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EXECUTIVE SUMMARY

Background

The Ministry of Health (The Ministry) funds a range of problem gambling intervention services in
recognition of the diverse situations, and points of readiness to change, people with gambling problems

are at in their lives. While gambling treatment segsithat focus on addressing the symptoms of

problem gambling have long been established within health sectors internationally, the conception of
problem gambling as a public health issue is relatively new, with New Zealand being a pioneer of this
approach.Additional to problem gambling intervention services, The Ministry funds a range of public

health services focused on preventing, reducing or minimising gambling fitwseintervention and

public healthservices are contracteddoganisationsthatr e t ypi cally referred toc
Ministry.

Aims

The objective of this evaluation and clinical audit was to assess the effectiveness of four Ministry
funded problem gambling intervention servic&idf Intervention Full Intervention Facilitation
ServicesFollow-up Servicesand five public health serviceBdlicy Development and Implementation

Safe Gambling EnvironmentSupportive CommunitiesAware CommunitiesEffective Screening
Environments In brief, the evaluation and clinicalidit aimed to assess whether providers were
achieving what they were contracted to achieve for these services (also referred to as purchase units).
The focus of the project included elements of cultural practice, service delivery and; qiebty
managerant and staff, allied organisations and serviser perspectives.

Evaluation Methods and Audit Process

Employing amixed-methods evaluatigrboth quantitative and qualitative dateere collected and
analysed

9 Literature review- national and internaihal literature (published between 2002 and 2014)
reviewed to identify international best practice examples and appropriate evaluation methods.

1 Document analysis sets of sixmonthly progress reportsubmitted to the Ministry by
20 problem gambling publihealth service providers between July 2010 and June, 2013
analysed for content, trends and best practice examples.

1 Surveys (semstructured questionnaires)staff (n=64), clients (n=148) and allied agencies
(n=42) of a norprobability sample of eight Mistry-selected providers were surveyed to gain
perspectives on activities, outputs and outcomes of services delivered.

1 Focus group interviewsthree focus group interviews (comprisiaght to nineindividuals)
were carried out with staff and managersoimed in delivering public health and intervention
services from the eight selected organisations to gain further understanding of key aspects and
issues identified from the document analysis and surveys.

1 Client Information Collection (CLIC) database analysis client data submitted by
19 intervention service providers (between July 2Gk@ June 2013) were analysed to
determine key trends in service delivei@ollectively, services were delivered to an average
of 1,840 clients per maky.

2 This average is based on the total number of clients who accessed a service at least once in each respective montibéhusethtmo
estimate number of clients in a year (see section 2.3.5 ofloet for further details).
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The evaluation focused on a set of evaluation criteria and was guided by a logical frani@work
considered the following aspectse | at i ve t o t h eandnternat®ralrbgsdpsactioeb j e ct i

1 Operational processeshe effectivenessf@rocesses in place.
1 Service inputs how inputsaffected or translated tooutputs.

1 Service outputs how effectively or to what extentwere Ministryrecommended activities
carried out.

I Service outcomésnpacts - the extent to which activities resedt in intended changes,
improvements or impacts.

1 Possible external factors thaduldinfluence service outcomes.
1 Optimal approaches, successful strategies (best practice examples) and areas for improvement.

All providers are required to consider the Mis t r y 06 s foothe jvagiaus intarvergion and public
health serviceandreporting requirementsTheseare described ira number oMinistry documents
thatguidedthe evaluation process

1 A guide to developing public health programmes: A gemedgramme logic modéMinistry
of Health, 2006)- provides recommendations on the use of logic models for developing
measurable and effectiymiblic health programmes

1 Intervention service practice reqaiments handbookc | ar i fi es HfAaspbbngt s of
intervention service deliveryo and fAdetail s t
for service provi @e@8hp.d) Thidduidd ircludesyadvicd on steriad t h
screens and client assessments.

1 Problemgambling serviceData collection and submission manuatlescribeghe minimum
requirements for collecting and submittiolient datainto the Client Information Collection
(CLIC) databaseas well asubmissiortimeframegMinistry of Health,20089.

1 Servicespecification Preventingand minimising gambling haraProblemgambling services
- this documenthas two parts The first part i &ts out generalnformation about the
Go v e r rs@prmodctdto problem gambling servicasd he secondisets out the detabf
the services to be provided, activities to be desideand reporting requiremea(®linistry of
Health, 2010p.1).

In the clinical audit, each of the eight providersdé | evel o f
contract with the Ministry of Health, Health and Disability Service Standards, and other best practice
guidelines. The auditors visited each provider, interviewed its staff ciants, and reviewed
documentation to assess if providers had fully complied, partially complied, or did not comply with
aspects relating toService Delivery and QualityClients Rightsand Cultural Perspectives This

includesa writtenfi p | a n which all provieers are required to maintéin each client

Key Findings,Strengthsand Areas for Improvement

In the analysis and reporting procesjangulationprocessvas used to compare and contrast findings
from the various evaluation data sces and clinical audit observatiortéey findingsin relation to the
evaluation criteriaare summarised in the tableelow.

In brief, the evaluation noted both strengths and areas for improvenerelivering Intervention

Services, providersffectivelyensured cliens access tmoeti ncfloiremattsiéGonex pect a
of service quality and cultural appropriatenes=ached out to targeted-ridk populations and

facilitatedc | i @aeds® 6ther support services. Howev@imeprovidersdid notmeetthe minimum

number ofclient sessions agreed with the Ministry aadgreater level of cliniciamvolvement in
deliveringFollow-up servicesappeared to be requiredlthough providers are not mandated to record

scores for all recomended screens in the CLIC database, changesvalerpracticein reportingpre-

andpost screen scorecould enableeliable measurement of client outcomes.
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In delivering public health serviceggviders reported range obutcomesncluding policy outcomes,
impacts orhostresponsibilitypracticesandenhanced public awemess Providers were effective in
ensuring appropriate public health resources for community members and in delivering public health
activities using culturallyappropriate approache®©vercoming challenges, gifoviders successfully
collaborated with a bal range of stakeholder groupgygestingtrength in termsf commitment and
perseveranceCommunity engagememasanotherstrength as thiked to commurty partnerships in
public health programnseas well as community ownership over init@s suggesting opiit
sustainability {.e.ongoing outputhdependent of service fundingllowever, he evaluatiomlsonoted
a lesser level of overall outpidr sorre Ministry-recommended activities reported dyesser number
of providers Areas for improvement included staff knowledge developieaclarity inpublic health
work plars, progress reports and descriptifraspects regarded to be innovative.

Operatonal Processes and General Areas of Input

Evaluation Criteria Key Findings,Strengths, and Areas for Improvement

Utilisation of {1 Staff believed their organisations were effective in utilising allocated full
allocated FTE equivalent (FTE) staff fodelivering services.

1 Specification on minimum delivery of public health services expected o
FTE staff was irrelevant to the reality of how services were delivered
particular area of service specification may require alteration.

1 Staff views suggeted that time sufficiency was as an input area that req
consideration for both intervention and public health services.

1 Although staff views suggested the value of holding -dlolals (public healtt
and intervention)heknowledge and competenoystaff taking ordualroles
and time pressure implications e qui r e consider a

planning.
1 Time estimates for potentially lengthy public health activities need to be
component in providersdé annual 0
Workforce {1 Staff were generally satisfied with thde&vel of knowledge and training
development however additional trainingon advanced approaches to therapy, i

additional opportunities to share best practice between public health s
providers were suggested.

1 The clinical audit identified workforce development as an area of pi
compliance. Workforce development processes could be enhanc
implementing viable career development plans for all staff.

Knowledge: Clarity T The majority of staff were aware of their service oljest and reporting
around population requirementsthis awareness was supported by managers and team lea
of interest, sevice { Over half of staff survey respondents were aware of the detfadsnual
objectives and public health work plans &ir organisation had in place.

repo_rting 1 Public health staff views suggested the need for a clearer understanc
requirements some purchase unit descriptions.

Utilisation of {1 Staffreported thatheir organisations &re effective in utilising purchase ur
purchase unit funding for delivering services.

funding 1 A few suggested the need for additional funding to support specific are

service delivery (e.d-ollow-up Services Implications of funding limitation:
would require discussis between respective providers and the Ministry.

Access to resource 1 Staff reported thattheir organisations were effective in sourcing ¢
developing required resources.

f The document analysis noted pro
efforts to adapt existing resources to fit public health activity needs as ar
strength.
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1 The clinical audit noted that informational resources were readily availal
clients.

1 However, a need for more language and culspeeific resources wa
suggesd.

==

Staff views suggested two categories of external factors thaffeatservice
delivery. factors beyond their controdnd external parties and stakehol
groups they worked with.

1 Both categories of external factors requaensideration in logic mode
development, in the planning of activities, and when making evalu
judgements about service effectiveness.

External factors

Service 1 Although staff believed their organisations had processes in place to ¢

functioning longerterm capacity to continue providing services, insufficient funding ir

(sustainability) in some areas and uncertainties around contract extensions were <
external factorghat affect service delivery.

T The audit found AQuality Ilmnapage
Intervention services need to review and enhance the implementati
guality management plans and improve on the collection, analysis and
guality improvement data.

1 As public health programme sustainabilitgquires processes in place
programmeplanning stage the effectiveness of the five Ministfynded
public health sevices could be enhanced witblearer articulation o
sustainability as an intended outcome.

Other Key Findings

Collaborations and T Staff believed there was effective teamwork between intervention and |
joint initiatives health staff when delivering services.

1 Public health staff collaborated with other organisations in planning
carrying out joint activities; these collaborationgfered a number o
advantages for public health service delivery.

Problem Gambling Intervention Services

Evaluation Criteria Key Findings, Strengths, and Areas for Improvement

Overall contract 9 Staff reported thattheir organisations complied with most of the fc
compliance intervention servicesd specific
accordancevith service specifications varied across providers.

1 Within the Service Delivery and Qualitglinical audit criteria, thee areas o
partial compliance (i.e. Quality management, Plan of Care, Planning disc
from and/or transfer between services) and one area otampliance
(i.e. minimum delivery of servicgsequire attention.

1 Areas of full compliance in meeting mwactual requirements include
meeting clientsd expectations in
in ensuring client rightdhese were regarded as stresgth

1 Staff suggestions included an updatéutervention Service Practic
Handbook andreconsideration of time allocations specified for the diffel
intervention services t o accomn
which may require a longer engagement time.
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Compliance with 1 Staffreportedthat hei r organi sations were

the Minis requirements for CLIC data submissions. However, analysis of the !
reporting database found several areas of inconsistent reporting.
requirements i Staff suggestethe need foimprovement in théechnical aspects of the CLI

databaseHowever issues experienced at a staff lavay have resultefilom
CLIC data entrypracticesand possible confusion resulting from additiol
databasesised byproviders Staff alsosuggeste@ need for furtherlarity
around CLIC data collection and submission

=

Achievement of Within the Service Delivery and Qualitglinical audit criteria, minimum

contract targets delivery of servicesréferredt o lamplfiement i ng ) wds
identified as an area of namompliance asa majority of providers wer@aot
consistently delivering the minimum number of sessions agreed witl
Ministry for the four purchase units.

1 NewBrief Interventiormontly client numbers increased acrossttireeyear
period. This was due timcreases in thmonthlynumberof significant other
clients. Most providers delivered an average of Brief Interventiorsession
per clientwhich lasted 20 minutes on average.

1 NewFull Interventionmonthlyclient numbers remained consistent across
threeyear period suggesting an ongoing demand for intervention servi
Most providers delivered approximbteseven to eighsessions per gamble
client and fewer thasix sessions per significant otheretit Sessionsvere
60 minutes each on average.

1 Facilitation Servicesvere delivered more frequently for gambler clients tl
for significant others. Providers delivered an average of 2.5 sessiol
client. Average session duration varied acrossigers ranging from les
than one hour to over one hour.

1 Follow-up Servicesvere also delivered more frequently for gamblers thar
significant others. Providers did not exceed four follgnsessions per clien
With the exception of five providersio others exceeded 30 minutes |
follow-up session.

Population 1 Providers were successfully reaching out to targetedlaipopulations in
serviced:Ensuring terms of ethnicity and age group.

outreach to 1 Overall, two thirds otlients were gambler clierits

targeted_ . 1 Over time, here was an increasing numbésignificant other clients ifrull
communities Interventionsvhose initial contact was inBrief Interventiorsession.
Ensuring service T Providers enabled clientsd acce:
access other services and througacilitation Services

Cultural 9 The Cultural Perspectivelinical audit criteria received full coptiance
responsiveness in rating.

delivering { Staffreportedthat hei r services met c | iMostt
intervention MU o Pacific and Asian clients expressed satisfaction with cuitalated
services service provision. However, ser

to the needs of some European clients.

1 Some staff expressetheed for screening tools in appropriate languages
view of their potential to ensure a greater level of receptiveness among

3 These trends are based on the total number of clients who accessed a service at least once in each respective manthettusedanon
estimate number of clients in a year (see section 2.3.5 of the report for furttis) det
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ethnic groups, the feasibility of establishing such scregniools would
require consideration.

=

Clientsdentry Most clients were selfeferred.

pathways into Among referred clients, most were from other problem gambling sen
services followed by the Justice sector.

9 Staff reportedthat referrals from other agencies were not fully within th
control. To address this limitation, providers could ensure service
integrations in their planning. Better integration wiacilitation Services
and with relevant public health services cbaffer relationship developme
opportunities with other community support services forivey referrals.

=

Client supportand T A majority of staffreported thaactivities were effectively carried out for tt
engagement in the four interventions. Most clients surveyegportedhaving experienced thes
four intervention activities during their sessions.

services 1T Operational processes in place (

friendliness and service location) met client needs. Some clientsl
servi cdsyd (mmbialsip e ¢ tdedikgied seivites) to be use
as it enabled otuf-office sessions.

9 Staff observations suggested justieéerred clients we less committed an
had lessmotivation for change. The approaches usgdgome clinicians tc
accommodate the needs of justieéerred clients could be considered in:
future developmertf treatment provision for this unique client group.

9 Brief Interventionservices were delivered primarily in public settings, of
in cdlaboration with public health activities.

9 Full Interventionservices:

o Clients were supported primarily through fdodace sessions followe
by telephone. The inclusion ofevolving approachethat require little
direct interactions with clients (e.g. online intervention) could
consideredas nternational observations have found these to be effec

M Facilitation Services:

0 Enabling a seamless referral process wasemngth. To furtheimprove
this service aspect, the feasibility and effectiveness of arranging for
organisation representatives to be present at the premises of pr
gambling treatment services could be explored.

0 Areas for improvement include the need fortoqulate allied organisatiol
contact lists, greater contact regularitgd follow-up and clearer join
client management protocols.

0 A broader definition of allies, which includes tway referrals of clients
and four distinct categories of allies (i.e-house services, externa
services, gambling venues and supportive individuals), might be of v

0 Integrated working processes that combine the objectivEadfitations
for selfexclusions and the objectives of thafe Gambling Environmen
andEffective $reening Environmentsublic health services could lead
screening and referral practices among gambling venues.

o Facilitations to irhouse services offered the advantage of greater ¢
level collaboration and communicatiand easier accessibility folients
resultng in higher levels of client attendance. These advantages
resultant client outcomes could be explored further to inform chang
models of service delivery.

1 Follow-up Services:

0 The difficulties of supporting clients throud¥ollow-up Serviceswere
similar to difficulties mentioned in the previous evaluation e . ¢ |
time constraints and difficulties in-mntacting clienfs Staff suggestec
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additional funding was required. At the least, the difficult nature of
activity should be taken into account in service planning.

o0 Follow-up contacts were made either by cliniciathemselves or by
support staff. While the use ofigport staff may be suitable when the k
aim is to obtain client progress data, clinicighsuldplay a greater role it
Follow-up sessions if the aims are to ensure relapse preventior

mai ntenance of clientsdé treatm
Outcomes for ! Staff vi ews -aepatted darpacts nntica@d pssiivef clie
service users outcomes for theespective intervention services.

1 However, the CLIC database showed that relatively few clientsstiagn
scores recordedndlesshad thenrecordedwice. At present, providers ar
not mandated to record scores for all recommended screens in the
database.Scores for the Brief Gambler Screen and the Brief Family/Affe
Other Screen were recorded at least once for the majority of clients. Ho
scores for other screens were not consistently recorded withih
Interventionsand Follow-up sessbns. Qitcome screen scores were rar
recorded twice with clientsThis meantufficient datavere not available fo
a robust assessment of client outcomes in the present evaluation.

1 For the very small number of gambleients with screen scores recorde
twice during the course of their interventiospme positive outcomes we
noted but these cannot be considered representative of clients as a wh

9 Changes to provider practice in reporting screen scores §me post
treatment)would enable arindependentvaluation of client outcomes ar
treatment effectivenessing the CLIC database

1 Although the four intervention services are separately funded, the se
offered to clients are inteelated. The value and feasibility oftde
evaluations that determine the effectiveness of the four intervention se
distinctively or evaluations that determine treatment outcomes summa
could be considered

1 While Brief Interventionsnay lead to further treatment (and seg¢abe for
significant other clients), there is presently a lack of evidenc®rif
Intervention sessions resulting in recoyemwithout formal counselling
support. Providers could have additional processes in place to «
outcomes data from-aisk individuals who decline treatment support.

Other Key Findings and recommendations

Understanding and T Staff beliefs about the main indicators of successful delivery of interve
use of success services fit within three broad categories: activities, outputs and outct
indicators within a with almost all providing a single indicator category. This suggested that
logical framework was perceived toebthe most important aspect of service delivery varied ac
of intervention individual staff members.

service delivery 1 Theapplicationof logic models and a deeper level of understanding anc
of success indicators within a logical framework of service delivery coul

0 Ensureconsiséncy in key areas of focus within organisations as we
within the sectar

o Enableplanning to increase inputs and resource efficiency by consid
overlaps between different intervention services offered to clie
(e.g. activities that ensurdlow from Full Interventionto Follow-up
services) angvith public health services

o Offeran inbuilt process for sethonitoringand evaluation.

9 Outcome indicators forBrief Interventionsrequire additional attentiol
considering possible lack of its clariamong staff.
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Problem Gambling Public Health Services

Evaluation Criteria Key Findings, Strengths, and Areas for Improvement

Overall contract 1 The majority of staffreportedthe effective delivery of activities for all fiv:
compliance public healthservices.

9 Indicative findings froma document an a prggsessgepat
showed thatwhile some activities were delivered consistently across
providers(contracted for the respective PGPH purchase umithers were
delivered by fewer providers. It was beyond the scope of the pres
evaluation to determine if this was duestmme activitiedeingimplicit in
work carried out and not clearly reped on, olctivitiesnotbeingcarried out
due to difficulties and challenges.

Compliance with 1 Planning processes and use of the public health work plan template

the Minis o0 There was minimal distinction between one purchase unit and ar

reporting when planning public health projects. Planning focused on wid@gqgbs

requirements that contributd to outcomes that et contract requirements of seve
purchase units.

0 Although a majority of staffeported thatheir organisationvaseffective
in submitting public health work plans, some commented on the '
plands | imitations.

0 Submission of work plansasvariablein terms of timing, and completio
of different sections varied across providers

o The work plan template was often dsfor reporting, rather than fc
planning.

0 A separate planning template could be developed providing clearer
to guide activity or project planning. This planning template could
require additional clarity, when a particular project relates tetian one
public health service.

1 Sixmonthly progress reports

o Staff reported thattheir organisations were effective in meeting -
Ministryds progress reporting |
public health services varied in terms of btbadormat (in using the
Mi n i semplated@ndclarity (in connecting activities and outputs wi
purchase unit descriptions and outcomes

0 The current work plan templateuld be adapted into a reporting temple
as it appeared to guide providers in thinking about their projects us
logical framework. Suchreporting could lead to a greater level of clari
particularly the connections between activities, outputscaricomes.

0 Improvements toreporting templatesise among providersould be
achieved by supplying reporting examples. PAblic Health Service
Practice Requirements Handbgakimilar tothat presently available fo
intervention services, could be develdpghere such reporting exampl
could be included, alongside descriptions of services, logic models
success indicators.

This and other verbal guantifications (i .e. i shopldibe mtdrprated mithe r s s uch
caution because of the | i mit a-monthlygrogiess repohs® usedibe RGPH gervides tomporfent. e . pr o\
of this evaluationgee section 2.3.2 for details).
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=

Staffreported thatheir organisations were effectivedeveloping innovative
approaches for delivering public health services. Howghveir, descriptions
of innovative activities overlapped with those required in their ser
specification.

1 Nevertheless, a few examples of proactive approaches noted idl gro
reports contaied elements ofnnovation

9 Descriptions of aspects regarded to be innovative could be made more ¢
in providerso6 reports.

Innovativeness

Community 1 Providers reported community engagement in the delivery of all five p

1 Community engagement was a strength as such engagement was
associated with successful outcomes such as community involvement in
health activities and joirtrganisation of events.

1 In some cases, community members subsequently tookeakng roles anc
ongoing project work suggesting lotgrm sustainability of the outcome
community involvement. The inclusion of a sustainability element as
objective in othelProblem Gambling Public HealtiPGPH services coulc
lead toplanned atputs that lead tincreasesn voluntary involvement of
communiy in gambling harm minimisation.

Use of strategic 1 Despite challenges, all providers successfully collaborated with a broad
communication for of stakeholder gups, which suggested a strength in terms of t
stakeholder commitment and perseverance.

engagement 1 Some provider reports indicated specific communication approache:

strategies used or learned from stakeholder engagement processes.

1 The sector could benefit from a formdbcumentation of challenges
engaging stakeholders, and mitigating strategies and approaches.
documentation could enable a greater level of information sharin
establiskdapproaches.

Cultural 1 Staff views and culturappr opri ate approache
responsiveness in reports suggested that providers were effective in delivering serviees/s
delivering public that were culturally appropriate.

health services T Most M U ®acific praviders reported explicit examples cultural

approachem delivering public health services.

1 There was a lack of explicit examples of public health cultural approz
designed to suit Asian clients. A greater depth in reporting would be rec
to gain further clarity on health pronm approaches that meet the unic
needs of Asian clients.

Materials 1 For some purchase units, there was the need to develop new resource
developedised in existing materials or reproduce materials in appropriate langtagessble
delivery of service delivery.

activities f The efficiency of this input area could be enhanced by eliminating the

forpr ovi der s t o 0ad ePresently mvailable Hamguageh &
culturespecific resources (i.e. those that have been developed or tran:
could be built upon and made available nationally through a formal syst:
resource sharing and exchange.

Providers reporting 1 Providers reported successes and challenges in delivering the five pu

of successes in units.

delivering activities 1 Howeve, the majority did not explicitly report against the indicators liste
the Purchase Unit Descriptions The reasons behind this may be wo
exploring.
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1 Future development of logic models could consider some of the su
indicators identified by staffwhich may lead to the devglment of
measurable indicators.

Delivery of public T Key areas of input mentioned in providerspors included staff knowledge
health activities development, time insufficiency, and the need to develop new resource
T Alprovidersd included aspects of

and other PGPH service providers in their reports

9 Education and awareness raising was a service aspect reported for .
purchase unitsAssessments carried out by some prosgddowed impact ol
knowledge and increased stakeholder willingness towards participation
advocated activity or project.

T Providers6 report i ng healthakiivities thavel the
capacity to result in outputs for several purchases.un

1 Policy Development and Implementation

0 To encourage the development and implementatiowarkplace and
organisational gambling policiegssome providers used a number
different strategies. However, reports contained kEtglicit evidence of
awaenesgaising focused orgamblingpolicy relevance to the cor
business of targeted sectors

o0 Very few providers reported examples sdiccessful development ¢
policies on norgambling fundraising

0 Public policysupport included the Gambling (GamblingriieReduction)
Amendment Bill and the Gambling (Class 4 Net Proceeds) Regule
2004.

0 Thelarger area of policy focus was in relationGtass 4 venue policgnd
the associateikinking lidd approach to pokienachinenumbers.

0 The majority of reports did not contain explicit evidence of participa
in, or contribution towardggambling harm social impact assessments

1 Safe Gambling Environments

o While all providers support elbst
responsibilly measuresand a fewreported onmprovements to mult
venue exclusion processdisere was limiteagvidence ofmonitoring and
foll owing up onamnwdngesp o rptr eardnt
minimisation policies

0 Reports also contained limited evidencd activities enabling
collaboration between gambling venues and other organisatidress
than half of staff memberadicatedthe effective delivery athis activity.

1 Supportive Communities

o Pr o v iidkstificatibn of community strengths and protectisetors
were not always evident in reports.

0 Some providers used specific approaches to purposefully encoutage
discussion and debate on gambling haand on theethical perspective:
of gambling funds

o0 Providers used a number of approaches to@tipplturally appropriate
resiliency buildinghrough community partnerships.

0 Someprovidersreported community involvement melated activities anc
increaseknowledge about gambling harms.

o0 Providers appeared more successful in developing commurtigtiirgs
than media initiatives fgpromoting familyand community connectedne
andpositive leisure and entertainment opportunities
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0 Key groups6 a-basesl smnmunity action iappmeatctes
reducing gambling harmwvas ensured through a rangkechannels anc
approaches.

0 Providers appeared less successful in enstkingg oups 6 ¢
evidence basedpproaches to monitoring and controlling licensing
gaming venues

0 There was limited evidence of success in providingoat of public
confact for raising issues on public health approactsesl improving
public awareness of avenues for complaint regarding public he
approaches.This purchase unit description requires further clarity.

T Aware Communities

o Preliminary steps included delivegawarenessaising presentations an
training on brief screening.

o Whil e it was not possible to
maintained an awareness of other social marketing campamgrfew
providers reported attempts to support inclusibproblem gambling a
an issue in such campaigns led by community groups.

0 A number of providers supported community and ydeathculturally
relevant awarenessaising initiatives

0 The media and ber awarenessising initiatives were used taise publc
awarenessand encourage public discussion and debatethe harms o
gambling.

0 There was limited evidence ofonitoring and responding to public mec
discussions on gambling or problem gambiing pr ovi der ¢

o Whil e p educatiodakimtisid@swere likely to have included th
health and social risks of gamblifttpere was less evidence of content t
includedknowledge about gambling oddisk-takingor dealing with risky
gambling situations

o Providers believetheir awarenessaisingefforts led to increased publi
understanding of gambling harms

9 Effective Screeng Environments

0 While most providers discussed their own collaborations with stakeh
groups, very few gave evidence of facilitatowpperation or coordinatior
between ke stakeholder organisations

0 Raising awareness of the relevance of screening and referral practic
the core business of target sectaras not strongly featured in reportin
but may have been implicit in the work carried out with stakehc
organisabns.

o A few providers enablescreening and referral practicesnong targetec
stakeholder groups, with some reportimgonitoring and followup

initiatives.

0 Some providers reported initia
awareness of thavailahlity of their problem gambling interventio
services

Delivery of Brief 1 Providers often reported having carried out brief screening at public t
Interventions at events and during health promotion activities.

I CLIC data trends showed peaks Brief Interventionclient numbers in
Marct?, which could be associated whasifika Festiva in September, witk

5 These trends are based on the total number of clients who accessed a service at least once in each respéhtisecarumih be used to
estimate number of clients in aaygsee section 2.3.5 of the report for further details).
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public health annualGamblefree Dayin August, with Matariki festivaland in November
activities with White RibbornDay.

1 An accurate assessment drief Interventions would require cleal
documentation of the number of brief screens, and the extent to !
subsequerBrief Interventioractivities were delivered in the different settin
of public health activities.

Impact d public 1 Some staffreportedminor increases in heigeeking behaviour following
health promotion major public healtitampaigns and public health activities at local events
festivals.

activities on help

seeking behaviour 9§ The data collected from thelient survey was insufficient to determine t
extent to whichprovider® interactionswith community members at publi
events or festivals triggered hedpeking behaviour.

1 A detailed analysis of impacts would require the collection of more spe
data.

Other Key Findings and recommendations

Problem gambling 1 Some proviedfererd uwifr@itmhe term A

terminology health messages and when interacting with individuals at@terprovides
reported the difficultyof getting stakeholders to understand gambling he
and recognise dAprobl em gambth somg
attributing this difficulty to the hidden harms of gambling.

1 The use and implications of alternative terms in public health mes:
requires careful consideration. An elimination of (or adjustment to) the
Aproblem gamblingo woul d requil
providers, and the HPA and would need to take account the views
public. Implications for wider commuration will also need to be consider
as removal of the term Aprobl em
long established, and internationally used terminology.

==

Political neutrality Further clarity (an@xamples) on activity aspeethiere providers are require

expectations to adhe_re to the principles of political _neutrality and gpproa_ches fo_r h_ar
risky situations could enhance public health service deliveryhis is
considering some providersd dithat
they believed would bperceived as not being politically neutral

Overlaps in PGPH T Activities and expected outputs in the Purchase Units Descriptions of
Purchase Units PGPH services were somewhat similar.
Descriptions 1 Such overlaps had repessions on the reporting of activities a

consequently on the present evaluation concerning activity outputs.
analysis found that often a single activity was reported for more thar
purchase unit. Future evaluations of public health servicesiwegld to take
account of such overlaps, particularly if individual evaluations of the
PGPH services are required.

9 Overlaps also suggested a need for a greater level of plamhicigbuilds in
processes that ensure a greater level of efficiencymia &nd resource us
when delivering activities. While providers may have been doing this
matter of course, a proactive planning of activities that considers overlaj
increase efficiency.

Collaboration T Measurement of public health out

between PGPH an indicator. Such shared success was observed in the present evalu

service providers providers often collaborated with other PGPH service providers \
delivering public health activities

1 Such collaboration offered the advantage of publicly exhibiting a con
goal in the push for a problem gambling public health focus, and enabled
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geographical reach, joint organisation of events and sharing of knowled
resources.

1 To enablea greater level of cost effectiveness, purchase units coul
restructured to shift the focus to wider public health projects. Mul
providers could then jointly purchase the project contracts to deliver sel
in a collaborative manner. This woule particularly useful for national ar
regional type projects such as national awareness campaigns and n
policy advocacy.

Understanding and T In describing suass indicators for the five PGPH services, staff tende

use of success focus on one indicator catego(sctivity, output or outcom)e suggesting
indicators within a varying perceptions about the most important measures of service deliv
logical framework 1 To move towards a logic model framework fotigering services, provider.
of public health first need to have a clearer and consistent definition of success for
service delivery health services that is shared across the sector.

91 Providers could benefit from detailed logic models that identify the li
process of inputs, gotits, outcomes and impacts for specific activities w
identifying areas of overlap with other public health activiied intervention

services
Measurementof T Somepovi dersd proactive efforts i
outcomes of informal methods to make evaluative judgementsasrength that coulc
(evaluations of be further built upon. Eval uati
public health be compiled and collectivelgeveloped prior to being made available

evaluation templates that all providers could use.

1 At present, there is a lack of rigorous collection of public health outce
data. In their current state, the public healthrsbathly progress reports a
insufficient for evaluating longerm outcomes. This, in combination wéh
dearth of formal evaluations in the literature, means a lack of rese:
informed decisiormaking in the implementation of public health servic
There is a need for efficient netds for monitoring and evaluating Ministr
funded PGPH services in a way that could enable accumulation of eyic
linking service outputs with health and wellbeing outcomes. The folloy
could be considered:

0 Establishment of sets of input, outpotitcome and longerm impact
indicators through the development of detailed logic models. T
indicators could serve as measures of change.

0 Ongoing monitoring of outputs and documentation of stesrh outcomes
could be conductetb gather evidence orhanges or improvements th
takeplace immediately following public health activities. Such evidel
in turn, may serve as a baseline for gauging resultant leteger impacts.

o0 A more standardised format of progress reporting. Following a sit
concep to the CLIC database, a database for collecting public h
services data could be developed. Alternativaynmentgrom providers
could be collected using common online data collection software su
SurveyMonkey The col | ec bgressinamobre siructors
format would provide more reliable and readily analysable data.
collection of information using a standardised tool (as opposed
individual provider reports in
monitoring proces, and lessen the time required for collation of key tre
and progress across providers. Such a system would also provide
useful daéa for longerterm evaluations.

services)

6 Draft logic models for each public health activity are provided in the respective sections in Chapter 5 of this report.
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1 Introduction

As part of its strategy to prevent and minimise gambling harm, thestdirof Health(the Ministry)
funds problem gambling public health (primary prevent@mjintervention service(secondary and
tertiary prevention) in New Zealandl'he Ministry contracts qoviderswho deliver either intervention
senices or public health servicas well agproviderswho deliver both.Funding is essentially through
purchase of service6t er me d 06 p u fraanhtles Ministry,nfor tdelidejy to clients and
communities (Ministry of Health, 2010).

The Ministry funddive types ofntervention servicg (1)Helpline and Information Service@) Brief
Intervention Services(3) Full Intervention Services(4) Facilitation Servicesand (5)Follow-up
Services recognisinghe diverse situations and points of readinesshnge peoplevith gambling
problemsare at in their lives. Five types of public health services provide additional support for
communities: (1)Policy Development ad Implementation (2) Safe Gambling Environments

(3) Supportive Communitieg4) Aware Communities and (5) Effective Screening riwironments
Public health servicetske a preventative approach to reducing or minimising gambling harm through
awareness raising, policy development and implementation, and through health promotion.

As shown i Figurel, in addition to direct furidg support from the Ministryg National Coordination
Serviceprovides coordination support ahthtional Workforce Development Servigesvide training

and capacity buildindgor theseinterventon and public health servic€®linistry of Health,2008H.

Details of these services areailablei n t he Mi ni 2008hyntervdntiohl eevicetPhadtice (
Requirements Handboekn d t he Mi ni st rServiae Spetifieatidddacimarg. ( 201 0)

<« - - Funding Stream Ministry of Health

Reporting

<4— Feedback .

<—— Support & training CLIC Database Sixmonthly
Coordination support narrative reports

Workforce Workforce
.dgvelopmentc _ developmentg
Clinicalpsychosocial Primary prevention

(Intervention) . ) . (Public Health)
Intervention & Intervention Public Health

Public Health Services Services
Services

Figurel: Problem gambling intervention and primary prevention public health seriicew Zealand

The overarching objective difie presengvaluation and clinical audit was to ididy the effectiveness
of the abovéMinistry-fundedproblem gambling intervention and public healnviceqi.e.if providers
wereachievingwhat theywerecontractedo achievg. The focus of the project included elements of
cultural practice, service delivery and quality, data manageraedtservicaiser perspectivesThe
three individual aims of the project were to:

1. Conduct a process, impact and outca@waluation of problem gambling intervention services
2. Conduct a process, impact and outcome evaluation of problem gambling public health services
3. Conduct a clinical audit of problem gambling intervention services

The Ministry of Health contracted the Gambling and Addictions Research Centre, AUT University to
conduct the projectThe first two aims of the project involved secondary analysis of Ministry of Health
data over a thregear period for all funded interveon and public health service providers as well as

a more detailed evaluation of eight selected providers. This part of the project was conducted by the
Gambling and Addictions Research Centre. The third aim was achieved through the audit of eight
seleted intervention providers (the same providbetunderwent the detailed evaluation); this part of
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the project was conducted by KPM@o was commissioned to undertake this work by the Gambling
and Addictions Research Centre

Due to the quantity of datebtained for this projecthere are two supplementary reports to thjgort
thatdetail more fully what is described more briefly in this report

1 Supplementary Report No.-1Evaluations of Problem Gambling Intervention and Public
Health Services: A Revwieof Literature This supplementaryeport containgin overview of
problem gambling intervention and primary prevention public health services in New Zealand.
It is followed by a review of literature that focuses on previous evaluations of differegt type
of public health services that have been reported nationally and internationally. The final
section ofthereview provides a discussion on the methodological aspects and other relevant
findings that are of interest the presengvaluation.

1 Supplementy Report No. 2 Evaluation of Problem Gambling Public Health Services: An
analysis of ser vi ce . pThiosupp@reentaryepon provigleseas s I e [
summary of findings from a document analysis of existing public health activity data (sets of
six-monthly narrative reports submitted by 20 problem gambling public health service
providers to the Ministry of Health) between the period July 2010 and June 2013
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2 Evaluation Methodology and Audit Process

This chaptedetailstheprocesseandertakerno ensuresthical processes were followicthe collection
of data fromeight Ministry-selectedProblem Gambling Service Provide(kereinafter eightselected
providers) This is followed bydetails on wpstakento ensurea culturaly sensitive evalation
approachthe methodlogies used for the evaluaticemdfinally, the approachesised for theclinical

audit

2.1 Ethical considerations

The researchers submittagplicatiors for ethicalapproval to the AUT Ethics Committee (AUTEC)
prior to conductingheclinical audit, staffand clientsurveys, andstafffocus group interviegwith the

eight selected providersAUTEC is a human ethics committee accredited by the Health Research
Council.

Theapplicatiorsto AUTEC included H participant materialgi.e. information sheet and consent form)
anddata collectiormaterials (e.g. questionnaires, interview protocafdJTEC applied the following
principles in its decision making emsure a high level of research ethics

Key principles:

Informed and volutary consent

Respect for rights of privacy and confidentiality

Minimisation of risk

Truthfulness, including limitation of deception

Social and cultural sensitivity including commitment to the principles of the Treaty of
Waitangi/Te Tiriti O Waitangi

1 Resarch adequacy

1 Avoidance of conflict of interest

=A =4 =8 =8 =9

Other relevant principles:

1 Respect for vulnerability of some participants
1 Respect for property (including University propertylantellectual property rights)

Appendix 1 containAUTEC approvals for thelinical audit,surveysandfocus group interviews.

To ensure compliance with the above research ethics prindiptesesearchemnd auditordook the
following measures to protect the identityadfindividual participants angroblem gamblingervice
providers

1 The surveys did not requastspondent namgthe audit did not make records of information
thatcouldidentify clients

1 Codes allocated torovidersin presentation dfindings from the CLIC databageotecedtheir
identities

9 All qualitative survey data, focus groupterview notesand extracts frorp r o v ipagrass 0
reports underwent a ddentification process whermdividual hamespackground details,
organisation nameand location (which malgaveindirectly identifed service provides) were
removed.The deidentification process also included the removal of some ethnic specific terms
that mayhave inadvertentlyidentified problem gambling service provider Rewording of
responses and data merging (presenting collective sets ohsespprovidedybmore than one
respondent) waalso used as a method in theidentification process.

7 A joint letter from AUT and KPMG was sent to the eight providers on 11l 2pi4 informing them that their organisation was selected to
participate in the evaluation and audit.
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KPMG clinical auditors informed client participants about thaéght to decline answering questions or
withdrawing from interviews. AUT researchers formed all participants thatpartakingin the
evaluationwas voluntary and that they could withdraw at any time, prior to the completion of data
collection. Additionally, consultation meetingbetween the researchers ahé eight participating
providers included discussions on measures to ensure staff and client confidentiality and conformance
to ethical requirements.

A concern expressed during the consultation meetings, about being individually evaluated as a service,
wasaddressed.Providers were reassured that datauld be presented collectively, and that all data
would undego a deidentification processThe researchers clarifieda the aim of the evaluation was

not to compare or evaluate the performance dividual service providers, but rather poovide
evidence on the effectiveness and/or impact of problem gambliviges®in general.

2.2  Cultural sensitivity

Cultural safety, integrity and appropriateness were key considerations throdghaataluation
process. As noted above, among othelJTECO6 s ex pect at i o nesearaherensureh at al
high levet of social and cultural sensitivity the design and implementation of research and evaluation

work. The need for wlturally sensitiveapproache®ecomes especially importawhen researclor

evaluation is conducted withirommunities of diverse culture8(tler and Molidor, 1995:Tillman,

2008) As the present evaluation concerned a diverse range of commsecitysncluding European,

MU o Padfic and Asianpeople the researchers undertoskveral measures to ensure a culturally
respectful evaluation process.

First, the project establisheal Qultural Advisory Groupc o mpr i si ng Raocifipad AsianMUor i |,
representativesThe first consultation took pla@e the preliminary stages of the evaluation project

3 December 2013The Advisory Groupmade recommendations and provided adeitapproaching

and wor ki n @acificand Asiavdémwiceiproviders and clientgen carrying out auditsThey
alsoprovided advice on the design of evaluation tools to ensure that theverelsulturally sensitive

and itemsveremeaningful and appropriaterfall potential participants.

The researchers presenthdCultural Advisoy Groupwith drafts of theclientandstaff questionnaire

prior to the second meeting ahil April 2014. Discussionfocused on questionnaire wording and
appropriateness @farticular terms;dr instancethatth e t e r m fincagnotrbs fanhiliardorho

clients. In some cultures, counselling received could be seen as simply receiving help or sheport;

need forabroader definitiowas identified. The AdvisoryGroupalso recommended tisémplification

of othertechnical andlinical terms used ithe dient questionnaire Another pointconcernedultural

differencesn the concept of timeFor somelients,sa 6 b r i e f 6may notheeessaridpe sinilar n

to the definition withint h e  Mi gervied spegifications As aresult, Brief Interventionswere
referredloas At he very first ¢ ongamblirggauppond service avdiddtalls s o me
concening time frames were removed from the client questionnaire.

The final meeting with th€ultural Advisory Groupon 5 December 201#as to obtaircommenton
keyfindingsof the evaluatiopparticularlythose concerning cultural aspecitheirdiscussionncluded
possible reasts behind some observationgy points toconsider in interpreting the data, and
recommendations in response to some culteleagted findings.

As a second step, to establighanaungatangareciprocal relationshipyith providersthe researchers

ensured a consultative research proges®gnsingthatin addition todevelopinga shareakvaluation

purposetohu (advicerecommendatioandguidancé offered by providers enables researchers to gain

a clearer wunder st andi n thecontext pftheiseivideeanddiehts pghesiss pec i \
instrumental for evaluation design and implementatibne researche invited five service providers

(selected by the Ministry) to comment on drafts of the staff and client sut@egslientrepresentative

was also included in this consultatipnocess(an initiative undertaken by one of the providers)
Commentssoughtfrom providersincluded the cultural appropriateness of the instruments within the

context of theirstaff andclient base Providers identified the need for simplanguagethe removal

of technicalterms,changes to rating scalemmdshorteninghe client questionnaire.Considering that
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ficouns el hot amgppropnateterm for some cultees and not used in some ethapecific

services, service providers were simply referred toas gambling support servicem the client
questionnairePr ovi der s6 feedbackthkesbelrmdiippopobhemr gamb
client questionnairamongsibther changesThe researchers semvised drafts back to the provider

for final commentprior to finalising the questionnaires.

Mindful of thevalueof kanohi ki te kanoh{faceto-face)contact, as a third steprior to conducting
the surveys, the eight selected providers were offereddaeee consultation meetings discuss their
participation and role in the evaluatfoensuringopen, supportiveand constructive conversations
betweenthe researchers and providersor two providers, who declined fateface meetings,
consultation was carried out throutgihephore and email conversationBiscussions included logistics
around how to conduct the evaluation to maximise participation of staff as well as culturally respectful
methods for client recruitment and participation. Tésponsdérom some providers about the cultural
appropriateness of fage-face interviews rather than surveys and the need for evaluasivaments
in multiple languages was acknowledgethe researchemcknowledged that the exclusionsaime
clients becausef language limitations would mean that the surveyuld be based on a nen
representative sample of Englispeaking clients.

As a fourth step, the evaluation process also dretikangaM U o valuesfor welcoming and hosting
participants. The focus gup interviews garted and ended with a karakgayer)undertaken bU o r i
andPacificparticipants All participants were offered hospitality, through appropriate (gitgetings)
and the sharing of k@food). Participants were also offered a kdivathe form of a petrol voucherr)
appreciation of their time and sharing of informatidvianaakitanggwellbeing)was ensured by the
research team through these processes

In general, the evaluation benefitted from ong@ngagenentwith the Ministry ofHealth,the Cultural
Advisory Groupandthe eightselected providetto establish a cleashared understanding of the goals,
objectives, activities and outcomes of the intervention and public health senfidditionally, the
consultativeprocess witlthese stakeholder groups leassuréd a clear understanding tfeir interests
and expectations

2.3  Mixed-method evaluation approach guided bya logical framework

The overarching objective of tiprojectwas to identify the effectiveness of Ministiyndedproblem
gambling intervention and public health servi¢es. if providers wereadelivering expected services
and achievingntended objectivgs To meet this objective, the evaluation used a structured and
systematic approach to gather, analyse and reladat to support effectivdecisionmaking andto
inform service development and improvement

When considering methodologies for problem gambling treatment outcomes, Blaszczynski (2005)
argued that weltlesigned randomised controlled trials using validated outcome measures are required
to assess lonterm outcomes. Howevean initial literature eviewfor this projectfoundthatnot all
evaluationsin related fieldsemployed controlled experimental designs. This is understandable
considering the practicability of this method in real world settiri§gen s¢ many ofthe evaluations
reviewedusedpre-treatment and pogteatment data to measure impacts and outcomes of a programme,
often using a broad range of instruments to measure multiple outcomes.

Compared to evaluations of specific interventiaetailed in Chaptet), there § a paucityn evaluation
literature onnational or state level multimodal gambling treatment programmes and serViteise
are evenfewer published evaluations gmoblemgamblingpublic health programmes and services.
Neverthelessa numberof state levelevaluationsfrom the United StatesBérnhard, Abarbanel,
Crossman, Kalin& St. John, 2009 Shaffer, LaBrie, LaPlante, Kidman, & Dona®005;Stinchfield

& Winters, 20Q; Stinchfield Winters, & Dittel,2008 anda few nationabnd statdevel evaluations

8 Prior to this, the research team had presented a summary of the evaluation objectives and responded to providers isianQ/A ses
Provider Briefng (28th March 2014) that was open to all problem gambling service providers.
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from Australia werenoted(Australian Goernment Productivity CommissioB01Q Evolving Ways,
2005 Thomas & Jacksor2003; Victorian Responsible Gambling Foundati@®12. Thesebroad
scope evaluations of state/government fundedrtrent programmes and servitesded to usa rang

of evaluation approachesincluding experimental methodéising gambling screens and client
satisfaction scal¢sandlongitudinal evaluions. They were often informed by reviews of relevant
literature andusedarangeof data collectiormethodsand data sources such egent, significant other,
andtreatmenstaff questionnairesnalysis of clientlatabasesnalysis of counsellingervices datan
problem gambling severity (DSIW) ; computerassisted telephone intervietesgainquantitative and
gqualitative dataoc | i ent s & ex pecl e safevaldatonh of ther owniingewements
and recidivism;retrospective cliet surve, prospective client surveyone-on-one interviewswith
clinicians smallgroupbased discussions with personrielerviewswith service usefsand inclusion

of openended questionr collection ofimportantdetails that cannot be capturedhwguantitative
data alone.

Considering the abovehe present evaluatioemployed a mixed-methods approachThe use of a
mixed-method approach is gmropriate in this context as ifurposeis to provide support for the
improvement of programmes as they develop, and assess their effectiveness at appropriate times
(Stufflebeam, 1999 Mixed-method approa@semploy both quantitative and qualitative methoms

gain Aidependable feedback on ade range of questions a degth df undestanding of particular

p r o g r(Stufileb@am, 1999, p. 28kvaluators usgquantitative methods fdarger data sets to ensure
standardised anekplicable findings Qualitative methodsare used to gain claritgn, among others, a
Aiprogr ambs ¢, isluriderlyire forcasameargirefipdtterns andthemes devi ant cases
the diverseaffectson individualsandgroup s  ( p .By @sihg hoth qudéintitative and qualitative
methods, the evaluator secures cidsscks on different subsets of findings and theresiyls greater
stakeholder confidence in the overall findiags. 28; an approachlsoreferred to asnethodological
triangulation(Jack & Raturi, 2006Mathison, 1988in the literature

In the analysis and reportiggocessitrianguation is used to compare and contrast findings from the
various data sourcesbtained using the multiple methodologies greater level otonfidence in the
findings is offered vhen a particulapbservationis evidencedhroughmore than one data source
However different data sourcelatshow conflicting findingsnay mean differing perceptions, lack of
consistencyr lack ofclarity, whichin turn mayhighlight areas that require improvement.

While it was acknowledged that the effectiveness of individual gambling treatment services and
interventions are best ascertained through rigorously conducted effectiveness studies (randomised
controled trials) (Westphal & Abbott, 2006), an evaluatitat includesprocesss outcoms, and

impacs of servicesoffers indicationsof optimal approacheand identifies successful strategies and

areas for improvement (Bellringet al, 2009, p. 5). Furthemore, the inclusion of public health
services in the present evaluation necessitated the inclusion-ekperimental evaluation methods.

This evaluation was based on a logical framework of service deliv®art of the rationaldor

evaluating servies is to ensure th#éteyare doing what they intend to, sarvicesdo things to realise

a goal, use a plan and apply techniques as part of a process in a chain of acéivitigsc a u s a | cha
(White, 2009), or what is sometimes called a &I ¢
(Curnan, LaCava, Sharpsteen, Lelle, & Reece, 2004). The noodel is the theory behind how an
intervention will worki.e.thelogicued t o expl ain the model from the
and activities,toitend whi ch i s the interventionds i mpact o]
based evaluation clarifies the questions, indicators and assumed linkages betdemmong, the

elements of a programme that should be central to the evaluation (Stufflebeam, 1999).

The evaluation also considerexkternal factorghat affectedservice delivery. Delivery of services

within the public arena may be subjecetdernal fatorsand contextshatare not within theontrolof
service providers. ARThe real time and context

i ssuleassve t he potential t o i &PHillipse2018,p.58).hTeeretore,t ¢ 0 me s
an important aspect of service evaluation includes

€ the identification and description of key contextual factors extéorthle program and not under
its control that could influence its success either positively or negatiktésyimportant to examine
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the external conditions under which a program is implemented and how those conditions affect
outcomes. Thi s explanation helps clarify the program i
performance expectations are @dtLaughlin& Jordan, 1999, p. 66).

Acknowledgement of external factors suggests a service model that is open to modifications and
responsive to the dynamics and changeability of environmental contexts. Identification of external
influences may also inform areas for improvement in serviceveslgl Documenting external
influences such as fAthe social, physical, pol it
outcomes helps to i mprove the program planning p
and collaborators, evahtion measures that can accurately reflect outcomes, and oudeoameput

needed to addresise issues at hand (McCawley, 2002, p. A)lditionally, identification of external

factors in the present evaluation may also inform the developmenuoé &valuatiors that include a

plausibility assessment, which provides a higher level of assurance that observed ehamngésct a

result of theservices deliveredhy rulingout external factorthat may have caused the observed changes
(Habicht, Victora &vaughan,1999).

In brief, the presergvaluatioremployed a mixednethod approach amweas largely guided by a logical
frameworkwhich captured the key inpusd processesoutputs, and outcomes impacts Service
inputs were evaluatl in terms of how thegffected or translated tooutputs. Service outputs were
evaluated in terms of how effectivedynd/or theextentto whichMinistry-recommended activitiesere
carried out. Service outcomes were based on the extent to which¢hesies resulted in the intended
changes, improvements or impact$e evaluation examined servicdidery relative to the Ministr§ s
objectives and expectations and compared sertaciegernational best practicd he evaluation also
documented paible external factors that can influence service outcowesgs to improve services by
identifying areas that are working welhdareas where improvement may be beneficial

The evaluation process comprisét)) a review of literature to inform the degpment of evaluation

methods and to identify best practice for each intervention and public health service; (2) a document
anal ysi s pmdgregseparts; (3dsarvegsdf staff, clients and allied agencies of eight Ministry

selected providers; (4) focus group discussion with staff of the eight selected providers; and (5) an
analysis of the Ministryodsda@basefhe followimgfsubseatians i on Cc
detail the methods used for each of thesguationcomponents.

2.3.1 Literature review

The objective ofheliteraturereview was to provide a summary of relevant information that can inform
the current work by drawing fromationally and internationally reportegtaluations of gambling harm
minimisation services More speifically the literature revievintended to inform decision making
aroundthe methodologysed for the present evaluatiandto inform development of best practice
each intervention and public health serna¢énterest to the Ministry Additionally, the intent wasto
enable acomparison ofNew Zealand services to international best practiags providing an extra
layer to theoverallevaluation.

To achieve this objectivehe researchers reviewedadlable national and international literature
including peereviewed journal articles and reviews (from both subscrigiased and opeaccess
journalg, book chapters and government research repdriterature was compiled using several
electronic databaseEBSCO Megafile ProQuesiCentral and Wb of Science)the AUT University
library catalogueand the search engin@oogle, using multiple combinationsk#y words and search
terms as shown irfrigure 2below. The search was conducted between 1 August and 11 November
2013.
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Thesecond step was a focused search on evaluagpogedn the following primary journals related

“evaluation of”
“effectiveness of”

“impact of”

“impact assessment”

“clinical audits”

“process evaluation”
“outcome evaluation”

“impact evaluation”

“problem gambling"

“responsible
gambling”

“gambling-related
problems”

“gambling harm
minimisation”
“gambling harm
reduction”

“drugs”
“alcohol”

“smoking”

“helpline”
“intervention”

“treatment programmes”

“interventions strategies”

“treatment services”
“counselling services”
“facilitation services”
“follow-up services”
“workplace policy”
“organisational policy”
“company policy”
“safe gambling”
“social responsibility”
“low-risk gambling”

“responsible gambling”

“community engagement”

“community education”

“awareness campaigns”

“social marketing campaigns”

“promotion programmes”

“education campaigns”

“effective screening”

“early identification”

“early detection”

“referral processes”

“relapse prevention”

“motivation support”

Figure2: Keywords, phrases and subject categories used in the search process

to gambling: International Gambling Studieslournal of Gambling Iases Journal of Gambling
Studies Asian Journal of Gambling Issues and Public Healtid International Journal of Mental
Health and Addiction While the focus was on sources that directly related to problem gambling,

selected articles on equivalent areas such as alcdhay, and tobaccaouse were also included.
Additional to evaluation literature, this review also includes highlights selecte@mpirical papers

that were highly relevant to the discussions around the respective intervention or public health service
and that were regarded to be useful for the current evaluation.

To ensure that the literature review was relevant to contemporegfysand capturethe most recent
developmentsarticles publishethetween 2002 and 28vereprioritised. However, an exception was

made for highly informative literature that directly related to evaluatiorproblem gambling
interventionsand literatue on methodology.

The most relevant findings frotheliteraturearesummarised under the respective sections that relate
to the different intervention and public health services in Chagptand5. A synthesiof the literature
on methodology has been included in {preamble to thisection. Fuller details are availalfea

supplementary reporiSupplementary Report Nb.- Evaluations of Problem Gambling Interventions

and Public Health Service# Review of Literatune

2.3.2 Document analysigsix-monthly public health progressreports)

fiDocument analys@s- an organised process @viewing andevaluating sets afelevantdocuments
wasused in combination with other methadshis evaluation, offering means of triangulatiasf data
sources (Bowen, 2009 he documents selected for this evaluation weteafesixmonthly narrative
reports(i.e. progress reportsubmitted to the Ministry by 20 problem gambling public health (PGPH)
service providers between July 2010 and June 2018se amounted to over 100 reports ranging
between 12 and 100 pages inddn Despite some limitations discussed below, thEsgresgeports
were a rich source of data that formed a key component of this evaluationep®his offered

1.
2.

Background information, historical insighaadthe context withirwhich providersoperated

Historical datahatinformedthe development adssential evaluatioguestiondo be included

in the surveyand focus group interview
Supplementary datah i ¢ h

A way tracking chdnge and development o v e r

reported on specific projects and activities

AA way
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Although an evaluative approach based on provideosk plans was proposed paeliminary review
of the reports found that providers did not have a clear or consisterdfwapmitting annual work
plans together with theprogresseports(see SectioB.10for details) The lack of a logicaime order
in work plan submissiomeant that an evaluative approachdubsn the work plans waither reliable
nor feasible. Instead the evaluative approachsed here wabasedon the extent to which providers
delivered activities and followed processes as detailed in Rathase Unit Descriptiooffering a
preliminary indication bthe degreef provider® ¢ o mpahdith@insaceessasachieving intended
outcomes.

Bowerd €009)recommended ntieod for document analysiarf integration othematic analysiand
content analysis) was usetihe thematic analysis component ukede wasimilar to the process used

for analysing other types of qualitative datee documentwereread and reead by the researclsdo
identify relevant themesThemes wer@entified based otheir relevancedo objectivesactivitiesand
processes detaddy the Ministry in each specififeurchase Unit Descriptiorm he coding and category
construction processascarried oufargely using a deductive approach (also referred to as theoretical
thematic analysis) as the evaluation was concerned with fiktewdata with specific evaluation aspects.

The analysis process involved readsgjected sections of the reportee( overall narrative report
sections, th&urchase Wit specific sections anelevantactivities reported ithe work plan templaje
andidentifying input, outputand outcome aspects that matckteelPurchase Unit Descriptisn The
analysisalso focused on identifying the range of activities carried ¢, range of stakeholders
engaged, procemles used, successes reported in the foroutmomes or indicatoras well adarriers
and challenges.

Althoughthe quantitative content analysis method used to identify frequency of themes across the data

set (i.etotal number oproviderscontracted to deliver a particular PGPH seryvioayindicatetheme

prevalence and thus (presumabiyportancethis is not the intention of the useanfuntsin the present
reportgiven the limitationsof this data set as detailed in Section 2.3 the present analysist h e
O6keynessd o fnecessatiyhdeperedenioa 0 b & me 6 sfibuf ratleeigon whetbey it
captures something i mpor t ané& Clarke 2006 p83)tevalnationt o t he
guestion.

In the present reportek findingsfrom the document analysisat were ofelevance to general areas

of inputsand operational processes were integrated with other data sources in Ghhptss directly

related to the five Public HahlServices are presented in the respectivessahions in Chaptd. The

full range of findings from the analysis pofr o vi d e r geport whichh inadudesppropriate

extracts fromservicepr ovi der s & r e pasupplamentarysepsBidplernentaryeRepod s
No.2-Eval uation of Problem Gambling Public Health
progress reporfs The supplementary refialso provides further details regarding the limitations of

this component of the evaluation.

2.3.3 Surveys (Staff, Clientsand Allied Agencieg

This component of the evaluatidnvolved eight MinistryselectedProblem Gambling Service
Providers The eightproviders represented varying geographical aragsatand rural areasand
included both general service providgrational providersind ethniespecific service providers
f ocusi n gPagifitanMAk@mm dlient groups.

Questionnairedevelopment

Considering thevalue of providinga more distinctive evaluation for the four typafsintervention
services Brief InterventionsFull Interventions Facilitation Servicesand Follow-up Servicesand to
enable comparisoof findings betweemifferent infamant groupsthestaff, client,and allied services
guestionnaireused in thesarlier2009 and 2010 evaluatiomgerereconstructegretainingor adapting
some general itemsThese changes did not remove #Huvantage of information continuity the
ability to makerelevantcomparisons across time, thg key aspects from thpreviousevaluationwvere
retained
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In the Staff Questionnaire, questions relating to intervention services were based primarily on the
Purchase Unit Descriptigrand findigs from the previous evaluationgn additional section on the
five public health services was included in theisedstaff questionnaireQuestions relating to public
health servicewere basedn the respectivBurchase Unit Descriptismndfindingsfrom a document
analysis op r o v iraparts (sedcribeith subsectior?.3.2.

The Client Questionnaire wasreconstructed, with separate sectitmenable an assessment of their
experience ofthe four types of intervention services, additibto other aspects suchs general
background information, primary gamblingpdeandsatisfactiorwith services.

The allied services questionnaire (ternf@@lipport Services Qiestionnaired) was redesignedo

contain sparate sections on working relationshipscilitation Servicesactivities and processes

outcomes for clientsand outcomes for the alliexkrvices Providersuppliedlists of allied services
comprisedhree categories of organisation types: (Iause community support serviaghich were

part of the same wider organisation as thebf@m gambling service providdR) external community

support services such as community laentres and budgeting servicesd (3) casinoshotels,

restaurants and bars (ilusinesses that prije gambling services which may have necessitated
Facilitation Serviceshat supported selxclusion¥. Considering the three distinct categories of allied

services a category identifier question wdlembacl|l uded
generic term fAallied organisationsod i s used in t
when it includes both gambling venues and allied health and social community support services.

All three questionnaires were seghiuctured containing both closk and operended questions
enabling the collection of guantitative and que
speci fy)o opt i osmofcategariesifoiicsvinguchhamdestiomsackhawledginghat the

idertified categories were not exhaustive, gmmbviding spaceo capture any new or alternative
perspectives thatspondentmay havenad

As detailed inSection2.2, the questionnairglevelopmentincluded consultatiorwith a Cultural
Advisory Group and fiveMinistry-selected pviders.

The questionnaires were available onijm@ SurveyMonkey) and in hard copfAppendix 2) While
clients were provided the option of completing the surerlne, on paper ovia telephone, staff
respondents were encouraged to use the online for8taff of allied organisationsvereinvited to
complete the survey onlineith hard copies wer posted out on request.

Participant recruitment(non-probability sampling)

The gaff surveywasbased on aan-probability samplef eightprovidersselected by the Ministry of
Health. Client and alliecservicesamples were obtained througbnveniencesampling managersind
staff of theeight providers assisted in the recruitmaitlients; six providers assisted in the recruitment
of alliedservices Considering the smaflample of eighproviders all survey results in this repaate
indicativeandshould be interpreted with caution

The researchers consulted with the eight proviggos to participant recruitmentSee Sectio.2for
details) Faceto-face consultation was carriedit with six of the providers(16-26 May 2014) with

the otherntwo, this wasdonevia telephoneand email. Following theconsultatiormedings, providers

were senta brief summary of the discussions in the form ofhecklistcontainingdetails ofthe
assistance needdwy the researchelia recruiting staff,clients and alliedserviceparticipants All
providerswere suppliedvith prepaidsel-addressed enlgpes to be given to participatictients. The
researcheralsoemailed thesurvey web links tdhe services énanages to be forwardedto all staff
members and clients who might prefer this optiBrovides were asked tencouragehte participation

of all staff members ancbcruit a selection of clients that best represented their client base in terms of
gender and ethnicity.

Six of the eight srvice providersvho offeredFacilitation Servicesvere contactedgainin early June
2014; theywere askedo send througlists of alliedserviceshey had worked witlincludingnames
and email addresses amdividual staff who haddealt withtheir Facilitation Serviceslients. The
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researcher also requested thaividerslet theindividual know thatthey would be forwarding his/her
contact detail$so AUT researchesfor the purpose cdnevaluation.

As mentioned in theubsection aboveproviders supplied the researchers with lists of allievices
consisting of three categed of organisationtype§. he i ni ti al |l i sts suggested
maintaining a clear record of individuals they had contactedrdailitation Services Changes in
staffing withinapr ovi der 6 s t e a mseeainedneamt futhbridificulties ia mantaininge d
up-to-date contact details. In sormasesyesearchers carried out online searches and made multiple
telephone calls to obtain missing details such as appropriate individual names and contact details.
Researchers were urla to contactkome servicesn the listdecause ahaccurateontacinformation

The researchers contacted as many individuals as possible from the list, to timiéomabout the
evaluation and encourage participation. This process of communicétoindwiduals in the original

list of allied servicesfound that in some cases the referral was the other way around, avtedlied
servicehad referred their clients @problem gambling treatment provider. These individuals were
removed from the list. In other cases, althoaplovider cited individual names, the allied organisation
contact persordid not recollectthe provider orfifacilitated clients. Suchindividuals were also
removed from the listinvitationsto participate in the evaluatiamere sent to individuals infanal list

of 77 allied organisatia A few declined participation and a small number contacted the researchers
explaining why they were unbibto answer the questions as they had not experienced or did not recall
aFacilitation Service

Respondents

Of 64 staff survey respondenty a majority (82%) completed the survey onlinkl (17%) completed
the survey on papeiThe 64 staffespondentsepresented the four service typessdescribedy the
Ministry: De d i c at e drvichl DenlicatedP&cific Servicg Dedicated Asian &viceand General
Service (Ministry of Health,20080. Staff respondents includethianagers, eyvice staff and support
staff (Tablel); almost halheldmultiple roles. Other roles mentioned includ&ebluntee r,fot el ephone

folow-up supmpaudfidbaci | itator/ assessoro and fAmedia wo
Tablel: Breakdown of stafurveyrespondents according to role
Number of
respondentqn)
Counsellor LClinician 45
Public Health promoter 26
Manager / Director /| CEO 11
Administrator 14
Helpline/Hotline operator 10
Support staff (e.g. IT, Finance) 6
Student placement 6
Other 14

Thestaffsamplén=6 4) r epresented diverse et hni cPkatifices wi t'l
22% as Asian and 30% as Europe&emale employees (64%xceeded males (34%in number.

9|t was not possible to calculate a response rate for this informant group. The researchers obtained a rough estinnatesvfahemployees
within each of the eight org@sations, which totalled up to 59. The number of responses received was higher than this expected number.
10 Four respondents selected two categories for this questidiis dliestion may have been subject to staff perceptions about their
organi satvboéstype and may not necessarily fit in with the Minis
consultation phase suggested that some etfedicated services also viewed themselves as a general service because of theirtopenness
all clients regardless of ethnicity.
11 The percentage calculations here include one respondent (2%, n=64) who declined to answer.
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The client survey generated 148 respotises majority of client respondents(85%) completed the
survey on papert8 (12%) completedt online,andfour (3%)optedto provide answerBy telephone.
Clientswere of diverse ethnicitigswith 47% identifying asM U o, 24% European, 16% Asizand
14% Pacific There wasa slightly higherpercentageof female clients(59%) than males(41%).
Seventytwo percentreportedthat they were New Zealand borAmong those born in New Zealand,
29 specified thenumber of yearived in NewZealand, whiclrangedbetween 2 and?2 years (with a
median of 20 years)Clientsrepresented diverse age rangd8-30 yearq20%), 31-50 yearq43%),
51+ years(35%). Client respondents were different stages of their treatment, with some still
undergoing treatmetitand othersegonding as former clients, peseatment.

This clientsamplespecifieda range of gambling/pes that had led theto seek help Similar tothe
2009 evaluationthe most frequentlindicatedgambling typeamong clients in the present evaluation
waselectronic gaming machinéBigure3).

Cards (Not at Casinojill 6
Casino Table GameSll 19
Casino electronic gaming machines or pokiESHIN 31
Club electronic gaming machines or pokiéSHEEEEN 21
Pub electronic gaming machines or pokiéSHINe 87

Electronic Table Games 1
Housie (Bingo) M 6
Instant Kiwi (or Scratchies) il 16
Keno I 6
Lotto N 17
Sports Betting lll 6
Track [l 7
Overseas gambling activitiedl 2
Other gambling in New Zealandll 4
Number of respondents (n)

Figure3: Main gambling types that had lgrrticipatingclients to seek hel§
Just over half§5%) of theallied organisationsnvited to participate respond@dOf 42 allied

organisationrespondents 14 (33%) werdrom within the same vder organisation as the problem
gambling service providdim-house community support servicdjespondents from this group
included case workers asdcial workers as well as directors and managgéeventeeifd1%)were
from external community support serviceSmong roles mentioned by respondents fthimgroup
werecounsellor, clinician, case manager, community nurse, budget advisor, social Vemik&tor,
and managerEleven(26%)werefrom private businessdgsashos, hotelsrestaurants and bars
designationsnentionedncluded host responsibility executivdyty managerclub manageand
owner. Over half(55%) of alied organisatiomespondents had worked in their orgatig#s for over
five years17% betweerhree and four yeard 7% between one and two yeasd 12% for lesshén
a year. Their organisatienffered a range of servicaeslistedin Table2.

12 Although the initial recruitment generated 158 responses, ten respondengg(niolers and those below the age ofw8&)e excluded. It
was not possible to calculate a response rate for clients as recruitment was carried out solely by providers.

13144 clients responded to the question on ethnicity. They selected a diverse range of ethnicities listed in the geiestibriraindicating
multi-ethnicity. For the purpose of analysis, their responses weesl into the four key ethnic groups. Fourteen who had selected both
European and MUori were included in the MUori category.

14| ess than one month (12%); mohan one month but less than three months (19%); more than three months (30%).

15 Recently stopped contacting the service and agreed to fafiowontact (16%); recently stopped contacting the service and did not agree to
follow-up contact (3%); previous client with no further contact with the service (21%).

16 percentages are not prded considering the variations in how clients responded to this question. Although the majority of clients (n=106)
selected only one type of gambling as instructed in the questionnaire, over a quarter (n=42) selected more than emeltipe 6bggig
from 2 to 12 different types of gambling).

17 Invitations were sent out to 77 individuals; 42 responded.
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Table2: Services offered bparticipating Allied Organisations

In-house External
Types of Services Provided Community Community Bu;ineses
Support Support (casinos, pubs,
Servicgn) Servicgn) hotels,bars) (n)

Assistance witladdictions other than gambling (e.g.

. 8 5 2
drugs, alcohol, smoking)
Budgeting advice / Financial Advice and Support 10 8 1
Employment assistance 4 3 1
Gambling venue exclusions (e.g. exclusion £ self 3 0 9
exclusion orders)
Housing assistance / Housiagd accommodation 9 3 1
Legal assistance / Legal advice 0 2 0
Life skills programme 10 3 1
Mental health support 4 8 1
Physical health support 3 2 1
Police and victim support 3 2 1
Relationship counselling 6 4 0
Selfhelp / support group 4 3 0
WINZ assistance 6 4 1

Other types of services specifidsy in-house support service respondemsluded parenting
progammes,immigration advocacy, spiritual activatioispecial supports foM U o and welfare
supportssuch as dod banks External support service respondentsentionedfamily violence
counseling chil d safety support, asethefascasefservicpsp or t

Data analysis

All online datacombined withpaperbaseddata(manually entered\vere exported into Eel and
SPSSIBM SPSS Statistics pfor analysis Relevanresponsewerecategorisedanore specificallyfor
comparative purposes to determine possible cultural or service provider diffe(eacémsed on

service type).

Qualitative surveyresponses were analysed using a thenaatadysiswhere themes were identified
largely in a deductive manneAdditionally, thecounting of coded theméby number of individuals
enabled amaccount of thgrevalencef pointsthatrespondentmade Thepurpose of counts here was

to generate clearer meaningibgntifying patterns in the data.

Pattern recognition implies seeing sometiongr and over again in one case or acrasslection
of cases.Finding that &ew, some or manyparticipants showed certain pattern, dhat a pattern
was common themati¢ or unusualin a group of participants, implies somethiagout the

frequency, typicality, or even intensity an event$andelowski2001,p. 231)

While counting is often an unconsciopsocess ira purely qualitative analysis, the method employed
here offers a greater degreeassurance, asreduces the validity risks often associated with qualitative
analysis such asver or underweightingf dataas a result of researchérs p r etomsbiasesor
beliefs (Sandelowski 2001) Mindful of the limitations ofquantifying qualitative datédHannah&
Lautsch 2011) andthe drawbacks of overounting(Sandelowski2001) in the present report exact
numbers are detailed wheappropriatewhilst in other instancesjerbal countgi.e. implied numbers
suchasiia f ewo were useiitonensure that the focus remainedmaviding awell-rounded

interpretation of the data.

and

An overall comparative analysis was also employed to compare and contrast responses between

different individuals, between groups and with othéadaurces.

2.3.4 Focus Grouplnterviews

Development ofocus group interview guide

Two focus group interview guides werevdped forintervention and public dalth services. The
topicsfocused on drawing further insights frorthe eight selectegroviders on key areas thaere
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highlightedin the staff, client and allied organisati@urveys, the 2009 and 201€valuatiors, findings
from a preliminary analysis of the CLIC datahas® the document analysis of providesig-monthly
repors. Additional to seekingdetails and clarificationand suggestions for change mnprovement
from participants the researchers also invitgghrticipans to raise any unaddressed issues. The
interview guidesisedareprovided in Appendix 3.

Participant recruitment

During the consultation meetings with the eight providers2@6/ay 2014) he researchers informed
managers and other staff presabbut the upcoming focus groepmponent of the evaluatiorOn

17 July 2014,managers of the eigptovider organisations/ere sent an invitation to participate in the
focus goup. The researchers requested that the itigitebemade openo all staff Researchers also
asked thamanagers inforrstaff that theycouldcontacthe researchedirectlyfor further details about
thefocus group interview or to discuss theirtgapation. Two focus groups were held for intention
service staff and one group for public health staff.

Considering oftertited recommendatiaon group size irfocus group methodology literatuyréhe
number of participants was limited adouteight individuals per groupA mix of both managers and
staff participantsvas encouragedSix out of the eight organisations participating in the focus groups
were represgted by both managers and staffo were represented by nagrers and team leaders alone.
The final numbes of participants arg@rovided inTable3.

Table3: Focuggroup interview dates and number of participants

Number of
participants (n)
Intervention Focus Group 1 (14 August 201 8
Public HealthFocus Group (14 August 2014 8
Intervention Focus Group 2 (21 August 201 9

Group moderation

A senior research@noderated the focus groups ensuring a relatimébrmal and friendly environment
conducive todiscussion All participantsseemedat ease irdiscussingtheir thoughts and opinions
despite somanitial worries aboutisksassociateavith such open sharing of information

The groups were facilitatexith the assistance of a second researcher who added probe quesémns
appropriateand handled the awmrecordingthetime keepng and administrative aspects.

The senior researcher ensured maximum participation by asking others to provide views and opinions
following prolongedindividual responses to questions. While the reseaschiened to keep the
discussion focusedome divergence wamavoidable The moderator managed this as far as possible

and in theanalysis,only items of relevance to the present evaluation were retaindgresented in
appropriate sections of the report.

Data analysis

All focus groupsvereaudiorecorded A researcher transcribed the majodfitherecordings verbatim
However,where appropriateprolonged responses were summarised, retaining only key pdints
relevance to the evaluationResponses provided by csmdlanguage speakers wesdmetimes
rephrased to capture tineneaning more clearlyA second researchéstened to the recordingmd
checked the transcriptand summariesor accuracy The transcripts wergéhen emailed to all
participants for reviewwhere they wergiven the opportunity to withdraw their comments or correct
anyinaccuracies

Two participants withdrew specific statements theyd made, while a few others made minor
corrections to thie comments. The finalisedtranscripts and respse summaries were then analysed
using adeductivethematicanalysisapproactsimilar to theanalysis ofqualitative datdrom surveys
(describedn subsection2.3.3.
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2.3.5 CLIC Database Analysis

Access to relevant portions of the national database (CLIC) was prdyidieel Ministryto the research
team for all clients (existing and new) betwdeduly 2010 and 30 June 2013.

The key information obtained from thlatabase analyses included:

9 Identification of baseline informatiorincluding typical provider and client patterns and
presentations

1 Identificationof referral (orFacilitation) pathwaysboth into and out of problem gambling services

1 Documentingscreeningadministratiorand other dataglata recording or other issues of accuracy or
completeness evident in the data

1 Examination of services based olient characteristics, outcome characteristicamy patterns
evident in the datée.g.patterns of premntation, length of episodes

Summarystatistics were developed for:

9 Total number ofclients accessinga service(at least one Brief, Full, Facilitation or Folleup
sessiongach montlgfor all providers)

1 Total number of clients accessing a servicédngaar(for each service providéy)

1 Total rumber of new clients by morith

T Clientsd demogr ap h(age gendefenrmajorsethréc gobupgp and geegraphgal
location using local territorial authority of residence) both nationally and by semgeiler

1 Number of sessions, types of sessions and treatment outcome within the timefnalgn2010 to
30 June 203, noting theMinistry6 preferred treatment pathways

B - up tothreebrief sessions

F - up toeightfull or facilitation sessions

BF - combination of B and F above

BFU - BF asaboveand up tdour follow-up sessions
o0 FU-Fasaboveand up tdour follow-up sessions

Pathway into the service provider

Referral pathway from the service provider

Assessment scores and any changes in scoreg@atnent processhere repeated measures were

available.

O O o0 oo

= =4 =9

Where possiblethese data were examined (overall andplgvider- noting that thdow number of

recorded screen scotemeart samples wereften small and presumably unrepresentative) across the

three years to assess any changes in presentations, outcomes, data collection and reporting. These were
considered in the context of information from other aspects of the evaluation (narrativis repor
documenting public health activities, staff and client surveys, and staff focus groups). Some aspects of
these data were discussed further in staff focus groups and withiitineal Advisory Goup.

2.3.6 Limitations

Findings and evaluative judgments throaghthis report should be treated as indicative rather than
definitive asa number of factors includintgpe natureand qualityof the datayecruitment methods,

18 These are the total number of clients for those respective months only, i.e. a client who accessed a service morethgradivdar
month is counted as just one client for that month; the same client accessing the service in a subsequen¢-acaathnited for in the
totals for that month. Therefore, these data cannot be used to estimate number of clients in a year.
19Total number of clients who accessed a service from the respective service providers at least once within the 12 month period
20 Counts are based on unique CLIC identity numbers that clients are given upon their initial entry into a service. The=earstivased
on the assumption that a fprevi ous c | iemaningdhe sivemandtiat cieatshaverot n r ecor
been given more than one CLIC identity number.
21| imitations in the recording of screen responses and scores are discussed in Section 2.3.6
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nature of the evaluation questionsimber of participantandcontextof the evaluatiorfas exylained
below)limited the generalisabilityof the findings

Six-monthly public health progress reports

Although the reports of all providers contracted to deliver public health seweresincluded in the
analysisthecounts (number of providerspecified for key thematic areas are only indicative of theme
prevalence and are not exact quantifara due to four key limitations identified in this data set:

1 Although a majority of providers based their reports Blinistry recommended templatethe
variability in report formatsneant an inconsistent data §ed. differentfrom data obtained frora
standardisetbol);

1 Providers may have differed in what they considered to be important or relevant for their reporting

1 Theactivities reported ofterefated to more than one purchase;wmtd,

1 The lack of clarity and depth in some cases added to the limitations of counts provided in this report.

Reporting that appeared to be a provideros obse
uncler i f an outcome was a result of a providerds
while the report contents were coded in relation to the respective Purchase Unit Descriptions of the five
public health services, it was not feasiblgtovide an exact count of themes relevant to the details of

each Purchase Unit.

Client and staff surveysnd staff focus group

The client and staff surveyserevaluablefor datatriangulation however, several factors litad the
generalisability ofeported findings.

1 Client survey respondentgn=148), staff survey respondents (n=64) anstaff focus group
participants were recruited from a Rprobability sample of eight Ministrgelected providerand
were thereforg not necessarilyepresentativef the sector in general.

1 Although the inclusion of a small number of AGnglish speaking clients was possitieough
interpreterassistancwithin theresearctieam, client survey respondents were arepresentative
sample of mainly Englisepeaking clientsThe availability of the evaluation instrument in English
only precludedhe inclusion of somaonEnglish speaking clients.

1 The client survewlsolacked neutrality in terms of participant recruitment, as providers recruited
respondents. Thefore,theclients included in thisomponent of thevaluationarelikely to have
had ongoing and regular positive contact with the services

1 The results praded forBrief Interventionsn this report do not fully represent the targeted clients
due todifficulty in identifying clients who had undergorgrief Interventiondrom those who had
not. As Brief Interventionsusually occurat publicevents this aspct was included in an initial
identifier question to selectively direct clients to appropriate sections of the questionnaire.
However, many client respondents proceeded to complete the sectiBniebrinterventions
regardless of the instructions providéincluding some clients from a service provider not
contracted foBrief Interventiong This limitation suggest the need for a different approach for
evaluating the outcomes Bfief Interventions either through a more controlled evaluation method
or the use of a purposefully selected group of clients.

1 Combining outputs and outcomes farll InterventionandWorkshopbased Interventionmited
the results reported for these services. While key descriptions of these two services were largely
similar, the differences in the contexts of their delivery (the former lpngpnalised, and the latter
beingdelivered in group settings) reduces the specificity of reported findings.

1 Staff focus group participantepresentingwo of the eight providersvere managers and team
leadersonly; this limitedthe inclusion of staff views in the discussions
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1 Although all staff respondents were assured of confidentiality, the evaluative nature of the staff
questionnaire anftbcus group interview questiomsay have led tevaluation apprehensioand
thereforeresponse biases. In programme evaluatieveluation apprehensiooccursbecause of
the anxiety respondents experience; anxiety may result from a reaction towards performance
evaluation and/or feanf receiving a poomppraisal, whichin turn may have an influence on
responseg§GevaMay & Thorngate, 2003)

1 Additionally, dthough providers were assured that the evaluatiould not influence the
Mi ni stryo6s deci ssithetiningofitheewluatioroircided with & perdod where
providers were experiencing changes to their contracts and funding uncerta@gtyhave
exacerbatedvaluation apprehension

CLIC database

Whilst the CLIC database has the potent@provide sound informatioon intervention outcomes,
limits to availabledatapreventediefinitive conclusions in the present evaluatidhe Data Collection
and Submission Manuaindthe Intervention Service Practice Requirements Handdwmatk provide
general adwe onclient dafarecording howeverthere are a number ofasonghat may prevent data
entry. For instancelimitations toadministration hours following clinical houcsuld mean limited
time for clinicians to complete data entry for each client. While cliniciaadikely to have assessed
clients using Ministrrecommended screems the event that a client opts out of theatmenpathway
final screes cannot be administered and are, therefore, not available in the CLIC database

Although t h e Mi ni stryos gui delines adiretted the present e spe
evaluatio® processs thesedocumentsa r guide®rather than binding documenend thus there are

varying interpretations For instancespecifications on data requments inthe Data Management

Manual (Ministry of Health, 2008, p.14) indicate that frelevané s cr eens and scor e
recorded for the various intervention servigaghich suggests thatroviders are natequiredto record

all recommended screend his appearedo be the practical interpretation given the variation with

which screerdatawererecorded within CLIC. The Ministryalsodescribes théntervention Service

Practice Requirementsdtidbooka s fAi ndi cati ve of t hans fMipmoblemt ry of
gambling intervention services and a guide for t
should be based on cliniciansd6 judgements when o
Health,2008h p.1). Thereforeglinical judgement, and/amusual intervention circumstanaasclient

situations may havealsoaffectedCLIC data entries

Combined treatment oFull Interventions and Workshopbased Interventions

The combined treatment of inputs, outputs and outcarhé&slll Interventionsand Workshopbased
Interventionsin the present evaluation is an additional limitation. While the objectives and key
purchase unit descriptions of these timberventionservices were for the most part similar, the
differences in the contexts of their delivery (the former being personalised, and the latter being delivered

in group settings) reduces the specificity of reported findings. It is recommended that futuriossgalua
consider other more appropriate methods for the evaluatidookshopbased Interventions One

method that could be considered is Bigccess Case Metthigda quasievaluation approach that is

narrower in scope (Stufflebeam & Coryn, 2014). Thishodtuses success cases to rapidly (and
relatively inexpensively) produce evidence on the effectiveness of an interventomanner that
enables stakeholders to understand dwhat wor ked
achievedocamdbda whane to get better results from

22 Although the Success Case Method emerged from the field of human resource developaeeheen used to evaluate other programmes
and services, for example, a tobacco cessation educational intervention (Olson, Shershneva & Brownstein, 2011). Thghstised e
a data collection approach that is based on the notion of confirmati@memarages the collection of confirmatory evidence from multiple
sources (Brinkerhoff, 1983).
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Aspects that have not worked well are explored to identify limitations in a manner that can produce
information for those able to address the problems.

2.4 Audit processand methods

The objective of the clinical auditsndertaken by KPMQGwvas to assess whether each provider
implemenednational guidelines, industry standards and best practice for the:

91 Deliveryof high quality clinical services to treat those affected by gamtiarm.
9 Provisionof services that are culturally appropriate and meet the needs of clients.

KPMGassessed each provideros | evel of compliance
Health and Disability Service Standards and other best practice guidelines.

A pilot clinical audit was carried out in Ju@814, followed by a posiilot briefing on 25 June 2014
prior to fieldwork delivered between July and September 2014.

The clinical audit process consisted of the completiothiife audit tools by the audit teaniThese
tools covered areas relating to:

1 Servicedelivery and quality
1 Clientrights
9 Cultural perspectives.
Each criterion referenced the audit toolswastaken directly from one of the following documents:
1 Thecontract held between the Ministry and the provider
1 TheHealth and Disability Service Standards

1 The Addiction Practitimers Association Aotearoa New Zealand (DAPAANZ) Addiction
Intervention Comptency Framework 2011

Each of the audit tools required the auditor to assess whether the provider had fully complied,
partially complied or had not complied with each contracitied criterion outlined in the taol
These have been defined as follows:

9 Full compliance- all of the requirements of the contract with the Ministry and/or the Health
and Disability Service Standards ledveen achieved by the provider

9 Partial compliance- some of the requirements of the contract with the Ministry and/or the
Health and Disability Service Standards ééeen achieved by the provider

1 Non-compliance- the requirements of the contract with the Ministry and/or the Health and
Disability Service Standards have not been achieved by the provider.

In order to complete each clinical aydkPMG representativesisited the providelocations,
interviewed stedf members (including volunteers) and clients, and reviewed documentation such as
policies, procedures and clients fil&SverallKPMG representatives

9 Visited 13 locations relating to eight providers
1 Interviewedb9 staff members (including volunteers)

1 Interviewed78 clientsindividually (after receiving their written and informed consent) either
faceto-face or viaelephone call.

The results of the individual clinical audits were collated fmal report(Appendix 5). This report
alsoincludescompletedetails of the audit process.
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3 Operational Processes and General Areas of Input

This chapter summarises kégdings in relation taperational processesdgeneral input areas that

have implications for the delivery of problem gambling intervention and public health services. The
findings are derivedfrom the results of the staff survey and subsequent focus group discussions,
findings fromthe document anayi s o f p rmomthily deportsadd keyifindings from the
clinical audit Inputs are typically materials, resources and processes that an organisation requires to
achieve the objectives of a programme or a service. These may include finanddes fataffing,

time, knowledgebase, information, necessary partnerships, operational systems and pfaaesses (

et al, 2004;McCawley, 2002 McLaughlin and Jordan, 1999). When using a logical framework in
evaluating public programmes or policiesputs may also include external stakeholders and the
surrounding contexts of a programn@u(nanet al, 2004.

3.1  Service operational processes

Figure 4 shows thathe majority of staff survey respondents believed that their organisations were
effective(darker blue) or somewhat effective (lighter blirepperational processes such as atioca

of staff and funding, ensuring resource availability, management of staff, encouraging teamwork,
ensuring processes for improvement, promotion of service availability and delivery of intervention

services that meet clientsd needs.
1-Allocating funding to deliver servicdl 46% 15%

2-Allocating staff to deliver servicell] - 61%

3-Managing staff related issued

4-Processes to ensure !onger t(_arm capacity to contlnHe Nty S

providing services
5-Processes to continually improve servidg
6-Dealing with emerging challengdli
758t AGSNAyYy3 aSNBAOSa (KFUIESSHTG 6€95 y ¢
85St{ AGSNAY3I aSNBAOSa i'JKl-[’JI YSSi Of ASyia 5 585/ s K|
needs =
9-Teamwork between |nte_rvent|on and public health staﬂ‘
(n=45)
10-Working relationships with problem gambling publi:
health services (n=58) .

11-Sourcing resources needed to deliver servidgs

12-Using adverts / promotional materials to build publj .
awareness of service availability (n=58) i 12% 210
13-Developing internal IT resources needed to deliver g
-  4T%

services (n=58) s 220 ‘-

14-Using CLIC data for other purposdl

m Very ineffective Somewhat ineffective Neither effective nor ineffective

Somewhat effective m Very effective m Not done

m Don't know

Figured: Overall effectiveness of organisational processes and delivery of activities for Problem Gambling Intervention
Savicesas rated by staff=59)

Similarly, most of the staff survey respondents believed that their organisations were etiective
somewhat effectiven all operational processes related to delivery of public health sertices€5).
Additionally, a majority of respondents also believed that their organisations were effective in
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developing working relationships with appropriate stakeholders and in ensuring other required
processes such as enablicommunity participation, developing innovative approaches for service
delivery, planning public health activities and carrying out activities as planned.

Although uncertainties in relation to their funding situatitiad impacts on organisational functiog

in various ways (further detailed in Sectightland5.6), asshown in the fourth rosin Figure4 and

Figure 5, most staff survey respondents believed that their organisations were effective in ensuring
longer term apacity to continue functioning (i.e. organisational sustainability).

1-Allocating funding to deliver services (n=33)" 12% 45% 15%
2-Allocating staff to deliver services (n=33
3-Managing staff related issues (n=33

4-Processes to ensure longer term capacity to continue

providing services (n=33) 222 L2
5-Processes to continually improve services (n=38)

6-Dealing with emerging challenges (n=3§) 36%

758t AGSNAYy3I aSNBAOSa GKI-.ﬂ Y.S S i.a a y
(n=33)
85S{ AGOSNAY3I aSNDAOSa (KI G gYSSia
needs (n=34) n
9-Teamwork between public health and intervention stai
(n=34)

10-Working relationships with problem gamblini
intervention services (n=34)

11-Sourcing resources needed to deliver services (n=§#)

12-Developing up-to-date resources needed to delivi 12%
services (n=34)
13-Developing working relationships with appropriati
stakeholders (n=34)
14-Strategic communication protocols for engaging with

5
stakeholders (n=34) =
15-Enabling community participation in activities (=34
16-Advocating non-gambling fundraising (=3l 15% 4% ]
17-Strategic planning of activities and services (n=38) A% ]
18-Delivering services and activities as planned (n=§8#)
19-Developing innovative service delivery (n=33)
H Very ineffective Somewhat ineffective Neither effective nor ineffective

Somewhat effective m Very effective m Not done

m Don't know

Figureb: Overall effectiveness of organisational processes and delivery of activities for Problem Gambling Public Health
(PGPH) Services as rated by staff

As shown in rows 7 and 8 &igure5, a majority of respondents believed that their organisations were
effective in delivering public health servicesing approachethat met the cultural, spiritual and
religious needs of their clients. The document analysis found examples of approaches providers had

23 At the time of this evaluation, the Ministry of Health was in the processafeacting problem gambling intervention and public health
services. This waa protracted process, which meant that none of the providers undergoing the evaluation could be certdiermf long
funding at that time.
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used to achieve this aim. One provider descrit@dtalaga a Aigaas aPacificcultural approach that
enabled collabration between stakeholder groups.

Talatalaga a Aigadescribes [our] approach to working with families and developing and engaging

with Pacificcommunities. Talatalaga a Aigas both cultural and spiritual, and opens up spaces to

engage in meaningful daboration with families and community, and members of the health and

gaming sector. Decisiemaking within families leading to participation, empower and

celebration speaks ftheMi ni stry of Healthdés] Har objedtivenni mi sati on

Anot her provider reported conducting training toc

[ Our organi sati on] has previously provided MUor.i
supported staff in additional te reo learning and examipeda opr i at e approaches for
(who constitute a significant part of our client load). We oversee the development of cultural
competency throughé [an established ethhic and cul
Advisor has been workingithé st aff to i mprove teamwork and has b
give more exposure to cultural approaches to work and service delivery.

Cultural approaches were also incorporated into delivery of activities such as awareness raising
presentationsOne provider described the deliverypsésentations during@amblefee Dayevent as
follows:

Presentations are made to the MUori and general pu
tikanga procesp @ w hmihi whakatau etc.). It concludesth a shared hantfi

This provider believed that the contract specif
aspects for delivering services.

Having a rel ati on sytinvgvesworking with Bgendawhich armmelavani to

them Such work, which will strengthen whUnau resi.l
like activities associated with problem gambling. Where the goal is to strengthen immunity to all
addictions and support wh Unvaesuisiftvestmbntintd redecing c hange a
gambling harm in the future. The contract specifications do not capture the work done by the service

to address problem gambling. Inherent within the contract, is that it quantifies activities directly

related to probleng a mb | i ng. There is disconnect with how th
health and wellbeing.

Another culturer el at ed i ssue encountered in the deliver
gambl ingo. One provider reported:
[We have] identified thave have an i ssue with our ohlramdé | i ne wh
and is a deficit message Feedback has recommended that our stra
nonMUo r i or non te reo speakers what the mahi of th
Likewise, in delvering problem gambling public health services another provider suggested that use of
ifa tikanga approach, provides a point of differ:
oneo. They refeerewdUbaufifchmbt e as ané
éaxi omi ¢ hv] captures the importance of whUnau for N
6Problem Gamblingd slogan, which had the effect of
MUor i i niahtiodd prometisg,wellbeing.

Although a majorityof staff believed that their organisations were effective in developing innovative
ways for service deliveryrg¢w 19 of Figure5), an analysis of examples they providedicated that
most were activities expected in tharchase Unit Description of the various public health services

Multi venue exclusion programme with pubs, societies and casinos and developing effective
working relationships Working with food bankse screening environments

2AMO0o0ri , Paci fi c ;starsldrchworgs aee mebcritwet ih the Glossam later in this report.
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[Organising] family orientated eventspwer point presentations to commuyniitealth and social
services,attending communitybased networking meetingse. hui, AOD meetings, grant
networking meeting, WINZ etc., [andidisingwith other Public Health workers

3.2  Collaborations and joint initiatives

Collaboration and information exchange between public health and intervention ,tesmis
collaboration between providevgereregarded asrganisational processthat can lead to increased
overallwork efficiencyand outputss required by the MinistryThe Ministry has identified a number

of areas where Problem Gambling Public Health Services related to, complemented or supported
Problem Gambling Intervention S&&ces and vice versa. For example, clinical practitioners may

provide useful information on client trends that can inform public health initiatives. If clinical
practitioners notice fNcekehtusi aneahawsicaulgbet aounblv
raised with a public health team delivering tBafe Gambling Environmenpublic health service

(Ministry of Health,2008h p. 104). In deliverindg=ffective Screening Environmentshile public

health staff are responsible for awareness miaimd supporting the development of screening and
referral practices, fithe intervention service ne
relationshipodo 00pmi10S)t ry of Healt h,

Furthermoret he Mi ni st r y 6 sled¢hatpllepooviders/ o o k tegathen aollahoratively

to coordinate services within their region and ensure adceasgs t he popul ati ons t he:
of thetypes ofservicefferedby individual providers (Ministry of Healtt2008h p.3). Preiders not
contracted for specific purchase snite r e required to Ashow evidence o
to ensure that the full range of problem gamblin
effective and c¢ o mipistrgahidealth2008pp.X@a nner 6 (M

3.2.1 Collaboration between public health and intervention teams

Most staff survey respondents believed that their organisations were effective in buitimgark
between intervention and public health statheir own orgaisations (see row 9 figure4 andFigure
5) and in developing wrking reldionships with other problem gambling servicethieir area (see row
10 inFigure4 andFigureb).

Although intervention focus grougarticipantsdescribed differenstaffing situations(some with
designatedoles as fulitime cliniciansand others with duables), all confirmed that thre wasa good
degree of collaboration betwedime public health and interventid@amswithin their organisations.
Some mentionedcollaborations with other community support services within their own wider
organisation and with other problem gamblingviemss in their region Collaboration was mainly in
the planning and carrying out of joint activitieBarticipants identified the promotion of intervention
service availability to members of the public as a beneficial output of such collaborative work.

I 61 1 start off wWetalways doehatlinrcollabbratien avitheoer public dnealth

workers. Because we always have expos and community activities that occur regularly where we

attract quite a few people in the commuagityWe are part of thplanning. We are part of the

organising We have to keepur finger on the pulse to know about what is happening, to be

inclusive. So they knowwhowe arel hat i s primarily why we do ité.

I't does withuk workimd tbgéther with our public &léh and our intervention and/or

our drug and alcohol service, and/or our mental health service to make sure that we get all of them
t o g e t whenfpéople]come in, they find it really helpful that there are féodace that they

can engage

We definitey n e t withrothe¥ problem gambling services within our region. We have a close
rel ati ons hiTpeyawaysltall tstaedmé call them to be inclusive of anything in their
part of [the city].

One of the benefits is that, for those who are dbieglth promotion, when they are partnered up
with the clinicians, the public can be informed &t away, where our offices are, so it is about
enabling accessibility. The public health staff are able to inform members of the public of the help
that isavailable via the clinical team.
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Full-time clinicians at the focus group alswntionedhat they were often involved iruplic health
type workeven when it was not within their job descriptions.

I dondét have any publ i c riptiensblttam dang ihguiteradi@ it s t o my | o
also go out and give talks to people; as my previous role has been in public health. So | can do that
as necessary.

One intervention focus group respondeatedthe added advantage of duiale staff which enabled
service provision based on demand.

Dual role offers flexibility. Whatever area where there is in demand they focus on that area first.
For example during Gamblefree Day we are more focused on public health activities. Therefore
we are mee flexible.

Comments by another intervention focus group paditi also suggested that a duaé was useful
for accessing potentialients.

Wear e empl oyed tldobdtbheath gramation andoclinieat but | am asked to do
more health ppmotion than clinical For us, you have to do the health promotion to get the clinical.
é In doing the dual role health promotion, getting out that, that is whereahosir client base

c omes Ve aren there, doing the flea market

The commentsf public health focus group participants on ¢aboration betweepublic health and
interventionteamsprovidedsupportingdata. However, the public health role was perceived as separate
to the role of clinicians who were seen to have a focus orosiimpindividual clients.

[ Publ i c healt h asersplitugdightly diffeeehtly \sith priméry anhd secondary
roles éThe teams meet together all the téne[They] know each other and what is going on and
they can plan ahead on how we dajgi r 0 g r a nifle gk they are two separate arms, they
do need to link.

We have got a clinical team of about 5 or 6. Every six wéledy do presentations to our AOD
services, and they come to our Gamblefregyvent every yeafThey are willing tasupport if we
want to do a joint public heakltlinical presentation to another service or somethBigt. generally
the work that | do is separated from theifithey are focused on their clients and working face to
face with them and they get stuck irithroutine of sessions.

Nevertheless, the discussions clarified the intrinsic links between public health and clinical work.
In addition to collaborating with clinical staff within their own organisatigueblic health staff
also collaborated extensgily with other organisations.

€ Anything that | do [for public healt lwn, the ot he
based organisationWe & have access to a lot diifferent services. And whenever we go

anywhere, it is not just our services going and promote ourselves but other health services will come

along. | am quite lucky in that sensglanit all but they will comeand help suppo# . | [also]

do things by myself in problegambling [public health work]. And it helps with Facilitation

Services. If they come to me | can refer them to someone else. That way the clinical side fills in.

So it helps.

Public health focus group respondestsessed thaalue of involving the chical team in policy
lobbying work as clinicians can strengthen their arguments with examples of real life situations they
have dealt with while supporting clients.

| think one good example of a success story is the strength of using real life dtdwée® seen a
counsellor in two differennt a nGltaasnsc eds voevneure ar epveireiw
of her direct experience in dealing with clients who have real gambling issues, the counsellor was

able to give a very realistic view abouttheistt i on t o pfmina dinjcal peaskeetives €

and was able to make a strong impression by raising voice. Counsellors like that can work

effectively together with public health workers.

3.2.2 Collaboration between public health service providers

Analyses of thep r o v i d-manthlp reporissiggestedhat ollaborationwith other public health
service providersvas a key feature in the delivery of many activitgaticularly those that involee
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organising public events such as exhibitions and aetsvituch as workshopsidencouraging public
involvement. Collaboration was also a feature in training and knowledge exchange between groviders
this included sharing of strategies with one anoth®ome providerseportedthe value of such
collaboration(over competition) and some noted a desire for more collaborativeinvtir&ir reports.

Comments by public health focus group participants as detailed in the precedisecsab 8.2.1)
suggested that in some cases they tended to work more frequently with other public health service
providers than they did with the intervention staff of their own organisation. As noted in Settion

focus group participants alsemarkedhat collaborative work with other service providers contributed

to time and resource efficiency. Working with other service providers meant thaw¢heyable to

cover wider areas while preventing overlaps in work.

The comments by one public health focus group participant, suggested that another advantage of
collaborating with other service providers was that it enabled consistency in publicrheattages
delivered by different service providers.

éwe are al/l speaking the same wor dBecaubechate ver we ar
is the consistency we are trying to create and keep going. Or else we will be [saying different

things] and thiacreates confusion. So that is when we sit down [together] with the [other teams] in

[the region] and decide on the message that we want to talk about, and we all talk [about] that in

our own areas.

In discussing the maipointsandbest practice conoeing collaboration between service providers
additional comments suggested that maintaining consistency in messages could also help strengthen the
outcome potential of polielobbying work.

€ The si nki nalpublic tbaltgserVide prgvidersgjot together to do thaind it is still

going todag We also worked with the policy change with the new coundfle have all gone

around presenting the same words, as | said, we are saying the same thing to each new council;
areas tush fori gambling policy within thg r e g icaumcibaseps

As another participantemarked in addition to a wider geographical reatfat collaboration also
enabl ed planning of public health wobiltyandtheat sui t
sharing of responsibilities.

The timing Whateverybody has on their plat&®Vhatthey canorc a rd @ t&Sometimes, a couple

of services [would say] yes we will take this on board, but others will be busy, and they will say is
it okay if sone other service puts it together; and on beh&lf ahd it has a sign off from everybody

else. So that is one thing that we have [danete efficientl¢ we put together submissions

t h a tame froné@ as a working group, and it says that these are the smnamd so we put
together different submissions and we allocated the team to different local boards, so we had put in
lots of different information for the different areas. And we also made oral submisgitnsplit

it up. We had two people go to eadiifferent oral submission.

Focus group participants explained that they clearly reported work done collaboratively with other
service providers.

In our reports we are always sghi up, there is part in the monthly narrative report, it asks about
your tasks and o tSbwerstate whick Sewiee providéer aasrikdsout which activity.
And being really clear in the report about who did what and how we all work together.

In a small number of instancabe document analysis found that paerfishadreported on lack of
collaboration ancelements of competitiveness between provide@se provider reported on their
concerns over another provider dominating working relationships with a key stakeholder organisation.

[We] have been told our secds a@e no longer required at [twoligons and were told that [another
service provider] are the problem gambling service that is now utilised. We have also found that
[this service provider] has a national contract with the Department of Correctioasarwhcerned

that this service will operate in Corrections with an exclusive contract stopping current work we are
undertaking and this will impact on future service delivery

Another povider reported on tension among stadtausef differing ways of woking; they noted the
need for providers to be respectful of one anoth
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...Individual members of [our] team have come under pressure from individuals from other services
to participate in activities which [were] inconsistentiwjbur] policy, approach and iwi mandate
(e.g. protest marches against the installation of pokie maéhine#s a service we respect the
rights of other providers to engage in activities which they feel comfortable wiitth [we] expect

to have the samkevel of respect returnedAs a result of those experiences we have become
somewhat cautious about the activities we engage in and the partnerships wédottmer, [we]

are clear that while collaboration is to be encourageel maintain the right torgage in strategies
which service our communities be¥te also stantly our belief that public health initiatég should

not be promi sed basis. ln ouii weweparmdrshigs arfd icdllaboradidn Ishuld

not mean that as an organisatie@ should have to cede our unique approach.

A third provider suggested thalue of consideringpint working contracts that caenable providers
to work collaboratively in an official manner.

Consideration for s o inke. jdintwoikihgacbntracta foi Rrosidesomt r act s 6
speci fic (phereby encré thad one Provider would be the applicant) As a personal
observation there appears very little working collaboration amongst providers and despite trying to
encourage thisfor variousr eason barriers seem to existé

3.3 Funding utilisation

Staff survey responses (alsownin the first row ofFigure4 andFigure5) suggestd that the eight
selected providers were effective in utilising purchase unit funding for delivery of services. However,
the commentf a few staff survey respondents suggestetth®y viewed insufficient funding as an
external factor that had negative impacts on service delivery in various ways (see details in Sections
4.11 and 5.6). Onerespondent suggested the need for additional funding to develop appropriate
resources. Another suggested the need for additional fundicgmgensateghe contribution of
volunteers and community groups who suppatihe delivery of public healtiervices

A few intervention staff focus group respondents suggested the need for additional funding to deliver
Follow-up Servicesonsideringhow time consuming they could fseesection4.10for details). Focus
groupparticipantsalso suggested the valueaafditional budgets for advertising service availability.

It would be so usefdbr the Ministry to allocate part of the funding to each provider to advertise to
their own targeted niche. Everybody knows what their niche gamblers targets are and to have an
advertising budget to target those niches in a way that is going to reach those niches will be so
useful for providers.

The majority (overall 68%) of staurvey respondentisdicated that theiorganisatios delivered
serviceghat were nofunded byte Ministry of Health Figure6 shows the percentage of respondents
reporting each type of service

45%

34% 32% 35%
23%
13% I I
6%
m B

Problem gamblindProblem gamblindprugs and Alcohol Mental Health Budgeting  Social issues (e.g. Other
intervention public health food banks, family
services services violence,
relationship
issues)

Figure6: Nonfunded serviceslelivered as indicated by staff survey respondents (n=62)

A few staff survey respondentsportedthat their organisation delivered pubhealth type activities

they were not contracted to delivér.g. harm minimisation training and policy development fo
gambling venues, and awareness raising through radio adverti€diger types of services suah

driver licene application assistance, prisoner reintegration services, church services, spiritual support
for recovery from addiction, parenting prograssiand family fun days organised for clients were also
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specified as additional services that were not Miniitnded. Four survey respondents mentioned the
incorporation of cultural aspects in service delivery as components that were not Mimigiey.

We deliverM l":'bri and Pacific cultural tikanga, aspects, and perspectives to our commukitees.
incorporateM Lbri and Pacific Models of Health that address the root cause of the additkiese
are not funded for.

3.4  Resource sufficiency

The daff surveyresultssuggested thastaff from the eight selectegrovidersbelieved theyhad
sufficient acess tdhe resouces needed for service delivery. As showifrigure 4, the majority of

staff indicated that their organisations were effective in sourcing resources needed (e.g. screening tools,
referral forms) and in developingquiredinternal IT resources (e.g. databases) to deliver intervention
services. Likewise, among staff responding to the public health section of the staff questionnaire, most
believed that their organisations were effective in souroiagiredresources (e.g.ceseening tools,
promotional materials) as well as in developingieydate resources needed to deliver serviEagite

5).

However, as detailed Sectiérg, a few staff survey respondemeportednadequacies in resources to
support public health work as an external factor tegativelyaffectedservice delivery; comments
included the lack of language and cultappropriate resources. Slariy, one focus group participant
mentioned thatlealth Promotion AgencyHPA) resources were often not suited to some ethnic groups,
and additional efforts were required wa@t resources to fit the needs of targeted communities.

HPA is a little bitinadequateif terms of] resourcesComing from a cultural perspective that is
what i s | arcakdPaciicé fAod perihaps it is the same for the Asian commungyp.
again we have to adapt a lot of those mainstream stuff to fit those cultuvef.be great if they

can improve on thatAnd again, that collaboration with HPA is sometimes not there in terms of
their opening to conversations, it is not the®a that is another thing that could help.

Other resourceeeds of relevance to public fieaservices are detailed in the respective sections in
Chapterbs.

3.5  Staffing allocation and time sufficiency

Staffing allocation was a kagiput area necessary for all problem gambling services. IRtinehase
Unit Description(Ministry of Health, 2010¥or intervention services the minimum delivery specified
was one full time equivalent staff (FTE)fa minimum monthly delivery of:

9 120Brief Interventiorsessions of an average of 15 to 30 minutes each
1 60Full Interventionses#ns of an average of 60 minutes each

1 60Facilitation sessions of an average of 60 minutes each

1 120Follow-up sessions of an average 15 to 30 minutes.each

Services contracted to deliver worksHmgsed interventions (PGEX) wee required to deliver a
minimum of five workshop sessions in a year with each session averaging five hours and delivered in
a single day.

For the Policy Development and Implementation, Safe Gambling Environments, and Effective
Screening Environments public health services, thenum delivery was one FTE working with either

eight mediurrsized or four large organisations per year. Additionally for Safe Gambling
Environment s, one FTE wo ulordinatioh and leaglesship tb bne bahm a n d

minimisation network thame et s a't |l east four times a yearo (M
Supportive Communities, il FTE would deliver 4
annum (or 2 |l arge projects)o (p. 333mediumdsizddor Awa
soci al mar keting projects per annum (or 4 | arge
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However, in their discussions on hdurchase Unit Descriptisnwere used to enable public health
staff and health promoters to achieve outcomes, public health focus gudigippnts detailed how
these FTE specifications were irrelevant when considering the reality of how work was delivered within
their organisations. In most instances, this was through teamwork within the organisation.

In terms of the minimum delivery, whr e it says one FTE should wor k wi
organi sations or one |l arge; to be honest | dono6t
have toé sit and think about and worry about. Ou |
teams.é we are delivering something alletime. Doing somethinfiere]that is more on policy

stuff and next year someone[another citylmight do it, andherelwe don 6t do any pol i cy

for one year, but we deliver the requirement anyway.

Out of 64 repondents in the staff survey, 70% held full time roles and 30% worked part time. The
initial consultation with the eight providers found that service providers had varying numbers of public
health and intervention staff. While some organisations hagrdgsd public health and intervention

staff, others had staff members who took on dual roles working across both intervention and public
health services. As detailedkigure?, the staff survey found that over half were within the dual role
category.

Involved in Public
Health Services only
6%

Involved in
Intervention Services
only

38% Involved in both

Intervention and
Public Health Services
56%

Figure7: Allocationof staff to delive services: Interventioonly, public healthonly and duatole (n=64)

Focus group participantsarified that while some duaible staff had an even split between public health
and intervention work, the focus of work was sometimes dependent on priorities and demands
determined by the current situation. For other staff, although they had a desifytlaime role as a
clinician, which was the primary role, they also had a secondary role in public health.

We are almost 580 for my department. So all staff work on both public health and intervention.
Our minds are mixed with both. But they am mvolved in both all of the time.

We have one FTE on public health and another FTE in clinical. So it is not really split. However,
there is a primary core business, if they are intervention, that is their primary core business, and as
a secondanyhiey assist the public health. And public health works the same way.

Staff survey findings indicated that the eigbtectecroviders were effectively utilising their allocated

FTE staff in delivering servicesAs shownin the second rows dfigure4 andFigure5, a majority of

staffbelieved that their organisations were effezin allocating staff to deliveservices.Additionally,

as shown irthe firstrow of Figure 8 most respondents were satisfied with the time they were allocated

to compete tasks or deliver servic&mbining blue bars)Howeverthere was a substaatiminority

(22%)whoi ndi cated that t hey satsfiedwiththe éneyhéy haditocanpletane wh a f
tasks or deliver services.

Evaluation and Clinical Audit of Problem Gambling Intervention and Public HezdiRepai®Septembe&015 Provider Nd6589,
Contract Nos.: 348109/0a|&Auckland University of Techy@kgpling & Addictions Research Centre | 51



0% 20% 40% 60% 80% 100%

1-Sufficient time to complete tasks / deliver service@ 17%
2-Existing level of knowledge to deliver servicqj

3-Receiving relevant training and professional developm' 14%
4-Frequency of training & professional development receivill 8% 13%
5-Knowledge of evidence-based interventions (=6  16%
6-Knowledge of effective public health approaches (n=@ 8% 22%
7-Personal satisfaction with the value of services deIivell:I

m Very dissatisfied m Somewhat dissatisfied  Neither satisfied nor dissatisfiedm Somewhat satisfied m Very satisfied

Figure8: Satisfaction with capacity to deliver services in terms of timelarmvledge as rated by stafifi=64)

Public health focus group participariscussedactors that can coribute to the effectiveness of their
servicesandsuggested that flexibility in managing time and multiple responsibilities was an important
factor formeeting community needs.

One of the important things in public health as veallintervention is flexibility being able to

jump in many different ways, at different ti mes, i
ito. We h a ty and themthat, @t the drop of,a hat. W& have to because the community
is all different.

And that is what it is all aboutmobility. It comes down to mobility. It is about keeping the
w h U nhaau@nd iwi happy and safe.

Figure 8also shows that alost all responden(®2%) indicated that they had personal satisfaction with
the value of servicabhey were involved imelivering.

3.6  Workforce development

Wor kforce devel opment was Semice Daiery and Qualidyausip e ct s\
criteria. Providers are required to ensure that there are processes in place to support professional career
pathway development, continuing education and training for statselimclude

1 Preparingand implementing workforce development plans that cover abll@m gambling
staff

1 Implementing management practices which support and encourage staff training and
development

1 Developing and maintaining performance management systems for all employees and
reviewing practices and processes used in service delivery.

However, workforce development was identified as an arf@esfialc o0 mp | iindhe auditrocess.
The audibrs notecthati ve out of ei ght providerb6s processes
devdopment in their organisations.

9 Staff at one prader had not prepared workforce development plans and had not had
performance appraisals or a review of staff professional practices used in service delivery in at
least the previous three years.

1 Two of the providers had workforce development plans bey trad not been updated nor
progress against the plans regularly reviewed. For example, where staff had identified a
training need in their workforce development plan, and had attended that training, this was not
documented against the workforce developnpan as being achieved.

Evaluation and Clinical Audit of Problem Gambling Intervention and Public HezdiRepai®Septembe&015 Provider Nd6589,
Contract Nos.: 348109/0a|&Auckland University of Techy@kgpling & Addictions Research Centre | 52



1 Formal performance appraisals had not been carried out regularly (at least annually) at two of
the providers.

3.7 Knowledge sufficiency

Knowledge, skills and expertise are key inpiguiredto ensure high quality service deliverifor

instance, selecting the most appropriate intervention approach requires consideration of the existing
body of knowledge and best practideikewise, public health services require specific knowledge in
relation to t hePFosiestnejkheowd efdgeufiodr adh.e | egal fra
i mportant when the programme i gMinistrymfsHedlth, 2006e | at e d
p. 5). Additional to field knowledge it was assumed that staff would also need to have a good

unde st andi ng o BervichspecifMations ferteffegtie delivery of services.

3.7.1 Knowledge ofcontract requirements and service specifications

Understanding ofhe Ministryd sontract requirementnd servicesvasconsideredaninput area that
may have implications both for intervention andigtic health service delivery

Of the 64 staff survey respondents, a majority (80%) indicated that they were aware of the details of the
Ministry of Health contract requirements and service specificationgidiance, the required activities,
recommended processes and expected outcorabsed). A high percentage (83%) of staff survey
respondents were also aware of details concerning the demographies midrity client groups
(e.g.atrisk groups, ethnicity, age aggnder).

Table4: Staff awareness of Ministrpf Health Contracts and Reporting Requirements

Not Aware, but not Aware of
aware of details details
n (%) n (%) n (%)
Awareness of the details Ministry of Health contract
requirements / service specifications (n=64) 0 - 13 (20) 51 (80)

Awareness of the demographics of priority client groups for
the problem gambling services you deliver (e.gris#t groups,

ethnicity, age, gender) (n=64) 4 ©) ! (11) 53 (83
Awareness of the annual work plans in place for delivering
public health activities (n= 46) 8 17) 15 (33) 23  (50)

Awareness of processes in place for clinicians to collect an @
submit service utilisation data in the CLIC datal{as®0)

[y

5 (8 54 (90)

3.7.2 Work experience andfield knowledge

Work experience and knowledge isiaput area necessary for intervention and public health services.

The Purchase Unit Descriptisnspecified that all intervention services (includimgrkshopbased
interventions) would be delivered Aby a team or
skills and experience in working with people with gambling problems and/or other behavioural
addiction problems, as outlined inthereviped act i ti oner s manual 0 { Mini st
27) . Al problem gambling public health (PGPH)
appropriate qualifications, competencies, skills and experience in community action, community
devebpment, social and community change, and project management, as outlined in the revised
practitioners manual 0 -85Mi ni stry of Health, 2010,

Thestaff surveyresultsshowed variation ithe duration of staff employment within problem gambling
servies(including their current and previous experiendejt thatalmost allrespondents (97%) had
over a year of experiencd hirty-one percent had between one and three years of expeé@fedad
between three arfdre years and 44% had fivgears or mee.
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Rows two to six inFigure 8show that a majority of staff were satisfied with their existing level of
knowledge and professional development received in relation to their capacity to deliver services. Over
half (56%) indicated that they did not nemay additional trainingthe majority (79% were satisfied

with their knowledge of evidence based intervention approaahdswo-thirds (65%)were satisfied

with their knowledge of effective public health approaches.

Nonetheless, just under h&lid%) indicated aneed forsomeadditional trainingandsome(14%) were
dissatisfied with the frequency of trainingzour respondentseportedtraining needs in general skill
areas such as communication, reporting and use of office sgftwthees indicatedequiringtraining
of relevance to intervention and public health services.

Knowledge and training needs for delivering Intervention Services

Among those whindicated a need for additional trainjitgyelvestaff memberspecified training areas
of relevance to intervention servicégaining mentionethcluded advanced training in areas of therapy
such asDialectical Behaviour Therapy Interpersonal Psychotheramnd Cognitive Behavioural
Therapy, and on eexisting di®rders and cexisting issues.

Three staff survey respondentsporteda need for training in cultural competency and cuilture
appropriate intervention approaches. Ttasdwas also discussed in the intervention staff focus group,
where one participansuggested the incorporation of cultural approaches in training provided by
ABACUS.

With ABACUS training, they will benefit from having a cultural [approach], like having a
kaumatua. They are rather clinical. They rely on us to do it [i.e. to delivaltimadly appropriate
ways, but it would be good to have that in the training as wtiBy could deliver more.

Another three staff survey respondents noted a need for training in budgeting and money management.
Likewise, in one intervention focus grgyparticipantsnotedthe importance obudgeting advice for
their client base.

If my colleague was here, he would say, just about budgeting, understanding around money and
things like that. Because we are constantly dealing with it. Just a basic undiegsta finances
would be [useful].

Other areas of training mentioned by intervention focus group participants included training in
neurobiological assessments and in mental health. One also suggested that funding to carry eut culture
and languagapprriate research could add to their knowledge.

Intervention focus group participants also suggested that provider meetings and conferences could be
used as a venue to discuss training needs and conduct training reviews.

| think better use of the nationatovider$hui, or the regional providedtiui. Because ABACUS
has that <clinical training thing, and we have tall
going over themé

Problems as they emerge should be part of the conference setting. We pemeh\We have got

all of you here. What are the issues you are having with felio% How can you improve on the
follow up? What do you need from us? That sort of thing, would be very useful on a practical
levd. That is not just the followp, youcan take all the specfification]s.

In another intervention focus group, one participant mentioned regular organisatidroasatraining
with external trainers, while comments from another participant suggested the need to share best
practice, particidrly models that were working well.

There is more to be done from a Ministry level. There are many models, Asian-ntogetks,

Pacificmodel-i t wor ks. There is the MUori model, and gen

of the Miwmagd, ytblsedanigs nothing in thereé that mee

component é They need to acknowledge that there ai

different iwisé But | think, why dohatweknovhey al | ow

works for our whUnau no matte what ethnic group t
ittt

t r
you come from there are | tle words that you use,
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Discussions among intervention focus group participants algmestegl the need for more standardised
training for clinical practitioners, better communication, and information exchange about training
availability.

There is no standardised training for a gambling practitioner. | would like to see that. It is not

prescriptive but it opens up to introduce other stuff. We have all got to train our staff as they come

through, and the way we do it, is that what the Ministry wants? There is no best practice around

thaté it is a bit | it td]lmacobrdinatthnserfiee thatdigseminatdser e s hou
information about training. If one provider is organising a training, others could be informed about

it.

Knowledge and training needs for deliveririgublic Health services

Training areas of relevance paiblic health servicesientioned by six staff survey respondentse
(1) policy developmen(?) preparationgor submissionsind presentationand(3) the need fotertiary
public health qualifications

One public health focus groygarticipantemphaisedthe broadknowledgeof the public health wok
which included knowledge on the broad range of gambling harms and cultural and language
competencieaskey factosthat can impact on the effective delivery of public health services.

A key factor thatontributesto successful outcomes in public hedlthink is that the public health
workerneeds to understand the full picture of problem gambi@gmnbling itself is a core business,

but once the problem happens, what kind of areas in their lifbevdffected. Somewhat they need

to have the whole picture of tha®o the public health worker needs to know what the coreiissue
what the secondary issig what needs to work together amdderstanding these clearlyl he
person needs to know aliaesearch finding as well. | think the altural identity and language
proficiency of the public health worker is very important, they need to know about general society,
different typeof culture® as that can be translated into their work.

Discussionsamong focus groupparticipantssuggestedhat communication skills adaptableness,
personalityandan understandingf thelocal communityweremore important thagualificationsfor
delivering public health services. This wasbecausepublic health work fien required skills in
engagement with the communigometling that isacquired through experience.

Well youcan only go so far with training=rom my experience, tm@mmunitythat you work with,
thew h U nthatyou cannot get trained i¥ou justltaeve t o t hr ow jtisgettisgel f i n the
in there and getting involvedEég

| have not been trained in publicheé&lti dondt t hi nk Onpaperendrk stuff, be tr ai ne
yes, but that can be tauditformally]. | think | bring other skills tof t h enjx,é&my delivery of

public health is unique to where | livdBecausd am local, | knowpretty mucheveryone in the

area.And i f | dondt k n o whem.lBecause tHat iswrettylmuch) who lamo k n o w

And | think if you get all these gople whoar e qual i f heeedsarilykmdw thdro n 6 t

community, it willbe harder to break the barriers.

The participants clearly favoured experience over qualifications and contrasiéd dmsextentwith
clinical staff.

... | know our clinical eam has to be qualifiedBut [when recruiting forjour public health team

when | was looking at CVs of afgants, [we gave preference tardidates with some
qgualifications, not necessarily a bachublicor s degr €
health; but then at the same time actual work experience was a massive factor

Although one participant mentioned the availabilityestiary level qualifications such as the Bachelor
of Health fience n Health Promotion focus group participantsotedthe lack of easily accessible
training for public health staff, particularly when compared to trainingwaatavailable for clinical
staff.

é | know that Te Kakano are planning now for a newaat of training which sounds really good.

But | knowtheclinical team uses ABACUS and they can just call them and ask for spgaifiag

But if we needed some training on report writing or planning in the public health side of things, |

dondt think we can | us tcandad Workshap liki thik farrus; wrach d  as k i f
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would be great if we were able, tior new staff. When we have new staffo] do like a short
induction;te s e ar e t he stmmiogavouldtbduseaful. sort of é

Discussions also suggested the needfdnlic healthtraining to be relevarand based on identified
needs to ensure efficient use of the public heal

€ We have done the level 4 training, [but it was] all on the Tredtg. live it, eat it, sleep it; why
would [we] want to do that? But [still] it was great because it was for across the board
nationalitieg .

| think there is no harm in training and upskilling your staff, but training has to be useful and actually
relevant.

In discussing factors that contribute to the effectivenessubfig health activities participants
mentionedhe difficulty in measuring outcomes for some public healbink, suggesting knowledge
inputarea thatnay require furthedevelopment

€ | is really difficult when you are doinfactivities for Supportive @mmunitieso measurgfor
example social connectedngss we canét ask them to fill out an
connected they feel. t i s [Rompublic leverés we have usesljaluation cardsWe got about

190 evaluation cards baaklast year, but there was probably likthausangeople presentSo it

is really difficult when you are putting on a big event to get feedback from everyone and that is

something that we are taking into account for this year that we are going torenigés a slightly

different way.

In addition to the knowledge areas identified above gdttimentanalysis of provideisix-monthly
reports found other knowledge input areas that providersepamtedon. Therespective sections in
Chapter5 provide related details.

3.8  Six-monthly progressreporting processes

Delivery ofproblem gamblingexvicesincludesreporting requirements specified by the Ministityere
provi der s ar e rregess agandt the specifiepgotingr detaildifothe contracted
purchase unit s q2040yvp. 1l).Adl proviglersonvere reagmeal ko tsubmit sixmonthly
narrativereports using the Ministfy eeporting templates.

Thesereportsvariedin length, breadth formatand claity. Theyrangedfrom highly comprehensive
reports of over a hundred padeshorter simpler reports with bullet point statementa.some cases,
reportsections were identical to preceding reports; this copying and pasting could be an indication that
the activities reported were ongoing or that the same activities were being repeated.

Providersalso differed in their reporting format terms of how much anghat was reportedsingthe
Mi n i sQverayl Rasrative Reportemplate the Purchase UnilNarrative Reportemplatesand the
two subsections irthe annualplanning template: (1{verall description of the projecend(2) Key
project features that can be linked into the six thiyrreporting to theéMinistry.

Somep r o v irgpatssiso@ed adgical flow of actionsindertakenthe pocesses they followed, and
theobserved or expected outcomes and impadtsvever,otheiswere not explicit in linking outcomes

with the activities deliveredAdditionally, providers wereftennot explicitin reporting the relevance

of their activitiesto the respectivé’urchase Unit Descripti®d In some cases, where activities and
progress were reported in a general way, it was not possible to ascertain to which purchase unit the
activities related. In other cases, the lack of depth in reporting meant that it was not possible to ascertain
if some ativity aims were achieved. For example, in cases where providers teportbaving
delivered awarenessising presentations without detailing the content, it was not possible to determine
the knowledge development areas (i.e. intended outcomes).

In ome instances it was also uncledrether thectivities and outcomes described were what providers

had observed or what they had initiated. For example, while the extract below points to the benefits of

a meeting between stakeholders, itdoes notcldaeyf i ne t he provideroés role
meeting:
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In é [a] casino liaison meeting (fengaged after 18 months) had a good-turhincluding the
casino Director, HR and security staff, DIA national initiatives rep and local DIA staff avideser
providers. Discussion included casino-eatry, referrals, use of the correct MVE documentation
by casino, and regular three monthly liaison meetings to be held again.

Likewise, the reporting of another providen media coverage of @amblefee Dayeventdid not
specify if this was a result of their initiative in informing the media:

MOori Television, Radi o Waat ea ingtodhe Speeadigeof er e cover
Gamblefee Daymes sages to a wider MUori audience.

However, @ shown in he first two columns irFigure 9 most staff survey respondents (who were
involved in reporting, believed their organisati omeportmeer e ef f
requiremergand in using the reporting templates

100%
Y e — ‘
90% 2kl mDon't know

80% Not done
70%
m Very effective

60% 61.8% 57.6% 65.7% 30.8% ry
50% Somewhat effective

0
40% Neither effective nor ineffective
30%
20% Somewhat ineffective
10% m Very ineffective

1-Meeting the six monthly ~ 2-Reporting using the 3aSSiAy3 (K S4-Redoridy verkNEa dising
narrative reporting deadlines a A y A & G NB Q& mddbitelded foryedllecting the Annual Public Health
(n=34) templates (n=33) and submitting CLIC data  Workplan Tool (n=26)
(n=35)

Figure9: Organisational effectiveness meeting the Ministr@ reporting requiements as ratedy staff>

The firstthreecolumns inFigure 10 show thatmoststaff survey respondentso believed that their
organisations were effective in enabling staftierstandingf reporting requirementsn consulting
staff priorto reportngand in keeping staff informed abaheMi n i scontmgriism written reports.
These findings suggested a good level of informattmaring withstaff.

25The thirdstatement (which applied to intervention services) was rated by four public health only staff. The fourth statement (which
applied to public health services) was rated by seven interventigrstaff members. The percentages provided for the first thre
columns include one staff member who indicated they were NOT involved in reporting, but provided ratings nevertheless. In
response to a question about their involvement in reporting for their organisations, twenty one (33%, N=64) indicagdvibat th
fully involved, sixteen (25%) sometimes involved and twenty five (39%) not involved. Two respondents (3%) indicatey dwt the
not know anything about it. In the online questionnaire, staff who confirmed involvement in reporting were direcetato a s
statements which asked them to rate their organisateithensd ef fect
majority of staff who completed the questionnaire online were automatically directed to this section of the giresgtafhaho
completed the survey on paper were not subject to such automatic direction to applicable questionnaire sections.
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100%
90%
80%
70%
60%
50%
40%
30%
20% Somewhat ineffective

10%
0% — —

- m Don't know

Not done

53% G2 | Very effective

Somewhat effective

Neither effective nor ineffective

m Very ineffective

1-Enabling staff 2-Consulting staff 3-Informing staff of the4-Discussing CLIC Da%Discussing with staff

understanding of  about servicesthey a A Yy A & (i NB Q& QuiafitBHeportsnith aBoyit CLIC data quality

reporting requirements  delivered before  written reports (n=59) staff (n=59) improvement processes
(n=60) reporting (n=60) (n=59)

FigurelO: Effectiveness of organisational reportipgpcesses as rated by staff

Three stafsurvey respondentartheraffirmed that teams worked collaboratively and received support
from managers in the reporting process.

Public Health and Treatment teams work very closely togethen winiting six monthy reports

However,onesurvey respondemeportedthe possibility that time consuming reporting processes may
have an impact oservice delivery.

Reporting sometimes bloskny practice because it takes away a lot of time and en&gyetimes
I think | be t e r haveonewé clients due to the demanding of a lot of recording

Two staff survey respondemtsported he need for a clearer alignment
requiremets and Rupapav U o praicticesandfurther clarity on the purpose of reporting on numbers.

The reporting does natake sense to me when we ak@apapav (bri practice and do these things
differently. | never seem to be able to get a tick in the box for the financial side so | reverted to
giving the minimum.l am told that there are things like purchasing vehicles that is not allowed but
this is not in the contract (that | can see) and we are a mobile selieereporting needs to be
focusedon whanau outcomes and whanau ora framewattier than only numbers.

Li kewi se, one provider suggested a view that th

alignment to capture MUor i approaches to service

...one issue we encountered was in completing the public health outtamew/ork. In particular,

we were challenged by the lack of recognition for service delivery at an iwi level. Certainly, the

public health outcome template recognises community, regional and national level initiatives.

However, the template does nobypide scope for recognition of iwi boundaries or understandings.

Given that the public health initiatives have a re
be helpful to have capacity to document MUor.i boun

3.9 CLIC data collection and submissia processes

Intervention servicprovidersa r e r e gcallect amddsubimiv sertice utilisation data into the Client
I nformati on Col | e c(Ministrynof He&th,20@Bop. 4.at abas e o

Providers submit CLIC data from the preceding maithin the first week of each montHPrior to

2011, aftedata validation and collation atitegeneration of data quality reports (sent to each provider)

by an externally contracted msultancy, the Ministry producegports at the end of each month

(Ministry of Health, 2008c).Since2011, providerssalidate the data themselves prior to sending

directly to the Ministry All providers are expected to adhere to the same timeftzomever processes

may vary depending on mdthed whichonayi bd kardéopy Cll@ forms c ol | e
(compkted following client sessionsy a local CLIC database (Ministry of Health, 2008c).
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A high percentagef staff survey responden{®0%)2 indicated that they weraware of processes in

place for clinicians taollect and submit service utilisation data in the CHeZabaséseeTable4 in

Section3.7.7). As detailedin the third column oFigure9 above staff involved in reportingelieved

that their organisations wereeffectively me et i ng t he Mi ni stryos requir
submissions As columnsfour and five ofFigure10 show moststaff survey respondésalsobelieved

that their organisations effectively discussed CLIC Data Quality Repodsrelated improvement

processes with staff.

However, analysis of the CLI@ata identifiedsome areas where improvemaenight be required An

analysis of trends in CLIC data owbethreeyear period (July 2010July 2013)ndicatedanincrease

in the percentage afientsthatd i d not fit with the Ministryds pr e
andthat the percentag# clients for wiomtheend of treatmentvasrecordedvas low Additionally,

it wasnot possible to determine the end of one treategisbdeand the start of another based on CLIC

data entriesSome clientdhad verylargenumbers of sessionandit was notclear wheterthese were

a result of multiple relapsegsr perhapds ndi cated the use of Adummyo id
the matching up of provider activities Ministry criteria. For some clients, when end of treatment
indicators were used thevere oftenused multiple (and often sequential) times towards the end of a
treatment, while for many others there were no records of achieving treatmgignthdet difficult

to determine itlientshad opted out of treatment or if treatment was in fact clo¥eids demonstrate

the need for bettémore accurat&lentificationand or/documentatioof end of treatment or relapse and

start of another treatment cycle.

Analysis of the CLIC databasdentified a range of issues and practices that were unclearas
apparenthatinitial assessments wenot necessarilyonductedt the start of first sessionhis could
be due to general rapport building, clinical judgment or a range of other practical considefabion
clients outside the standard treatment pathway it was often not possible to deirewhiioh treatment
phaseassessments were conducted, and varying numbers of assessments were fEpestttors

in conjunction with the lack of clarity in trstart and end of treatmengs)d variations in the reporting
of screensmeant thait was not possibléo conclusivelyassessreatment outcomesom the CLIC
data.

Given those ambiguitiesp¢us group respondents were asked theymanaged the enteringf CLIC
data to indicatehe endingof one treatment programe and the staiig of a second Participants
explained thasituations that necessitated clienergrywere based on client needs.

Some clients need to be-admitted. We have to do the whelprocess again, but using the same
name and numberWe have to redo the screening and everythiAgd it could be that another
clinician works with the client.

€[ Some <client populations] dondét get a&shop. the infor
Because we are talking about understanding how gaming machines are designed, understanding
percentage returns, understanding probability theo
first workshop, and when they can come back and getase d w o rtheyg debfar detter

information processing when they are heatingat i nf or mati on a second ti meé

Some clarified that the +entry pathway leads the client back intBudl Interventionand that such re
entry does not necessarily occur aft#low-ups.

We have been told that you go baclFtdl Intervention 'y o u d o n Brief [igeoverticmk k t o
But you are limited in termsf what you can give in terms of the Ministrif.the client reentersl
am pretty sure they can go backmall.

[Re-entry is] not necessarily [after folloup]. We do screening again. After we close the case, we
follow up with them. But by then if there is anything they can come back.

26 This comprised 19 interventiesnly staff, 34 duatole staff and one public healtmly staff.
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Comments by a few othgrarticipans suggested staff also faced the issue of working around the
reqguirements of CLIC data submissions while try
differentfrom the recommended number of sessions and timeframes.

€0One of t hwehdveisthat aunclient is eomingeghtgroup sessions. After a month,

it is four sessions. When they finislghtsessios that is when we [should] begin a follow up, but

it is already passed. It is a dilemma. We have a duty to give to our tligritheMi ni st r y 6s
requirement is that we give them one month alone. But our duty is to giveetbhts e s si on s é
But | will be creative. | am trying to follow a system that would show when the sessions end. So
even though he is still here, | will calla one month follow up. That is where | see, there is an

issue.

We have a similar issue. | have never seen clients in a place where they are finished. Unless they
say they want the support to stop. So we continue to support them. So when wedjdéGrand

it comes up with the information that you have gone over with the session, we just ignore it. Ignore
and carry on.

We find that thesightsession thing is driven by client needs. It is what we agree in the intervention

plan, it couldbe six 12. They either come to a natural end to that and then we do a follow up, if

that is what they agreed and we will follow up in a month. Or they may fall out of the system. Or

we candt contact them. So it is client driven.

The focus group discussions atswealed that approaches used to identify when one round of treatment
was insufficientviahoulatdehnscl lackdofsehfanges to c
counsellorsdéd clinical judgement s.

Recently we have had more clients coming tdfarsre-entry into casino. For those kinds of
individuals, you can definitely knadv we argue that they have relapsed and {hegd to] come
backé

| think this is just recognising that even when you are leaving clients at the argtafp therapy
which onesneed more intensive one on one that needs to be onghiioigjust on gambling, but
often it is across a whole range of areas, food, budgeting

éNot just over a period of ti me, but even over a g
a week,you would see them more thaighttimes depending on the complexity of the issue. So

that can amount to quite a few hours worked with the client, and it is not just half hour of one hour

precisely, but usuallywo to threehours depending on their socguations at the time. And yes,

you can hiteightsessions in one week, and by then you will definitely know how long you could

be working with the client [in terms of sessions needgtbup or individual].

There was some evidence of ongoutifficulties with the CLIC system.Some survey responses
indictedissues around accessibility and frequent changes.

CLIC data entry is problematic as the databasé tenaccessed remotely.

The CLIC system gets too overwhelming at times and then it changesoftiotes”. Very
unsettling!

Intervention bcus group participants were asledmbut theedifficulties andif there vasanything done

differently to increase reporting efficienty benefittheir organisationwhilstf ul f i | I i ng t he M
requirements It was clear that whilssome providers used only the CLIC database, othses

additional database$or recording client intervention session¥he need to manage two databases
sometimes led to other challenges

€ Our biggest challenge is that we hayat two databases, we have[aame removed$ystem and

we have gotCLICT he systems dondédt talk to each other; and
them up; it is frustrating for the stafiVe are constantly trying to juggle the two systems and this

has been a challenge we have had for years since vesl&ai€LIC as well as fofname removed]

27The CLIC system has not breeevised since 2011.
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We have two databases, and CLIC is one of them. We are entering in screens twice, so that is not
efficient in terms of time.Both are from the Ministryand that is a national databasthe two

systems are quite differenThey are not compatible with each oth&ata entered in one system

is not recognised by the other syste®uo this means data has to be entered twice.

However otherfocus group participangdiscussedhe additional databast#®ey useds a necessigs
thesedatabasesompensatetbr the limitationsof CLIC. They argued thattber databases provided a
greder depth of client information and enabled the capturingddiitional data suchsnew types of
gambling(e.g.online gambliny Additionally, these comments perhaps provide some insight into the
difficulties in analysing CLIC data given the data seem to be ofteospectivelyentered.

We have our own databasehich is then transferred on to CLIGVith our database we can get
more informationwhich enables us tknow a lot moreabout our clierg é

€ [name removedtan be adjusted to meet our needs and it is interchangeBtéeproblem we
have now is that sonm#ients have internet gaming problems, this kind of data can be recorded in
[name removedbut may not be accepted by thBnistry. So someof these kinds of trends in
change in mode of gambling cannot be reflected in the data reptaide in the narttéve report,

but not in the data report

Other perceivedimitations mentionedn focus groupsncludedthe lack of someparticulaty useful
measurement featurés issues suchsdepression and anxietthel ack of capacity to
communicatiorapproacheand modelandthe possibility of entry errors

éwhen we f i rGLIC weweeerllegadentggdoresifor several depression and anxiety
screendut these were later removed]. Thegre very useful information to have fnoa clinical
perspedve becausé it gave you mild, moderate and severe depression; we could not understand
why those entry options were taken away.

We only use the one CLIC systerBut what CLIC is not capturing is the mahi with oamh ridu
and thek @no around tia t . And the models that we useé

When we do enter our clientele the first time there can be some difficulty recapturing that person
because someone else may have entered the person twice inta/Cip€lling mistake could have
deviated everyting and it is counted as two individuals and sometimes up to three as well

There was no consensus on whether a single CLIC databhsa t me t needsewouyldobe e 6 s
feasible. According to ondocus group participanseparate databases were essential astegined
valuablehistoricalclient data

€ Everyone has their own market nichd3ifferent data systems need to be used based on what is
relevant and culturally appropriate for the clients thatwe are serwWey. candét say that one
is better than the other; you can just say what the best fit is for the clients that you are working with.

However commentdy another focus group participantggested that providers may welcome changes
to the CLIC databage meet their needs.

€ This also has something to do with the CLIC system that requibes¢égonsidered and updated
or upgraded, so it is like the system that we have and what we reoedway we record things,
we have more substantial information.

The need foongoingtrainingto better utilise CLIGvas also discussed in one of the focus groups.

There is so much to CLIE h a t we st i |l | Idke hovtto céllecbimfornsdno ut é

different methods in CLIC, anldow to compare data from last yearnow. There is so much on

CLI C that we havendt r eé [Khowing] howte wotkibestavitheCHICor | ook e d
data and how more efficient we could be, so more or better training [would be good]

3.10 Annual public health work plan submissions

Providers delivering public health services were required to submit yearly work plans as described by
the Ministry.

Prior to the commencement of service delivenffrpvidersjan annual problem gambling public
health work plan will be agreed wifthe Ministry] using the template providéd [This] annual
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problem gambling public health work plan will be updated and agreedtitMinistry] prior to
the commencement each new twelve month period (Ministry of Health, 2010, p. 5)

The analysis of narrative reps found that providers had often used the work plan template as a
reportingtool, rather than a planninigol. Furthermorethe work plartemplatsin the narrative reports

werenot presented in a consistent mannerwere theynecessarilyin a logicd order. While some

providers referred to a particular project name in a work, pisting its connections tthree or four

purchase unitsothers hadcompleted work plas that were specific to a singjgurchase unit.
Differences of this nature wre also noted across reports submitted ibgividual provides. For

instance, submitting several unit specific work plans in the first report and later submitting a general
work plan in a subsequent repoxtariability was als@videntin how providers completd the section
intheworkplan hat requested the project 0emedadureskimtiipe s it c
MOH StrategyDbj ect i ves/ Out c ome KMinstrytob Haalthg 201B,rpa AY® wo r k O
Providers were also inconsistent in the compless of the worklan some providers only addressed

some questions the template while others completed only one of the two parts of the template.

Considering that the template was for a yearly work plan, it was expected that a plan would be submitted
in alternate reportsfor examplein the first, third and fifth report¢as reports were simonthly).
However, this was ndhe case, and no pattern of submitting annual work plans was discernible.

Table4 (Section3.7.7) shows that half50%, n=46) of staff survey responderitedicated that they were
aware of the details of annual work plans in place forvdelig public halth activities. Of the
remaining respondentfifteer? (33%) indicated that while they knew there were plany thiere not
aware of the details aredght?® (17%) indicated that they were not aware of such annual work.plans

As shown in the fourtltsolumnin Figure 9, the majority of staff involved in reporting believed their
organisations were effective submitting public health work planshowever approximately one
quarter(23%y) indicated that they did not know about #féectiveness of this process.

Commentdy somesurvey respondentiggested the need to considertadility of theMi ni st r y 6 s
Annual Public Health WorkIBn templateand that aithe leastadditional training or support would be
beneficial.

We report using th#li n i s6Annuyadls Publ i ¢ He avetylwell Woerdagohwahy Tool 6
lanswe ede tbher ef f ect iisvhecauseowheniwe fabefdifficulties, vt & doehe

tool itself, rather than us not doing the wotk.terms of a PH Wrkplan tool, ifs not easy to &s

it d o etdlowdand it doesé cover things that are impora n tb éonsider when implementing a

PH project. | onl y us es thetequired e@otirgy edemplatebtherwise | use a more
comprehensive template and and paste the info into théi n i sdocr| yhiketo see it reviewed

and a new, more user friendly one developed.

Discussions among plic health focuggroupparticiparns confirmedthatthe work plantemplate was
intentionallyusedas a guide foreporting purposes, rather than as a tool for planning.

I donodt us e . Itdeens like ibis goodtfoo reporting and saying what we have been
doingusingthe Minst ryds | anguage so they can see it and u
pl anni rFgrug, wetave a different planning template thatéuse dondét use this as
[for planning]

Discussionslaborated on thémitations of the work plantenplateincluding its lack of clarity its
generic nature and its lack gpace for reporting other aspects such as budgets

| d o n Getlayoutofkhem t hHave talked to my manager about theBspecially he order of

thingshere.] d o n 6t vetylleandn whatinfoimaat i on it i s exactly they w;
I think they are trying to use a generic tool to f
differ on how we are going to utilise the tool. You can have aitobl y ou hatwanmg@t had t he

al | educati on o ritnayg backiire We bave yetao have arepért come back

28 One public health only staff, four intervention only staff, and ten-thialstaff (involved in both intervention and public health services).
29 Four intervention only staff and four dualle staff.
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saying we havenét met targets, but we donbét stick
have to have room for movement. So it is adytool to have for a guide, but | think it is really
i mportant that each service roll it out to how it

We have got another couple of pages that we add dngtemplatp Like whenever | do a project

| will have the costing inSo there are a few more sheets that we attached, and this is just the front.

When | give to my manager ithasthewhe t hi ng i n i[Thetemfatisjushatl e pl ané
the top, as a cover shéet

When used as a planning toogrficipantssuggestedheyhad used the template varialsigd adapted
it to fit their needsfor one, the lack of negative comments from the Ministry suggested that they were
on the right track.

éWith this type of format, that we wast®wdo it is abo
throughout the year. So itis all pset. Of course depending on the time frame as time goes on, it

changes. We will pull out projects or not do them and move them to the neXieardonét use
everything orfthe template3 However, evenhiough we have not used every heading in here, we

have not had any negative feedback from the Ministry. As longrastitvhat our requiremén

were

One participant suggested thhe planningtemplate resembled a logic model and provided a similar
kind of guideline.

In terms of using this kind of guideline, is that we follow the logic modiels quite similar with

thisoneWe dondét foll ow exactly what it says, but act u
is and what is the inpét How much ve can expect fromét We use that one, instead of this one.

But actually when | compare it, it is quite similar.

Focus group participants expressed mixed views about the need to modifgrkhglan templatd¢o

enabl e the meeting o fWhiesomesyggesteddesongidegdhe claritpagd ne e d s .
feasibility of thisplanning toolanother outlinethat meeting service specificat®mnas more important

than planning aspects

Well this is a geneti[tool]. As long as we meet the outcomes that theyirefu | have no
problems leaving it the way it is. As longiag a@nswers all the questions they want to know and
we have all the outcomes and proof behind®#. | said we have not had any problemwith that.

3.11 Utilisation of Purchase Unit Descriptiors

As detailedin Section3.7, the majority ofstaff surveyrespondentseportedthat theywere awareof
Ministry of Health contract requirements and service specificatiensellasthe demographics of the
priority client groups. Both intervention and public healtbdus groupparticipantswere asked how
Ministry of HealthPurchase Unit Descriptigwereused to helgtaff achieveoutputs

3.11.1 Utilisation of intervention Purchase Unit Descriptiors

Managers and stgffesenttboth intervention focus groupkscussed how thegnsure that staff were
reminded about targeted activities and outputs detail#teiRurchase Unit Descriptiagifor problem
gambling intervention services.

[l é e n ¢ o uhe aligi@ans to renmaber what those specs ar.is not in the forefront of their
minds. They are busy with clients and they are they are not thinking about the contsactioe
specs on a day taybask. So it is me driving it this is the way we need to do it besa it is
described in our contract.

For me as a clinicigrwhenthe team leaders reminds of me of that, it kind of just bursts my bubble.
It is not what | think about when working with clientd is the least of my worriesThe Manager
drives it.

Other remarksuggested thahe target outcomesdetailedin the contract motivatestaff, and details
provided in the service specifications were ustfuktaff to stayfocusedon outcomes.
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€ what drives us, is our target outcomes, we have to be sdengerforming to thoseYes, we
are driven by those target outcomes, and we know what guadsare each week, we break it to
weekly in fact. At times it will push us to always maintain achieving so many per \Beies,
Facilitations Fulls andFollows-ups

| think with Full Interventio® because yo are doing the full assessmeihts the most important

p ar {ltghelps guide you because you have the assessment, e.g. where they are with their
gambling, it kind of guides; those assessments are rgatly because it keeps you focused on
what 6s most i mportant

Oneinterventionfocus group respondent, howevsuggestedhe need to reconsider time allocations
specified for the different intervention servicas this conflicted withthe realitiesof MU o r i
communicatiorapproaches

They have to take the times off that is what they have got td8lminuteBrief, 15 minuteFollow

-up and half hour for clinical counselling, and maybe maxinwamhours for aacilitation They

are actually limiting the Kaimahi anphot] allowing them[to] work fullyé because you are

governed by timeThose are times according to the CLIC bjlkat is whatlreadYyou candét tel |

me that | can have a hui wiM U o forian hour and halfah t hen say fdAcut , hold tha
sessiono. Takes Thavisthestuffithahisagbiigof. hour s ) .

Anotherparticipantsuggested the need for an upddtgdrvention Servic€racticeHandbook

One thing | would really like to see, is thathe Ministry wants us to work from the intervention

handbook, it would be good if theyo u | gdténe to us that is currerthe draft is from 20111t

might be whathey want us to work from but it was never publistesh d never ever di ssemir
soif that is what they want us to work from they have done a poor job in letting us all know.

One participant suggestdtht an arethat required consideration wdne scores fothe Gambler Harm
Screenspecified by the Ministry because ofa belief that itlimited client admissioninto a Full
Intervention Another participant however, clarified thatt h epdafied version of the handbook
providestir t her cl| ar i $rgquicements.he Mi ni stryao

When they score on one of those questionsfiybu have anyroblem gambling®é When it

comes tdull [Interventionsthe Ministry will cut that, you have to haye score offthreeor four.

That is wherghep r o b | eWe run,swBat we calawareness programmmeAnd here we have

clients who ticked that they ha\a little ppo b | e m, but b as aetdppeans thatthey scori ngé
dondt have a problem, even though they have indica

From the administration side, if | go back to the handbook, if you are working from the 2008 copy,
which yau possiby are, the latest draft one has explanations of what the Ministry really wants to
see but that theaccept other stuff.So that is where the scoring things fall under, the Ministry
expects scores in this a particular range, but they can undenssaéance where the score could be
lower, if people are still in services.

3.11.2 Utilisation of Public Health Purchase Unit Descriptiors

While onepublic health focugroup participant indicated that théapning and mplementation of
activities forpublic healthserviceswvere gnerallyguided by contract specificatigndiscussiorin the
group suggested that there wasinimal distinction between one purchase unit and anoivtesn
planning on projectsParticipants suggested that planning was focesedider projects that contribute
towardsoutcomes that meet contract requiremerfitseveral purchase units, considering that a single
activity can be used to achieve objectivathin several purchasgnits.

A lot of those purchase units can be useahia project in itself pretty muchLike the awarenesgs

it can show up in sharing information on what is gaingn the community around gambling@hat

is an automatic conversation within any project that we have. [And another exajnpddicy
developnent; again that can be put into same conversat®mall of that can be linked into one

way or anotherNone of it st an dMostofitr projects haveia sninimunribéce

and up out of those purchase snidnd we can identify how they ali@ked in terms of outcomes.
When we do projects we normally have one that leads it firiitis about safe environments, then

that is obviously the first intent that leads that project, and how we can align the rest of them to that.
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And if it is alout awareness, if the first priority is awareness, we link the rest of it to that if we can,
depending on the community we are working with at that time.

€ As a person working in this area, we talk about gambling isss®®n the one hand it is counted

as supporting communities, butatthersa t i me it | s Soweprejectecansneat ai si ng é
two types of targetsWe donét have a clear guideline where it
count for this one; it is kind of blur.

Considering that ame purchase units had similar expected outpoiblic health focusgroup
participants were asked if the fivailic health servicewere planned and implemented to increase
time or resource efficiencyP ar t i créspoasastssgdes that planning andelivery of public
health servicewvas not necessfr a straightorward process, but was rather dependerdcammunity
needs and contextgithin the regions they worked in. Several referred to a degree of flexibility and
responsiveness being key.

At the end of the year we have an annual planning. But when there is some kind of a request from

a community organisation, in the middle of the ye
when it is a good opportunity for us to go there and talk about lgagribsues. Sometimes it is

that kind of request that makes us[gut of] our target.

In other words, our planning is not set in stotiecan be changed at any tim&o it is always a
living document.

We have a hi once a yeawhere [staff fromtheidf f er ent r egi onsahdwadoet and do
go over our specs, in terms of what the minimum delivery is. We have gone over few times and we

deliver well over what is supposed to be anyway. So now we kind of let everyone go with the flow
intermsoflo w t he yWeabblhadedé ht | y di ff er e nSoweabbhaveslighy gr oup s é
different ways of working but still manage to deliver.

Participantshighlighted thatollaborativework with other servicewasafactor that contributto time
and resource efficiencgs it enabled a widr geographicalreach and reduced overlapsSuch
collaboration wagacilitated byprovide collectives and joint ageneyeetings.

In terms of planning for efficiency. When | first started | wadhoee days and was told ththe

entire region)was the space that | was supposed to work on. | thought that was impossible. | was
lucky when | was introduced to the Ngjira Public Health working group; we collaborate heaps

on the projects that we ddBecause fi each servicgust tried todo individual things, the spread of

what we would achieve is so much less

I think having Te Ngira increases the efficiency as walithout communication between agencies,

if we approach the community there mayaverlaps in work we are deliveringf.we communicate

with each other about what we are going to do, what can be done and who can do it, in advance,
that increases efficiency and outcome as well.

3.12 Summary of Findings

Service operational processes

1 Staff believedthat their organisationsere effective inutilising allocated full time equivalent
(FTE) staff for delivering services

9 For public health workMinistry specificationson minimum delivery of services expectefione
FTE staffwereconsidered lagelyi r r el evant when considering the
services. Public health work was often delivered through teamwork and staff tended to hold dual
roles where they were involved in both intervention and public health work.

1 Althoughstaff perceptions werthat their organisations wesdfective inutilising purchase unit
funding for delivering services, a few suggested the need for additional fundsupport some
areas.

9 Staff perceptions about the@xistingknowledge, and training and professional development
suggested an effective workforce development although some training neededemain
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1

In contrastthe audit process identifiedorkforce developmentas an areaf partialcompliance
workforce development plans were abiays prepared for each staff member and progress against
the plans were not regularly reviewed.

Staff viewsandcultur ally appropriate approachesdocumented n pr ovi der s6 repor
that providers were effectivae deliveringculturally appropriag ®rvices However, a few culture

related issues suggested the need for service specifications that capture cultural aspects of service
delivery.

Staff believedthat their organisations wegdfective insourcing and developing the resources
neededo ddiver services.However, some inadequacies remained in resources to support public
health work.

General areas of input required for service delivery

T

Although nost staff indicatedsatisfaction withtime allocation for task completion or service
delivery, almostone-quarter indicated that theyeredissatisfied.Time insufficiencyin some cases
combined withstaffing issuesnade it challenging to meet the outcomesainepublic health
services

Most staff members hagkveralyears of work experiencewithin problem gambling services.

Staff views were that for public health rolsgjlls in communication, adaptableness, personality
and an understanding of the local community were more important than qualifications.

Six-monthly progress reportingroceses

T

Provider®six-monthly public healthprogress reportgaried in terms of breadth, form@hn using
t he Mini st r gnd slarity (& raognhecting eastiyities and outputs with purchase unit
descriptions and outcomes)

Staff believed thattheir or gani sati ons wer e effective i n m
requiremers.

Staff believed that their organisations wergcessfuln enabling staff understanding of reporting
requirements, in consulting staff prior to reporting and in keepingistaff or med about Mi
commenton written reports This suggested a good level of information sharing with staff.

Time consuming reporting processes may have an impact on service delivery.

Some #aff suggested the need for a clearer alignment betwkenMinistly 6 s reportin
requirements andaku p a pa MU o, mand fugherackarityi oo éhe purpose of reporting on
numbers.

CLIC data collection and submission processes

)l
1

Clinicianswere aware o€LIC data collection and submission procesagsace

Staff believedt hat their organisations were eatfforecti vel
CLIC data submissions.

The analysis of the CLIC databaiskentified several ambiguities in recordifgg. recording of
treatmenstart and endelapss andclients outside the standard treatment pathway

Some providers maintained additioréient databasebecause of contractual requirements$oor
their own purposéhese databases contairter detailsegardedmportant forclients).

For someparticipants the need to manage two databases meant additionavameequiredand
challengesverefaced when transferring datsto CLIC.

Other participantsnoted the additional databases esmpensating for perceivdinmitations in
CLIC, which included
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Thefrequent changes to its features

Lack of client information depth

Inability to capture newly emerging gamioi modes (e.g. online gambling)

Lack of useful measurement features for issues such as depression and anxiety
Lackof capaci ty conmumicatiort approached Binol madels
Inaccessibilityto staff workingin satellite clinics

Thepossibility ofdataentry errors.

O O0OO0OO0OO0OO0OO0o

1 Some taff suggested that theyorkedaround the requirements of CLIC data submissions while
trying to meetichin reality maysbhé diffierent td the recannmended number of
sessions and timeframes.

1 It was unclear whethew si ngl e CLI C database version that
feasible.

1 Some taff mentionedalackofu nder st andi ng arfdth€rnedd®bfigthef trainimgt i on s

Annual public health work plars

1 A majority of staff involved in reporting believed their organisations were effective in submitting
public health work plans.

1 Over halfof staff survey respondents were aware of the detdibnnual work plans in place for
delivering public health activitiesA fewwere not aware of annual work plaarsdsomewere not
aware of the details

Annual work plans did not seem to be submitted at expected times

Variability wasnotedin how providers completed thdifferent sectiors in the work plan(within
and between providers)

Providers ofterused the work plan template as a reporting, t@dher than a planning tool.

When used as a planning tool, staff comments were that the tempkateed variably and adapted
to fit needs. A lack of negative comments from the Ministmas interpreted asuggesng they
were on the right track.

1 Some staff commented dime limitations of the work plan which included:its

Difficulty of use

Lackof clarity in terms of what information was require
Genericnature

Lack of space for recording important aspeauftservice delivery
0 Lackof space for additional aspects such as budgets.

(ol elNeolNeo]

9 Staff suggested thatlgmning and delivery of public health services was not necessarily a
straightforward process but was rather dependent on community needs and contexts within the
regions that providers worked in.

1 Although it was posited that careful planning of the fiublc health services could increase time
andresource efficiency, staff responses wihiat ®llaborative work with other services wakey
factorcontributingto time and resource efficiency

Utilisation of Purchase Unit Descriptions

1 A majority of staffconfirmed they were aware of Ministry of Health contract requirements and
service specification@.e. respectivePurchase Unit Descriptionsas well as the demographics of
priority client groups

9 For intervention servicesmanagers and team leaders wagd that staffwere reminded about
targeted activities and outputs detailed in the respeRtivehase Unit Descriptions
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9 Staff suggestions included the need for an updetietvention Service Practice Handboand
the need to reconsider the time aHtions specified for the different intervention services as this
conflicted with the realities of MUOor i commun
engagement time.

9 For public health serviceshere vasminimal distinction between one purchase unit and another
when planning projects. Planning focused on wider projects that contribute towards outcomes that
meet contract requirements of several purchase units; considering that a single activity could be
used to achieve the objectives within several purcbags.

Collaborations and joint initiatives

9 Staff believed that their organisations were effective in building teamwork between intervention
and public health staff

1 Focus group respondentsnfirmedthat there was gooddegree of collaboration betweéme
public health and interventideamswhen delivering services.

1 Although gaff were aware of the intrinsic links between public health and clinical workhend
value of working togethethe pubic health role was perceived as separate to the role of clinicians.

9 Additional to collaborating with clinical staff within their own organisatippablic health staff
also collaborated extensively with other organisations. Such collaboraisrmainlyin the
planning and carrying out of joint activities

1 Collaborative work with othePGPHproviders:

o Contributedo time and resource efficiency

Enabledraining and knowledge exchange

Enableda wider geographical reach

Enabledplanning of public healtivork to suit the differenttgani sati onso6 t i me
Enabledsharing of responsibilities

Preventedaverlaps in work

Enabledconsistency in public health messages delivered by different service providers.

O O O0OO0OO0Oo

1 In asmall number of instances, provideeported on lack of collaboration, which included
elements of competitiveness between providers and tensions resulting frorantliffays of
working.
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4 Problem Gambling Intervention Services

I n New Zeal and, secondary and tertiary gamblin
multimodal approach and acknowledges the widespread impact of problem gambling on the individual
and their family and affect €@. Thesd intenerdion(Seicesi st r y
target atrisk and high need groups. Gambling treatment services are delivered through five types of
intervention services: (Blelpline and Information Service&) Brief Intervention Serviceg3) Full

Intervention Serices (4) Facilitation Servicesand (5)Follow-up Services

At thetime of the presergvaluationintervention services were delivered by three national treatment
providers and several regional treatment providers includedicatedM U o r i Padfio s#rvices.
Asian specific servicesvere provided as a division of one of the nationatefto-face treatment
providers.

The Gambling and Addictions Research Centrebs (
funded problem gambling intervention sees suggested that even though clients were generally
satisfied with the services they received (Bellringieal. 2009; Bellringer, Coombes, Pulford, Garrett,

& Abbott, 2010b) some staff r e bepaumestensdelsailgigest ed
and full nterventionwvere good approaches to assess or assist someone with a gaeibatiedjproblem

and it was frequently suggested the contractual targets for delivering each form of intervention could

be i mprovedaia(B20d>,i nmer 9) . That study al so f«
differences between the individual gambling treatment services funded by the Ministry of Health in

terms of client population group attracted and specific interventions provided, thee¢ faenajor

findings which would indicate that one type of service or intervention provision [was] significantly
superior to another i n reldanli2000, p.tld). Edwevernthe out c
evaluation was of a general nature and ditlinclude indepth individual evaluation of eatype of
interventionsewice; therefore, findings nee be viewed with caution.

The presenthapter provides key findingsom seven relevant dasourceqavailable literature, staff
survey, interventiorstaff focus group discussions, client survey, allied organisation survey, CLIC
database andhe clinical audit) in relation tofour of the abovementionedproblem gambling
intervention type (Brief Interventions Full Interventions Facilitation Servicesand Follow-up
Servicey Extracts fromevaluation literature afelevance tahese fouintervention serviceg/pesare
providedin therespective sb-sections The Helpline and Information Servideas been previously
evaluatedAbbott et al, 2012, 2013pmndis thus not included in the current evaluation. Nevertheless,
some relevant CLIC datfindings on helpline servicesre presented in respective chapters and a
supplementary literature review report provides a more detailed account ofalttied literature of
relevancehis service

41 Clients6é initial entry pathways into serv

The fitypical pathways that clients use to access prolgegnmb | i ng i ntervention se
from the identification of their gambling problems by comntyisupport agencies or gambling venues

or by chance during a public health activity carried out by the prav{itnistry of Health,2008h p.

14). Clients may have been referred by other gambling services (e.g. Gambling Helpline) or they may
have s#-referred in a crisis stad#inistry of Health,20081.

4.1.1 |Initial entry pathways

Throughout the period from July 2010 to June 2013, a minority of clients were reféigade 11
showsthe percentage of new clierfgambler or significanttber clients) that were noted as referred to
agambling service provider. A much higher percentage of gambler clients (M=22.1%, SDwA&2)
referred to gambling service providers than significant other clients (M=5.6%, SD=3N&a}lear

patterns were evident, but there were noticeable increases in referred clients of both types in January,
October and December 2011 and a general trough early in 2dtiionally, there was a large increase

in the percentage of gambler clierggerred in July 2011. Overall, however, these changeslargedy

due to variations in the numbers of a@ferred clients.
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Figurell: Percentages of new clienigho were referred

The averagenonthly numbers of referrals (fagambler and significant other clients) to all providers

are shown ifrigurel2. Most referrals to problem gambling service providamsecfrom other problem
gambling services, regardless of whether the cliwete gamblers (33 penonth) or significant others

(11). Referrals from the Justice sector were the next most common with an average of 26 gambler
clients per month (on average one significant other client). All other sectors referred on average fewer
than 10 new clients pemonth Health Services referreth average of ningamblers anébur significant

others per monthlust six new gambler clients per month were attribtdeghmbling industry referrals.
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Figurel2: Average monthly referrals frodiifferent sectorsas recorded in CLIC

The fewest referrals were from social services, with an average of three gamblers per month. These
findings differed somewhat from staff perspectives. Figure 13 below shows the majority of staff

survey respondenteportedthat client enty to a service wasccasionally or frequentlyia referrals

from allied agencies (i.e. social support services). Based on staffobsarvati cl i ent sd ent 1
into services were least frequently enabled by referrals from gambling venues comapanty

enabled by other means. On the contrary, findings based on records in the CLIC d&igbest)
showthatreferrals of gamblers from gambling venues were twice the average of referrals from social
servicesand that both were relatively infrequent compared to other gambling services, the Justice sector

and Health Services.
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Overall, the CLIC data and staff responses suggestefelirals were the ast common mode of entry.

Focus groupparticipans were asked about activities that facilitated clientred#rrals. Additional to

media publicity and advertising whistaff perceived asontribuing to seltreferrals, two intervention

focus group respondesexplained that another method usedtdehae cl i ent sd i ni ti al
programmes unrelated to gamblinghis was particularly important faommunities that experience a

stigma associated with admittance of gambling problems.

Sometimes we run something that is totally unrelated tobiaga For example, a parenting
programme. From the workshop, they ask for help because they know we are providing services in
this area from paper and electronic media exposure. They come to our workshops knowing we
work [with a problem gambling treamt provider]. They turn up.

A mo n gori,NPecific and Asian communities there is a strong stigmatisation &ssaicwith
problem gambling. No one wants to seek helpeseen as a problem gambl8po that is why we
use an indirect approach, we ys&enting programme to run it; so afterward a lot of people come
to sed help. Although initially all claimed that they had not gambling problems, but during the
programme we found half of them indicated that they haétaffected by problem gambling

4.1.2 Impact of entry pathway on intervention outcomes

When asked if the mode of clients6 entrythd nto th
majority d staff survey respondents (73%ffirmed that it did. Imdetailingthe differences they notd,

18 staff respondents indicated that compared torefdfred clients, clients who were directed to

undergo counselling by either the court system or exclusion programmetesg committed and had
lessmotivation for change.

If the client is seHreferred, they have more motivation to control or stop their gambling. However
if they are coming due to other reasons, mandated, asked to do so by concerned others or to get back
into casino gix sessions), they seem to be less motivated.

Selfreferredclients usually hae better attendance and engagement in the counselling process
which caussbetter outcomes in terms of awareness and behavioural change

Two staff respondenteportedthe need to tailor intervention services to clients from different modes
of entry as they were at differestagef readinesso change

In relation to what they come from, their readiness to change would be different so that in
responding to their readiness, our treatment approach would be flexible to meet it.

Justicereferrals require short term interventiagix to eightsessions. Sebarred, selfeferred
clients requiresix sessions. Mental Health referrals require more long term intervention.
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4.1.3 Clients with a compulsory mode of entry

Analysis of theCLIC database indicated that there vaasncrease in referrals from the justice system
(corrections and parole) particularly in 2012/1Qver half ofstaff surveyrespondentindicated that
this mode of client entrypccurredoccasionally, while over a quartardicaed that this occurred
frequently (see column four iRigure 13 abovg. Qualitative feedback from a few stagtirvey
respondents suggestétht clients referm through the justice system weless motivated to attend
sessions and exhikidlesscommitment to making changes

Considering thisinique category dflientswith a compulsory mode of entry into intervention services,
focus group participants were askiédhere were anyneasures in plato enhance the treatment
outcomes for these clients. One explained that justigzred clients were treated in a similar manner
to other clients.

€ In terms of working with clients, we are mindful that they have coatérom a corrective facility

that wans to correct their behaviourWe ar e not s eS80 uipn tso neo wahyast éwe
work with them any differently than we do with other clients, because even though they have been
mandated to come andder e at ment we c an fisnommdd we atetheretodoh ange .
We can do as muchsthey want, they will engage when they wa®ame as anybody else who

comes to us, who has beencoerbed a f ami | y me npbreab aobrl yw hvaet edvoerr éét
with them too differently.Probably work with their mivation and that kind of thing.

However anothelparticipantnotedthe unique situation of tise clients that may necessitate additional
support.

The main thing with prison clients and justice referigthat you may be the only person that they
now have. Everyone else is gone, employerb, U n@aniners, familyaregone. So, you are it.
That is the difference.

Other participans explained the changes made, and approachestasaccommodate theeeds of
those clients. These included increasing their treatment length, encouraging a more holistic life
perspective, education on riskking behaviour and relapse prevention, making efforts to establish a
trusting relationship, and providing additibressistance, which went beyond the scope of problem
gambling counselling.

We get a lot of justice referral because of drug and alcohol and often gambling is a secondary issue.
In terms of catering for them we have moved frfoor to eightweeks [ A n gvaluation on groups
showed thaeightweek groups were more therapeutically beneficial for consumers

We use the resistanéeroll with it to look at resistance to change in other areas; give them the
benefits to go holistic and look at the intangible Bisef their life. We work with motivational
interviewing and we find that they are really open; once they see a brown face and they really work
with us.

€ When we do get referrals from probation; | suppose with breaking the resistance; we tell them
thatwe are not obligated to communicate or give any kind of written report to the probation officers
without the client knowing firstSo usually that breaks a lot of the barriers for them to be able talk
to us

The difference is that their criminal offendihgs put them on the margins. So you have got issues
do to with their family rejecting themé Plus it

c

a

they have stolen from [and] i ssues | ike insolvenc
needtoducate your c¢client about all of that very ofter

be difficult; the person is about to be sentenced and the family does not know anything about the

crimeé You also need to pr ehaedonetrofeplaysWwitbthemt he court

about how you behave in court; and also [the importance of appearance and looking tidy].

4.1.4 Impact of national social marketing campaigns on helgseeking behaviour

When askedavhy they sought help from a gambling support seraod; nine client survey respondents
(6%) indicatedhaving beerencouraged by service providethey met atan firiformation stall at a
public event or festival 0 Four other clientsreportedother forns of national awareness raising
campaignghatmay have led to their help seeking behaviour:
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| heard the advert on the radio and phoned up for information

[At a] TAB [outlet]. Information by way of pens, Choice Not Chance
Television

Poster advert on theoor of the ladies toildat a] kar.

Overall, staff respondents were evenly split in their views of the ingbacicial marketing campaigns
with 51% reportingthat they noticd increases in helpeeking behaviour following major national
public health ativities such as on Nationdbamblefree Dayor following Choice Not Chance

campaigns. However, three commented that the increases wesebstantial Fortynine percent

reportedthat they did not notice such impacts.

Two respondentsuggested that séag client feedback was one way for estimating the effectiveness
of public health communication efforts

Clients are asked how they came to our service and when there has been a publicity campaign may
give this as the reason

People refer to the TV adpiite often

Four participants reportethat the increased levels of awareness about gambling harms and about the
availability of support services reseitin increasd help-seeking behaviour.

Around Gamblefree Daypeople understand more about gamblingrhand more people know
where to get help

Two participants reportethcreasd numbers oBrief Interventionsas an indicatqrsix othersnoted
increases in calls, engigs and referrals following national public health activities.

I have noticed at ouGamblefreeDay event the many referrals that came through as oppose
normal weekly/fortnightly events that take place in the communifié® event encouraged those
affected to admit and make a stand

Often see a slight increase in referrals followidgextising campaigns

4.1.5 Impact of local public health promotion activities on helpseeking behaviour

Twentythree (16%)client surveyrespondentseportedthat being encouraged by a service provider
they metfi ba public meeting, workshop or public healtiegentatiod was a reason for theinitial
help-seeking behaviour whileime (6%) indicated a service provider they meanfinformation stall
close to a supermarket or shopping alas their reason.

Just over half{58%) of staff survey respondents indicated that they ndficereases in helpeekimny
behaviour following awarenesaising activities during local events and festivals organisdelGiyH
serviceproviders in their area.

Two staff respondent&ported that thir clients haduggestedhe effectiveness of local public health
promotion activities.

When client come, they told us that thiaynd out about our servidlrougha public hedth
promoti oneé

Threestaff respondentassociated helpeeking behaviour witenhanced awareness about gambling
harms and availability of support services.

We have drawcards at our stall and this is our opportunity to explain our service and how they
could be affected.Eighty percenbf those we speak to are most likely affectdthis increases

helpseeki ng behaviour because itdéds | i ke a domino eff

Two staff respondents reportéite value ofusinglanguage and culturallyappropriateapproacheat
such events as this enabiaere effectiveawarenessaising among specific ethnic groupBSour staff
reportedncreasd numbers obrief screenings and interventions during these events.

Yes, clients are aware of their gambling issues and shared their struggles in these events; numbers
increasen filling up of gambling screens
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