcome indicator is not currently measurable due to the unavailability of data on independent 
moderation (self help). This may be addressed by the National Gambling Study. 

Summary of progress made in managing processes to provide agreed outcome 
and monitoring data (cont.) 

11.2 

Limitations and areas for improvement 

No limitations were identified with this outcome indicator. 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Current state of the indicator 

Scholarships 

Twenty-two scholarships were approved in the 2012 year. Figure 11.3a below presents the 
ethnicity identified by those that received scholarships. The majority of scholarships were awarded 
to Māori (50%) followed by Other (which includes recipients identifying as New Zealand European, 
English and South African). In addition 1 scholarship was awarded to a person who identified as 
Pacific, and 1 to a person who identified as Asian. 

Figure 11.3a: Scholarship recipients by ethnicity. 

 

 

 

 

 

 

 

 

 

 

Note: Two scholarships that were approved but later withdrawn by the applicant have been 
included as approved in the analysis above. Further commentary on approved and declined 
scholarships is provided in outcome indicator 11.7. 
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Data source and approach to measurement 

Data for outcome indicator 11.3 was obtained from two sources: 

■ Data on applicants for Ministry funded scholarships was obtained from Te Rau Matatini. Te Rau 
Matatini are contracted by the Ministry of Health to administer problem gambling scholarships. 
The list of scholarship applicants over the period 1 January 2012 to 31 December 2012 was 
analysed for ethnic diversity. 

■ Data on research projects initiated and the opportunities for Māori, Pacific and Asian people to 
participate in these was obtained from the Ministry of Health. The target groups specified in the 
research contract were analysed for ethnic diversity. 

Definitions 

Research infrastructure project delivery is defined as scholarships and research projects funded 
by the Ministry. This includes both Ministry initiated and provider initiated research projects. 

Capacity to participate is measured by the opportunities available for Māori, Pacific and Asian to 
participate in research. 

■ Our confidence in the indicator is high, driven by: 
■ Medium confidence that the data effectively measures the indicator 

– The measures within this outcome indicator provide a measure of 
Māori, Pacific and Asian participation in scholarships and 
research but not an effective measure of their capacity to 
participate (refer limitations section). 

■ High confidence in the reliability and robustness of the data 
– The Ministry and Te Rau Matatini provided accurate data on the 

scholarships and research projects initiated. 

 

■ The proportion of research projects that involved Māori, Pacific and Asian people ranged from 
31% for Asian to 44% for Māori and Pacific people. In total, 50% of scholarships were awarded 
to Māori and 4.5% to Pacific and Asian peoples respectively. 

■ Of applications received from Māori, 85% were approved, whereas 100% of Pacific and Asian 
applications (one applicant only), and 82% of NZ European/Other were approved. The majority 
of scholarship applications were for study at AUT or WelTec. 
 
 

11.3 
Summary of research infrastructure project delivery (scholarship and research 
projects) for Māori, Pacific and Asian capacity to participate in research 

M 

Māori 
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Outcome Indicator 

Figure 11.3c provides a graphical text analysis of the target groups for research projects. This is 
based on a tool developed by Jonathan Feinberg of wordle.net. This tool identifies the most 
commonly used words in the target of research projects and represents these in size according to 
the frequency they are listed. After ‘problem’ ‘gambling’ and ‘people’, ‘Māori’, ‘Pacific’ and ‘Asian’ 
are the most common words within the target group for research. 
 
Figure 11.3c: Graphical analysis of the target group of research 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Limitations and areas for improvement 
This outcome indicator provides a measure of the involvement of Māori, Pacific and Asian people 
in scholarships and research projects, but not a strong measure of their capacity to participate. 
Freudenberg, Pastor and Israel (2011) propose ten potential ways to measure ‘community 
capacity to participate in decision-making’ which may be applicable as measures of the capacity 
of ethnic groups to participate in research. One of these was to measure capacity includes 
measuring the level of participation (as measured by this indicator) but they also propose 
measures of leadership, skills and communication. These should be explored in future iterations 
of this outcome indicator. 
Future iterations of this report could consider whether the organisations and researchers involved 
in research are of Māori, Pacific or Asian ethnicity. 

Research 

Sixteen research projects were initiated during the 2010-2013 implementation period. Figure 11.3b 
below presents the proportion of projects that have a target group for the research that includes 
Māori, Pacific and Asian populations. Almost half (44%) of the research projects included Māori and 
Pacific people in the target group and 31% included Asian people. This data was obtained from the 
contract between the Ministry and the research provider. 

 

 

 

 

 

 

 

 

 

 

 

 

In addition to focusing on broad ethnic groups, certain research projects focused on sub-
populations within these groups. These included: 
■ Niuean 
■ Korean 
■ Cook Islanders 
■ Samoan 
■ Tongan 
■ Chinese. 
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Figure 11.3b: Target groups for research projects by ethnicity 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Summary of research infrastructure project delivery (scholarship and research 
projects) for Māori, Pacific and Asian capacity to participate in research (cont.) 

11.3 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Summary of research programme delivery 

All research contracted within the current implementation period (aligned to the service plan period 
between 1 July 2010 and 30 June 2013) was included in analysis.  

Data collection  

A list of Ministry-funded research providers was obtained from the Ministry. The list enabled 
providers and projects to be counted and research aims to be assessed. Data was then compared 
against categories of investigation, evaluation and outcomes listed in the Research Strategy (also 
obtained from the Ministry). Two questions were then added to the stakeholder satisfaction survey 
of the problem gambling research programme, to assess whether research was perceived as 
adding value. The survey was sent to research providers as well as users of research. The survey 
was completed by 33 individuals - a response rate of approximately 28%.  

Current state of the indicator 

1. Ministry-funded research providers 

Nine research providers were contracted to provide research between 1 July 2010 and 30 June 
2013. These are: 
1. ABACUS Counselling and Training Supervision Limited 
2. Auckland UniServices 
3. Auckland University of Technology (AUT) 
4. Hāpai Te Hauora Tāpui Limited 
5. Opus International Consulting 
6. Schottler Consulting  
7. Social and Health Outcomes Research and Evaluation - Massey University (SHORE) 
8. Te Rūnanga o Kirikiriroa 
9. KPMG. 

Data source and approach to measurement 

Outcome indicator 11.4 summarises research programme delivery. Four measures were developed 
to help summarise research programme delivery, these are: 

1. The number of providers contracted to perform research in the current implementation period 
2. The number of Ministry-funded research projects 
3. The extent to which the research aims of these Ministry-funded projects meet the three major 

categories (categories of investigation; evaluation; and outcomes) outlined in the Ministry’s 
Research Strategy (Gambling Research Agenda 2010-2016 ) 

4. The extent to which research is perceived as adding value by research stakeholders (i.e. was 
it used to inform policy, or further research, or whether research outputs have led to change) 

 

Our confidence in outcome indicator 11.4 is low, driven by: 
■ Medium / low confidence that the indicator is effectively measured  

– four measures were developed to assess the indicator, but third 
measure was analysed at a general level only (research aims) 

■ Medium / low confidence in the reliability and robustness of data  
– due to subjective analysis of current research and small survey 

sample size (n=33).  

■ In total, 22 research projects were contracted to nine research providers in the current (2010-
2013) implementation period. 

■ Of the three major categories in the research strategy, categories of investigation exhibited the 
highest number of linkages between existing research and the research strategy (linked 416 
times). Categories of evaluation had the fewest number of linkages overall (linked 17 times to 
research aims across 22 projects) in the current implementation period. The monitoring and 
evaluation of outcomes category was fully linked to a research project in the current 
implementation period (via this project – the Outcomes Framework for Preventing and 
Minimising Gambling Harm). 

■ The sub-category with the most linkages between research and the research strategy was 
‘understanding gambling’ (linked  172 times to research aims across the 22 projects). 
Understanding public health interventions had the fewest linkages to the strategy (linked to 
research aims 18 times across 22 projects) 

■ A majority of people felt satisfied that current research was aligned to the Ministry’s research 
objectives together with a small majority who felt dissatisfied that current research was adding 
value. 

11.4 

L 
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Outcome Indicator 

Summary of research programme delivery (cont.) 

2. The number of research projects 

In total, 22 Ministry-funded research projects were contracted within the current 
implementation period. The research topics associated with these projects are outlined 
in table 11.4a opposite.  

3. The extent to which the research aims of Ministry-funded projects meet 
categories of investigation and evaluation within the Ministry’s Research 
Strategy 

Analysis was performed by comparing the research aims and scope of the 22 research 
projects with categories of investigation, evaluation and outcomes listed in the Ministry’s 
Research Strategy.  

The Ministry’s Research Strategy contains approximately 130 research questions, 
grouped into three main sections; categories of investigation; evaluation; and monitoring 
and reporting on the Outcomes Framework. 

The six categories of investigation include: 
1. Understanding gambling (general gambling, types of gambling, gambling 

environments, marketing of gambling) 
2. Understanding problem gambling (prevalence and participation, incidence, 

relationships with other social health issues) 
3. Identifying groups at risk of harm from gambling (general, Māori, Pacific, Asian, 

Migrant/refugee, young people) 
4. Risk and resiliency (risk factors, resiliency factors) 
5. providing Individual and family focussed interventions (specialist intervention, 

supporting sustained and effective behaviour change, tools for specialist services, 
self recovery, tools for non-specialist services) 

6. Public health interventions (public health interventions, understanding the 
impacts of gambling, gambling and crime). 

The three categories of evaluation* include: 
1. Formative evaluation questions (How agencies can work together to obtain 

better information on the relationship between gambling and other health or 
societal issues) 

2. Process evaluation questions (innovative delivery models, additions to CLIC, 
implementation of Whānau Ora) 

3. Outcome/impact evaluation questions (referral pathways, effectiveness of 
facilitation, increasing access to intervention for Māori). 

One category concerning monitoring and reporting on the Outcomes Framework 
(without further categories). 
 
* Note: Categories of evaluation have a more operational focus  

 

 

 

Provider Project 

SHORE (Massey University) A Study for Community Level Harm From Gambling  

Te Rūnanga o Kirikiriroa Impact of Gambling and Problem Gambling on Māori Families and Communities  

Auckland UniServices Impact of Gambling and Problem Gambling on Asian Families and Communities  

Auckland UniServices Exploration of Youth Participation in Gambling and the Impact of Problem Gambling on Young 
people in New Zealand  

Auckland UniServices Youth 2012 Exploration of Youth Participation in Gambling 

Auckland University of 
Technology (AUT) National Problem Gambling Intervention Effectiveness / clinical trial 

AUT Pacific Island Families Study 2009 (Pacific Families Replication) 

AUT Impact of Gambling and Problem Gambling on Pacific Families and Communities  

AUT Investigation into the effect of gambling game characteristics, PIDS, and Pop-up technology 
on Gambling and Problem Gambling behaviour  

AUT National gambling prevalence and 12 month incidence study (aka National Gambling Study)  

AUT Early identification of casino potential problem gamblers 

AUT Effectiveness of problem gambling brief telephone interventions: an uncontrolled outcome 
study 

AUT National Problem Gambling Intervention Effectiveness clinical trial 36-month follow-up  

Opus International Consulting Investigation of the influence of Gambling Venue Characteristics on Gambler's Behaviour  

Schottler Consulting Impact of Marketing, Advertising and Sponsorship on Gambling Behaviour  

ABACUS Understanding Effective Facilitation Service Delivery 

Hāpai Te Hauora Tāpui Ltd Investigating Māori Input into Decision Making on Gambling 

Auckland UniServices  Prison study  

Hāpai Te Hauora Tāpui Ltd Project 2: Investigating the effectiveness of a Sinking Lid Policy for Māori problem gambling 

AUT Project 1: Problem gambling and family violence in help-seeking populations: Prevalence, co-
occurrence, impact and coping 

Schottler Consulting Project 3: How New Zealand gamblers set gambling limits and factors which influence 
gambler adherence to limits: The first study of pre-commitment in New Zealand 

KPMG Outcomes Framework for Preventing and Minimising Gambling Harm 

11.4 

Table 11.4a: Research providers contracted to provide research between 1 July 2010 and 30 June 2013 
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Outcome Indicator 

Summary of research programme delivery (cont.) 

Results 

Figures 11.4b and 11.4c (opposite) compare intended research with actual research taking place 
within the current implementation period; measured by comparing the research strategy with the 
objectives of individual research projects. Figure 11.4b illustrates categories of investigation and 
11.4c illustrates categories of evaluation.  
Analysis shows that: 

Categories of investigation 

■ ‘Categories of evaluation’ exhibited the highest number of linkages (416) between the aims of 
existing research (22 projects) and the research strategy 

■ The category of investigation with the highest number of linkages between intended and actual 
research was ‘understanding gambling’ (project objectives were linked 172 times to the 
research strategy across the 22 projects) (figure 11.4b) 

■ This was followed by ‘providing individual and family focussed interventions’ (linked 78 times), 
and ‘understanding problem gambling’ (linked 68 times) 

■ The category with the fewest linkages was ‘public health interventions’ (linked 18 across 22 
projects). 

Categories of evaluation  

■ Categories of evaluation exhibited fewer linkages between the intended and actual research 
when the research strategy and the objectives of individual research projects were compared 
(linked 17 times to research aims across 22 projects) in the current implementation period.* 
This included three linkages to formative evaluation questions, five linkages to process 
evaluation questions and nine linkages to outcome/impact evaluation questions (figure 11.4c).  

Monitoring and evaluation of outcomes 

■ The monitoring and evaluation of outcomes (a total of one sub-category) was fully linked to 
research projects in the current implementation period. 

■ One research provider (KPMG) is responsible for delivering the Outcomes Framework  for 
preventing and minimising gambling harm in April 2013 with support from multiple agencies 
holding data required to report on progress.  

 

*Note: A substantial project evaluating intervention and public health services will commence in 2013 and is not 
captured in this analysis.  

11.4 
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Outcome Indicator 

Summary of research programme delivery (cont.) 

Whether research was perceived as adding value (i.e. was it used to inform policy, or further 
research, or whether research outputs have led to change) 

A satisfaction survey was delivered to research providers and users of problem gambling research. 
In it, respondents were asked to rate their satisfaction: 

■ With the alignment of research outputs to the Ministry’s problem gambling research objectives  
■ With the extent to which research initiatives have added value 

Respondents felt more satisfied than dissatisfied (12 compared to 8) that research outputs are 
aligned to Ministry objectives (see figure 11.4d, top right).  

Respondents were less satisfied that research programmes had added value (14 dissatisfied 
compared to 11 satisfied) (see figure 11.4e, bottom right).  

Common causes of dissatisfaction included: 

■ a lack of feedback or communication about how research outputs were used to inform policy 
■ positive change was not seen ‘at the coalface’.  

Limitations and areas for improvement 

This indicator has four limitations that should be taken into account when interpreting results. 
These include: 
The comparison of current research to the Research Strategy was high level. It included an 
analysis of research objectives in contracts but not always the full research reports 
A subjective approach was taken to compare current research with the Research Strategy. This 
included an assessment of how well current research met the three categories of research within 
the Research Strategy  
The satisfaction survey yielded a small sample (33 out of 117 individuals responded), a response 
rate of 28%. Because of this, results of the survey should be treated with caution. The next iteration 
of this survey should look at methods to increase survey participation or consider other methods for 
collecting data.  
A large evaluation project of intervention and public health services is scheduled to be carried out 
in 2013. It is expected that this project will largely meet the evaluation category of the Research 
Strategy and may be reported on in the Annual Report for the Outcomes Framework for Preventing 
and Minimising Gambling Harm.  
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Figure 11.4d: Stakeholder satisfaction towards the alignment of research outputs to the 
Ministry's problem gambling research objectives 
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Figure 11.4e: Stakeholder satisfaction that research programmes have added value 

11.4 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Review of the number of research reports finalised within Ministry of Health 
timeframes 

Current state of the indicator 

In total, 16 research reports were produced or are in progress in the 2010-2013 implementation 
period (see table 11.5a).  

Table 11.5a: Research providers 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Ministry of Health, 2013 

 

Data source and approach to measurement 

The aim of outcome indicator 11.5 is to assess the number of research reports finalised within 
Ministry of Health (Ministry) timeframes for the Ministry’s 2010-2013 implementation period for 
research.  

Ministry timeframes are considered in this report to mean: 

■ Timeframes agreed in the contract between the Ministry and research providers to deliver 
research. This includes variations where both the Ministry and research provider agreed to 
extend timeframes. All research completed or due to be competed during the 2010-13 service 
plan, as well as any research commencing prior to 1 July 2010 but completed within the 2010-
13 service plan was considered in the analysis of outcome indicator 11.5.  

Finalisation was assessed using three criteria: 

1. The agreed due date specified in research contracts for draft final research reports to be 
delivered to the Ministry, compared to the actual dates these reports were received by the 
Ministry. 

2. The agreed upon timeframes for Ministry feedback on reports (after receiving final draft) 
compared to the timeframes for actual feedback. 

3. The agreed upon date for the submission of final research report (after receiving Ministry 
feedback), compared to the actual date the final report was received by the Ministry.  

 

 

Our confidence in outcome indicator 11.5 is medium, driven by: 
■ High confidence in the reliability of data 
■ Medium confidence that the data is complete and accurately 

measures the indicator. 

 

 

■ Six out of ten reports (60%) were received in draft form at or before agreed upon due dates 
■ Three out of ten reports (30%) received Ministry feedback within the agreed upon timeframes 
■ Four out of nine final reports (44%) were received by the Ministry at or before their agreed upon 

due dates. 

11.5 

Provider Topic 

SHORE (Massey University) A Study for Community Level Harm From Gambling 

Auckland UniServices Impact of Gambling and Problem Gambling on Asian Families and 
Communities 

Auckland UniServices Exploration of Youth Participation in Gambling and the Impact of 
Problem Gambling on Young people in New Zealand 

Auckland University of Technology (AUT) National Problem Gambling Intervention Effectiveness – clinical 
trial 

Auckland University of Technology (AUT) Pacific Island Families Study 2009 (Pacific Families Replication) 

Auckland University of Technology (AUT) Early identification of casino potential problem gamblers 

Auckland University of Technology (AUT) Effectiveness of problem gambling brief telephone interventions: 
an uncontrolled outcome study 

Auckland University of Technology (AUT) National Problem Gambling Intervention Effectiveness clinical trial 
36-month follow-up 

Auckland UniServices Prison Study 

Opus Investigation of the influence of Gambling Venue Characteristics 
on Gambler's Behaviour 

Schottler Impact of Marketing, Advertising and Sponsorship on Gambling 
Behaviour 

ABACUS Understanding Effective Facilitation Service Delivery 

Hāpai Te Hauora Tāpui Investigating Māori Input into Decision Making on Gambling 

Auckland University of Technology (AUT) Investigation in the effects of gaming characteristics - PIDS and 
pop-ups 

 
Te Rūnanga o Kirikiriroa Impact of Gambling on Māori Families 

Auckland University of Technology (AUT) Impact of Gambling on Pacific Families 

M 
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Outcome Indicator 

Late Very early Early to on time 

Very early Early to on time Late 

Review of the number of research reports finalised within Ministry of Health 
timeframes (cont.) 

The timeliness of draft final reports received by the Ministry 

The timeliness of draft final reports received by the Ministry was assessed 
according to whether reports met specified due dates for completion, as set out in 
original contracts. This included any agreed upon variations. 

Sixteen research reports due to be completed in the 2010-2013 implementation 
period were reviewed. Of these, six reports were excluded from analysis due to 
contract variances which pushed them beyond the 2010-2013 implementation 
period. This resulted in 10 reports being selected for analysis.  

Ten reports were then assessed for timeliness of draft final reports and timeliness 
of Ministry feedback. Nine reports were assessed for timeliness regarding hand in 
of final reports after Ministry feedback. Report B was not analysed for timeliness of 
final report after feedback, as it had not yet been received at the time of reporting.  

In terms of timeliness of draft final reports, analysis showed that: 

■ Six (60%) were received earlier than or on the day of specified due dates (see 
figure 11.5b, opposite top) 

■ Four (40%) were received after specified due dates.  

The timeliness of these reports varied, for instance: 

■ Of the two reports received early, one was 16 days early and another was 6 
days early 

■ Four reports were received on their respective due dates 
■ Of the four reports received late, the earliest was 1 day late, whereas the latest 

was 89 days late. 

The timeliness of Ministry feedback on draft final reports 

The timeliness of Ministry feedback was analysed by matching agreed timeframes 
for feedback against actual timeframes for feedback. Differences between agreed 
and actual timeframes are illustrated in figure 11.5c, opposite bottom.  

Analysis shows that: 

■ Three reports (30%) received Ministry feedback within the specified timeframe 
■ Seven (70%) that received feedback outside of the specified timeframe.  

Ministry feedback ranged from being  between 2 and16 days early; to between 9 
and 243 days late, for the reports analysed.  
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Figure 11.5c: Timeliness of Ministry feedback (July 2010-Jan 2013) 
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Figure 11.5b: Timeliness of draft final reports (July 2010-Jan 2013) 
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Outcome Indicator 

Very early Early to on time Late 

Review of the number of research reports finalised within Ministry of Health 
timeframes (cont.) 

The timeliness of final reports after Ministry feedback 

The timeliness of final reports after Ministry feedback was analysed by comparing 
the due date agreed for final reports, after Ministry feedback, with the actual dates 
these reports were received.  

From this analysis, four out of nine reports (44%) were received early or on time 
compared to agreed due dates, whereas five out of nine reports (56%) were 
received after the agreed due dates (see figure 11.5d, opposite top).  

Timeliness ranged substantially for early and late reports alike, for instance: 

■ Early or on time reports ranged from 0 to 33 days early 
■ Late reports ranged from 5 to 86 days late.  

Summary of research reports finalised in the 2010-2013 period 

Timeliness of draft reports received: 

■ Six reports (60%) were received in draft form at or before agreed upon due 
dates (see figure 11.5e, opposite bottom) 

■ Four reports (40%) were received after agreed upon due dates. 

Timeliness of Ministry feedback: 

■ Three reports (30%) received Ministry feedback within the agreed upon 
timeframes 

■ Seven reports (70%) received Ministry feedback outside of agreed upon 
timeframes. 

Timeliness of final reports: 

■ Four final reports (44%) were received by the Ministry at or before their agreed 
upon due dates 

■ Five final reports (56%) were received by the Ministry at or before their agreed 
upon due dates. 
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Figure 11.5e: Summary of research delivery 
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Outcome Indicator 

Review of the number of research reports finalised within Ministry of Health 
timeframes (cont.) 

 

 

  

Limitations and areas for improvement 

This outcome indicator has several limitations that should be considered when interpreting results. 
These include: 

■ The impact of significant events on research timeliness, such as the Christchurch earthquake, 
which affected at least one project 

■ The iterative nature of research, i.e. value-adding findings that are discovered during research 
are often researched further, putting pressure on the timeliness of research. 

Future iterations of this outcome indicator may wish to consider analysing this indicator at a deeper 
level, for example, conducting a survey that asks participants to identify specific constraints related 
to meeting research or formalisation deadlines.  

Currently this indicator is designed to measure a process (i.e. the timeliness of reporting). The 
indicator could be improved by measuring outcomes achieved from the research reports, for 
example, a measure of how the research has informed service delivery. 

11.5 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

Research projects completed that successfully involve all target groups - ethnicity 

Figure 11.6a below presents the number of research projects that successfully involved all 
ethnicities that were targeted. Figure 11.6a shows that of the 16 projects initiated during the 
implementation period: 

■ Nine involved all ethnic groups targeted 
■ Four did not target specific ethnic groups 
■ One project targeted Māori, Pacific and Asian ethnic groups but did not successfully include the 

Asian ethnic group in the research 
■ Two were in progress and therefore could not be assessed. 

Figure 11.6a: Proportion of research projects that successfully involve all ethnic groups 

 
 
 
 
 
 
 
 
 
 
 
 

Research projects completed that successfully involve all target groups - gender 

No research projects focused on people of a specific gender therefore the analysis for outcome 
indicator 11.6 is restricted to ethnicity and age. 
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Data source and approach to measurement 

Data on research projects initiated was obtained from the Ministry of Health. The Ministry reported 
the target group for research projects and whether the research project had successfully involved 
those target groups. 

Definitions 

Successful involvement is defined as acceptable levels of involvement and participation by 
specific groups. 

Current state of the indicator 

Data for outcome indicator 11.6 was obtained from the Ministry of Health. The Ministry provided a 
list of 16 research projects initiated during the 2010-2013 implementation period and the target 
groups for the research. The target groups varied between projects, and included the following 
target groups: 
■ Specific ethnicities 
■ Youth and or elders 
■ Users of a specific type of service 
■ People with specific levels of gambling risk / harm 
■ People that participate in specific forms of gambling. 

 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– The data provide an effective measure of the involvement of 
target groups. 

■ High confidence in the reliability and robustness of the data 
– Data on the involvement of target groups was provided by the 

Ministry based on research objectives, methodologies and results. 

■ The majority (9 of 10) of research projects that identified target ethnic groups successfully 
involved these groups in the research. 

■ No research projects included a specific gender in their target groups. 
■ All five projects that targeted a specific age group successfully involved all age groups. 

11.6 
The number of research projects completed that successfully involve all target 
groups, based on ethnicity, gender and age. 

H 
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Outcome Indicator 

Research projects completed that successfully involve all target groups - age 

Figure 11.6b below presents the number of research projects that successfully involved all age 
groups that were targeted. Research projects did not specifically target defined age brackets, for 
example 25-34 years but rather broader categories such as youth and elders. 
Figure 11.6b shows that of the 16 projects initiated during the implementation period: 

■ All five projects that targeted a specific age group successfully involved all age groups 
■ Nine did not target specific age groups 
■ Two were in progress and therefore could not be assessed 
■ There were no projects where target groups were not involved. 
 

56% 31% 

13% 

Figure 11.6b: Proportion of research projects that successfully involve all age groups 

No target groups identified 

All target groups involved 

In-progress 

Not all target groups involved 

11.6 
The number of research projects completed that successfully involve all target 
groups, based on ethnicity, gender and age (cont.) 

Limitations and areas for improvement 

This outcome indicator focuses predominantly on whether the target groups were involved or not. The 
outcome indicator does not assess whether a specific level or quality of involvement was achieved. 
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Outcome Indicator 

Summary of the Indicator 

NA Trend 

Performance 

Confidence 

NA 

24 applicants

83% 
Approved

20/24

100% 
Approved

2/2

Current state of the indicator 

During the 2012 calendar year 26 applications for scholarships were received. Of the 26 
applications received, 22 were approved, 4 were declined and 2 applicants later withdrew their 
approved application.  

For the purpose of measuring this outcome indicator, withdrawn applications have been treated as 
approved because withdrawal from the scholarship process is the decision of the applicant, and is 
outside of the control of those who administer the scholarships. In some cases, an applicant’s 
withdrawal from the process will allow for the administrator to offer the scholarship to another 
applicant. However this is dependant on the timing of the withdrawal and is not always possible. 

Age and gender diversity 

Of the total 26 applicants, 24 were female and 2 were male. Both male applicants were successful 
in their scholarship applications, while 20 of the 24 females who applied were also successful. 2 
female applicants withdrew from study and the scholarship programme for the year.  

Figure 11.7a: Analysis of scholarship applications 

Average age of all scholarship applicants: 41 years 

Average age of all scholarship recipients: 40 years 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Analysis of the diversity of applications and successful awards for Ministry of 
Health-funded gambling scholarships 

Data source and approach to measurement 

Data for outcome indicator 11.7 was obtained from Te Rau Matatini. Te Rau Matatini are 
contracted by the Ministry of Health to administer problem gambling scholarships. 

Scholarship data from 2012 has been analysed in order to assess the diversity of applications and 
successful awards for 2012.  

Definitions 

Diversity includes analysis by age, gender, ethnicity, region and chosen institution of study. 

Our confidence in the indicator is high, driven by: 
■ High confidence that the data effectively measures the indicator 

– Te Rau Matatini data captures the diversity of scholarship 
applicants and recipients. 

■ High confidence in the reliability and robustness of the data 
– Data on the scholarship applicants and recipients was provided 

by the scholarship administrator. 

 

■ Of the total applications, 24 were female and 2 were male. Most (83%) female applications 
were approved, and 100% of male applications were approved. Most (85%) applications from 
Māori were approved, 100% of applications from Pacific and Asian peoples (one applicant 
only), and 82% of applications from NZ European/Other. The majority of scholarship 
applications were for study at Auckland University of Technology or the Wellington Institute of 
Technology (WelTec). 
 
 

11.7 

H 

 
 

2 applicants 
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Outcome Indicator 

Diversity of applicants and recipients by region 

The majority of applications for scholarships came from within Auckland, with 9 of the 12 Auckland 
applicants successful in gaining a scholarship. Scholarships were also awarded in Northland, 
Waikato, Bay of Plenty, Hawkes Bay, Wellington, Nelson and Canterbury regions. 

The number of applications per region, and the corresponding number of scholarships approved are 
shown on the graph to the right.  

Diversity of applicants and recipients by chosen institution of study  

Approved scholarships were for study across nine institutions. The highest number of approved 
scholarships were for study at Auckland University of Technology and WelTec.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Analysis of the diversity of applications and successful awards for Ministry of 
Health-funded gambling scholarships (cont.) 

11.7 

Figure 11.7c: successful scholarship applications by region 

Table 11.7b: Scholarships approved and declined by learning institution 

Approved   

Auckland University of Technology (AUT) 7 

Massey University 2 

University of Otago 1 

Quality Plus Training Limited 1 

Te Pū Wānanga o Anamata 1 

The University of Auckland 1 

Vision College 1 

The University of Waikato 2 

Wellington Institute of Technology (WELTEC) 6 

Declined   

The University of Auckland 3 

Auckland University of Technology (AUT) 1 
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Outcome Indicator 

Cultural diversity of applicants 

Of the total applicants there were 13 Māori, 1 Pacific, 1 Asian, 7 NZ European and 4 other. The most 
common ethnicity of scholarship applicants was Māori, who represented 50% of applicants. 

Cultural diversity of recipients 

Of the total successful recipients, 11 were Māori, 1 Pacific, 1 Asian and 7 NZ European and 4 other. 
An application that was approved for a NZ European and an application for ‘Other’ ethnicity were 
withdrawn from the 2012 scholarship application process.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Analysis of the diversity of applications and successful awards for Ministry of 
Health-funded gambling scholarships (cont.) 

11.7 

Limitations 

This analysis is based on data provided by Te Rau Matatini - the scholarship administrator. The data 
was sufficient for all of the analysis for this outcome indicator and has no limitations. 

 

11/13 
85% 

1/1 
100% 

9/11 
82% 

1/1 
100% 

Māori   Pacific                          Asian                      Other

Figure 11.7d: diversity of scholarship recipients 
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Glossary 

Term Definition 

Addiction Practitioners’ Association, Aotearoa-New 
Zealand (DAPAANZ) 

A professional body for anyone interested in addiction treatment (DAPAANZ, 2013). 

Annual report A report to be prepared in the future, on an annual basis, to measure performance against previous reports. 

At-risk gamblers See PGSI. 

Awareness campaign Refer to social marketing. 

Barriers to service usage Barriers to service usage are considered as being equivalent to barriers to help-seeking within this document. Barriers to help seeking are 
defined as intrinsic and extrinsic barriers to accessing healthcare (Bellringer et al, 2008). 

Baseline report A report that provides a ‘snapshot’ of the current state of the objectives and outcome indicators included within the Preventing and Minimising 
Gambling Harm: Six-year strategic plan. 

Brief intervention session Brief intervention sessions are for people early in the course of developing gambling problems. The services aim to encourage individuals 
experiencing harm from gambling to recognise and acknowledge the consequences of their gambling and to change their gambling behaviour 
or seek specialist support where necessary (Ministry of Health, 2012). 

Buffer A buffer is a zone around a map feature measured in units of distance or time. A buffer is useful for GIS analysis (Sommer, 2006). 

Casino Gambling: 
(a) that satisfies relevant game rules; and 
(b) to which both a casino venue licence and casino operator’s licence apply; but 
(c) that does not include the gambling conducted by the New Zealand Racing Board (Gambling Act 2003). 

Census Area Unit (CAU) A census area unit is one of the 1,770 geographic areas (commonly suburbs) defined within the Census and NZDep2006 index 

Class 4 gambling  Class 4 gambling refers to operating Electronic Gambling Machines outside a Casino. 

Class 4 gambling policy A policy set by a territorial authority that must consider the social impact of gambling within the territorial authority's district and specify 
whether or not Class 4 venues may be established in the district and, if so, where they may be located (Department of Internal Affairs, 2013a). 

Client Information Collection Database (CLIC) A database administered by the Ministry of Health to collect data on the usage of Ministry-funded problem gambling services. 

Clinical audits An assessment of a problem gambling service provider's compliance with clauses within their contract related to clinical practice. 

Club A voluntary association of persons combined for a purpose other than personal gain that offers Class 4 gambling. 

Confidence in the outcome indicator An assessment of the effectiveness of the data at measuring the indicator and the reliability and robustness of the data. 

Confidence The probability estimate of how much reliance can be placed on the findings (Cavana, 2001). 

Councillor An elected representative of members of the community involved in the decision-making and Governance of a territorial authority. 
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Glossary 

Term Definition 

Counsellor Refer to Intervention Practitioner. 

Cultural audits An assessment of a problem gambling service provider's compliance with clauses within their contract related to cultural practice. 

Dedicated provider An organisation where the purpose of the service is to minimise problem gambling-related harm to and for Māori, Asian and Pacific problem 
gamblers and/or their affected others.  

Department of Internal Affairs (Department) The Government agency responsible for the regulation, auditing and investigation of casino and non-casino gambling. 

Deprivation index Refer to New Zealand Deprivation Index. 

East Asian ethnicity A grouping of Asian ethnicities that includes Burmese, Filipino, Indonesian, Cambodian, Laotian, Malay, Thai, Vietnamese and Chinese 
(including Chinese from outside Mainland China). 

Effectiveness (of treatment) Measured by movements in a service-user’s PGSI, for example, dollars lost and control over gambling measures as assessed in an 
intervention session compared with the original scores recorded. 

Electronic Gaming Machine (EGM) A slot machine (American English), informally fruit machine (British English), the slots (Canadian English), poker machine or "pokies" (slang) 
(Australian English and New Zealand English) or simply slot (American English), is a casino gambling machine (Wikipedia, 2013). 

Electronic Monitoring System (EMS) EMS collects information on the non-casino gambling machine expenditure at all Class 4 club and pub venues throughout New Zealand. This 
database also retains information on the number of venues, the number of electronic gambling machines and their locations (Department of 
Internal Affairs, 2013b). 

Facilitation intervention session Facilitation services involve minimising gambling-related harm to individuals, their families/whānau and affected others by facilitating people’s 
access to health and social services. Facilitation services recognise that merely referring someone to another service is not usually effective. 
Active effort and support are often required to help clients to receive the support they need for other problems in their life (Ministry of Health, 
2012). 

Follow-up intervention session Follow-up services provide follow-up and motivational support to clients for 12 months after their last full intervention session with a problem 
gambling intervention service. (Ministry of Health, 2012). 

Full intervention session Full intervention services are community-based assessment and intervention services for people with gambling-related problems. They aim to 
minimise problem gambling-related harm to the service-user and their family/whānau and affected others by providing a range of psychosocial 
interventions. Full intervention services make up the core clinical work that most face-to-face intervention staff engage in every day (Ministry 
of Health, 2012). 

Gambling industry A term used to collectively describe the operators of gambling in New Zealand. 

Gaming machine Refer to Electronic Gambling Machine (EGM). 

Gambling machine Refer to Electronic Gambling Machine (EGM). 

Gambling / Pokie Trusts An operator of Class 4 gambling as defined in the Gambling Act 2003. 
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Glossary 

Term Definition 

General provider A provider whose services aim to minimise problem gambling-related harm for all members of the community, including delivering services to 
Māori, Pacific, Asian and other priority population subgroups.  

Geographic Information System (GIS) Geographic Information Systems are used to visualise, question, analyse, interpret, and understand data to reveal relationships, patterns, and 
trends (ESRI, 2013). 

Health and Lifestyles Survey (HLS) A survey that measures New Zealanders’ behaviours, attitudes and knowledge on a range of health and lifestyles topics including food and 
drink, smoking, gambling and being out in the sun (Health Sponsorship Council, 2010). 

High deprivation communities / Low socioeconomic 
community 

Communities of decile 8, 9 and 10 on the NZDep2006 deprivation scale. 

Inequality Where one population group is over or under-represented compared to other population groups 

Inequity Inequity and inequality typically have distinct definitions. However, for the purposes of this report the terms are used interchangeably. Refer to 
Inequality. 

Intervention Practitioner A trained individual who supports people experiencing gambling harm. 

Intervention provider A problem gambling service provider that provides treatment to people experiencing gambling harm.  

KPMG The authors of this report and one of New Zealand's leading providers of Audit, Tax and Advisory services. 

Low deprivation communities / High socioeconomic 
community 

Communities of decile 1 to 3 on the NZDep2006 deprivation scale. 

Māori community A Māori community is defined in two ways (dependent on the outcome indicator). Either: 
a. communities with a greater proportion of Māori than the census average, or 
b. communities that are identified as Māori by problem gambling providers. 

Medium deprivation communities / Medium 
socioeconomic community 

Communities of decile 4 to 7 on the NZDep2006 deprivation scale. 

Ministry of Health (Ministry) The department allocated responsibility for the development and implementation of an integrated problem gambling strategy that must include: 
a. measures to promote public health by preventing and minimising the harm from gambling;  
b. services to treat and assist problem gamblers, their families and whānau;  
c. independent scientific research associated with gambling; and 
d. evaluation. 

New Zealand Deprivation Index (NZDep2006) A scale of deprivation prepared by the University of Otago that divides New Zealand into tenths based on nine variables from the 2006 census. 
A score of 10 indicates that the community is in the most deprived 10 per cent of areas in New Zealand and a score of 1 indicates that the 
community is in the least deprived 10 per cent of areas. 
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Glossary 

Term Definition 

New Zealand Health Survey (NZHS) A survey that provides information about the health and well-being of New Zealanders with a specific and dedicated section covering the 
participation in gambling and prevalence of problem gambling. 

Objective A goal defined in the Preventing and Minimising Gambling Harm: Six-year strategic plan. 

Outcome Indicator A measure of progress towards achieving one of the eleven objectives within the Preventing and Minimising Gambling Harm: Six-year strategic 
plan. 

Outcomes Framework Advisory Group A group comprising representatives from across the gambling and problem gambling sectors to provide guidance and direction to the Outcomes 
Framework for Preventing and Minimising Gambling Harm project. 

Outcomes Framework for Preventing and Minimising 
Gambling Harm 

A project that measures and reports on progress towards the achievement of strategic objectives (or ‘outcomes’ ) and the overall goal set out in 
the Preventing and Minimising Gambling Harm: Six-year strategic plan. 

Participation Participation in one or more gambling activities i.e. Lotto, Housie, gambling machines. 

Performance An assessment of the current state of an outcome indicator against the baseline report. This will occur in annual reports. 

Problem Gambling Severity Index (PGSI) The PGSI includes a nine-item problem gambling screen, which measures the continuum of gambling problems to identify the gambling status of 
individuals. The PGSI is used to derive the prevalence of non-problem gambling, low-risk gambling, moderate-risk gambling and problem 
gambling within the New Zealand population. 

Pokie machine See ‘Electronic Gambling Machine’. 

Presentation rate Divides the number of presentations to problem gambling services in a year for a population group by the prevalence of problem gambling for the 
same population group. 

Presentation Measures the number of unique service-users (i.e. only counting each service-user once) receiving a brief or full session at a problem gambling 
service provider. 

Prevalence The number of cases in a population, often presented as a percentage or proportion.  

Problem gambling audits Independent audits commissioned by the Ministry of Health of problem gambling service providers. 

Problem gambling service provider An organisation funded by the Ministry of Health to deliver either intervention or public health services, or both. 

Pub A venue that operates Class 4 gambling. Pubs are open to members of the public. 

Public health initiative Any initiative that fits within the public health service specifications that form part of each problem gambling service provider’s contract with the 
Ministry. 

Public health practitioner A trained individual who works on public health initiatives. 

Public health provider A provider in the science and art of preventing disease, prolonging life and promoting health through the organised efforts of society (World 
Health Organisation, 2013). 
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Glossary 

Term Definition 

Referral An act of referring someone, or something, for consultation, review, or further action (Oxford Dictionaries Online, 2013). 

Reliability Consistently good in quality or performance; able to be trusted (Oxford Dictionaries Online, 2013). 

Robustness The characteristic of being strong enough to withstand intellectual challenge (Princeton University Wordnet, 2013). 

Satisfaction An evaluation of emotion (Oxford Dictionaries Online, 2013). 

Service-user (Client) A person that uses the services of a problem gambling service provider either for their own gambling harm, or that of an affected family 
member / other. 

Service utilisation Measures the number of sessions delivered by problem gambling service providers in a year for each population group 

Six-year strategic plan The Preventing and Minimising Gambling Harm: Six-year strategic plan, being the document (prepared every six years) the Ministry of Health 
uses to guide the delivery of the integrated problem gambling strategy. 

Social marketing A process that uses marketing principles and techniques to improve the health and welfare of people and of their physical, social and 
economic environment. It is a carefully planned, long-term approach to influencing human behaviour. Social marketing is different from 
commercial marketing because it aims to benefit the target group and society as a whole rather than make a financial profit  

Standardised A method of adjusting the results for a particular population group to account for differences in that population group (typically age and 
gender). 

Statement of Intent (SOI) A document that sets out the key elements of how a Government agency will contribute to the delivery of the Government's priorities. 

Strategic documents For the purposes of the baseline report, this is defined as Government sector annual reports, statements of intent and other strategic 
documents. 

Submission The action of presenting a proposal, application, or other document for consideration or judgment (Oxford Dictionaries Online, 2013). 

Territorial authority (TA) Territorial authorities are the second tier of local government in New Zealand, below Regional Councils (Wikipedia, 2013). 

Three-year service plan This document (prepared every three years) outlines the Ministry’s forecast budget and intentions for the period and is a key input to the 
setting of the problem gambling levy. 

Trend An assessment of the current state of an outcome indicator against the previous year’s report. This will occur in annual reports. 

Venue For the purpose of the Outcomes Framework for Preventing and Minimising Gambling Harm, a venue is a building where gambling is licensed 
to take place. 
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Technical notes 

Inferential statistics 

Inferential statistics help to establish relationships among variables, and allow for conclusions to be 
drawn (Cavana et al, 2001). For instance, the likelihood that people participating in playing pokie 
machines are at-risk gamblers. Statistical tests are used to test the significance of these 
relationships. 

If inferential statistics are used, conclusions can also be applied to the population i.e. people that 
participate in playing pokie machines are more likely to be at-risk gamblers.  

Error bars are used within figures for all indicators where inferential statistics are used. Error bars 
are a visual way of describing statistical significance between variables, for instance, significant 
differences in gambling participation amongst ethnic groups. In these indicators, if the ends of the 
error bars do not meet, or are far apart, then the difference between these variables is statistically 
significant (there is a difference and it is supported by statistical testing).  

Statistical testing 

Statistical methods and tests have been used in the baseline report to: 

■ Test significance between groups; and 

■ Adjust or standardise (i.e. align) sample sizes or group specific characteristics within surveys to 
represent the general population through a process of weighting. The NZHS and HLS typically 
use this approach. 

A confidence interval of 95% has been applied where relevant throughout the report.  

GIS analysis 

GIS analysis was used to analyse outcome indicators 1.3. and 2.3. GIS analyses information 
through a process of layering i.e. one layer of geo-coded data is overlaid on top of another. Multiple 
layers were overlaid on top of one another to analyse outcome indicator 1.3 and 2.3 including: 
■ The number and location of gambling venues; 
■ The number and location of EGMs, and 
■ The amount and location of gambling spend. 

Further detail on the GIS methodology can be found in outcome indicator 1.3.  

Representation of data 

Data represented in the figures of the baseline report is generally rounded to zero decimal places. 
However, when relevant or necessary it is rounded to one decimal place.  

 

 

Approaches to data collection 

Approaches used to collect data are driven by the type of data needed to measure the indicators. 
The baseline report consists of two types of data, secondary (data that already exists) and primary 
(new data that has not been collected before). 

Secondary data was collected from data holders. Sixty-three per cent of indicators are measured 
using secondary data.  

Primary data was collected in three ways: 
■ Surveys 
■ Reporting templates 
■ Focus groups. 

Twenty-three per cent of indicators were measured using primary data. Ten discrete research 
projects were developed to collect primary data.  

Fourteen per cent of indicators were unable to be measured in the baseline report. 

Tools used to analyse quantitative data  

Two main approaches were used to analyse quantitative data, statistical analysis and GIS analysis.  

Statistical analysis 

Number driven analysis (quantitative) within this report is supported by: 
■ Descriptive statistics 
■ Inferential statistics. 

Descriptive statistics 

Descriptive statistics provide ‘descriptive information about a set of data’ (Cavana et al, 2001), 
such as a specific group within the population, for example, users of problem gambling services. 
Descriptors include frequencies/counts, mean and standard deviation.  

The key limitation of results based on descriptive statistics is that they do not represent the entire 
population, just the group they are describing. For instance, if results show that users of problem 
gambling services are made up of people with an average age of 40 years, it cannot be assumed 
that New Zealanders have an average age of 40 years, only those that use problem gambling 
services.  
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