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1. Executive Summary 

The overall objective of this project was to review, analyse and synthesise a range of component 
inputs which have either been completed or are currently being carried out by the Ministry of 
Health or contracted agencies. This report summarises the key findings of the project to provide 
an indication of current problem gambling need in New Zealand.  

Total gambling expenditure (player losses) for the four main types of gambling activity (racing, 
New Zealand Lotteries Commission, non-casino gaming machines [NCGMs] and casinos) recorded 
in New Zealand was $2.034 billion for 2007/08. NCGMs represent the largest portion of this at 
$938 million, which is a slight decrease of 1.28% from $950 million in 2006/07. 

The literature review highlights the complex nature of addressing gambling problems, as 
indigenous and ethnic groups are affected differently and problem gamblers often have co-
morbidities such as depression, anxiety and problems with alcohol or other drugs.  

Several research studies have been funded by the Ministry of Health that have investigated 
barriers to help-seeking; linkages between gambling and crime; impacts of gambling for Māori; 
gender and ethnic differences among Pacific people; functionality of assessment and screening 
instruments; social impacts of gambling; and a review of intervention effectiveness in New 
Zealand. The research into barriers to help-seeking found that while most people know of one 
problem gambling service, the treatment process was not well understood and a high proportion 
(66%) of general population participants were concerned about confidentiality and that they 
might be treated like an addict or mentally ill.  In another study, a wide range of types of 
unreported crime associated with gambling was identified, as well as indications that there may 
be two distinct pathways for gamblers’ involvement in crime (either involved in crime first and 
then gambling, or vice versa).  

Information about the prevalence of problem gambling was gathered as part of the New Zealand 
Health Survey 2006/07. The survey found one in 58 adults (1.7%) were experiencing either 
problem (0.4%) or moderate risk (1.3%) gambling. This is in contrast with the 2006/07 Gaming and 
Betting Activities Survey which found that 9% of adults had gambled to a harmful level during the 
last 12 months. However, different measures of gambling harm were used in the two surveys. 

Problem gambling services user statistics show a 9.8% increase in new clients from 2006 to 2007 
for the Gambling Helpline, although visits to the website decreased by 35% in the same period. At 
their first assessment, 62.1% of face-to-face intervention clients rated their gambling as either 
mostly or completely out of control, indicating many do not seek help until they are at crisis point. 
Non-casino gaming machines continue to be the primary mode of problem gambling cited by new 
clients (75.6% of new Helpline clients and 66.8% of new face-to-face intervention clients). 

The gambling/problem gambling geographical analysis confirmed findings of previous needs 
assessments, showing people living in more deprived areas are at greater risk of developing 
problems with gambling. Fifty-six percent of all NCGM expenditure occurred in census area units 
with a decile rating of 8 or above, and Māori and Pacific peoples are overrepresented in these 
deciles, suggesting they are more likely to be affected. While there were fewer NCGMs overall 
(19,856, representing a decrease of 9% since 2005), they continue to be concentrated in more 
deprived areas. 

An evaluation of service delivery identified areas of improvement needed in current service 
provision, specifically related to: treatment pathways; involvement of family/whānau; facilitation 
services; data collection, management and outcomes reporting; and training and workforce. The 
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evaluation found that improved collaboration and relationships between providers of problem 
gambling services and other health services (such as mental health services or alcohol or other 
drug counselling) should contribute to improved access into appropriate services, and ensure 
interventions are happening as early as possible to prevent clients presenting in crisis. 

Across these five workstreams (literature review; review of research; data on prevalence, 
incidence and demand; the gambling/problem gambling geography; service evaluation), a number 
of key themes or issues were observed and are discussed in section 8. Key issues include the 
continued overrepresentation of Māori and Pacific peoples among problems gamblers; linkages 
between more deprived areas and higher prevalence of gambling opportunities and higher 
expenditure; a need for development of early intervention strategies and improved knowledge 
around screening and awareness; and the need for continued support for evaluation of treatment 
efficacy in order to assist efficient targeting of resources for treatment. These findings will be 
used to support and inform the Ministry’s development of the 2009 problem gambling needs 
assessment. 
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2. Introduction 

2.1 Purpose 

The Ministry of Health is responsible for the funding and coordination of problem gambling 
services and activities in New Zealand.  

Francis Group Consultants Ltd was contracted by the Ministry of Health to review, analyse and 
synthesise a range of component inputs to the report which have either been completed or are 
currently being carried out by the Ministry of Health or contracted agencies.  

This report summarises key findings from a range of sources of information to provide a picture of 
problem gambling in New Zealand, which will be used to support and inform the Ministry’s 
development of the 2009 problem gambling needs assessment.  

This report is a key deliverable of work conducted from November 2008 to February 2009, which 
details the investigation of the five workstreams, and highlights key issues observed across the 
workstreams.  The workstreams are:  a literature review, a review of Ministry of Health-funded 
research, a gambling/problem gambling geography, analysis of information relating to prevalence, 
incidence, and demand in New Zealand, and a review of a problem gambling services evaluation.  

2.2 Methodology 

The project was broken down into five workstreams, each undertaken with its own methodology 
detailed in Appendix B.  Information from the various workstreams has been synthesised and 
informs the key issues section found at the end of this report.  The workstreams, while researched 
independently, are closely aligned to one another and together form the complete picture 
necessary for taking a public health approach to the prevention, treatment and monitoring of 
problem gambling. 

The five workstreams comprised: 

 a review of problem gambling literature, covering three years’ worth of articles (2006-
2008) from four journals1; 

 a review of the findings of seven research projects contracted by the Ministry of Health in 
relation to its problem gambling research strategy from 2004-2010; 

 analysis and review of trends and patterns modelled using Geographic Information 
Systems (GIS) data for problem gambling (the gambling/problem gambling geography); 

 analysis and review of trends and patterns indicated in national data on prevalence, 
incidence and demand; and 

 assessment of evaluation report findings from stages one and two of a service evaluation 
contracted by the Ministry on aspects of problem gambling services and their delivery. 

In addition to the evaluative work within the workstreams, the Francis Group team met with key 
stakeholders, including service providers, the Department of Internal Affairs, industry 

                                                           

1
 The Journal of Gambling Studies (JGS), the International Journal of Mental Health and Addiction (IJMHA), 

International Gambling Studies (IGS), and the Journal of Gambling Issues (JGI). 
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representatives, and clients accessing problem gambling services.  The team also met regularly 
with the Ministry to discuss findings and implications from the workstreams and meetings with 
stakeholders. 

2.3 Gambling in New Zealand 

People participate in gambling for a variety of reasons, including monetary gain, to socialise, for 
excitement, and sometimes to help raise funds for a community project. In New Zealand, types of 
gambling include the more traditional forms such as horse racing, dog racing and housie, and a 
range of new types of gambling which have been introduced since the late 1980s, including Lotto 
and electronic gaming machines (EGMs or “pokies”), followed by casinos and phone, text and 
internet betting.  

There has been concern that internet gambling, one of the newest modes of gambling, is 
increasing in popularity and may be linked with high risk of gambling problems (Wood, Williams, 
& Lawton, 2007).  Evidence of this was not found in the literature reviewed for this report.  It is, 
however, important to note that the very nature of internet gambling (it can be done from home, 
a false identity can be assumed, regulations are hard to enforce, etc) means that it is harder to 
track participation and harm.  Continued research into internet gambling activity in New Zealand 
may help prevent or promptly address any emerging issues as the mode evolves. 

Total gaming expenditure by players (player losses) on the four main types of recorded gaming 
activity (racing, New Zealand Lotteries Commission, non-casino gaming machines (NCGMs) and 
casinos) increased every year between 1984 and 2005, before dropping slightly in 2005/06 to 
$1.977 billion. Increases were again seen in 2006/07 and in 2007/08 when gambling expenditure 
increased by 0.71%, from $2.020 billion to $2.034 billion (a 2.8% rise between 2005/06 and 
2007/08). 

Table 1 shows gambling expenditure statistics for 2006-2008 in actual dollars (non-inflation 
adjusted) for the four main types of recorded gaming activity. It shows that expenditure is highest 
for non-casino gaming machines, followed by casinos, then lottery products and racing.  

 

Table 1: Gambling Expenditure Statistics 

 2006 

$m 

2007 

$m 

2008 

$m 

Gaming Machines (outside casinos) 906 950 938 

Casinos 493 469 477 

NZ Lotteries Commission 321 331 346 

Racing 258 269 273 

Total 1977 2020 2034 

Source: Gambling Expenditure Statistics, Department of Internal Affairs (2009). 

 

As shown in Table 1, non-casino gaming machine expenditure decreased by 1.28% from $950 
million to $938 million. This contrasts with the increase in expenditure of 5% in 2006/07. Casino 
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gambling expenditure (which includes casino gaming machines) increased by 1.59% from $469 
million to $477 million. This contrasts with the 4.7% decrease from the previous year. 

Although participants lose money on gambling, there are some benefits to the community from 
gambling, for example community purposes funding which comes from the minimum return of 
37.12 percent of non-casino gaming machine proceeds to the community. This funding is used for 
a range of activities from supporting sports teams to community events. 

For some groups, gambling provides an important opportunity to socialise and enjoy a shared 
activity. However, despite some benefits, there is a large amount of evidence to demonstrate the 
negative effects of gambling on the community, particularly problem gambling. 

2.4 Gambling harm and a public health approach 

Public health is the science and art of promoting health, preventing disease and prolonging life 
through the organised efforts of society (Public Health Association, n.d.). The Ottawa Charter for 
Health Promotion, adopted at an international conference on health promotion in 1986, sets out 
principles for public health. Health promotion is the process of enabling people to increase 
control over, and to improve, their health through actions such as building healthy public policy, 
creating supportive environments, strengthening community actions, developing personal skills, 
reorienting health services, and moving into the future (Canadian Public Health Association, 
Health and Welfare Canada, & the World Health Organization, 1986).  New Zealand is one of the 
first countries to adopt a rigorous public health approach to gambling (Schluter, Abbott, and 
Bellinger, 2008). In New Zealand, the goal of the public health approach to addressing problem 
gambling is to increase the quality of life of New Zealanders by strengthening society’s response 
to gambling and preventing and reducing gambling harm (Health Sponsorship Council, 2006).  One 
of the purposes of the Gambling Act 2003 is to prevent and minimise the harm caused by 
gambling including problem gambling. 

The Ministry’s Strategic Plan for 2004-2010 incorporates primary (public health), secondary and 
tertiary prevention strategies for preventing gambling harm, and addressing and reducing harm 
when it does occur. Primary prevention, or public health, activities aim to integrate health 
promotion strategies with health protection approaches, to reduce the risks of, and minimise 
gambling harm by enhancing community and individual capacity – thereby helping to prevent 
problems from developing. Secondary prevention strategies limit harm in the early stages of 
problem development, through identifying gambling problems and intervening at an early stage 
of problem development. Tertiary prevention activities treat the long-term effects of problem 
gambling. 

The Gambling Act (2003) defines harm as ‘harm or distress of any kind arising from, or 
exacerbated by, a person’s gambling; and includes personal, social, or economic harm suffered by 
the person; or the person’s spouse/partner, family and whānau, or wider community; or in the 
workplace; or by society at large (Part 1, Section 4, page 24).’ 

The Strategic Plan 2004-2010 states that when gambling harm disproportionately affects certain 
populations, appropriate activities will be tailored within these domains to address the relevant 
risk or protective factors (Ministry of Health, 2004). Taking a public health approach to minimising 
and reducing harm requires the Ministry to monitor trends and patterns within population 
groups, to ensure that prevention activities are meeting current needs. This report, and the needs 
assessment which will follow, are designed to bring together information from a range of sources 
to provide an up-to-date picture of current issues, in order to inform service planning and 
strategic planning for 2010 and beyond.  
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3. Literature review 

3.1 Introduction 

The first phase of the services to inform the 2009 Problem Gambling Needs Assessment involved a 
review of gambling literature that has been published in four international journals (The Journal 
of Gambling Studies, the International Journal of Mental Health and Addiction, the Journal of 
Gambling Issues, and International Gambling Studies) from 2006 - 2008.  The primary focus was to 
determine whether the domestic and international trends noted in the 2006 Needs Assessment 
have continued and if the then anticipated research has been carried out.  Of the 252 articles 
published in these journals over this time period, 97 were selected for inclusion in this literature 
review.  Detailed information about the methodology for selection can be found in Appendix B, 
and a collation of brief summaries of the reviewed articles is appended to this report.  

The volume of literature available suggests continued interest in understanding, preventing, 
treating, and monitoring gambling problems.  Gambling-related research has grown markedly.  In 
a review of 2,246 citations (i.e., scholarly journal articles) from 1903 to 2003, Shaffer, Stanton, & 
Nelson (2006) found that the most prevalent topics explored within gambling study citations have 
been pathology, risk-taking, decision-making, and addiction.  More recent studies (1993 – 2003) 
addressing epidemiology, drug abuse, co-morbidity and neuroscience have become increasingly 
prevalent. The growth of psychological and biomedical publications about gambling represents a 
significant increase in gambling-related research.  Changes in frequency of key words (i.e. from 
risk-taking to epidemiology) reflect a trend toward placing gambling in a larger context – 
understanding not only the behaviour, but also recognising its correlates, antecedents, and 
consequences.  The study suggests a continuation of the trend towards research looking not only 
at gambling behaviour and mechanisms, but also the context within which it occurs.  The 
adoption of one suggestion from the study, procedural standards in citations management, would 
have been very useful for conducting the literature review for this report. 

As the concepts of legalised gambling, measured harms from gambling, and treatment of 
gambling problems as part of a mental health framework are all relatively new, the body of 
literature reflects an acknowledgement that much more research is needed in all areas relating to 
gambling and gambling harm.  Most studies suggest further research is needed to fully 
understand and to validate findings. 

Each article reviewed was measured on its relevance or importance to one or more of the 
following themes: 

 gambler characteristics, such as ethnicity, age, gender, special populations (i.e. prisoners), 
and co-morbidity; 

 gambling harm and public health; 

 gambling accessibility/opportunities to gamble; 

 intervention service delivery, including screening processes, intervention outcomes, 
access to services; 

 culture, age, ethnicity, treatment for women, prevention/at risk efforts, and social 
marketing programmes; 
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 gambler decisions/psychology, including understanding gambler behaviour and gambling 
debt; 

 trends/shifts in trends in types of gambling/the gambling experience, including gaming 
environments 

 regulations/policies; 

 training and workforce issues; and 

 the impact of the global economic climate. 

There was considerably more literature available on some topics than others (and no articles on 
training and workforce issues or the impact of the global economic climate); suggesting that there 
are either gaps in published research or that a wider search is needed.  The themes that did come 
across strongly and will be of particular interest for the 2009 Needs Assessment were ethnicity, 
co-morbidity, and gambling harm and public health.  Some articles that are not discussed in this 
section are referenced elsewhere in this report as they support those sections more strongly than 
the key themes identified here. 

3.2 Methodology 

Articles from January 2006 to November 2008 from four international journals relating to 
gambling studies were considered for inclusion in the literature review.  Detailed information 
about the methodology can be found in Appendix B.  A full list of the articles reviewed in detail, 
along with the weighting chart, is appended to this report, along with short summaries of each of 
the articles chosen for review. 

3.3 Themes 

3.3.1 Gambler characteristics, such as ethnicity, age, gender, special populations (i.e. 
prisoners), and co-morbidity 

For the purpose of this project, ethnicity and co-morbidity were the most commonly studied 
gambler characteristics. More information about the other sub-themes can be found in the 
appended literature review summary. 

Ethnicity 

Within most areas of research in the study of problem gambling, ethnic and cultural differences 
have been observed, including how gambling is perceived (Department of Internal Affairs, 2008); 
levels of risk/susceptibility to gambling harm (Bellringer, Perese, Abbott, & Williams, 2006; 
Johansson, Grant, Kim, Odlaug, & Götestam, 2008; see also Ministry of Health, 2008a); and 
perceptions of help-seeking (Clarke, 2007; Clarke, Abbott, Desouza, & Bellringer, 2007). 
Interestingly, the majority of studies focusing on the correlations between ethnicity and gambling 
behaviour and/or gambling harm have been conducted in New Zealand.  Unfortunately, most 
articles did not define what the criteria for inclusion in a specific ethnic group are, which means 
caution must be used when predicting and monitoring trends. 

Culture-specific beliefs and values can reinforce the importance and perceptions of gambling.  For 
example, for some Pacific groups, community-based gambling such as card games and bingo are 
promoted to strengthen social ties and to redistribute money within the community (McMillen et 
al 2004 and Perese & Faleafa 2000, as cited in Clarke, Abbott, DeSouza, & Bellringer, 2007).   
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Internationally, similarities have been found among indigenous people in the Northern Territory 
of Australia, where card games comprise an integral part of the social and economic activity of 
community life (Young, Barnes, Stevens, Paterson, and Morris, 2007). There are also cultural 
differences between the social stigma attached to gambling, gambling problems and help-seeking 
in general.  This may prevent problem gamblers from seeking professional help.  In New Zealand, 
stigmas towards help-seeking are highest among Asian and Pacific Peoples (Roguski, Duckworth, 
Chauvel, & Guy, 2008; Clarke, Abbott, DeSouza, & Bellringer, 2007; Tse, Wong, & Chan, 2006).  
Encouragingly, one study found that the percentage of Māori accessing face-to-face intervention 
services has increased in recent years (Clarke, Abbott, Desouza, & Bellringer, 2007), and another 
found that there has been a gradual increase in Pacific people presenting to gambling treatment 
providers (Bellringer, Perese, Abbott, & Williams, 2006). 

Gambling problems affect not only the gamblers themselves, but also their families and the wider 
community.  It has been proposed that gambling contributes to the social disorganisation and 
social deprivation of many communities, specifically those with low income indigenous and ethnic 
minority populations (Dyall, 2007).  For the Asian population in general, familial problems 
included domestic violence, children being neglected and affected by frequent arguments 
between parents, and instability within the home environment (Tse, Wong, & Chan, 2006).  While 
familial and community effects are not limited to problem gamblers of specific ethnic 
backgrounds, further research into how specific groups address these effects may be useful in 
informing approaches for the wider population. Another area where cultural differences may 
need to be addressed is with screening tools and instruments; if these are appropriate for use 
among various ethnic groups (Young, Barnes, Stevens, Paterson, & Morris, 2007).  It has been 
suggested that prevalence surveys are best suited to culturally mainstream populations (Young, 
Stevens, & Morris, 2008).  If this is correct, there is a need to ensure accurate representations of 
ethnic groups in future prevalence surveys. 

In summary, recent research confirms that ethnic groups are affected differently by gambling 
problems, for a number of reasons.  Suggested next steps include addressing cultural stigmas and 
barriers to help-seeking, more consistent definitions of ethnic groups, and ways in which ethnic 
communities can be empowered and encouraged to address gambling problems within the 
community. Ensuring screening and survey tools are appropriate for use among a variety of 
ethnicities is also important. 

Co-morbidity 

Depression, anxiety, obsessive compulsive disorder, personality disorders, and the abuse of 
alcohol and other drugs have all been found to be probable risk factors for problem gambling 
(Johansson, Grant, Kim, Odlaug, & Götestam, 2008; Turner, Zangeneh, & Littman-Sharp, 2007).  
Individuals suffering from mood/anxiety disorders or substance dependence/alcohol abuse (and 
especially those with both) are at a higher risk for gambling problems (el-Guebaly, Patten, Currie, 
Williams, Beck, Maxwell, et al., 2006).  Co-morbidity between problem gambling and alcohol 
abuse may significantly increase the risk of attempted suicide (Penfold, Hatcher, Sullivan, & 
Collins, 2006).  Women may experience co-morbidity in additional areas, such as binge eating and 
compulsive shopping (Boughton & Falenchuk, 2006).  For adolescents, significant associations 
exist between gambling participation and depressive symptomology and deliberate self-harm.  
Gambling participation for adolescents is also associated with involvement in antisocial 
behaviours, being a drinker, smoker, and having used marijuana, especially for males (Jackson, 
Dowling, Thomas, Bond, & Patton, 2008). 

Causation is not clear for co-morbidities.  Some studies (Johansson, Grant, Kim, Odlaug, & 
Götestam, 2008; el-Guebaly, Patten, Currie, Williams, Beck, Maxwell, et al., 2006) note that co-
morbidities are risk factors for problem gambling, while others only note association (Boughton & 
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Falenchuk, 2006; Jackson, Dowling, Thomas, Bond, & Patton, 2008).  There are also studies that 
suggest gambling to be the risk factor for developing other health issues such as depression, loss 
of self-esteem, poor eating and sleeping conditions, occasional drinking and smoking problems 
(Tse, Wong, & Chan, 2006) and suicidality (Penfold, Hatcher, Sullivan, & Collins, 2006).  Of 
additional concern is that the presence of co-morbidities has been found to be associated with a 
greater severity of gambling problems and a higher level of psychopathology (Ibanez et al., 2001, 
and cited in Westphal & Johnson, 2007).   

Co-morbidities affect treatment seeking, the treatment process, and its outcome (Westphal & 
Johnson, 2007).  Research suggests that further investigations of the impact of co-morbidities on 
the onset, course and treatment of problem gambling are required.  For example, Pelletier, 
Ladouceur, and Rhéaume (2008) found that not only are co-morbid personality disorders 
associated with greater resistance to treatment, the presence of certain co-morbidities is a 
significant predictor of treatment dropout. 

The treatment of these co-morbidities should be integrated into any problem gambling treatment 
programme (el-Guebaly, Patten, Currie, Williams, Beck, Maxwell, et al., 2006).  Conversely, 
treatment programmes for these co-morbid issues should also look at integrating problem 
gambling treatment.  Other findings suggest that gambling behaviour should be included in 
psychological or psychiatric screening procedures in order to enhance early detection of 
potentially problematic gambling behaviours.  Results of the suicide study mentioned above 
highlight the need to screen and provide referrals specific to issues of problem gambling in 
accident and emergency settings (Penfold, Hatcher, Sullivan, & Collins, 2006). 

The high prevalence of co-morbidities has even lead to suggestions that pathological gambling 
belongs to a syndrome of related disorders linked by a common biological vulnerability (Shaffer, 
2003, as cited in Turner, Zangeneh, & Littman-Sharp, 2006). 

In summary, co-morbidity with other issues continues to present itself in problem gamblers.  
Effective screening and an integrated approach to treatment are important components to 
addressing the many facets of co-morbidities. 

3.3.2 Gambling harm and public health 

Addressing gambling problems using a public health perspective has been gaining popularity 
worldwide.  How exactly this approach is applied, or even what is covered within the public health 
domain, has not been clearly explained in the literature.  A review of empirical research 
concerning parameters of gambling behaviour (Peller, LaPlante, & Shaffer, 2008) focused on new 
gambling technology and suggests that attempts to develop and implement safety features for 
new gambling technology are promising.  The review suggests that “collaboration among 
policymakers, manufacturers, and researchers can increase understanding of how new gambling 
technology affects the public health and stimulate new strategies for implementing effective 
public health interventions” (p. 519).  However, what form that collaboration could/should take is 
not addressed.   

Another area relating to public health that requires clarification is how public health resources 
should be directed to address gambling-related harm.  One study suggests “considerable 
resources and support should now be given to low income and indigenous communities to help 
them become organised to be able to challenge and seek removal of social hazards, such as 
gambling venues from their locality” (Dyall, 2007, p. 329).  This report, however, does not address 
how the resources and support would be used or administered.  A separate study (Hindmarsh, 
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Aston, & Henare, 2007) does look at how a community approach can be effective in implementing 
change (in this case, a sinking lid policy on electronic gaming machines). 

Self-exclusion is a commonly discussed treatment option that fits within a public health 
framework.  Several studies have found that self-exclusion programmes are an effective 
treatment for clients who have extreme difficulty controlling their gambling in other ways 
(Townshend, 2007; LaBrie, Nelson, LaPlante, Peller, Caro, & Shaffer, 2006; Ladouceur, Sylvain, & 
Gosselin, 2006).  In addition, self-exclusion has potential to be used as a gateway to treatment 
(Blaszczynski, Ladouceur, & Nower, 2007). 

Taking a public health approach to problem gambling requires collaboration between industry, 
communities, and many branches of healthcare.  It also requires a change in perception about 
how problems can be treated, and more importantly, prevented.  Self-exclusion is an example of 
collaboration between industry and gamblers.  Screening for and treating co-morbidities is an 
example of collaboration between branches of healthcare (Westphal & Johnson, 2007).   More 
research, reports, and evaluations of programmes such as the Ngāti Porou Hauora problem 
gambling service (Hindmarsh, Aston, & Henare, 2007) will be useful in giving structure to, and 
options for, a public health approach to problem gambling. 

3.4 Conclusion 

The literature reviewed did not indicate any major changes to previously identified trends.  The 
literature review summary appended to this report covers the articles reviewed in more detail.  
Findings from the literature highlight gaps that need to be addressed in prevention efforts, 
treatment modalities and treatment outcomes.  Going forward, there is a need to develop 
strategies to address these gaps and monitor their efficacy.  A future literature review covering 
the same themes could be used to monitor trends in international research. 

Limitations 

A major limitation found through this systematic review of the literature is the lack of standards 
and consistency with screening methods, language, definitions, and analysis of results from study 
to study.  While general trends and themes have been identified, specific comparisons are not 
possible due to this.  As mentioned earlier, the adoption of procedural standards in citations 
management (Shaffer, Stanton, & Nelson, 2006) would have been very useful for conducting this 
literature review. 
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4. Findings from Ministry of Health funded 
research 

4.1 Introduction 

The Ministry has contracted for research services to deliver against its problem gambling research 
strategy for 2004-2010. The research component of the current project involved reviewing seven 
research reports completed during 2007 and 2008, analysing each for key themes and trends, 
gaps in knowledge and identification of further research questions. 

This section differs from the review of problem gambling literature in that the reports reviewed in 
this section were commissioned by the Ministry of Health to focus specifically on problem 
gambling in New Zealand, whereas the literature review covered literature published in four 
international journals.  

The majority of the research reports reviewed here were finalised in the latter part of 2008, and 
so the Ministry of Health may not yet have been able to act on recommendations contained 
within the reports. 

Overall, research themes reflect New Zealand’s focus on a public health approach to addressing 
harm associated with gambling and problem gambling, examine areas such as experiences of 
harm and preferences for different modes of gambling within population sub-groups, and explore 
the effectiveness of interventions for different population groups. Research projects tend to be 
either smaller-scale, qualitative studies, or larger, quantitative investigations, with both of these 
approaches contributing important information to help build the knowledge base around 
gambling and problem gambling in New Zealand. 

Research reports are reviewed in the following section, with a focus on three aspects: an 
overview of the objectives and methodology of the project; a summary of the main findings (what 
does it tell us/what’s new?); and identification of further areas of research (what do we still need 
to know?). 

4.2 Research reports 

4.2.1 Problem Gambling – Barriers to Help Seeking Behaviours (Bellringer, Pulford, Abbott, 
DeSouza, & Clarke (2008)).  

This project sought to describe and understand barriers and enablers to help-seeking, and the 
experiences when seeking help, of people experiencing gambling harm and their families/whānau. 
The methodology involved a review of national and international literature; focus groups with key 
stakeholders; surveys of gamblers currently seeking help for themselves (n=125), their 
families/whānau (n=32), and general population gamblers not currently seeking help (n=104). 
Semi-structured interviews were also conducted with five Māori and two Korean problem 
gamblers. 

In terms of enablers to help-seeking, it was found that help-seeking primarily occurs following a 
crisis event. This help-seeking may also be motivated by a failure to obtain assistance elsewhere 
and may represent a final step rather than a first in a help-seeking journey. This has implications 
for service provision because earlier intervention, before a crisis occurs, may be able to reduce 
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the amount or seriousness of harm experienced. The report recommends raising awareness of 
problems and supports, and normalising help-seeking, to encourage earlier help-seeking 
behaviours. 

Financial problems were generally considered the primary motivator for seeking help, and 
secondary were psychological distress or a desire for change. This finding is consistent with 
previous research. The prominence of financial loss as an enabler to help-seeking could be used in 
advertising or marketing campaigns to encourage help-seeking. 

Primary barriers to help-seeking were found to be intrinsic to the individual and consisted of 
pride, shame and problem denial (consistent with previous research). The report suggests that 
strategies to raise problem awareness, de-stigmatise problem gambling and normalise treatment-
seeking behaviour should be prioritised. 

Another barrier was that participants felt there were difficulties in defining problem gambling, 
particularly the threshold at which gambling becomes problem gambling. This reinforced the need 
to raise problem awareness and normalise treatment-seeking. 

A lack of knowledge of the range of specialist services available was a further barrier identified by 
those receiving treatment and general population gamblers not currently seeking treatment. 
Most could name one service, however the treatment process was not well understood, and 
those who had previously sought assistance for a gambling-related problem often reported 
negative experiences with the service they received.  It is important to note that these services 
were not necessarily provided by the Ministry of Health. Concerns about confidentiality or being 
treated like an addict or mentally ill were also evident, with 35% of Helpline clients and 
approximately 66% of general population gamblers mentioning both. Recommendations included 
increasing the range and accessibility of specialist and non-specialist supports, as well as ensuring 
there is robust evaluation of current and planned supports to assist in improving their 
effectiveness. 

The research did not find evidence of gender differences for enablers or barriers to help-seeking; 
however the authors caution that the small sample sizes mean further investigation is required. 
Similarly, there were no strong indications of access issues relating to language or culture, but the 
report recommends the experiences of sub-groups need further explanation, to ensure 
interventions are evidence-based and culturally appropriate. Difficulties with recruitment meant 
barriers and enablers to help-seeking by family/whānau of problem gamblers were unable to be 
examined. 

In addition to limitations in drawing conclusions due to sample sizes, the report identifies a 
further limitation in that focus groups and recruitment of general population gamblers were only 
carried out in Auckland, so further research is needed to explore the experiences of a wider range 
of geographic locations, including any urban/rural differences. It was also intended that service 
users participate in the focus groups, but this did not occur. 

The report recommends four strategies that could be used to implement the recommendations 
identified above and reduce barriers to help-seeking: social marketing campaigns, such as 
television advertising; opportunistic early intervention schemes, such as projects with GPs or 
other social service agencies; promotion of self-help resources and mechanisms; and independent 
evaluation of support services to ensure a robust evidence-base for effective interventions. 

Future research needed: 

 How can awareness of intervention services be improved, as well as demystification of the 
treatment process? 
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 Larger sample sizes are required to validate the preliminary findings of the research. 

 Are there differences in the help-seeking experiences of certain sub-groups, i.e. by 
ethnicity and gender? 

 How can the effectiveness of specialist and non-specialist supports be improved? 
(evaluation required). 

 What are the barriers and enablers to help-seeking for the family/whānau of problem 
gamblers? 

4.2.2 Problem Gambling – Formative Investigation of the Links Between Gambling (Including 
Problem Gambling) and Crime in New Zealand (Bellringer, Abbott, Coombes, Brown, 
McKenna, Dyall, et al. (2008)). 

This formative investigation used a small self-selected sample of 40 participants to gather 
qualitative information to assist with developing a better understanding of the linkages between 
gambling and crime, with particular reference to unreported crime, within the New Zealand 
context. It was also designed to gather information about the nature of the resulting harms 
experienced by individuals, families/whānau and communities. The study involved recruiting 
people who gambled and had committed crime, and their significant others, to answer questions 
about their gambling and criminal behaviours. Interview questions were developed using 
information gathered from a literature review, focus groups and a hui with key Māori 
stakeholders including gambling treatment providers, gambling industry providers, health service 
providers, and community groups and services. 

The literature review identified that the predominant form of crime across all modes of gambling 
is theft, with monetary crimes in general tending to be associated with gambling. Participants in 
this study reported a range of criminal behaviours (not necessarily gambling-related), with 
dishonesty offences (mostly financial in nature), traffic offences, and other socially unacceptable 
behaviours (such as lying) the most common. Seventy percent reported “borrowing money 
without permission” in order to gamble, with 44% doing so within the previous 12 months. The 
least perpetrated category of offences was crimes against the person, including verbal and 
physical aggression or abuse. 

The study reinforced literature that has found that those who commit crime tend to be more 
extreme in their gambling behaviours (e.g. Potenza et al, 2001 and South Australian Independent 
Gambling Authority, 2002, as cited in Bellringer, Abbott, Coombes, Brown, McKenna, Dyall, et al., 
2008); participants had a very high median weekly expenditure, spent an average of 9.4 hours 
gambling per week, and had high scores on the Problem Gambling Severity Index (PGSI). The top 
two reasons given for gambling were ‘to escape problems’ and because ‘it is an 
addiction/compulsion.’ The primary reason for not gambling was because they had run out of 
money. The study confirmed findings from previous studies that crimes committed by gamblers 
are often motivated by a need to obtain funds for gambling.  

Among study participants, it was found that criminal behaviour was likely to commence before 
age 25, with regular gambling starting somewhere between ages 25 and 44, and crime to fund 
gambling or gambling debts first committed between ages 35 and 44. These statistics support the 
findings of two New Zealand studies (Abbott & McKenna, 2000 and Abbott, McKenna & Giles, 
2000, as cited in Bellringer, Abbott, Coombes, Brown, McKenna, Dyall, et al.,2008) that found 
most problem gamblers in the prison population are firstly criminals and secondly problem 
gamblers. However, this study found indications of a second distinct pathway for gamblers’ 
involvement in crime, with some participants becoming involved in gambling first, and later 
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becoming involved in crime to obtain funds to support their gambling. The authors suggest this 
possible dichotomy warrants further research as it could have important implications for how 
issues involved in gambling and crime are identified, conceptualised and addressed.  

Focus groups in the study identified a wide range of types of crime associated with gambling. In 
addition to confirming those found in earlier literature (financial, online/computer, violence and 
organised crime) the study identified social services abuse, crimes against persons, and crime at 
the family, community and workplace level. The focus groups also made a useful distinction 
between two levels of unreported crime: that known only to the perpetrator, and that known to 
the perpetrator and others (often family) but not reported to authorities. Participant numbers 
were too small to explore whether there was any support for the suggestion that Māori families 
were more likely to cover up criminal activity of a gambler in their family (such as taking money 
from a family member) in order to avoid straining whānau relationships or involvement of the 
police, which could lead to imprisonment or sentencing (He Oranga Pounamu, 2006, as cited in 
Bellringer, Abbott, Coombes, Brown, McKenna, Dyall, et al., 2008). The study did give a strong 
indication that there is a substantial amount of crime not known to the police, but that may well 
be known to those close to the perpetrator. Further research into this area, and any differences 
between ethnic sub-groups, would be beneficial as there are important implications for social and 
economic impact assessments, which may have previously underestimated the impact of crime 
associated with gambling.  

Study participants reported high levels of co-morbid health issues: almost half the participants 
drank alcohol at a hazardous level (assessed using AUDIT-C); around 75% had felt depressed for 
two or more consecutive weeks during the last 12 months; approximately 60% had been under a 
doctor’s care for physical or emotional problems brought on by stress; and 39% reported 
considering suicide because of their gambling, with 18% attempting suicide in the last 12 months. 
While it is important to remember that this was a small, self-selected convenience sample that 
was shown to be more extreme in their gambling behaviours, these high levels of co-morbid 
disorders reinforce the significant levels of harm experienced by those with serious problem 
gambling. 

Gamblers in the study were aware that their gambling and/or criminal behaviours caused harm to 
others, and were able to identify a range of harms including emotional, health, and family-related 
problems. The greatest harm identified was that of stress, including financial and emotional. It is 
worth noting that gamblers also identified harms to themselves caused by gambling of significant 
others (financial, emotional and physical) and it was found that people may gamble or commit 
crime directly because of someone else’s gambling. 

It is important to remember that this study was small and formative in nature, with a self-selected 
sample of gamblers who had been involved in criminal activity, and therefore the conclusions 
need to be treated with caution. Confidentiality issues are always an important consideration in 
studies of self-reported criminal behaviour; however, this study contributes important 
information about relationships between gambling and criminal behaviour in the New Zealand 
context, which will be helpful in developing larger-scale studies of gambling and crime. 

Further research needed: 

 What are the experiences of gamblers involved in criminal activity in the wider 
population? (Larger sample needed). 

 Are there differences between ethnic sub-groups in the levels of crime committed by 
gamblers that is not reported to the police? 

 Is there a causal link between gambling and crime (reported and unreported)? 
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 Are there two distinct categories of crime-committing gamblers: those that commence 
criminal behaviour before becoming problem gamblers, and gamblers who become 
involved in crime, essentially to support their gambling? What are the implications for 
interventions targeted at these categories? 

4.2.3 “Whakatau Mai Ra”: The Impacts of Gambling for Māori Communities – A National 
Māori Collaborative Approach (Te Runanga o Kirikiriroa Trust Inc, 2007) 

The objective of the study was to investigate the impacts of gambling and problem gambling for 
Māori whānau/hapu/iwi and communities. The methodology involved focus groups with six Māori 
health service providers around New Zealand to discuss issues of gambling in their communities 
and identify strategies for reducing gambling harm for those communities; analysis of themes 
from the focus group discussions; and development of recommendations for the future direction 
of approaches and services appropriate to Māori communities. The findings are primarily 
qualitative in nature, with extracts from group discussions reproduced to illustrate key themes. 

It is important to note that at the time of writing this report, the report by Te Runanga o 
Kirikiriroa Trust had not been accepted as final by the Ministry, so any findings or conclusions 
discussed here must be treated with caution. 

Unique features of the study include the collaborative approach taken to bring together Māori 
health service providers to discuss the issues collectively, and the recruitment of community 
research assistants from each region to conduct the focus groups (contributing to building 
research workforce capacity); the use of a kaupapa Māori framework to underpin the project; and 
the collection of information for the project which has particular meaning, relevance and long-
term implications specific to Māori communities across New Zealand. 

The study found that “pokie machines” (electronic gaming machines) are the most common 
gambling mode and the cause of most gambling-related harm for Māori communities, consistent 
with current problem gambling statistics and prevalence data. 

The most commonly cited reasons for gambling were the need to win money and 
socialising/enjoyment/fun. The need to win money was in direct relation to people’s ability to pay 
bills or debts, and pokie machines were seen as the quickest mode by which to make money. This 
finding may warrant further research to explore how awareness-raising about problem gambling 
may benefit from breaking down some of the popular misconceptions about gambling. The report 
gives emphasis to education and awareness-raising as a key strategy for reducing gambling-
related harm, with focus group participants recommending this should be whānau or marae-
based for maximum impact. The authors suggest further research could explore critical factors for 
effective whānau or marae-based education programmes. 

Unfortunately, demographic information for participants in the focus groups is limited; for 
example, only approximate age ranges were recorded, grouped into either rangatahi (those aged 
between 16 and 25), kaumatua/kuia (those aged 65 years plus), and ‘mixed’ age was recorded for 
those aged in between (approximately 26 to 64). 

The study found there was a clear view amongst participants that gambling is viewed as a 
normalised activity that has become intrinsically linked to Māori culture and used as a form of 
koha to support cultural infrastructure and cultural activities. On the other side, there was also a 
clear indication that Māori communities are genuinely concerned about the issue of gambling in 
their communities. An important point made in the report is that some people genuinely enjoy 
participating in gambling activities and the benefits of being able to socialise with others while 
doing so, without experiencing harm from their gambling. A distinction is made between gambling 
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as a social activity, such as bingo/housie played on the marae to raise funds for community 
projects, and gambling as an individual activity, which is more often associated with gambling 
harm.  When gambling is an individual activity, such as playing on pokie machines, there is a 
greater risk of losing traditional concepts of whānau, whānautanga, and koha. The report states 
that gambling addictions play a huge part in people isolating themselves and moving away from 
traditional beliefs and values. 

The report identified that Māori communities have identified some of their own strategies for 
minimising and reducing gambling-related harm, such as Nga Manga Puriri in Whangarei who 
have worked closely with their local councils to reduce the number of gambling venues in their 
region, working towards the adoption of a ‘sinking lid’ policy similar to the work undertaken by 
Ngati Porou Hauora with their local council. The report recommends national, regional and local 
government agencies engage with Māori health providers and Māori communities to support 
Māori providers to develop creative and innovative strategies that address the needs of their 
diverse communities, and that funders resource and support Māori providers to carry out this 
work. 

Further research questions: 

 Are there differences in the experiences of Māori living in urban areas, compared with 
those living rurally? 

 What are the critical factors for effective whānau or marae-based education and 
awareness-raising programmes? 

 Are there differences in how young people discuss gambling, compared to kaumatua? Do 
Māori women have different views on gambling, compared to Māori men? (These 
comparisons were not possible within the current research as data was not collected on 
participant age or gender). 

4.2.4 Problem Gambling – Pacific Islands Families Longitudinal Study (Bellringer, Abbott, 
Williams, & Gao (2008)). 

The Pacific Islands Families longitudinal study (PIF) is a cohort study of approximately 1,400 Pacific 
children born at Middlemore Hospital in South Auckland in 2000. Its purpose is to determine 
pathways to optimal health, development and social outcomes for Pacific children and their 
families. It provided an opportunity to study gambling within a Pacific family and child 
development context, so a substantial component of gambling questions was added to the 
questionnaire for the six year data collection phase (in 2006). Prior to this a small number of 
gambling questions had been included. This report presents gambling-related findings from the 
2006 questionnaire data. 

National problem gambling prevalence studies in 1991 and 1999 identify that Pacific peoples are 
at substantially greater risk of developing problems related to gambling than other population 
groups, and that Pacific peoples have a ‘bimodal’ distribution for gambling, whereby fewer Pacific 
peoples take part in gambling than the general population, but those that do participate in 
gambling have a higher expenditure than other population groups (Abbott & Volberg, 2000 and 
Abbott, 2001, as cited in Bellringer, Abbott, Williams, & Gao, 2008). Preliminary results from the 
first data collection in the PIF study (mothers at six weeks post-partum) indicated that the Pacific 
population was not homogeneous in relation to gambling, with Tongan mothers more likely to 
gamble, and spend more when they gamble, than Samoan mothers. The additional gambling 
questions incorporated in 2006 aimed to further explore the high risk for Pacific peoples 
developing problem gambling and the differences between Pacific ethnicities.  
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The methodology for administering the questionnaire involved ethnically matching interviewers 
with participants; conducting the interview in the participant’s home; allowing participants to 
respond in their primary language; and a reduced interview length for mothers (this reduced the 
response rate because not all mothers completed the supplementary questionnaire). 1001 
mothers and 591 fathers were contacted for interviewing. 

The study found low levels of gambling participation overall – 36% of mothers and 30% of fathers 
had gambled during the previous 12 months. The authors suggest this finding could be due to the 
presence of young children in the household, which has been shown to reduce gambling 
participation (Abbott & Volberg, 1992, as cited in Bellringer, Abbott, Williams, & Gao, 2008). Lotto 
was the most common form of gambling (89% of mothers who gambled bought Lotto tickets and 
88% of fathers), with gender differences evident for other forms; mothers were more likely to 
play Housie and Instant Kiwi, while fathers were more likely to play electronic gaming machines in 
casinos, non-casino gaming machines, and Instant Kiwi. The study found further evidence of the 
bimodal distribution observed at the first data collection point; the study population contains 
proportionately large numbers of non-gamblers or infrequent gamblers, as well as a smaller 
proportion who participate frequently and with higher than usual expenditure. 

There was some evidence of ethnic differences for gambling participation amongst mothers, but 
not fathers. In contrast with the earlier data collection point (six weeks post-partum) Samoan 
mothers were found to be more likely to gamble than Tongan mothers; however Tongan mothers 
were 2.4 times more likely to be problem gamblers. Cultural orientation (identification with a 
culture) was found to have an association with gambling participation: 

- Mothers who identified as high Pacific/high New Zealand were 1.8 times more likely to 
gamble than mothers low Pacific/high New Zealand 

- Fathers low Pacific/high New Zealand twice as likely to gamble as fathers high Pacific/low 
New Zealand 

- Fathers low Pacific/low New Zealand were 3 times more likely to gamble than fathers low 
Pacific/high New Zealand 

This shows that while cultural orientation appears to be associated with participation for mothers 
and fathers, different orientations were associated with likelihood of gambling for the different 
genders. This interaction of cultural orientation with gambling participation would be worth 
exploring further in future research, as it may have implications for designing effective 
interventions for immigrant populations. Questions were included asking whether participants 
were born in New Zealand, and how long they had lived in New Zealand, but these variables were 
not able to be analysed due to many missing values. 

The South Oaks Gambling Screen - Revised (SOGS-R) and Problem Gambling Severity Index (PGSI) 
screens were both used for fathers, with just the PGSI used to screen for problem gambling in 
mothers. Both screens showed very good internal consistency, with the authors concluding that 
the 9-item PGSI was an acceptable replacement for the 22-item SOGS-R – at least among Pacific 
males in this study. Using the PGSI, 1% of mothers in the study were assessed as problem 
gamblers, and 6% of fathers. Using the SOGS-R, 5% of fathers were assessed as problem gamblers 
and 5% as probable pathological (not used for mothers). 

Smoking and alcohol consumption were associated with gambling, though not at-risk/problem 
gambling, both for mothers and fathers, particularly at higher/harmful levels. Increased frequency 
and amount of alcohol consumption was associated with increased risk of higher gambling 
expenditure for mothers, but not for fathers. There was a clear association both for mothers and 
fathers between higher expenditure on gambling and being classified as at-risk, moderate risk or 
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problem gambler. Age was a risk factor for mothers, with those 40 or above being 1.8 times more 
likely to gamble than those in the 20-29 age bracket. 

In terms of health indicators, psychological distress did not show an association with problem 
gambling for mothers, but fathers who gambled were 2.5 times more likely to exhibit 
psychological distress. There was no association between inter-personal violence for mothers, but 
fathers who gambled were significantly more likely to be victims and perpetrators of inter-
personal violence (verbal and physical) than non-gambling fathers. Fathers classified as at-
risk/problem gamblers were three times more likely to report perpetration of physical violence, 
however the authors advise caution in interpreting these results due to the small numbers of 
problem gamblers in the study.  

The most important overall finding of this study was that there are gender and ethnic differences 
amongst Pacific cultures in New Zealand, who should therefore not be considered a 
homogeneous group. This has wider implications for the study of other population groups who 
may have been grouped together and assumed to be homogeneous in other gambling research. 
The authors of this study identify that the heterogeneity they observed among Pacific cultures has 
implications for service provision and social marketing campaigns, but do not give any details as 
to what these may be. 

Further research questions: 

 Are there differences within other cultural sub-groups in New Zealand in relation to 
gambling participation and harm experienced? 

 How should differences amongst Pacific cultures in New Zealand best be taken into 
account in service provision and social marketing campaigns? 

 How can the interaction between cultural orientation and gambling participation be used 
to reduce problem gambling? 

 How do years lived in New Zealand and whether born in New Zealand interact with 
cultural orientation and gambling participation? 

4.2.5 Problem Gambling Assessment and Screening Instruments (Bellringer, Abbott, 
Coombes, Garrett, & Volberg (2008)). 

Providers of problem gambling services funded by the Ministry of Health in New Zealand use a 
standardised set of screening instruments, introduced during 2008. Some of the issues raised by 
this research project are, therefore, likely to have been addressed with the implementation of the 
new set of tools. 

This research, which began in 2004, involved first reviewing assessment and screening 
instruments used in New Zealand and internationally for the assessment of problem gamblers at 
the clinical level, then identifying any issues or concerns around instruments currently in use, and 
finally recommending a full, revised set of screening and assessment instruments to be used in 
the treatment of problem gamblers. A second phase involved piloting the recommended 
screening and assessment instruments in order to test the application of these screens in the New 
Zealand setting. 

The methodology for Phase One included a literature review of more than 30 screens used in New 
Zealand and internationally for assessing problem gambling, as well as measures used to assess 
co-morbid disorders; interviews and focus groups with problem gambling service providers; 
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analysis of archival data (SOGS-R and DSM-IV); and a meeting with key stakeholders to reach 
agreement on a set of screens to pilot in Phase Two.  

The literature review of measures used for assessing problem gambling found that early 
conceptualisations of problem gambling were based on clinical experience, but the recent 
emergence of a public health approach has led to a focus on harm as the foundation of newer 
measures. Brevity, ease of administration, and requiring minimal training were identified as 
important practical considerations for tools used by researchers and clinicians. 

The study found wide variation in the types and combinations of tools (between one and 11) used 
in New Zealand, as well as how they were used, and at what stage in the treatment process. There 
were also significant reliability, practicality and applicability problems with the use of current 
tools. Common perceived difficulties with most of the screening instruments currently used 
included language/wording not suited to New Zealand; cultural inappropriateness of some 
questions; the timeframe asked about not being suitable; and ambiguous wording. In addition, 
there were differing and sometimes opposing views of the uses, purposes and benefits of 
screening and assessment instruments. These findings highlight the importance of having a 
standardised set of instruments developed or modified specifically for use in New Zealand (note a 
new set was introduced in 2008), along with the need for training in the use and purpose of 
instruments for those screening/assessing clients. 

Two tools that received positive feedback and did not need any modification were the AUDIT-C 
alcohol use screen which was considered useful for assessing alcohol use/dependency, and the 
family/whānau checklist (currently used with ‘significant other’ clients by all face-to-face 
intervention services in New Zealand). 

Analysis of archival data brought to light flaws in the current national database; there was a high 
percentage of errors, and cross-checking between paper and electronic forms showed 
inconsistencies.  

Reasons for using instruments included: to measure client progress; to raise awareness 
with/about the client; for comparisons; for referrals; for legal reports; to provide information for 
the national database; and to receive funding.  

The researchers recruited clients to take part in the trial of the instruments recommended in 
Phase One, alongside currently used processes to allow for comparisons. Fifty-three participants 
were recruited from face-to-face problem gambling intervention services, and 262 from the 
telephone helpline. Responses to the screening/assessment instruments were collected for 
analysis, as well as feedback forms on functionality and utility of the instruments completed by 
counsellors.  

The instrument recommended for piloting in Phase Two comprised a significantly reduced 
number of questions comprising Lie/Bet and PGSI screens, questions on dollars lost and control 
over gambling, and brief questions identifying co-morbid behaviours (including AUDIT-C). Phase 
Two found the pilot questionnaire indicated a number of advantages over current instruments, 
but that further testing is needed before firm conclusions may be drawn about effectiveness or 
utility of the trialled questionnaire. The authors recommend the trial be extended to larger 
samples, ethnic-specific services, robust assessment in the clinical population, and with longer 
time frames for conducting the research and analysis. 

Other Phase Two recommendations related to issues of standardisation, including whether the 
time frame for follow-up should be standardised; the need for standardised training in use and 
interpretation of screens; and the need to use screens in a standardised manner. 
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Limitations of this study included that it didn’t involve all provider organisations (due to time and 
budget constraints); small numbers participated in interviews and focus groups; and analyses of 
archival data were limited by quality issues. 

Further research questions: 

 How does the instrument piloted in Phase Two perform when extended to larger samples, 
ethnic-specific services, and with longer timeframes for conducting research and analysis? 

 How do helpline counsellors perceive the acceptability and ease of use of the trialled 
questionnaire? 

4.2.6 Assessment of the Social Impacts of Gambling in New Zealand (Centre for Social and 
Health Outcomes Research and Evaluation and Te Ropu Whariki, 2008) 

This research project aimed to provide quantitative measures of the social impacts of gambling, 
using a representative sample of New Zealanders aged 15 to 80. Data was collected by telephone 
survey from 7010 respondents across New Zealand during 2007, including a general sample of 
4650, and oversamples of 533 Māori, 858 Pacific and 969 Chinese and Korean. Survey questions 
assessed negative and positive impacts of gambling experienced by gamblers and their significant 
others. 

The study found overall participation in gambling (excluding raffles) was 61.8% over the last 12 
months. More than 50% of those who gambled purchased lottery products, around 10% 
participated in betting at a racetrack or TAB, and electronic gaming machines were played by 4% 
in clubs, 8% in bars/pubs, and 8% in casinos.  

The study categorised gambling participation into ‘Not in the last 12 months’, ‘Lottery products’, 
‘lower participation’ and ‘higher/heavy participation’. Higher participation was defined as 
gambling for three hours or more per week and/or a loss of at least 5% of income. By this 
categorisation 3.2% of the sample was defined as heavier gamblers. 38.3% had not taken part in 
any gambling in the last 12 months. 

Overall, it was found that people who had higher levels of participation reported experiencing 
significantly worse physical and mental health, poorer feelings about self, lower satisfaction with 
life, and a greater likelihood of unemployment. Investigation of the effects of gambling mode and 
venue type found playing on electronic gaming machines in any setting was associated with 
poorer physical health. Longer time spent playing on casino tables was negatively associated with 
physical health, mental health and work performance. In general, betting at the TAB was 
associated with worse mental health but a better financial situation, and there were positive 
associations for time spent at the race track.  Note these are not ethnic-specific results; more 
information about the impact on indigenous and ethnic groups is given below. 

Questions about self perception on changes in domains of life found heavy gamblers expected 
they would have been better off in many domains if they had not gambled in the last 12 months, 
but they did not think their work performance would have been affected. Some heavy gamblers 
said they would have been in study or training (2.1%) or employment (8.3%) if they hadn’t 
gambled in the last 12 months. 

Examination of the impact of gambling on illegal activities identified 1.3% of people who admitted 
they had engaged in illegal activities (mainly stealing and fraud) during the last 12 months. Heavy 
gamblers were significantly more likely to be involved in illegal activities and people who played 
poker or NCGMs in a bar or were significantly more likely to be involved in illegal activities. 
Twenty-five percent of those who admitted illegal activities said they would not have committed a 
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crime if they had not been gambling in the last 12 months. However, methodological issues 
around the way questions about crime were asked may have led to lower levels of disclosure of 
involvement in illegal activities. For example, breaking crime categories such as “fraud” down into 
specific examples of offences helps prompt recall and understanding of what is meant by a 
category name. However, this study only asked questions at the category level, and therefore may 
have underestimated levels of involvement in crime. 

Questions about the impact of other people’s gambling on domains of life found 12.4% of people 
had someone in their lives they considered to be a ‘fairly heavy gambler’. Close family members 
were most negatively impacted by their family members’ gambling, in domains of physical health, 
mental well-being, housing situation, material standard of living, relationships, care-giving for 
children, feelings about self, overall quality of life and overall satisfaction with life. Gambling of 
wider family members, friends or colleagues did not have significant negative impacts. Individuals 
who had heavy gamblers in their lives were significantly more likely to have been involved in 
crime.  

There were differences between ethnic groups and the most common mode of gambling. Pakeha 
were the most likely to bet at a race track, while Māori were most likely to buy lottery products, 
bet at the TAB, play NCGMs in clubs, bars and casinos, and play poker. Pacific people were the 
most likely to buy Daily Keno and play housie. Chinese and Koreans were the most likely to 
gamble at the casino table. 

There were significant associations between gambling participation and poorer quality of life in 
several life domains for Māori and Pacific samples. As with the general population sample, time 
spent on NCGMs had significant negative associations in a number of domains of life. Among 
Māori and Pacific, housie was the only gambling mode that showed some positive associations 
with participants’ self-ratings of their quality of life. Specifically, housie was associated with better 
material standard of living for Māori, and better feelings about self for Pacific. 

The main difference between Māori and Pacific was on the impact of various modes on domains 
of life. While playing at the casino table showed negative association with Māori respondents’ 
self-rated work performance, it had no impact on Pacific people’s self-ratings of domains of life. 
However, betting at the race track and TAB, and playing poker/card games were associated with 
poorer self-ratings of physical health and mental well-being for Pacific, but these activities had no 
impact on Māori people’s domains of life. 

These negative associations for Māori and Pacific contrast with the findings for Pakeha, which 
were more mixed and predominantly positive. Their levels of participation showed no 
associations with quality of life, but the loss to income ratio showed a negative relationship with 
physical health and mental well-being. Time spent betting at the race track and TAB, playing EGMs 
in a casino, playing poker and housie were all positively associated with participants’ self ratings 
of domains of life. 

Findings from the sample of Chinese and Korean showed some similarities with Pakeha in that the 
levels of gambling participation overall were not associated with negative ratings of quality of life, 
and longer times playing casino table games were associated with better self-reported housing 
situation and material standard of living. A number of other modes had positive associations with 
various domains of life, although longer time spent playing NCGMs in bars and clubs was 
associated with poorer ratings of physical health, and NCGMs in a club was associated with poorer 
feelings about self. 

When analysing the impact of gambling on various domains of life, the researchers separately 
analysed those who only bought lottery products, because Lotto and Daily Keno are non-
continuous forms of gambling. Instant Kiwi was included with lottery products in this study, 
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whereas other studies (e.g. Bellringer, Abbott, Williams & Gao, 2008) have considered Instant Kiwi 
to be a continuous form. These categorisation differences reduce the comparability with other 
studies that include lottery products in analysis of the impacts of gambling participation. 

The report is critical of other studies that did not give participants instructions on how to estimate 
their gambling expenditure; however it is not apparent from this report that any extra 
information was given, other than asking participants to estimate their total net gain and net loss 
for the last 12 months. 

Analysis of gambling participation by age showed very low rates of gambling by 15 to 17 year-
olds, however the survey questions did not make any provision (such as reminding this group that 
survey responses were confidential) for the fact that most types of gambling in this age group are 
illegal (excluding the following Lotteries Commission games:  Lotto, Lotto Strike, Lotto Powerball, 
Big Wednesday, and Keno), so significant under-reporting of participation by this age group is 
likely. No reason was given for their inclusion in the study sample. 
Physical health was another variable assessed in relation to gambling. One question asked 
participants “In general, in the last 12 months would you say your physical health has been Very 
good/Good/Adequate/Poor/Very poor/Don’t know?” In the analysis, the variable “sick” was used, 
but no breakdown was given as to how responses to the question were grouped or analysed to 
qualify as “sick” – i.e. it was not clear whether ‘Poor’ and ‘Very poor’ responses were summed. 
While this may appear to be a minor issue, it reflects a general lack of information in the report 
about how survey responses were analysed. 

This study makes a valuable contribution to the body of knowledge about social impacts of 
gambling in New Zealand, by highlighting differential impacts of gambling on quality of life across 
different ethnic groups, and evidence of quantifiable impacts of the effects of heavier gamblers 
on their significant others. The study is a useful starting point for further investigation of 
differential impacts on quality of life by gambling mode, venue type, ethnicity, and other 
demographic variables. 

Further research questions: 

 Are there any recent international examples of methodologies used for social impact 
assessments that could assist in further investigating the social impacts of gambling in 
New Zealand? 

4.2.7 Problem Gambling in New Zealand: From Experience to Effectiveness (Tse, Campbell, 
Rossen, Jackson, Shepherd, Dyall, Perese, & Jull (2008)). 

This report summarises findings from interviews conducted in 2006 and 2007 with people who 
gamble, people with problem gambling, others affected by gambling, and professionals working in 
the field of problem gambling. This research sought to provide a better understanding of the 
range of treatment approaches that are utilised in New Zealand, and for whom they are effective. 
This is the first study of intervention effectiveness undertaken in this country. 

Services purchased by the Ministry include face-to-face intervention and a national telephone 
helpline. Intervention services provide screening and early interventions in primary care settings, 
assessment, brief interventions, full psycho-therapeutic interventions, follow up, and 
maintenance/support (note this information was correct at the time the study was carried out 
and may have changed since then). 

Objective Four of the Ministry’s Strategic Plan 2004-2010 is to “maintain and develop accessible, 
responsive and effective interventions.” Actions to achieve this include developing a knowledge 
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base around effective interventions and developing culturally responsive services for Māori, 
Pacific, Asian and young people. 

The study was conducted in two parts. Phase One aims were to identify different problem 
gambling intervention services across four main groups: Pakeha, Māori, Pacific and Asian; analyse 
the range of tasks and therapeutic techniques undertaken; identify important features of problem 
gambling intervention services, as perceived by clients (gamblers and their family/whānau); and 
to explore differences in perceived effectiveness between clients who attend one session only, 
and those who attend three or more. Data collection methods employed included a questionnaire 
for, and interviews with, problem gambling service practitioners, and interviews with problem 
gambling service clientele. Phase One provided qualitative information on problem gambling 
intervention services which informed the methodology for Phase Two and assisted with 
developing an intervention manual for practitioners to ensure consistency of approach in the 
clinical randomised study in Phase Two. 

Phase Two was designed to investigate the effectiveness of the intervention model across two 
intervention modes, face-to-face and telephone, using a small-scale pilot study. Specific aims for 
Phase Two were to investigate the effectiveness of interventions in controlling gambling 
behaviours and reducing harm from problem gambling; to investigate the effectiveness of 
interventions, with regard to magnitude of effect; to provide preliminary information on relative 
effectiveness for different ethnic groups; and to develop and recommend processes for future 
studies. 

Research assistants and practitioners completed outcome assessments of acceptability, 
satisfaction and accessibility of intervention as well as subjective ratings of interventions’ success 
and support were completed on termination of the intervention, and at follow up, 6 weeks after 
termination. 

Phase One findings are based on analysis of responses from 58 service users (39 problem 
gambling clients and 19 family members/whānau) and 27 practitioners. A number of themes were 
identified from participants’ responses about when problem gambling becomes problematic; 
losing control, losing more than one can afford, personality changes and chasing losses were 
common responses. Māori and Pacific also identified “negative impacts on family/dysfunctional 
family” as additional signs that gambling has become problematic. This may be worth exploring in 
future research, as it may assist with targeting problem identification and awareness-raising 
within these groups. 

Reasons for seeking help included having lost too much, pressure from family to seek help, and 
being sick of lying to family and friends. Māori and Pacific participants also mentioned that they 
sought help after seeing problem gambling services in the media, which provides support for this 
method as effective in promoting help-seeking. Some Asian participants said they sought help 
because they were directed to under police order, as part of self-exclusion procedures. For those 
who sought help, the majority found the assistance received from problem gambling services very 
helpful, and felt their needs were being met. 

The importance of family involvement and having compassionate, directive practitioners who 
incorporate culture into an intervention plan was identified by Pacific and Māori practitioners as 
contributing to successful interventions. 

The retention of participants was a challenge for researchers in Phase Two, with a retention rate 
of 29% for the third and final data collection phase. The researchers remind the reader to use 
caution with interpreting findings and implications from this study due to the small sample sizes, 
and suggest the issue of retention should be given careful consideration in future research. 
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Qualitative data from Phase Two indicated four main reasons for successful interventions; 1) 
readiness to change; 2) information, knowledge and skills imparted; 3) warmth and acceptance as 
perceived by client; and 4) social support available to participants. 

Key issues or implications for service delivery, notwithstanding limitations due to small sample 
sizes, include the length of time required to establish the name and credibility of new services; 
the critical importance of the quality of the therapeutic relationship between client and 
practitioner; the need for resources to smooth out client-service engagement issues (e.g. time 
and effort to enrol); the value of giving clients options or different modes of problem gambling 
services; and the distinctive way that New Zealand practitioners take an integrated approach to 
their work, combining intervention with health promotion and community work. 

The researchers identified an issue in relation to the ‘research burden’ placed on practitioners; 
while most were very supportive of the research, some were unable to participate due to 
competing demands from substantial time pressures or workloads as well as other, concurrent 
research projects. The researchers make a number of suggestions for ensuring that participation 
in research by practitioners is supported and facilitated, including giving practitioners time and 
acknowledgement for their involvement in research projects. The research team recommend 
improved coordination of research projects in the future. 

A priority identified for future studies is to evaluate outcomes for different modes of problem 
gambling service delivery, such as web-based, self-help groups, text-based mobile phone services, 
and couple and family therapies. Comparison of different types of interventions, such as 
cognitive-behavioural and motivational enhancement techniques, was also seen as an important 
area for future research. Study of practitioner characteristics was another priority, because of the 
potential impact on treatment outcomes, along with the need to improve understanding of the 
mechanism of intervention efficacy. Improved understanding of factors contributing to failures 
and relapse in clients would be beneficial, as would improving the matching of interventions 
provided by services with the needs and presentation patterns of potential clients. Also important 
is the need to expand research into intervention effectiveness for various sub-groups of the 
population, including youth; older adults; women; families; indigenous/native people; ethno-
cultural minorities; refugees; patients with co-morbid mental disorders; inmates; and specific 
high-risk occupational groups. 

Future research questions: 

 Are there significant differences between ethnic groups in identifying when gambling has 
become problematic, and can any differences be used to target problem identification and 
awareness-raising within these groups? 

 How effective are interventions for various sub-groups of the population (larger samples 
needed)? 

 How do practitioner characteristics impact on treatment outcomes? 

 Are there other modes of problem gambling service delivery (beyond face-to-face 
intervention services and telephone helpline) that have promising potential for adoption in 
New Zealand? 
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5. Prevalence, incidence and demand 

5.1 Introduction 

Recent studies provide information on the prevalence and incidence of problem gambling, as well 
as the prevalence of, and demand for, services to address problem gambling in New Zealand.  The 
findings of these studies suggest some common themes about types of gambling activity, gambler 
characteristics and service provision.  These themes are discussed briefly here and are compared 
with findings from research, geographical analysis, and service evaluation in the key findings 
section of this report.  The information in this section relates specifically to prevalence, incidence 
and demand; other recent New Zealand-based research is covered in Section 4:  Findings from 
Ministry of Health Funded Research. 

5.2 Methodology 

The methodology for this workstream is discussed in Appendix B. 

5.3 Reports 

5.3.1 A Focus on Problem Gambling:  Results of the 2006/07 New Zealand Health Survey 

The 2006/07 New Zealand Health Survey (NZHS) (Ministry of Health, 2008c) included a series of 
questions relating to participation in gambling activities.  The findings from this section of the 
survey are summarised in the as-yet-unpublished A Focus on Problem Gambling (Ministry of 
Health, 2008a).  The report provides evidence on the level of gambling among the New Zealand 
population, key risk factors for problem gambling, other related health behaviours and outcomes, 
and people experiencing harm from other people’s gambling.  The findings of this draft report 
align with those from other sources, especially with relation to types of gambling and risk factors 
such as socio-economic status, gender, and ethnicity. 

Key findings from the study were: 

 one in 58 adults (1.7%) were experiencing either problem (0.4%) or moderate risk (1.3%) 
gambling ; 

 Māori and Pacific peoples experience more gambling-related harm than the 
European/Other and Asian groups, but appear to be underrepresented at intervention 
services; 

 people living in more deprived areas (deciles 8 - 10) are more affected by problem 
gambling; 

 problem gamblers live in both urban and rural areas; and 

 problem gamblers often have co-morbidity with smoking, hazardous consumption of 
alcohol, psychological distress, and/or “worse self-rated health.” 

The results of the study reiterate that problem gambling is a social and health issue in New 
Zealand; an issue that does not affect all demographic groups equally.  Gambling-related harm is 
disproportionately affecting Māori, Pacific peoples, and people living in areas of higher socio-
economic deprivation. 
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The study reports that 2.8% of the of the respondents (n=12,488)  have experienced problems in 
the last 12 months due to someone’s gambling (representing 87,000 adults in New Zealand).  
Unfortunately, the findings cannot tell us what percentage of those experiencing problems are 
affected by someone else’s gambling behaviours, as participants were not asked to differentiate 
between problems due to their own gambling and problems due to other people’s gambling.  
Comparing responses to this question with classification of gamblers, however, the report shows 
that the majority (65,300 adults, 75%) of those experiencing problems are non-gamblers (17,300) 
or recreational gamblers (48,000), and are therefore unlikely to be experiencing problems from 
their own gambling.  A further 19% are low to moderate risk gamblers (13% and 6%, respectively); 
with problem gamblers themselves representing 6% of those experiencing problems. 

 

Figure 1: People who have experienced problems in the last 12 months due to 

someone's gambling, by gambling level (2006/07 NZHS) 

 

 

Types of gambling activity 

Consistent with geographical data within New Zealand as well as international research, the study 
found that the primary mode of gambling for those seeking help from face-to-face problem 
gambling intervention services (66.8%) and Gambling Helpline (75.6%) calls was NCGMs.  When 
casino gaming machines are included, the percentages rise to 76.5% and 84.7%, respectively.  
Although gambling participation rates for NGCMs have decreased from the 2002/03 NZHS to the 
2006/07 NZHS, the problems linked with this mode of gambling (53% as reported by people 
experiencing problems due to someone’s gambling) are still disproportionate to the percentage of 
gambling activity they represent (only 15.6% of past-year gamblers played NCGMs). 



 

 

 

P a g e  | 37 

Figure 2: Gambling activity involved in causing problems, reported by people 

experiencing problems due to someone's gambling, percent (crude) (2006/07 NZHS) 

 

 

These findings indicate that addressing differences in the harm associated with particular 
gambling methods would be useful as a significant component of the public health approach for 
managing problem gambling.    

Despite past concerns that participation in internet gambling would increase over time, there 
were very low rates of internet gambling reported in both the 2002/03 NZHS and the 2006/07 
NZHS. 

Gambler Characteristics 

Gender 

Males and females have similar levels of problem gambling, although males are significantly more 
likely to be moderate risk gamblers; which suggests that males experience a higher overall 
prevalence of gambling problems. 

Ethnicity 

Consistent with previous New Zealand studies, this study found that Māori and Pacific peoples 
were disproportionately affected by gambling-related harm in New Zealand, both from their own 
and from other people’s gambling.  After adjusting for differences in age, Māori and Pacific men 
and women are approximately four times more likely to be problem gamblers, compared to men 
and women in the total population. 

For European/Others, the prevalence of those experiencing problems due to someone’s gambling 
was 2.1%, or 54,100 adults in New Zealand.  This is similar to the prevalence for Asian people 
(2.2%) and significantly lower than that among Māori (7%) and Pacific peoples (7.6%). 

Māori have a higher gambling participation rate than the national average and have a significantly 
higher risk of being problem or moderate risk gamblers.  Although Māori make up 46% of problem 
gamblers and 34% of all problem and moderate risk gamblers, only 29% of people seeking help at 
problem gambling intervention services were Māori.  This suggests under-utilisation of services 
among Māori. 
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In contrast, Pacific peoples have a lower level of participation than other ethnic groups, yet those 
who do gamble are five times more likely to be problem gamblers than European/other and Asian 
peoples.  This supports a bimodal gambling pattern of experiencing low rates of gambling 
participation but high rates of gambling problems, consistent with findings from previous studies. 

Gambling participation was low among Asian people, as was the prevalence of problem gambling.  
The prevalence of having experienced problems due to someone’s gambling was similar to that 
among European/Others. 

In summary, this study found that Māori and Pacific peoples were disproportionately affected by 
gambling-related harm in New Zealand, both from their own gambling and other people’s 
gambling. 

Age 

People aged 35-44 years had the highest prevalence of problem gambling.  Being in this age group 
remained a key risk factor for problem gambling when controlling for other risk factors. 

Although there has been national and international concern about youth gambling, the 
prevalence of problem gambling has remained low for people aged 15-17 years (0.4% compared 
to 1.7% of the total adult population being problem or moderate risk gamblers) 

This study found lower prevalence of problem gambling among older people (55+) than for 
younger adult age groups (55.1% for 35-44 year olds, 13.8% for 45-54 year olds, 4% for 55-64 year 
olds, and .6% for those over 65 years of age).  This is of interest when comparing the results from 
this study with the Gambling/Problem Gambling Geography (Section 6 of this report), which 
found that the prevalence of new NCGMs had increased in areas with an older population (Figure 
11).  Further analysis is needed to address these differences. 

Socioeconomic factors 

Consistent with other reports considered for this report, there was a strong gradient of increasing 
gambling problems with increasing neighbourhood socioeconomic deprivation.  This differed to 
the findings from the 2002/03 NZHS, which found that neighbourhood socioeconomic deprivation 
was not a significant risk for problem gambling, when controlling for other factors such as 
ethnicity.  This difference may be due to the change of the screen used in the survey rather than a 
change in the incidence of problem gambling in these areas. 

Trends/comparisons 

The results from the survey indicate an overall decrease in gambling participation (from 69.4% to 
65.3%) (i.e., an increase in respondents who did not gamble in the past 12 months) in adults aged 
15 years and over since the 2002/03 NZHS, including significant declines in Lotto, Instant Kiwi, 
NCGMs, track betting, and Keno (not in a casino), when adjusting for age.  Also adjusting for age, 
there has been a significant increase in participation in sports betting from 2002/03 to 2006/07.  
Two gambling activities showed an increase in participation from 2002/03 to 2006/07; casino 
gambling and sports betting. 

Because of differences between the methodologies of this survey and the 2002/03 NZHS, it is not 
possible to compare the prevalence of problem gambling.  However, despite the differences in 
screening instruments, there have been persistent inequalities noted; particularly that Māori and 
Pacific peoples have continued to be more at risk of gambling problems since 1991. 

The study notes that its findings are in line with “other gambling statistics” (not referenced) which 
show a decrease since 2003 in the numbers of people seeking help for gambling problems.   This 
contrasts with findings from the Problem Gambling Intervention Services in New Zealand:  2007 
Service-user statistics, discussed in section 5.3.4 of this report.  Those statistics found that 
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although there has been a decrease in face-to-face intervention services clients from 2006 to 
2007, there was an increase in new clients presenting through the Gambling Helpline (Ministry of 
Health, 2008b). Differences such as this one found between reports need to be clarified, or at 
least noted, to ensure data is accurately represented. 

Problem gambling and health 

This study found associations between problem gambling and increased smoking, hazardous 
alcohol use, psychological distress, and/or decreased self-rated health status.   

Implications for provision of services 

The results of the study suggest that service provision may need to be increased in smaller towns 
and rural areas to meet the needs of problem gamblers residing in these areas.  In addition, Māori 
and Pacific peoples are under-represented among help-seekers, and thus barriers to help-seeking 
for these populations need to be examined. 

The study noted that nine out of 10 people with gambling problems had accessed primary health 
care in the past 12 months, which signals a possible opportunity for prevention and identification 
at the front line of primary care.  However, an Australian study looking at how GPs can help with 
identification and early intervention found that more work needs to be done to increase GPs’ 
awareness of the extent of problem gambling (Tolchard, Thomas, & Battersby, 2007).  Further 
studies are recommended to examine how services can better understand enablers to help-
seeking and eliminate help-seeking barriers. 

Strengths and limitations 

This study’s strengths were the use of a robust screening instrument (the Problem Gambling 
Severity Index (PGSI), as found in the Canadian Problem Gambling Index), the large sample size, a 
robust methodology, and the collection of a wide range of information about health behaviours, 
health status, and socio-demographics. 

Limitations include a change of screening instrument from previous surveys, relying on self-
reported information, analysis limitations due to the small number of gambling-related questions 
in the survey, selection bias, possible translation issues, and an inability to determine causality.  
The report clearly states that it is not possible to compare the estimate of problem gambling from 
the 2006/07 NZHS with those from previous New Zealand surveys, due to the change in 
methodology used to measure problem gambling. 

Barring changes to the screening instrument, future health surveys will strengthen the validity of 
the findings of this survey. 

5.3.2 People’s Participation in, and Attitudes to, Gambling, 1985 – 2005 

The results of a 2005 survey (n=1672) of people’s participation in, and attitudes towards, 
gambling were published in February 2008 (Department of Internal Affairs, 2008).  This report is 
the latest in a series of five-yearly surveys commissioned by the DIA (1985, 1990, 1995, 2000, and 
2005). The report summarises findings, but does not attempt to analyse or explain any of the 
results.  The findings may stimulate research into the reasons behind the responses.  It is 
important to note that some questions in the survey have changed from the 2000 survey; 
therefore it is not possible to track trends in some areas. 
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Gambling activity 

Consistent with findings from other studies, results from this survey show a decrease in overall 
gambling activity.  However, this study did not see a decrease in participation in NCGM gambling, 
but instead showed similar proportions to the 2000 survey (18% of survey respondents in 2000 
and 19% in 2005).  Despite an increase in the number of gambling activities available, the 
percentage of non-gamblers (those having not undertaken any gambling activities in the 12 
months prior to the survey) continued to increase (10% in 1995, 13% in 2000, and 20% in 2005). 

Gender 

Non-participation rates for females (11% in 2000 to 21% in 2005) have increased more 
significantly than for males (15% in 2000 to 20% in 2005).   

Consistent with findings from previous surveys, males tended to spend more money on gambling 
activities ($634 annually for males and $327 for females). 

Ethnicity 

Māori were found to be more likely to have participated at least once in at least one gambling 
activity (86%), compared to 74% of Pacific peoples, 68% of Asian and 80% of the general 
population (all those who do not belong to the specific ethnic groups listed above). 

Asian peoples were found to be the most likely to have played gaming machines in a casino.    

Māori participants increased their reported average annual expenditure on NCGMs from 2000 to 
2005 (from $332 to $906), while Pacific participants and the general population decreased their 
reported annual expenditure. 

Geographical location 

Compared to the rest of the country, people living in the Auckland region were less likely to have 
participated in at least one gambling activity in the 12 months prior to being surveyed. People 
from the South Island were more likely to have played NCGMs, but, as noted above, the reasons 
for this are not explored. 

As noted in the 2006/07 NZHS key findings, problem gamblers live in both urban and rural areas, 
therefore services need to be available and accessible nationwide. 

Attitudes towards gambling 

The majority of respondents indicated that they were in favour of gambling activities being run to 
fundraise for a worthy cause (84%).  The majority were also either happy or largely happy about 
how some of the profits from gambling are currently distributed to sport, charities and the 
community. 

Sixty-six percent of respondents were aware of local council policies concerning the placement of 
NCGMs.  This high level of awareness is promising from a community action point of view.  
Questions pertaining to local Councils were not included in the 2000 survey; therefore it is unclear 
from this survey if awareness of council policies has increased. 

Over time, there has been an increase in the proportion of people who think that specific 
gambling activities are socially undesirable, specifically NCGMs and internet-based gambling.  
Interestingly, young people (15-19) were less likely to consider gambling activities to be socially 
undesirable.  This may indicate a need for more education and possibly further research into how 
youth perceive gambling. 

Most respondents (88%) could recall seeing a gambling advertisement.  Unfortunately, the survey 
did not ask about gambling awareness advertisements or social marketing. 
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Implications for the provision of services 

When asked about views on the problem of heavy gambling, most respondents indicated both the 
people who provide gambling activities should be required to do more about their customers 
gambling to excess (78%), and that the government should do more about people gambling to 
excess.  The survey did not ask respondents to elaborate on their thoughts about how this could 
be achieved. 

The survey found that an increasing percentage of respondents agreed that there is a problem 
with people being heavily involved in gambling.  However, the survey did not consider any 
elements of problem gambling awareness campaigns, prevention, or treatment.  The increased 
awareness of gambling problems cannot therefore be addressed as being due to social marketing 
campaigns, increased exposure to gambling, increased personal experiences with negative 
aspects of gambling, or media coverage. 

Limitations 

The survey was administered to 1,672 randomly selected people aged 15 years and over in at-
home, face-to-face interviews.  Of the 2624 total households sampled, 1,672 interviews were 
conducted (a response rate of 69%).  The methodology does not explain how the sample was 
selected.   

There are some seemingly contradictory findings of the study.  For example, the amount 
participants reported spending in an average gambling session increased (in inflation-adjusted 
terms) between 2000 and 2005 for all gambling activities, except Instant Kiwi, internet gambling, 
and sports-betting.  However, the overall average amount reportedly spent on all gambling 
activities by respondents decreased between 2000 and 2005 in inflation-adjusted terms. 

Findings presented in this way make analysis and comparison difficult.  They are not necessarily 
contradictory – the first sentence refers to participants (those who gambled in the past 12 
months) and the second one refers to respondents (those who took the survey) – but the 
presentation of data in this manner can lead to difficulty extracting relevant information. 

The findings from this survey, especially in comparison with the previous surveys, would make a 
useful dataset for an in-depth longitudinal look at the participation in and attitudes towards 
gambling in New Zealand. However, as the questions have changed from survey to survey, a direct 
comparison is not possible. 

5.3.3 2006/07 Gaming and Betting Activities Survey:  New Zealanders’ knowledge, views, and 
experience of gambling and gambling-related harm 

The 2006/07 Gaming and Betting Activities Survey (GBAS) is part of a national social marketing 
initiative commissioned by the Ministry of Health to strengthen public understanding of, and 
response to, gambling-related harms.  The research report (Health Sponsorship Council, 2007) on 
the findings of this survey (n=1973) will assist the design of future social marketing initiatives, 
specifically the national social marketing programme Problem Gambling – Our Communities, Our 
Families, Our Problem.  The survey provides baseline information for evaluating the impact of the 
social marketing programme and related public health activities in communities, and for 
informing the planning of future public health services.  It was designed to measure changes in 
community awareness and understanding of gambling harms. 

The report does not discuss implications of the survey results, but does indicate that other 
publications are scheduled that will explore and report on the results in more detail.  As this 
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survey’s definition of gambling harm presents limitations (see limitations section below) analysis 
is to be treated with caution. 

Experience of harmful gambling 

While only 9% of adults had gambled to a harmful level during the last 12 months, 24% said that 
they had done so at some point in their lives.  Both of these figures are higher than other 
prevalence data has suggested (0.4% of the population identified as problem gamblers in the 
2006/07 NZHS).  Thirty-five percent of respondents felt that during the last 12 months someone 
close to them had gambled to a harmful level. 

As discussed in the limitations section below, however, this survey uses different measures of 
problem gambling and/or gambling harm than other studies covered in this report. 

Views about raising money for communities from gambling 

The survey found interesting results concerning views about raising money for communities from 
gambling.  Sixty-six percent of people could think of advantages for the community and 72% could 
think of disadvantages for the community.  Overall, 51% of people felt that raising money through 
gambling does more harm than good. 

This information implies that although there is often a strong reliance of community activities on 
proceeds from gambling, this dependency is not viewed as desirable and initiatives to decrease 
this reliance may be well-received, or at least not be rejected outright. 

Gambling harm 

The majority of respondents (73%) said they could think of ways for individuals to prevent getting 
into trouble gambling, yet only 23% could name something that gambling operators do to help 
players avoid gambling too much.  Sixty-four percent could name a service or organisation that 
they could direct a person to for help if they were getting into problems from gambling.   

Awareness of advertising and promotion 

Only 35% of respondents had seen or heard advertising for problem gambling services in the 
three months preceding the survey, while 56% had seen advertising or promotion of gambling 
activities or venues in the same time period.  The majority of people (89%) thought that, as with 
some other products and services that can harm people, the timing and type of advertising of 
gambling activities should be limited.  This suggests public awareness of, and desire to address, 
the harms of problem gambling. 

Implications for service provision 

The findings of this study suggest that there is a need for increased awareness of what gambling 
operators could do more to help players avoid gambling too much. 

Limitations 

A total of 1,774 adult and 199 youth interviews were conducted, which represents a weighted 
response rate of 66.3%.  The sample design allowed for boosting Māori, Pacific, and Asian 
samples.  Limitations are not discussed in the report except for the standard statistical and non-
sampling errors that may arise. 
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For the purpose of the GBAS, gambling to a harmful level is defined as people spending more time 
and money on gambling than they meant to on at least one occasion in the last 12 months and/or 
at some time in their lives.  The survey calculates gambling to a harmful level by the responses to 
the following 3 questions in the survey: 

 Over the last 12 months, have you had a day or an outing where at the end of it you 
looked back and thought to yourself – “I really overdid that – I spent more time and 
money gambling than I meant to.”? 

 Have you ever had that experience, at any time in your life? 

 Over the last 12 months, do you feel that someone close to you, like a friend, family 
member, or partner, has had a day or occasion where they spent much more time or 
money than they meant to, on gambling?  We don’t ask who. 

There are a number of issues arising from this definition, including: 

 This very broad and subjective definition of gambling harm may account for the higher 
prevalence of experiencing gambling harm among survey respondents than respondents 
of other surveys. 

 Youth (15-17) were not asked the first 2 questions, so personal gambling harm for youth 
is not captured by this survey. 

 The survey results do not distinguish between the past 12 months or any time in life when 
calculating personal gambling harm. 

 The criteria for personal harm and harm for others are different – for personal harm, it is 
spending more time and money, whereas for others’ harm, it is spending much more time 
or money. 

 The definition of gambling harm used in this survey does not align with the measures of 
gambling harm used in other research reviewed for this report and therefore direct 
comparisons to other findings can not be made. 

As the report presents data but does not attempt to analyse it, the findings are compared to other 
reports and data used in this report.  These comparisons can be found in the discussion section of 
this report (Section 8: Key Themes and Issues). 

5.3.4 Problem Gambling Intervention Services in New Zealand:  2007 Service-user statistics 

The 2007 Service-user statistics report (Ministry of Health, 2008b) presents and summarises the 
data collected by problem gambling service providers in 2007, including both the Gambling 
Helpline and face-to-face outpatient intervention services.  The data in the report do not reflect 
the prevalence of problem gambling in New Zealand, but do provide information about those who 
seek assistance for gambling-related problems.   

Trends in services 

There was a 9.8% increase in new clients from 2006 to 2007 for the Gambling Helpline.  In 2007, 
the average number of visits per day to the Gambling Helpline website decreased by 35% from 
the 2006 level.  Postings on the Talking Point online message board were down 64.1% from 2006. 

A total of 5,168 clients received face-to-face problem gambling intervention services in 2007, 
3,930 of whom are classed as total full clients (i.e., excluding brief and early intervention clients 
only).  This represents a slight increase from total full clients presenting to face-to-face 
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intervention services in 2006 (3895). New full intervention face-to-face clients decreased over the 
same period by 1.8%, which may imply increased prevalence and decreased incidence of gambling 
problems.  More robust analysis is needed to verify this. 

Problem gambling and health 

Of concern is that 62.1% of face-to-face intervention services clients rated their gambling as either 
mostly or completely out of control at their first assessment, supporting other findings that show 
most problem gambling identification and service provision occurs at the crisis level.  This 
underlines the importance of a public health approach to reduce the number of clients reporting 
at crisis level and increase early interventions or, ideally, prevention of problems and a reduction 
in gambling harm. 

There was an increase in Helpline clients who reported thinking about, planning, or having 
attempted suicide.  This co-morbidity with suicide attempts was also found in a study of patients 
admitted to an Auckland hospital following a suicide attempt (Penfold, Hatcher, Sullivan, & 
Collins, 2006).  This study found that one in six who attempted suicide met the criteria for 
problem gambling.  Penfold, Hatcher, Sullivan, and Collins (2006) drew the conclusion that 
problem gambling amongst those who had attempted suicide could be an important factor to 
address in the design of effective future interventions. 

Gambling activity 

Consistent with previous service-user statistics, the 06/07 NZHS and other reports, the primary 
mode of problem gambling cited by new Gambling Helpline and face-to-face intervention services 
clients remained NCGMs, with a slight increase from 2006 levels.  For women, the percentage is 
very high, with 89.1% of new female gambler face-to-face intervention services clients reporting 
their primary mode of gambling as electronic gaming machines (caution:  this includes casino-
based machines).  It is interesting to note that although cards and internet gambling are not 
specified as primary modes of problem gambling by gamblers themselves, significant others 
calling the Gambling Helpline cite cards (1.7%) and the internet (2.4%) as the primary mode of 
problem gambling. 

 

Figure 3: Primary mode of problem gambling (Gambling Helpline new clients) – 2007 

Service User Statistics 
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Figure 4: Primary mode of problem gambling (Face-to-face intervention services new 

full clients) – 2007 Service User Statistics 

 

 

Limitations 

Within the report, the geographic data for Gambling Helpline and face-to-face intervention 
services was collected differently, and therefore any geographical comparisons between them 
should proceed with caution.  The ethnicity method (allocating each respondent to a single ethnic 
group using prioritisation in the following order:  Māori, Pacific peoples, Asian, other groups 
(excluding NZ European) and NZ European) for face-to-face intervention services is different to 
that used in previous service-user statistics. 

5.3.5 Summary 

As noted for the individual reports, inconsistencies between definitions, measures, survey tools, 
reporting requirements, and even data interpretation make comparisons between these reports 
(and to findings from other sections in this report) difficult. 

Allowing for these limitations, consistent with recent literature, New Zealand research findings, 
gambling geography, and service provision statistics, these reports did give a general indication 
that NCGMs are the primary mode of gambling for problem gamblers presenting to services.  
Although the relationship between EGMs and problem gambling is variable and complex (Young, 
Stevens, & Morris, 2008),  these findings about NCGMs are consistent with studies covered in the 
literature review that continuous forms of gambling are the most problematic forms of gambling 
(Turner, Zangeneh, & Littman-Sharp, 2006; Welte, Barnes, Wieczorek, Tidwell, & Hoffman, 2007; 
Livingstone and Woolley, 2007), and that very frequent EGM play is a significant predictor of 
problem gambling (Young, Stevens, & Morris, 2008).  

In addition, and also consistent with findings from other sections of this report, two of these 
studies (the 2006/07 New Zealand Health Survey and People’s Participation in, and Attitudes to, 
Gambling 1985 – 2005) noted that gambling activity and/or gambling problems are 
disproportionately found in Māori and Pacific communities. 
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6. The Gambling/Problem Gambling Geography of 
New Zealand 2009 

6.1 Introduction 

The 2009 Problem Gambling Geography describes the geographic distribution of gambling venues 
and problem gambling intervention services in New Zealand.  This is the third such analysis; the 
first Problem Gambling Geography was conducted for the Ministry of Health in 2003 (Wheeler, 
2003, as cited in Ministry of Health, 2006) and the second in 2005 (Ministry of Health, 2006).  
 
This report aims to build on the work of these two preceding analyses by providing a summary 
analysis of trends and patterns emerging from data modelling of:  

 problem gambling service locations; 

 presentation data from problem gambling services (face-to-face interventions and the 
Gambling Helpline); 

 electronic gaming machine (EGM) venue locations – casino and non-casino; 

 EGM machine density; 

 casino venue location; 

 TAB venue location; 

 electronic Monitoring System data for EGMs; 

 demographic data (including population density, gender, and ethnicity mapping); 

 NZ Deprivation 2006 layers; 

 Territorial Local Authority boundaries; and 

 DHB Boundaries. 

The overarching objective of the geographic analysis is to conduct comparative analysis of trends 
identified in the 2003 and 2005 reports and to identify areas of increasing demand and potential 
gaps in service provision. 

This report comprises two sections: 

 distribution of gambling venues and key changes since 2005; and 

 regional and DHB analysis of problem gambling services.  

6.2 Distribution of Gambling Venues 

An overview of the placement of gambling venues in New Zealand in 2008 is provided in Figure 5 
below.  The following analysis considers the five types of gambling outlet and their distribution 
across New Zealand, exploring the relationship between prevalence of gambling opportunities 
and demographic factors including age, ethnicity, and relative socio-economic deprivation for 
each area.  Using the data from the Problem Gambling Geography of 2005 as a basis for 
comparison, the distribution of each type of gambling venue is explored and any changes evident 
during the past three years in the prevalence of gambling venues and opportunities are discussed. 
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Figure 5: Map of Gambling Venues 2008 

 



 

 

 

P a g e  | 49 

6.2.1 Casinos in New Zealand  

The number of casinos has remained unchanged since 2005.   

Table 2: New Zealand Casinos 2008 

Casino No. Electronic Gaming Machines (EGMs)

Auckland Sky City 1647

Christchurch Casino 500

Dunedin Casino 180

Hamilton Sky City 339

Queenstown Sky Alpine 70

Queenstown Wharf Casino 74

Total 2810  

 

Although limited to only six sites, casino-based gambling is consistently cited by people seeking 
treatment for problem gambling as the second most often reported gambling mode, second to 
Non-Casino Gaming Machines (NCGMs). 

6.2.2 Non-Casino Gaming Machines (NCGM) 

The prevalence of NCGMs across New Zealand provides a natural focal point for analysis of 
gambling trends.  The reason for this is that NCGM-based gambling appears to be the most 
problematic.  Data provided by the Gambling Helpline shows that in 2007 74% of new clients cited 
NCGMs as their primary mode of gambling, far ahead of casino-based machines, the next most 
prominent mode (10.5%).  The reasons for this are clear. In June 2008 there were 19,856 NCGMs 
in use at 1,552 venues across New Zealand.  As a result these machines are far more accessible to 
the population than casinos which are limited by their geography. 

The nature of the populations where NCGMs are sited is best examined through analysis of the 
2006 New Zealand Census data at Area Unit level.  In 2006 the census divided New Zealand into 
1,920 census area units (CAUs) for the purpose of data collection and analysis.  In 2008, 741 of 
these 1,920 CAUs contained at least one NCGM. 

The relative socio-economic level of the population in each CAU is provided by the NZ Deprivation 
Index, compiled by the School of Public Health at the University of Otago.  This analysis divides the 
country evenly by populations into decile areas.  Each CAU is assigned a score between 1 and 10 
based on the relative level of economic deprivation found, decile 1 areas being the least deprived 
(or most affluent), decile 10 areas having the highest levels of deprivation. 

The national average CAU is decile 5 with a population of 2097 and hosts 0.3 NCGM venues and 
10.6 NCGMs.  When we consider the subset of 741 CAUs which have an NCGM presence, we see 
the average CAU in decile 6 with a population of 2701 people, 2.1 machine venues and 26.8 
NCGMs.   

Table 3 below details the ten CAUs which have the highest concentrations of NCGMs.  
Comparison between these ten areas and the characteristics of an average CAU (with NCGMs) 
illustrates the relationship between NCGMs and ethnicity and deprivation levels.   



 

 

 

P a g e  | 50 

This comparison indicates clearly that the higher the concentration of NCGMs in a given CAU, the 
greater likelihood there is that the population will have higher proportions of Māori and Asian 
peoples.  Recent immigrants to New Zealand (overseas born, NZ residents for less than 10 years) 
are also found within these areas with much higher than average concentrations. 

 

Table 3: 10 CAUs with Highest NCGMs Population 2008 

Census Area Unit (CAU 2006) Venues
NCGMs  (as at 30th 

June 2008)
DPI Pop. European Maori

Pacific 

Island 
Asian 

NZ 

Residents 

<10 yrs

Palmerston North Central 20 314 9 3099 64% 16% 3% 13% 13%

Willis Street-Cambridge Terrace 17 267 8 4521 62% 6% 2% 16% 19%

Kuirau 16 267 10 1110 42% 35% 7% 12% 10%

Hamilton Central 15 229 10 2697 52% 19% 5% 16% 20%

Hastings Central 15 222 9 2928 68% 18% 3% 5% 7%

Cathedral Square 11 186 8 1089 56% 7% 2% 23% 23%

Auckland Central West 12 179 10 7986 29% 4% 3% 41% 42%

Gisborne Central 11 173 9 3117 57% 36% 3% 4% 5%

New Plymouth Central 11 158 7 642 65% 12% 1% 5% 8%

Tauranga Central 9 149 6 2214 78% 8% 1% 4% 6%

Turangi 3 47 9 3240 46% 56% 3% 2% 2%

St Martins 1 18 3 4455 81% 5% 1% 3% 7%

Average CAU with NCGMs 2.1 26.8 6 2702 66% 14% 6% 9% 10%

National Average CAU 0.3 10.6 5 2097 65% 14% 7% 12% 10%

CAU - 85th Percentile

CAU - Median

CAU - Average

 

 

The above analysis illustrates that the highest concentrations of NCGMs are in central city areas.  
This may account for the lower than average rates of Pacific Island people living in these inner-city 
(as opposed to suburban/residential) areas.   
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Analysis of deprivation scores for CAUs with NCGMs allows investigation of the relationship 
between the socio-economic levels of a population and the prevalence of gambling opportunities.  
As Figure 6 below illustrates, almost half of NCGMs (48%) are found in areas of highest 
deprivation, decile 8 and higher.   

This graph also illustrates the decline in numbers of NCGMs overall, except for Decile 9 areas.  
Since 2005 there has been a 9% drop (1,990 NCGMS) from 21,846 on June 30th 2005 to 19,856 at 
June 30th 2008.  This is a continuation of a trend first identified in 2004 when numbers of NCGMs 
peaked.  As we can see the distribution of this reduction has been relatively uniform across all 
decile areas. 

 

Figure 6: NCGM Distribution by Decile 2005/2008 
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The number of venues hosting NCGMs has also declined by 13% since 2005, dropping from 1,801 
to 1,552.  As Figure 7 reveals, this reduction in numbers has not significantly altered the overall 
trend in venue distribution.  The majority of NCGMs (61%) are still found in venues which have 10 
machines or more.  Furthermore, almost half of all NCGMs are located in venues which have 18 
machines, the maximum allowable number.  Three venues do have more than 18 machines, 
circumstances allowable under current legislation when two or more venues have merged.  
Furthermore this indicates that the majority of venues are hosting the maximum allowable 
number of NCGMs. 

 

Figure 7: Venues by number of NCGMS 2005/2008 
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It is clear that the pattern is for venues to host either 18 or 9 NCGMs and this is as a direct result 
of the legal limits.  And while we can see in Figure 7 above that there has been a reduction in the 
number of venues with 18 or more machines, this is still where the majority of NCGMs (65%) are 
found.  Overall the average number of NCGMs per venue has increased from 12.1 in 2005 to 12.8 
in 2008, a 5% increase in machine concentrations.   



 

 

 

P a g e  | 53 

Figure 8: Distribution of Large NCGM venues 
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With large venues predominating, it is informative to see how they are distributed in terms of 
decile area.  As Figure 8 above illustrates, the distribution of large venues mirrors the trend in 
overall NCGM distribution (see Figure 6) with the higher decile areas (8-10) having the highest 
number (56%) of large NCGM venues. 

 

Table 4: Large Venue Prevalence, Ethnicity and Recent Immigrant Populations 

Ethnicity NZ Average
CAUs with Large 

Venues

CAUs with >3 

Large Venues

European  64.8% 64.1% 56.8%

Maori 14.0% 14.4% 15.3%

Pacific Island 6.6% 6.5% 8.1%

Asian 8.8% 9.6% 14.3%

Other 5.8% 5.4% 5.5%

NZ <10 years 10.3% 10.9% 15.0%  

 

As we have seen, the relationship between the distribution of NCGMs and the ethnic makeup of 
the local populations are also linked.   

Table 4 illustrates how the populations change at CAU level as the numbers of large NCGM venues 
increase.  The proportion of Māori, Pacific Island and Asian populations found in areas containing 
3 or more large venues is higher than the average New Zealand distribution.  Similarly CAUs 
where large venues are located have larger numbers of recent immigrants (NZ Residents for less 
than 10 years).  
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Analysis of annual expenditure on NCGMs further demonstrates the relationship between 
gambling outlet prevalence and levels of deprivation.  Fifty-six percent of all NCGM expenditure is 
occurring in CAUs with a decile rating of 8 and above, as shown in Figure 9 below. 

 

Figure 9: NCGM Expenditure 2008 by Decile Area 
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NCGM Growth Areas 

Despite the overall 9% reduction in the number of NCGMs between 2005 and 2008, there were 
increases in the number of NCGMs in 89 CAUs.  As Figure 10 below shows, most new NCGMs 
(52%) were installed in decile areas 4 to 8.  This is in contrast to the distribution trend we can see 
in Figure 6 above (page 51). 

 

Figure 10: CAUs where NCGMs increased 
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Interestingly, ethnic makeup of the population does not appear to be a marker of NCGM growth 
by itself, population analysis reveals that areas with new NCGMs have: 

 Average Māori population of 13.5%   NZ average 14% 

 Average Pacific Island population of 4.9% NZ average 6.6% 

 Average Asian population of 5.6%   NZ average 8.8% 

Neither was an above average population of recent NZ immigrants (resident less than 10 years) an 
indication of NCGM growth with this group within these CAUs comprising on average only of 7.5% 
of the population, below the NZ average of 10.8%. 
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The major area of difference we can see in these growth areas is the age of the population, as 
Figure 11 below illustrates.  More research is required to determine whether the age of this 
population is related to the levels of deprivation or the target demographic of the NCGM venues 
concerned.  

 

Figure 11: NCGM Growth Areas - Age Profile 
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6.2.3 Totalisator Agency Board (TAB). 

In June 2008 there were 659 TAB outlets across New Zealand.  This represented a 13% increase 
(83 outlets) in TAB venues between 2005 and 2008. Analysis of the distribution of TABs by decile 
area bears a strong resemblance to the broad pattern of NCGM distribution trends (identified 
above in Figures 6 and 9), as Figure 12 below illustrates. 

 

Figure 12: TAB Distribution by Decile Area 

 

 

These increases in TAB prevalence have occurred across almost all decile areas.  Areas in deciles 9 
and 10 saw increases in the number of TAB outlets of 11%.  Interestingly, there was a 50% growth 
in decile 1 areas (seven outlets) and average 28% growth in areas with decile scores of 4, 5 and 6.  
This growth provides some correlation with the trend in the distribution of new EGMs identified 
in Figure 10 above (page 55). 
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6.2.4 Lotteries Outlets 

In 2008 there were 1005 Lotteries outlets across New Zealand.  As with the other modes of 
gambling discussed above, analysis of distribution of Lotteries outlets by decile area shows higher 
number of outlets in more deprived areas (see Figure 13 below). 

 

Figure 13: Distribution of Lottery Outlets by Decile Area 
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6.2.5 Prevalence of Gambling Opportunities and Problem Gambling Risk Factors  

Table 5 below illustrates the relationship between socio-economic deprivation, ethnicity, and 
availability of gambling opportunities.  Gambling venues proliferate as deprivation increases and, 
consequently, in proximity to the Māori and Pacific peoples populations who reside 
disproportionately in these areas.  

Table 5:  Gambling Outlets and Risk Factors by Decile 

 

 

The data presented above indicates that the development of gambling venues in New Zealand is 
in clear alignment with trends and risk factors which have been identified comprehensively in the 
literature and in previous problem gambling geographies: the distribution of gambling venues 
occurs disproportionately in areas with higher levels of socio-economic deprivation, with 
increased Māori and Pacific Island populations.  Additional risk factors (suggested anecdotally and 
through the demographics of problem gamblers seeking treatment) which are more evident at 
the CAU level (see Table 3 above, page 50) are higher than average populations of Asian and 
recent immigrant populations. 

6.3 TLA and DHB catchment analysis of Problem Gambling Services  

This section provides analysis of problem gambling services and client populations on a regional 
basis.  The purpose of this approach is to assess current levels of service provision and client 
demand and to identify areas where there is an increased demand for problem gambling 
intervention services.  Analysis of NCGM numbers has been again used as a predictor of problem 
gambling risk, due to its status as the most often cited mode by problem gamblers. 

6.3.1 Services and Prevalence by District Health Board (DHB) Area 

Although DHBs do not provide problem gambling intervention services, assessment of the 
distribution of gambling modes and the level of services provision by DHB area gives a broad view 
of regionally-based services, and the relative need.   

Decile Population Maori Pacific Island  Asian NCGMs NCGM Expenditure TABs 
Lotteries  

Outlets 

1 9% 3% 2% 6% 2% 1% 3% 4% 
2 10% 4% 3% 11% 3% 3% 3% 4% 
3 9% 4% 3% 9% 4% 5% 5% 8% 
4 9% 6% 4% 9% 6% 6% 8% 6% 
5 10% 8% 5% 11% 6% 8% 9% 9% 
6 10% 9% 6% 11% 11% 10% 11% 10% 
7 10% 10% 9% 9% 14% 11% 12% 12% 
8 11% 14% 13% 13% 19% 20% 18% 17% 
9 11% 17% 19% 12% 23% 20% 17% 16% 
10 10% 24% 38% 9% 12% 16% 14% 13% 

Total Number 4,027,947       564,948        265,908            354,495 19,856 $938,236,950 659 1,005 
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Figure 14 below depicts the relatively even spread of NCGMs across the DHB catchments and the 
variance between 2005 and 2008. 

Figure 14: NCGM Density by DHB Area 2005/2008 
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In line with the 9% reduction in the number of machines documented above, we can see that this 
reduction in NCGM density is relatively evenly spread.  Three DHB areas saw an increase in NCGM 
density: Hutt Valley, MidCentral and Wairarapa.  Furthermore we can see that the three Auckland 
DHB areas (Auckland, Counties-Manukau and Waitemata) have between them the lowest NCGM 
density rates in the country despite the large number of NCGMs located in the region. 

As Table 6 below illustrates, Counties-Manukau which has the lowest density of NCGMs ranks 
second overall for total NCGM expenditure and thirteenth on a per capita basis.  It is only when 
looking at CAU level we can see the reason for the high level of NCGM expenditure.  Of all 21 DHB 
areas Counties-Manukau contains the highest number of decile 9 (18) and decile 10 (33) CAUs.  So 
while the overall picture at DHB level may be one of low density, it is the groupings of high density 
NCGM CAUs within DHBs that drive the high level of NCGM expenditure overall. 

This issue is also apparent at the regional level (see Table 7 below) where we can see the disparity 
in population between the Auckland region and the rest of New Zealand. 

While NCGM density has decreased overall, problem gambling service provision has seen a steady 
increase from 83 intervention services in 2003, to 110 in 2005 reaching a total of 117 in 2008. 
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Table 6: Per Capita NCGM by DHB Area 

DHB Area 2008 NCGM Spend
DHB Population 

(2006)

NCGM Spend per 

Capita (2008)

Lakes $33,774,135 98,310                $344

West Coast $9,700,237 31,332                $310

South Canterbury $16,315,856 53,874                $303

Hutt Valley $37,883,259 136,101              $278

Bay of Plenty $50,425,331 194,886              $259

Hawke's Bay $38,138,152 148,254              $257

CapitalCoast $62,601,834 252,165              $248

Taranaki $25,877,029 104,286              $248

Northland $36,583,506 148,326              $247

Southland $25,898,733 107,154              $242

Whanganui $14,500,593 60,825                $238

Tairawhiti $10,555,567 44,460                $237

Counties Manukau $101,678,153 433,080              $235

Canterbury $109,453,418 466,368              $235

Waikato $79,694,383 340,557              $234

Mid Central $39,342,118 173,274              $227

Auckland $91,827,609 404,634              $227

Nelson Marlborough $28,154,812 130,047              $216

Wairarapa $7,722,025 38,616                $200

Otago $32,886,536 178,980              $184

Waitemata $85,282,569 481,614              $177  

 

Table 7: NCGM Density by Region 

Region NCGMs Population
NCGM Density per 

10,000 people

Auckland Region 4,411        1,303,068    33.9

Canterbury Region 2,908        521,832       55.7

Wellington Region 2,249        448,956       50.1

Waikato Region 2,214        382,713       57.9

Bay of Plenty Region 1,533        257,379       59.6

Manawatu-Wanganui Region 1,377        222,423       61.9

Otago Region 1,058        193,800       54.6

Hawke's Bay Region 932           147,783       63.1

Northland Region 797           148,470       53.7

Taranaki Region 598           104,124       57.4

Southland Region 547           90,873          60.2

Nelson Region 277           42,888          64.6

West Coast Region 276           31,329          88.1

Marlborough Region 253           42,558          59.4

Gisborne Region 214           44,499          48.1

Tasman Region 210           44,625          47.1

Area Outside Region 2                621               32.2

New Zealand Total 19856 4027947 49.3  
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In contrast to the spread of services available, the density of new presentations to the Gambling 
Helpline is spread quite evenly by DHB area (Figure 15 below).  By analysing these presentations it 
is possible to gauge demand even in those areas which have no local service provision for face-to-
face intervention services. 

 

Figure 15: Density of New Gambling Helpline Clients by DHB Area 2003 - 2008 
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Figure 16 below depicts the overall trend in the number of available services by DHB area in the 
period since 2003.  Services have increased in number or remained at the same level in 12 DHB 
areas, while nine DHB areas have seen a decrease in the overall number of intervention services 
available. 

Figure 16: Trends in Problem Gambling Services by DHB Area 2003-2008 
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Comparison between increasing demand and levels of service provision give a mixed picture as 
Figure 16 above shows.  Within 6 DHB areas we can see increases in service provision in alignment 
with increasing demand.  By contrast the South Canterbury, Tairawhiti and Wairarapa DHB areas 
would appear to be seeing a reduction in services against the trend of increasing need.  These 
results should be viewed in the context of the relatively low population of these areas and a rise 
in client numbers may not be sufficient to preclude reductions to service capacity. 

Within this range there are nine DHBs that saw an increase in service provision between 2005 and 
2007.  Of these nine, the most significant increase was seen at Lakes DHB (see Figure 17 below).  
This correlates with results detailed above which place Kuirau (central Rotorua City) as the CAU 
with the third highest concentration of NCGMs in New Zealand (see Table 3, section 6.2.2.).   
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Figure 17: Increased Density of Problem Gambling Clients 2005-2007 
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A similar comparison can be drawn with the DHB area with the second largest increase in new 
clients, Bay Of Plenty.  Tauranga City is the CAU with the 10th highest number of NCGMs (of the 
741 CAUs with NCGMs).  Furthermore for Wairarapa DHB area, Masterton Central is placed 30th 
and Cooks Gardens (within Whanganui DHB area) is 18th.  These DHB catchments are based 
around urban areas, where NCGMs are concentrated in larger numbers.  Given that NCGM based 
gambling is recognised as the most problematic form, this suggests a link between the demand 
for problem gambling services and the increased levels of NCGM venues within a locality. 

It is important to note however that this high-level analysis does not account for more qualitative 
aspects of service provision, (for example, accessibility, hours open and number of counsellors 
available).  It is important to re-emphasise that the DHB areas mentioned are not responsible for 
determining service levels. 

6.3.2 Problem Gambling Services and Client Demand by Territorial Local Authority 

Examining the distribution of problem gambling intervention services and client presentations 
across New Zealand’s 73 Territorial Local Authority (TLA) areas offers us one way to identify gaps 
in service provision.  The distance problem gambling clients need to travel to access intervention 
services has been identified as a significant barrier to seeking treatment (Bellringer, Pulford, 
Abbott, DeSouza, & Clarke, 2008). 
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Table 8 below details the density of new client intervention services presentations by population 
(per 10,000 people) and the problem gambling services sited within each TLA. The territorial local 
authorities are listed by the number of new face-to-face interventions per 10,000 people. 

 

Table 8: Problem Gambling Service Demand by Territorial Local Authority 

 

Territorial Local Authority 
Census  

Population  
(2006) 

New Face to Face  
Interventions  

(2007) 

New Face to  
Face  

Interventions  
per 10,000  

people (2007) 

Gambling  
Helpline New  
Clients (2007) 

Gambling  
Helpline New  

Clients  per  
10,000 people  

(2007) 

Face to Face  
Problem  

Gambling  
Services  
(2008) Wairoa District 8481 36 42.4 0 0.0 1 

Kawerau District 6921 23 33.2 2 2.9 1 
Hamilton City 129255 252 19.5 63 4.9 4 
Grey District 13224 19 14.4 5 3.8 2 
Nelson City 42894 57 13.3 12 2.8 3 
Auckland City 404634 432 10.7 187 4.6 12 
Napier City 55359 57 10.3 11 2.0 1 
Christchurch City 348411 340 9.8 147 4.2 4 
Gisborne District 44460 39 8.8 15 3.4 1 
Hastings District 70848 61 8.6 28 4.0 1 
Western Bay of Plenty District 42078 36 8.6 9 2.1 3 
Masterton District 22632 19 8.4 6 2.7 1 
Manukau City 328959 264 8.0 157 4.8 4 
Whangarei District 74403 59 7.9 14 2.4 2 
Manawatu District 28251 22 7.8 4 1.4 1 
Tauranga City 103602 78 7.5 52 5.0 3 
Papakura District 45183 34 7.5 20 4.4 1 
Waitomo District 9438 7 7.4 2 2.1 0 
Rotorua District 65901 48 7.3 42 6.4 2 
Porirua City 48534 34 7.0 17 3.5 3 
Invercargill City 50316 33 6.6 17 3.4 1 
Wanganui District 42639 25 5.9 18 4.2 2 
Dunedin City 118653 66 5.6 43 3.6 2 
Ashburton District 27372 14 5.1 6 2.2 2 
Wellington City 179442 88 4.9 64 3.6 3 
Palmerston North City 75540 37 4.9 24 3.2 3 
Franklin District 58938 28 4.8 25 4.2 1 
Opotiki District 8973 4 4.5 4 4.5 1 
Kaipara District 18132 8 4.4 1 0.6 1 
Lower Hutt City 97689 42 4.3 58 5.9 2 
Waitakere City 186444 79 4.2 85 4.6 3 
Carterton District 7095 3 4.2 4 5.6 1 
Waimate District 7209 3 4.2 1 1.4 0 
Clutha District 16842 7 4.2 2 1.2 0 
Waitaki District 20211 8 4.0 4 2.0 2 
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Table 8: Problem Gambling Service Demand by Territorial Local Authority (continued) 

 

This analysis reveals that 15 TLAs have no fixed intervention services available within their 
boundaries.  In more remote areas with low population bases, such as Westland and the Chatham 
Islands, services are not always viable or indeed warranted.  When considering the intervention 
rates reported in 2007 and the service provision some gaps appear. 

 

Territorial Local Authority 
Census  

Population  
(2006) 

New Face to Face  
Interventions  

(2007) 

New Face to  
Face  

Interventions  
per 10,000  

people (2007) 

Gambling  
Helpline New  
Clients (2007) 

Gambling  
Helpline New  

Clients  per  
10,000 people  

(2007) 

Face to Face  
Problem  

Gambling  
Services  
(2008) 

North Shore City 205611 81 3.9 69 3.4 3 
New Plymouth District 68910 27 3.9 19 2.8 2 
Central Hawke's Bay District 12954 5 3.9 4 3.1 0 
Upper Hutt City 38412 14 3.6 13 3.4 3 
Timaru District 42864 15 3.5 13 3.0 2 
South Wairarapa District 8889 3 3.4 3 3.4 1 
Horowhenua District 29856 10 3.3 13 4.4 2 
Buller District 9702 3 3.1 0 0.0 1 
Marlborough District 42549 13 3.1 8 1.9 1 
Selwyn District 33660 10 3.0 3 0.9 3 
Waikato District 43959 13 3.0 11 2.5 3 
Waimakariri District 42834 12 2.8 9 2.1 2 
Kaikoura District 3624 1 2.8 2 5.5 1 
Mackenzie District 3801 1 2.6 0 0.0 0 
Taupo District 32409 8 2.5 9 2.8 2 
Tasman District 44604 11 2.5 9 2.0 2 
Whakatane District 33297 8 2.4 8 0.0 1 
Tararua District 17634 4 2.3 3 1.7 1 
Rangitikei District 14709 3 2.0 5 3.4 1 
Kapiti Coast District 46182 9 1.9 14 3.0 2 
Hurunui District 10467 2 1.9 3 2.9 0 
Gore District 12111 2 1.7 6 5.0 0 
South Taranaki District 26484 4 1.5 4 1.5 1 
Queenstown-Lakes District 22947 3 1.3 3 1.3 3 
Waipa District 42495 5 1.2 22 5.2 0 
Rodney District 89559 9 1.0 26 2.9 1 
Matamata-Piako District 30486 3 1.0 5 1.6 1 
South Waikato District 22644 2 0.9 11 4.9 3 
Thames-Coromandel District 25926 2 0.8 4 1.5 0 
Far North District 55791 4 0.7 20 3.6 3 
Southland District 28413 2 0.7 6 2.1 4 
Central Otago District 16641 1 0.6 3 1.8 0 
Chatham Islands Territory 612 0.0 0.0 0 0.0 0 
Hauraki District 17190 0.0 0.0 9 5.2 0 
Otorohanga District 9075 0.0 0.0 0 0.0 0 
Ruapehu District 13566 0 0.0 1 0.7 0 
Westland District 8406 0.0 0.0 3 3.6 0 
Stratford District 8892 0.0 0.0 0 0.0 1 
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Table 9 below highlights the three TLAs without problem gambling services which are ranked in 
the upper 50% by demand. 

 

Table 9: Gaps in Service Provision by TLA 

 

6.3.3 Service Analysis – Changes Since 2005 

The 2005 problem gambling geography identified TLAs lacking problem gambling intervention 
services and considered the distance barriers to clients seeking treatment.  While there have been 
some fluctuations in service provision, given the slight overall increase in service levels (from 110 
to 117 since 2005), the trends identified in 2005 remain generally valid. 

Table 8 and Table 9 above detail the TLAs where service levels have changed.   The status of the 
TLAs identified in 2005 as areas of service need are updated below. 

 Rodney District was one area which in 2005 had no local intervention service and this 
identified need has been addressed with the establishment of problem gambling services 
there. 

 Wairoa District, since 2005 has seen the establishment of a local intervention service (as 
discussed above) to meet the needs of its population which were previously met through 
mobile services. 

 Tasman District: cited in 2005 for lack of service, has seen two services established there. 

 Tararua District has seen services established and as the site of the highest rate of NCGM 
increase between 2005 and 2008 (see Table 9 below). The lower than expected rates of 
client presentation are counter to national trends and as such suggest the possibility that 
that there is a significant risk population which needs addressing. 

 Central Otago and Gore Districts both remain without local services; both areas have low 
rates of face-to-face interventions and have seen reductions in the numbers of NCGMs 
since 2005. 

 Clutha District remains without a locally based service.  While there has been a decrease 
in the number of NCGMs (-10 since 2005) two additional TABs have opened.  That Clutha 
is already in the top 50% of TLA for face-to-face intervention rates, suggests there is need 
for further service development in this district. 

 Hastings City was rated 10th highest TLA in terms of new client presentations (Gambling 
Helpline) and despite proximity to the Napier-based service has recently seen the 
establishment of a locally-based intervention service. 

 

Ranking (by  
Face to Face  
Intervention  

Rate) 

Territoria Local Authority Census  
Population  

(2006) 

New Face to Face  
Interventions  

(2007) 

New Face to  
Face  

Interventions  
per 10,000  

people (2007) 

Gambling  
Helpline New  
Clients (2007) 

Gambling  
Helpline New  
Clients per  

10,000 people  
(2007) 

Face to Face  
Problem  

Gambling  
Services  
(2008) 

18 Waitomo District 9438 7 7.4 2 2.1 0 
33 Waimate District 7209 3 4.2 1 1.4 0 
34 Clutha District 16842 7 4.2 2 1.2 0 
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Table 10 below provides a summary of gambling venues and NCGM expenditure for all TLAs, 
ranking them by the variation in NCGM numbers between 2005 and 2008.  In this way we can see 
that the variation of TABs and NCGMs does not appear to be related. Tararua District, which had 
the largest increase in NCGMs with the addition of 104 machines, saw only one additional TAB.  
Auckland City which had the largest NCGM decrease (262 machines) saw the addition of 4 TABs in 
the same period.   Other TLAs which saw reductions in NCGM numbers also saw increases in TABs 
(Whakatane District,  Central Hawke’s Bay District) and, conversely, TABs were reduced in areas 
where NCGMs increased (Timaru, Carterton).   These trends illustrate the complexity that 
characterises the distribution of modes of gambling across New Zealand. 

 

Table 10:  Non-Casino Gaming Machine Variance & Outlets of Other Modes by TLA 

 

Territorial Local Authority NCGMs  
2005 

NCGMs  
2008 

NCGM  
Variance TABs 2005 TABs 2008 TAB Variance Lotteries 2008 NCGM  

expenditure 
Tararua District 121 225 104 7 8 1 6 8,017,469 $      
Timaru District 320 394 74 10 6 -4 12 14,061,827 $    
Marlborough District 269 299 30 6 10 4 10 12,241,566 $    
Western Bay of Plenty District 169 194 25 5 5 0 8 6,489,629 $      
Waipa District 244 268 24 7 8 1 9 9,782,952 $      
Westland District 70 92 22 1 1 0 3 2,586,302 $      
North Shore City 680 699 19 15 15 0 47 34,054,380 $    
Kapiti Coast District 226 244 18 6 7 1 10 9,271,372 $      
Papakura District 229 240 11 6 6 0 10 14,325,887 $    
Carterton District 40 49 9 2 3 1 2 1,472,384 $      
Invercargill City 345 354 9 17 16 -1 14 17,472,153 $    
Upper Hutt City 161 170 9 6 7 1 7 9,456,477 $      
Napier City 394 402 8 12 12 0 12 17,328,778 $    
South Waikato District 181 189 8 3 3 0 6 8,629,212 $      
Waimakariri District 229 237 8 5 8 3 8 8,209,985 $      
Ashburton District 168 174 6 6 6 0 8 5,510,575 $      
Selwyn District 114 118 4 6 5 -1 4 3,991,752 $      
Mackenzie District 44 47 3 2 2 0 2 997,808 $          
Waitakere City 477 480 3 8 10 2 42 35,391,347 $    
Chatham Islands Territory 2 2 1 1 158,057 $          
Otorohanga District 41 43 2 1 1 0 2 1,430,503 $      
South Wairarapa District 68 68 0 3 4 1 3 2,007,551 $      
Thames-Coromandel District 328 328 0 8 9 1 12 10,561,151 $    
Kawerau District 73 72 -1 1 2 1 2 3,102,682 $      
Waimate District 36 35 -1 1 3 2 1 1,256,221 $      
Gore District 81 79 -2 2 4 2 4 3,492,236 $      
Hurunui District 78 76 -2 3 3 0 4 1,600,448 $      
Kaikoura District 55 52 -3 1 2 1 2 1,300,923 $      
Porirua City 233 230 -3 6 8 2 12 13,392,219 $    
Hamilton City 613 608 -5 13 15 2 38 28,161,338 $    
Masterton District 123 118 -5 5 5 0 6 4,242,091 $      
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Table 10: Non-Casino Gaming Machine Variance & Outlets of Other Modes by TLA 

(continued) 

 

Territorial Local Authority NCGMs  
2005 

NCGMs  
2008 

NCGM  
Variance TABs 2005 TABs 2008 TAB Variance Lotteries 2008 NCGM  

expenditure 
South Taranaki District 185 180 -5 8 8 0 9 8,251,033 $      
Waikato District 201 196 -5 5 6 1 9 6,308,928 $      
Matamata-Piako District 198 191 -7 5 6 1 6 6,329,989 $      
Grey District 144 136 -8 3 4 1 3 4,423,580 $      
Waitaki District 133 125 -8 3 3 0 7 4,212,604 $      
Clutha District 86 76 -10 3 5 2 7 1,717,659 $      
Waitomo District 88 78 -10 1 2 1 3 2,927,473 $      
Manawatu District 123 111 -12 4 4 0 4 2,829,762 $      
Opotiki District 65 53 -12 1 1 0 3 1,799,950 $      
Wairoa District 72 58 -14 2 3 1 3 1,549,914 $      
Tauranga City 637 621 -16 14 16 2 30 30,414,218 $    
Central Hawke's Bay District 86 68 -18 1 4 3 4 2,093,681 $      
Lower Hutt City 555 536 -19 22 20 -2 24 28,426,784 $    
Taupo District 243 224 -19 3 4 1 11 9,417,774 $      
Rotorua District 475 455 -20 10 10 0 16 24,356,359 $    
New Plymouth District 414 393 -21 11 10 -1 20 16,648,698 $    
Rodney District 400 378 -22 8 10 2 23 15,836,844 $    
Buller District 105 81 -24 2 2 0 5 2,690,355 $      
Stratford District 58 34 -24 1 1 0 2 977,297 $          
Palmerston North City 471 445 -26 13 16 3 17 17,607,171 $    
Queenstown-Lakes District 121 95 -26 4 4 0 6 2,963,921 $      
Wanganui District 286 260 -26 6 8 2 10 10,542,635 $    
Central Otago District 160 132 -28 4 9 5 7 3,642,598 $      
Far North District 440 406 -34 10 12 2 18 18,411,163 $    
Rangitikei District 113 76 -37 4 4 0 4 2,566,487 $      
Gisborne District 253 214 -39 4 6 2 12 10,555,566 $    
Kaipara District 118 79 -39 3 4 1 6 2,651,298 $      
Ruapehu District 132 93 -39 3 3 0 5 2,984,059 $      
Whakatane District 251 210 -41 7 8 1 9 8,618,852 $      
Nelson City 302 259 -43 5 6 1 10 9,549,070 $      
Horowhenua District 228 183 -45 9 12 3 6 8,437,787 $      
Whangarei District 363 312 -51 12 13 1 19 15,462,137 $    
Manukau City 1088 1036 -52 27 32 5 78 76,017,475 $    
Franklin District 297 244 -53 9 8 -1 13 11,334,790 $    
Hauraki District 171 118 -53 5 5 0 5 3,970,253 $      
Hastings District 421 363 -58 10 15 5 17 17,007,723 $    
Tasman District 235 177 -58 5 4 -1 12 6,364,175 $      
Southland District 180 119 -61 6 8 2 8 3,269,436 $      
Wellington City 969 824 -145 24 29 5 39 42,388,172 $    
Christchurch City 2094 1932 -162 62 61 -1 72 88,839,735 $    
Dunedin City 804 636 -168 14 22 8 24 22,014,663 $    
Auckland City 1862 1600 -262 52 56 4 113 91,827,607 $    
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6.4 Summary 

The 2009 geography analysis confirms many of the trends identified in the 2005 and 2003 reports.  
In particular the link between higher levels of socio-economic deprivation and the increased 
prevalence and density of gambling venues is once again clearly established.  Assessment of 
NCGM distribution reveals that the majority of machines (54%) and venues reside 
disproportionately within areas of high deprivation (decile 8 and higher).  Expenditure on NCGMs 
is consequently higher in more deprived areas, than in the more affluent.  In addition, outlets for 
other modes of gambling, such as TAB and Lotteries, follow the same pattern of distribution, 
compounding the exposure of these populations to opportunities to gamble. 

Correspondingly, larger concentrations of gambling venues in more deprived areas have 
implications for the populations who live there, as evidenced through the increased NCGM 
expenditure in these areas.   While New Zealanders of European ethnicity remain the majority 
population, Māori and Pacific Island peoples are disproportionately represented in more deprived 
areas.  As a result, these groups are exposed to gambling opportunities at a much higher rate than 
average, well above their proportion of the New Zealand population as a whole.  As a result Māori 
and Pacific people are over-represented not only in the populations of areas where gambling 
occurs, but also in the rates of presentation to problem gambling intervention services. 

Similarly higher population rates of Asian ethnicity and in the proportion of recent immigrants to 
New Zealand (NZ resident for less than 10 years) can be found in CAUs with higher numbers of 
gambling venues.  This trend, while not evident at decile level analysis (see Table 5 above), is 
revealed in a significant number of CAUs (see Table 3 above) particularly in urban areas.  While 
this is not a nationwide trend there are areas where these populations are exposed 
disproportionately to opportunities to gamble, bearing out both the data and anecdotal evidence 
from problem gambling service providers suggesting the validity of these criteria as risk factors. 

Although NCGMs are the most significant and problematic (as cited by problem gamblers) 
gambling mode, numbers of NCGMs have continued to decrease, dropping 9% overall since 2005.  
A concurrent trend has seen a 5% increase in the density of the distribution of NCGMs which 
remain in service.  The prevalence of the large NCGM venues (18 machines plus) is 
overwhelmingly in the decile areas 8 – 10.  While there are fewer machines overall, they are now 
found in larger concentrations. 

While the number of machines has declined nationally, there are some areas (89 CAUs) where the 
number of NCGMs has actually increased.  The distribution of these new machines conforms to 
the overall NCGM patterns discussed above (in terms of decile spread) but interestingly the ethnic 
indicators which might be expected (above average Māori and Pacific peoples populations) are 
not evident.  In fact the only identifiable marker for these areas was the higher proportion of 
those aged 55 and above.  Whether this is due to the nature and target market of the venues 
choosing to increase their NCGM numbers, or is related to the deprivation of the population is 
unclear and an area for potential future investigation. 

Analysis of the prevalence of gambling venues and problem gambling service provision by DHB 
area shows that for the most part areas experiencing increased demand have seen an increase in 
the number of services offered.  At a national level the number of problem gambling services 
available has increased since 2005, a continuation of the trend since 2003. 
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7. Service provision and delivery 

7.1 Methodology 

The methodology for the Service Evaluation Workstream is detailed in Appendix B. 

7.2 Background 

The Ministry funds a number of generic and population-specific problem gambling treatment 
services at both a national and regional level.  This includes the funding of a national telephone 
helpline, two national intervention services (the Problem Gambling Foundation and the Salvation 
Army Oasis Centre) and a number of regional assessment providers which include Māori and 
Pacific specific services (Asian-specific services are provided as a division of one of the national 
face-to-face intervention treatment providers) (Ministry of Health, 2008, as cited in Bellringer, 
Coombes, Garrett, Nahi, Pulford, & Abbott, 2008).The Ministry has a role in ensuring the services 
are effectively coordinated and, since 2008, has been refining a service delivery model including 
screening tools, intervention processes, data collection, data management and information 
reporting requirements; all of which have been supported by regional training.   

A recent project to describe best practice for a public health intervention framework for problem 
gambling in New Zealand (Research New Zealand, 2007) found that New Zealand had the 
standard features of best practice, but other critical features needed to be established or 
strengthened, including: 

 strong leadership; 

 outcomes focus; 

 making best use of available resources; and 

 a rigorous monitoring and evaluation programme. 

This service evaluation assessment also supports the above findings. 

7.3 Introduction 

The Ministry of Health has contracted AUT University Gambling and Addictions Research Centre 
to evaluate aspects of intervention problem gambling services and their delivery.  The purpose of 
this section of the report is to consider the findings of the evaluation report and identify issues 
and implications relevant to informing the final problem gambling needs assessment, and service 
planning.   

This assessment of the service evaluation identifies areas of improvement in current service 
provision, specifically related to:  

 treatment pathways;  

 involvement of family/whānau; 

 facilitation services; 

 data collection, management and outcomes reporting; and 

 training and workforce. 
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This assessment will not: 

 focus on the current effectiveness of services or identify optimal intervention processes 
for different types of clients (consistent with the AUT University evaluation report); or  

 include Stage Three of AUT University’s evaluation project given it is not due to 
commence or report until later in 2009.    

Limitations 

As highlighted in the AUT University evaluation report, findings for different services are not 
directly comparable to one another, and need to be viewed cautiously given: 

 individual intervention services have not been evaluated for their effectiveness, instead a 
high level evaluation of all services was conducted; 

 intervention services are different in the length of operation under Ministry funding, the 
type of intervention they provide, their size, and location across regions; and 

 intervention services are in different stages of implementing Ministry interventions and 
data collection, management and reporting contractual requirements.  This has affected 
the number of conclusions that can be drawn from the initial Two Stages; however, the 
authors of the evaluation report expect all services should be fully operational in time for 
the Stage Three assessment 2009 allowing for more conclusive results.   

7.4 Evaluation findings 

7.4.1 Intervention Service Provision 

Mainstream services include two national face-to-face intervention services, and a number of 
established regional treatment providers.  Ethnic specific intervention services have been 
developed for the Asian population (within one of the national intervention services), and for the 
Māori, and Pacific population.  Another key service (and key source of referral into these services) 
is the national problem gambling telephone helpline as also indicated in the prevalence and 
geography sections of this report.   

Intervention services offer problem gamblers, and in most cases significant others, access to their 
service for: 

 harm reduction with regard to gambling; 

 dealing with gambling problems and issues; and 

 facilitation or referral to other agencies for help with co-existing issues. 

Services provide a range of brief interventions, full interventions, facilitation services, and/or 
follow up sessions.  There are some differences in terms of how these services are delivered, 
particularly length of time and number of sessions, and type of intervention sessions offered, for 
example group therapy and workshops versus individual intervention or counselling services.   

As mentioned in section 4.2.7, there is a gap in New Zealand research in relation to which types of 
intervention are the most effective for problem gamblers, and as this service evaluation was not 
service-specific there is no measure to illustrate how operational differences positively or 
negatively affect client outcomes. 
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7.4.2 Treatment pathways into services  

The Ministry’s service specifications emphasize screening for problem gambling in any 
appropriate setting including the development of referral pathways into problem gambling 
services, however the take-up or buy-in to these changes are not currently being reflected in the 
pathways statistics, particularly for general practice. 

Information about gambler clients’ referral pathways into face-to-face intervention or helpline 
services was available for 3946 clients for the period 1 July 2007 – 30 June 2008. Of this 3946, 69 
people had no information related to their treatment pathway.  Of the 3877 that did have their 
treatment pathway recorded, 26% were self referred and 17% were referred by the national 
problem gambling helpline.  General practitioners were not recorded as a specific referral source, 
but were included in the category ‘other agency’ which made up 8% of referrals. This seems low 
given that general practitioners are commonly the gateway to services for support or treatment. 

Figure 18 illustrates the reported gambler client referral pathways into services. 

 

Figure 18: Client referral pathways 1 July 2007 – 30 June 2008 
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The majority of significant others that have been accessing intervention services (see Figure 19) 
are also predominantly self referring or have been referred by a family member or relative 
(according to data for the period 1 July 2007 – 30 June 2008).  The total number of clients was 
2091 (of which 49 people had no information related to their treatment pathway). Of the 2042 
who did have their treatment pathway recorded 48% were self referred, and 12% were referred 
by a family or relative.  Again, general practitioner referrals are included in ‘other agency’ at 7%, 
which appears low considering this category contains numerous other agencies and services. 
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Figure 19:  Significant other client referral pathways – July 2007 – June 2008 
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It is conceivable that clients presenting within a general practice setting are presenting with co-
existing issues (the 2006/07 New Zealand Health Survey found nine out of 10 people with 
gambling problems had accessed primary health care in the past 12 months), and may therefore 
be referred into specific Mental Health services or Alcohol and Other Drugs (AOD) services that 
are well established and known to primary care providers; but this needs to be verified by mental 
health and AOD services data (Ministry of Health, 2008a).  This would help establish if need is 
being identified and addressed elsewhere in the health system through different funding 
structures.  This is an area that the Ministry could consider further, particularly establishing 
screening for problem gambling within mental health and AOD (which is not being undertaken 
consistently). 

7.4.3 Involvement of family/whānau 

For people seeking help, maintaining or establishing relationships with their family and whānau 
allows for enhanced support and understanding, and therefore assists their well being and 
potential to recover.  Health models also continue to emphasise the need of family and whānau 
involvement; for example, Māori model Te Wheke and the Whare Tapa Wha Māori model. 

In considerable contrast, the results of the evaluation have highlighted a significant absence of 
family and whānau involvement in the treatment process (includes couples).   

The total number of intervention sessions across the services during the period of July 2007 – 
June 2008 was 23,929 for clients and 6,885 for significant others.  Sessions were made up of 
individual intervention sessions, couple sessions, group therapy, and family and whānau sessions.  
Only 2% of family and whānau were recorded as being involved in the client treatment sessions, 
and 7% were involved for sessions with significant other.  Similar results are evident with the 
involvement of couples.  These findings are illustrated in Figures 20 and 21. 
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Figure 20: Gambler client intervention type July 2007 – June 2008 

 

 

Figure 21:  Significant other intervention type July 2007 – June 2008 
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having family and whānau actively engaged to understand the situation and support the client, 
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services are helping significant others proactively attempt to re-engage the family and whānau 
member whose gambling is having a negative effect and harming that significant other. 
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7.4.4 Facilitation Services  

In 2008, facilitation referrals to allied social or health services were introduced into the 
contractual requirements of intervention providers by the Ministry.  Facilitation Services are 
designed to provide additional support and assistance to clients with co-existing mental health 
and substance issues.  The referrals also relate to accessing assistance for budget and financial 
issues, housing and/or relationship counselling. 

Facilitation can happen in person with the counsellor attending the service with the client to 
ensure some continuity and that their needs will be effectively met by the service, or through 
written or verbal communication (phone).  The client is not always introduced into the new 
service as a problem gambler.  This will depend on the nature of the service that the client is 
being referred to, and client consent and confidentiality issues (with health agencies generally 
being the appropriate exception). 

It would appear that the process has not been effectively or consistently implemented by some 
providers who would prefer to address for example, their clients co-existing needs within their 
own service setting.  There is a range of views across the services as to the length of time this 
level of service has taken or will take to implement, and over half (55%) of the 60 staff 
participants who completed the survey felt the outcomes were comparable to past methods.  
Past methods included a standard written or phone referral into services.   

Based on the total number of intervention sessions, only 3% of gambler clients and 6% of 
significant others accessed facilitation services.  The evaluation of services did however, 
commence during the early stages of the providers adopting this new service provision which 
could explain the low numbers. 

Attitudes associated with problem gambling by allied agencies/services have been highlighted as a 
barrier to implementation, which could also highlight poor relationships, potential stigma, and 
lack of understanding. 

There appears to be a reasonable level of client choice within the sector with clients choosing 
services due to the type of treatment they offer, the recommendations they receive about a 
particular service and its location.  Some allied services have suggested however, that client 
choice is not always part of the facilitation services, and that some coercion has been applied.   
Other barriers cited include that services are not always suited to the client’s needs, and the client 
may experience self stigma based on the referral process. 

It has been difficult to ascertain from the evaluation report how many people have co-existing 
issues, what these are, and, therefore, whether there should be more formal referral pathways 
out of intervention services. There does appear to be a lack of understanding within intervention 
services about what the aim of the facilitation service is, including what benefits could be gained 
through its effective implementation.   

Facilitation services appear to have significant potential for the sector.  Findings have shown 
clients felt there were positive outcomes associated with this level of support, and the 
establishment of positive relationships with intervention providers and allied agencies/services 
were reported in some regions.  Additionally, research and sector knowledge shows that the 
historical referral processes have not always been conducive to effectively supporting the client.  
Maintaining client/counsellor relationships across other services was generally not possible, and 
strong and effective relationships and partnerships with other providers were more difficult to 
develop.   
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7.4.5 Data collection, management and outcomes reporting 

Data collection and management 

Access to the Ministry of Health’s Client Information Collection (CLIC) database, and other 
computerised systems varies across services, with several services collecting data and managing 
information through manual paper based systems. There are therefore some gaps evident within 
the information being reported by some services, and data integrity issues are apparent.   

The relatively small size of the problem gambling sector, in comparison to the mental health and 
AOD sector, is a significant advantage in terms of the Ministry providing ongoing leadership to 
effectively build an outcomes-focused culture, and address the issue of system development and 
electronic data capture for all providers through contractual and monitoring arrangements.   

Having a robust feedback loop to all providers on reported outcomes will be crucial, and again 
given the size of the sector, there is real opportunity to start using the information that is 
reported to enable services to learn from each other, particularly where some services seem to 
attract better outcomes.  The nature of the client group will of course have some bearing on 
outcomes for example, compulsion versus clients volunteering to seek help. 

Service Effectiveness and Outcomes Reporting 

An integrated approach is defined in the Ministry’s Preventing and Minimising Gambling Harm, 
Strategic Plan, 2004-2010 for problem gambling as one that  “...addresses the continuum of need 
and encompasses those public health measures designed to prevent gambling harm, alongside 
intervention services designed to minimise the harm experienced by people with gambling 
problems” (Ministry of Health, 2004, p.23).   

As indicated above, a key finding is that more emphasis needs to be placed on reporting for client 
outcomes, which should include integration and building collaborative relationships across the 
continuum of care.   

The Ministry has commissioned a Strategic Outcomes Framework and a Monitoring and 
Evaluation Plan for problem gambling, both of which seem to be an attempt to address this gap 
(Research New Zealand, 2007; Research New Zealand, 2008). 

The Strategic Outcomes Framework has been developed to provide a robust evidence base for the 
Ministry’s future planning and purchasing decisions in relation to selection and development of 
initiatives that prevent and minimise gambling harm in New Zealand. It describes linkages 
between public health approaches and intervention services, and aims to guide practice across 
the problem gambling sector. 

The Monitoring and Evaluation Plan has been prepared to assist the Ministry as it develops 
systems for monitoring and evaluating progress towards the goal and objectives of the Preventing 
and Minimising Gambling Harm, Strategic Plan, 2004-2010. It is designed to assist the problem 
gambling team at the Ministry and providers with moving to an outcomes-focused approach, 
which includes identifying the outcomes/results required for achieving an integrated health 
approach. The Monitoring and Evaluation Plan identifies ten steps for designing, building and 
sustaining a results-based monitoring and evaluation system. Implementation of the plan is in the 
early phases at present, with several of the steps still requiring completion (Research New 
Zealand, 2008). 
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7.4.6 Training and Workforce  

The Ministry contracted a provider to develop and deliver training to the sector, to which staff 
providing treatment services have generally had a positive response.  Areas for improvement 
include increasing the number of training sessions available and ensuring any new training is 
conducted in a timely manner.  Suggestions were made about content for future sessions.  The 
need to emphasise more cultural and clinical focus has been highlighted, and the Training 
Provider has also made some suggestions for changes, which will need to be negotiated as part of 
the contractual relationship with the Ministry.   

The service evaluation report highlighted a number of additional training and workforce 
development needs, which have been incorporated into the Key Themes and Issues section of this 
report (section 8).  

7.4.7 Summary Discussion 

It is commonly reported within the mental health and addiction sector that the quality of the 
service the client receives and treatment outcomes are significantly improved when 
communication and collaborative relationships between providers are enhanced and well 
established.  As part of an integrated approach, collaboration should exist across the continuum 
of care which includes primary care, secondary and tertiary services.  Primary care services should 
have a reasonable knowledge of problem gambling issues, the location of intervention services in 
their regions, referral pathway and treatment processes being offered.  Effective collaboration 
and relationships should contribute to improved access into appropriate services, and ensure 
interventions are happening as early as possible to prevent clients presenting in crisis. 

Generally, feedback from providers of intervention services indicated that a holistic approach to 
treatment provision results in better outcomes for the client and that current requirements for 
brief, full and follow up sessions and facilitation services are not conducive to a holistic approach. 

The notion of a holistic approach to health has often been shown as effective and can be defined 
as a philosophy of medical care that views spiritual, emotional, physical and social wellbeing as 
closely interconnected and important to consider together for effective treatment.  The Māori 
philosophy towards health is based on a wellness or holistic health model. Specific Māori models 
include Te Whare Tapa Whā, in which the four cornerstones (or sides) of Māori health are whānau 
(family health), tinana (physical health), hinengaro (mental health), and wairua (spiritual health). 
Another model of Māori health is based on Te Wheke, the octopus and the eight tentacles that 
collectively contribute to waiora or total wellbeing. A third model, Te Pae Mahutonga (Southern 
Cross Star Constellation) brings together elements of modern health promotion (Ministry of 
Health, n.d.) 

However, a key barrier to all problem gambling services being able to take this approach in any 
sustainable way is the capability issue within the workforce.  This model would also not enable 
effective co-ordination and integration with other services which is a current aim within the 
mental health and AOD sector.
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8. Key themes and issues 

8.1 Trends within population groups 

Issue: 

Trends show that Māori and Pacific people continue to be over-represented among problem 
gamblers, and Asian people and recent immigrants to New Zealand may also be ‘at-risk’ 
populations at lower levels. 

Evidence: 

Findings from the problem gambling geography, literature review and research workstreams 
show that Māori and Pacific peoples continue to be overrepresented among problem gamblers 
and therefore disproportionately affected by problem gambling.  Pacific peoples have been found 
to display a bimodal distribution for gambling, meaning there is a large proportion of non-
gamblers or infrequent gamblers, as well as a smaller proportion who participate frequently and 
with higher than usual expenditure.  

The Pacific Islands Families study, discussed in the research section of this report, drew attention 
to the existence of gender and ethnic differences in gambling participation and problem gambling 
among Pacific cultures in New Zealand.  This highlights the need to use caution when interpreting 
findings that use groupings and labels such as ‘Asian’ or ‘Pacific’, as they may contain diverse sub-
groups (Bellringer, Abbott, Williams, & Gao, 2008). 

There were no significant differences found for gender, with males and females experiencing 
similar levels of problem gambling. 

Impact: 

Differences between population sub-groups in gambling participation and problem gambling 
prevalence supports the need to improve understanding of these differences, and the 
implications for tailored approaches to treatment, awareness raising and social marketing 
campaigns, and early intervention strategies.  

8.2 Decreases in gambling participation and opportunities to gamble 

Issue: 

Participation in gambling, numbers of NCGMS, and numbers of venues with NCGMs have all 
continued to decline, and there has been a decrease in numbers of people seeking help via face-
to-face intervention services for gambling problems. The reasons for these decreases are not 
clear, and an in-depth/longitudinal economic analysis is needed to help understand the changes. 

Evidence: 

The problem gambling geography and prevalence, incidence and demand workstreams have 
highlighted that there was a 9% reduction in the number of NCGMs between 2005 and 2008; a 
13% drop in the number of venues hosting NCGMs, and an overall decrease in gambling 
participation (69.4% in 2002/03 to 65.3% in 2006/07).  There has been a decrease of 1.8% in new 
clients presenting for full intervention face-to-face services from 2006 to 2007. 

Despite this, there has been an increase in overall expenditure (0.71%, from $2.020 billion to 
$2.034 billion from 2007 to 2008), and an analysis of the populations of CAUs which have seen 
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NCGM numbers increase since 2005 reveals a higher proportion of residents aged 55 and over.  
There has also been an increase in new clients accessing the Gambling Helpline (9.8% from 2006 
to 2007).   

Impact: 

A number of conflicting or contrasting trends are evident across measures of gambling 
participation, opportunities to gamble, player expenditure and numbers accessing problem 
gambling services. The reason for these changes is not clear, nor is the impact on overall levels of 
gambling. Continued monitoring and analysis will assist with developing understanding of the 
drivers and effects of these trends.  

8.3 Deprivation 

Issue: 

More deprived areas continue to be linked with higher prevalence of gambling opportunities and 
venues, and higher expenditure. 

Evidence: 

The problem gambling geography workstream found evidence for a continuation of trends 
showing that gambling disproportionately affects those living in more deprived areas.  The higher 
the concentration of NCGMs in a given Census Area Unit, the greater likelihood there is that the 
population will have higher proportions of Māori and almost half of NCGMs (48%) are found in 
areas of highest deprivation (decile 8 and higher). 

While total numbers of NCGMs and total number of venues hosting NCGMs have decreased, this 
reduction in numbers has not significantly altered trends for where NCGMs are found: the 
majority of NCGMs (61%) are still located in venues which have 10 machines or more, and almost 
half of all NCGMs are located in venues which have 18 machines, the maximum allowable 
number. 

Distribution of Lotteries Commission outlets and TABs also follows the pattern of NCGMs, 
suggesting that deprivation is linked to greater exposure to many types of gambling, not just 
NCGMs. 

Impact: 

The concentration of NCGMs and other types of gambling opportunities in more deprived areas 
suggests that harms associated with gambling disproportionately affect those in more deprived 
areas, particularly Māori. 

8.4 Variation in modes of gambling and associated harms 

Issue: 

Different modes of gambling are associated with differing levels of harm, and different ethnic 
groups display preferences for different modes. 

Evidence: 

NCGMs continue to be the mode most often associated with gambling harm.  This has been 
confirmed by findings from the research, prevalence and geography workstreams.  However, 
there are differences between ethnic groups and most common mode of gambling, and it is 
important to remember that NCGMs are not the only mode that causes harm.  
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Another perspective was given in the Whakatau Mai Ra study in which participants identified 
perceived social benefits of some types of gambling, such as housie for marae-based fundraising 
events (Watene, Thompson, Barnett, Balzer, & Turinui, 2007).  

Impact: 

While some trends apply across gender and ethnic groups, such as NCGMs being the primary 
mode of gambling for new presentations in Helpline clients, it is important to remember that 
there are also differences in experiences, participation and harm experienced by different groups, 
for different modes.  

8.5 Need to develop early intervention strategies 

Issue: 

Currently, help-seeking by problem gamblers primarily occurs following a crisis event, and there is 
a lack of early intervention strategies. 

Evidence: 

Findings from the investigation of help-seeking behaviours by the Gambling Research Centre at 
Auckland University of Technology found that most problem gamblers only seek help once they 
are in crisis, and that participants found it difficult to define when gambling becomes problem 
gambling.  The research also found a range of intrinsic and extrinsic barriers to help-seeking 
exists; primarily intrinsic (pride, shame, denial) but also extending to a lack of knowledge about 
specialist services available, as well as concern about how they would be treated if they sought 
help from a service. Most could name one service; however the treatment process was not well 
understood. 

In addition, the service evaluation workstream highlighted the need for improved access into 
appropriate services, to ensure interventions are happening as early as possible, instead of only 
presenting when in crisis. 

Impact: 

The development of prevention and awareness-raising strategies will assist with getting help for 
problem gamblers sooner, before their problems escalate to crisis stage, and therefore reduce the 
amount or seriousness of the harm experienced by problem gamblers and their family/whānau. 

Strategies to raise problem awareness, de-stigmatise problem gambling, and normalise 
treatment-seeking should be prioritised to help address these gaps. It is also important to 
continue to research barriers and enablers to help-seeking for family/whānau of problem 
gamblers. 

8.6 Screening and awareness 

Issue: 

Leverage of existing networks in primary care and other agencies, to facilitate screening and 
provide support/interventions, could be improved. 

It is conceivable that clients presenting within primary care are presenting with co-existing issues, 
and may therefore be referred into specific Mental Health services or Alcohol and Other Drugs 
(AOD) services that are well known to primary care providers, however, mental health and AOD 
data would need to be considered to verify this statement.  Additionally, mental health and AOD 
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services may not refer back into problem gambling services where there is no established 
partnership or knowledge of treatment services. 

Evidence: 

The research, service evaluation and prevalence workstreams have drawn attention to the need 
for improvements in screening for, and awareness of, problem gambling. This relates to training 
and coordination within the health sector, as well as in the general population. 

The Ministry has recently revised service specifications to emphasise screening for problem 
gambling in non-specialist settings, including the development of referral pathways into problem 
gambling services. However, the take up of these changes are not yet being reflected in pathways 
statistics, discussed in the service evaluation section of this report. 

Impact: 

Improved knowledge around screening and awareness could have a direct impact on 
opportunities for early intervention, and improved collaboration within the sector.  Improved 
knowledge on identifying risk factors for problem gambling would assist with this.  This is closely 
linked to the need to develop early intervention strategies identified in 8.5 above. 

8.7 Evaluation of treatment efficacy 

Issue: 

There is limited information available as to which types of interventions are most effective in New 
Zealand, and for whom. 

Evidence: 

The research and service evaluation workstreams have both identified the need to strengthen the 
evidence-base around treatment efficacy, in relation to different types of interventions, and for 
different population groups. The Monitoring and Evaluation Plan for problem gambling has been 
designed to assist in moving to a more outcomes-focused approach, but is only in the early stages 
of implementation at present. 

The service evaluation was not service specific resulting in difficulties regarding measuring how 
operational differences positively or negatively affect client outcomes. 

Impact: 

Without robust evaluation of treatment outcomes, it is difficult to know whether interventions 
are effective, or how they might be improved. More information about treatment efficacy is 
required to assist service funders and planners, and service providers with targeting resources 
efficiently. 

8.8 Co-morbidity 

Issue: 

There is evidence that problem gamblers often have co-existing health issues, but currently it 
does not appear that health services are effective at identifying or treating problem gambling 
alongside co-morbid disorders. For example, studies have shown that problem gamblers have a 
high prevalence of depression (Johansson, Grant, Kim, Odlaug, Götestam, 2008) and suicidality 
(Penfold, Hatcher, Sullivan, & Collins, 2006), but Penfold, Hatcher, Sullivan, and Collins (2006) 
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found that problem gambling is only infrequently screened for when patients present to primary 
care with depression or suicidality. 

Evidence: 

Numerous studies, discussed within the literature review, review of research, and the service 
evaluation, have shown problem gamblers have an increased likelihood of having co-existing 
health issues, including stress, consuming alcohol at a harmful level, physical health problems, 
suicidality and other mental health issues.  While there is a substantial amount of evidence 
demonstrating the existence of these risk factors for problem gambling, less is known about 
effective approaches for addressing co-morbidity.  

Impact: 

Effective recognition of and treatment for a person’s co-morbidities requires increased 
knowledge, training, and coordination.  While establishing effective processes to accomplish this 
will require an investment of time and resource, the potential benefit (for patients and care 
providers) of treating health issues in a holistic fashion could be significant.  This could be 
achieved through the realisation of improved outcomes for patients and reduced levels of public 
health expenditure via efficiencies achieved by early detection and treatment of co-morbidities at 
an earlier, less acute stage. 

8.9 Role of family/whānau 

Issue: 

There is a substantial amount of research showing that problem gambling impacts negatively on 
the family/whānau of a problem gambler.  Despite this, not much is known about the role they 
may have in affecting the outcome of treatment for a problem gambler – whether positively or 
negatively.  

Evidence: 

Several studies, discussed in the research, literature review and prevalence sections of this report, 
have investigated the harm that is experienced by the family/whānau of problem gamblers.  
Harms include personal, social and economic impacts.  In addition, an assessment of the social 
impacts of gambling found that individuals who had “heavy gamblers” in their lives were 
significantly more likely to be involved in crime (Centre for Social and Health Outcomes Research 
and Evaluation and Te Ropu Whariki, 2008).  Another study found that gamblers identified harms 
caused to themselves by the gambling of significant others (Bellringer, Abbott, Coombes, Brown, 
McKenna, Dyall, et al. (2008)), suggesting that some families have multiple problem gamblers. 

Conversely, those problem gamblers who maintain or (re-)establish relationships with their family 
or whānau have been shown to benefit from the enhanced support and understanding for 
problem gamblers in treatment, which generally assists their wellbeing and recovery.  However, 
the service evaluation found a significant absence of family and whānau involvement in the 
treatment process.  

Impact: 

The negative impact of problem gambling on family/whānau, and their potential to provide 
support and improve treatment outcomes for problem gamblers, reinforces the important role 
they have and the need to include them in conceptualisations of harm and treatment approaches. 
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8.10 Need to support community-based and culturally-specific 
programmes 

Issue: 

Recent New Zealand research has indicated a need for increased support to empower 
communities and specific ethnic groups to prevent and treat problem gambling (Roguski, 
Duckworth, Chauvel, & Guy, 2008; Hindmarsh, Aston, & Henare, 2007; Dyall, 2007). 

Evidence: 

An integrated approach between the community, gamblers, and health care services can help 
decrease the harms from gambling.  The recently published Reaching Out: Who New Zealanders 
turn to for relationship support from the Families Commission highlights the reluctance for many 
ethnic groups to seek formal intervention or counselling services for their concerns (2008).   

Impact: 

As different cultures have different attitudes towards gambling, gambling problems and help-
seeking, implementing culturally-specific and/or community-based programmes may help bridge 
the gap between need and services. 

8.11 Workforce and training 

Issue: 

A shortage of qualified staff is a potential emerging issue based on poor enrolments into problem 
gambling specific training courses at universities.   

A number of potential improvement areas within interventions services have been identified 
although effecting change will require inspirational leadership, culture change and staff to enable 
the improvements to occur. 

Evidence: 

Taking an integrated approach to problem gambling requires meaningful collaboration between 
industry, communities and many branches of healthcare.  Services across the continuum need to 
be further integrated and work more effectively together to ensure effective use of resources, 
and enable an improved holistic approach to care.  In addition, there is a need for increased 
collaboration among treatment providers and researchers (Westphal & Abbott, 2006). 

The need and desire by intervention staff for ongoing, and timely training has come through 
strongly within the service evaluation workstream.   

Impact: 

Improved culture, integration and service improvement changes are required within the sector to 
improve overall client outcomes and service experience.  A skilled workforce with a good 
understanding of treatment interventions, collaboration, integration and client outcomes will 
positively impact on the effectiveness of the sector and benefit clients as well as their families and 
whānau.  It may also enhance staff satisfaction and improve retention and recruitment rates in 
the sector. 
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8.12 Information Collection and Client Outcomes Reporting 

Issue: 

There are some recorded gaps within the information being reported by some services, and data 
integrity issues are apparent.  While some measures have been put in place to support the 
development of an outcomes-focused culture there is more work required to effectively and 
consistently measure service effectiveness.  

Evidence: 

Access to a computerised data collection system (the Ministry of Health’s Client Information 
Collection [CLIC] database), and other computerised systems varies across services with many 
services collecting data and managing information through manual paper based systems. 

The Outcomes Framework has been prepared for the Ministry to assist the problem gambling 
team and providers with moving to an outcomes-focused approach, which includes identifying the 
outcomes/results required for achieving an integrated health approach. 

Impact: 

Service effectiveness is crucial to identify best practice and improve the outcome for clients. Being 
able to consistently measure interventions and service provision outcomes is crucial to ensure 
robust planning and funding decisions, and a responsive health system. 
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10. Appendix A:  Glossary 

This glossary uses several definitions from the Ministry’s (2005) Preventing and Minimising Harm: 
Strategic Plan 2004-2010, as well as a number of additional items.  This glossary is a quick 
reference for terms used throughout the report.  Specific references to definitions can be found in 
the text. 

Allied social services Major agencies/organisations to which gambling clients have a facilitated 
referral. 

Brief intervention Brief intervention services are for people early in the course of 
developing gambling problems, but who do not yet associate their 
gambling with the problems in their lives. Sessions are brief (15-30 
minutes over one or two occasions) and aim to encourage individual s 
experiencing harm from gambling to recognise and acknowledge the 
consequences of their gambling and to change their gambling behaviour 
or seek specialist support where necessary.  

(Compare with full and facilitation services.) 

Class 4 licensed 
gambling (including 
Non-Casino Gaming 
Machines) 

 

Any activity that involves the use of a gaming machine outside a casino is 
class 4 gambling. The Secretary for Internal Affairs is able to declare that 
any gaming activity that has a high degree of risk is a class 4 gambling 
activity (whether or not it involves the use of a gaming machine) – for 
example, if gambling has a high turnover and/or a high risk of players 
developing gambling problems. 

Co-morbidity The presence of two or more disorders in the same person at the same 
time, e.g. problem gambling and depression. 

CPGI Canadian Problem Gambling Index. The CPGI consists of 31 items, 
measuring frequency of gambling, adverse outcomes due to gambling in 
the last 12 months, and problems associated with gambling.  As part of 
this, the CPGI includes a nine-item problem gambling screen Problem 
Gambling Severity Index (PGSI), which measures the continuum of 
gambling problems.  

Early intervention Services designed to initiate the rehabilitation services as soon as 
possible after the onset or identification of actually or potentially 
disabling conditions. 

EGMs Electronic Gaming Machines, also known as ‘pokies’ in New Zealand. 

Facilitation services Involves providers of problem gambling intervention services spending 
time actively supporting people experiencing harm to access specialist 
mental health, alcohol and other drug, or social services. 

Full intervention 
services 

Community-based assessment and intervention services for people with 
gambling-related problems, aiming to minimise problem gambling-
related harm to the service user and their family/whānau and significant 
others by providing a range of psychosocial interventions. Sessions are 
usually of 60 minutes duration. 

Gambling Gambling has the meaning set out in the Gambling Act 2003. Gambling 
means paying or staking consideration, directly or indirectly, on the 
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outcome of something seeking to win money when the outcome 
depends wholly or partly on chance.  

(Gambling) harm The Gambling Act 2003 defines harm as ‘harm or distress of any kind 
arising from, or exacerbated by, a person’s gambling; and includes 
personal, social, or economic harm suffered by the person; or the 
person’s spouse/partner, family/whānau, or wider community; or in the 
workplace; or by society at large’. 

Incidence The number of new cases within a given time period (e.g. one year). 

Integrated approach 
to problem gambling 

This integrated approach addresses the continuum of need and 
encompasses those public health measures designed to raise awareness 
of problem gambling and  to prevent gambling harm, alongside 
intervention services designed to minimise the harm experienced by 
people with gambling problems. 

NCGM Non-casino gaming machine; electronic gaming machines (also known as 
‘pokies’ in New Zealand) located in non-casino premises, i.e. pubs, clubs 
and bars. 

PGSI The Problem Gambling Severity Index (PGSI) is a subset of items from the 
Canadian Problem Gambling Index2 (CPGI). This instrument was 
constructed specifically to measure problem gambling in the general 
population. 

Prevalence The number of cases (or proportion) in a population. 

Problem gambling Patterns of gambling behaviour that compromise, disrupt or damage 
health, personal, family or vocational pursuits. In its most extreme form 
it is often described as pathological gambling. 

Primary care 

 

Primary health care relates to the professional health care received in 
the community, usually from a GP or practice nurse. Primary health care 
covers a broad range of health and preventative services, including 
health education, counselling, disease prevention and screening. 

Public health Public health is the science and art of promoting health, preventing 
disease and prolonging life through the organised efforts of society. 
Public health focuses on promoting good community health. 

TAB Totalisator Agency Board. The body appointed to operate off-course 
betting (bets made by people who are not present at the race track). 

Te Whare Tapa Wha A Māori health model which considers health in a holistic way: The four 
cornerstones (or sides) of Māori health are whānau (family health) 
tinana (physical health) hinengaro (mental health) and wairua (spiritual 
health) – attributed to Mason Durie. 

Te Wheke A model of Māori health in which Te Wheke, the octopus and the eight 
tentacles collectively contribute to waiora or total wellbeing – attributed 
to Rose Pere. 

                                                           

2 The CPGI is referred to in some papers as the Canadian Problem Gambling Inventory, not Index.  The Canadian Centre on Substance 

Abuse (CCSA), authors of the CPGI, refer to it as an index, not an inventory. 
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11. Appendix B: Methodological Approaches 

11.1 Literature Review 

Articles from January 2006 to November 2008 from four international journals3 relating to 
gambling studies were considered for inclusion in the literature review.  Of the 252 possible 
articles, 97 were selected for review and analysis based on relevance to one or more of the 
following themes: 

 gambler characteristics, including culture/ethnicity, age, gender, special populations, and 
co-morbidity; 

 gambling harm and public health; 

 gambling accessibility/opportunities to gamble (proximity); 

 intervention service delivery, including prevention/at risk, modes of service (helplines, 
face-to-face counselling/interventions, Gamblers Anonymous), social marketing, 
screening processes/measures, and specific information relating to population groups 
(treatment for women; access to services by Māori and Pacific peoples; and access to 
services by Māori, Pacific, and Asian groups); 

 gambler decisions/psychology (including understanding gambler behaviour, history, 
natural recovery, and gambling debt); 

 trends in types of gambling/the gambling experience (including gaming environments); 

 regulations/policy; 

 training and workforce issues; 

 impact of the global economic climate; and  

 shifts in trends e.g. Ethnicity, gender, - online trends etc 

Of the 97 selected, the full text was available for 90 of these. The 90 articles were weighted not 
only by their relevance to the themes above, but also according to the following criteria: 

 peer review4; 

 size (mainly large-scale population studies were included, especially international 
studies); 

 location (New Zealand studies taking precedence over international studies); and 

 practical application (if the findings of the study could easily be adapted to the New 
Zealand public health approach to problem gambling) 

A full list of the articles reviewed, the weighting chart, and short summaries of each of the articles 
are appended to this report. 

                                                           

3 The Journal of Gambling Studies (JGS), the International Journal of Mental Health and Addiction 
(IJMHA), International Gambling Studies (IGS), and the Journal of Gambling Issues (JGI). 

4 The articles in the IGS, JGI and the IJMHA are all peer reviewed (except one literature review 
summary in the JGI).  The JGS does not specify if the articles contained in that publication are peer 
reviewed. 
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11.2 Research 

Seven research reports commissioned by the Ministry and completed during 2007 and 2008 were 
reviewed. Each was analysed for key themes and trends, gaps in knowledge and identification of 
further research questions. 

Findings from the research reports are presented with a focus on three aspects: an overview of 
the objectives and methodology of the project; a summary of the main findings (what does it tell 
us/what’s new?); and identification of further areas of research (what do we still need to know?). 

11.3 Prevalence, Incidence and Demand 

Seven reports/data sets relating to prevalence, incidence, and demand were identified as useful 
for gathering information relating to prevalence, incidence, and/or demand.  These reports, 
and/or where applicable, accompanying information, were reviewed and are discussed not only 
as individual documents, but also in the context of how they compare to one another and how 
they can help inform a public health approach to problem gambling.  As each study uses a 
different methodology and has a unique focus, caution has been used when assessing and 
comparing results. 

One report excluded from this section, Assessment of the Social Impacts of Gambling in New 
Zealand (Centre for Social and Health Outcomes Research and Evaluation and Te Ropu Whariki, 
2008), has been covered in detail in the Research section of the current report.  Relevant findings 
have been included as appropriate throughout the document. 

11.4 Geography  

The Gambling/Problem Gambling Geography provides a summary analysis of trends and patterns 
emerging from data modelling of:  

 problem gambling service locations; 

 presentation data from problem gambling service face-to-face intervention and helpline 
services; 

 class four venue locations – casino and non-casino; 

 class four machine density; 

 casino venue location; 

 TAB venue location; 

 Lotteries Commission outlet locations; 

 Electronic Monitoring System data for Class four machines; 

 demographic data (including population density, gender, and ethnicity mapping);  

 NZ Deprivation 2006 layers; 

 Territorial Local Authority boundaries; and 

 DHB Boundaries. 
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The analysis in this report was based on data provided by the Ministry, compiled from a range of 
sources across the sector.  Data concerning levels of problem gambling service provision and 
client populations was provided by the Ministry of Health.  The demographic basis of the 
geography was provided by the 2006 New Zealand Census and the NZDep2006 Index of 
Deprivation, produced by the Department of Public Health at Otago University.  The Department 
of Internal Affairs provided data on the details gambling venues and electronic gaming machines.  
The maps of gambling venues and problem gambling services were produced by the Ministry of 
Health. 

11.5 Service Provision and Delivery 

The Ministry contracted AUT University Gambling and Addictions Research Centre to evaluate 
aspects of intervention problem gambling services and their delivery. Their methodology included 
consulting clients or ex clients, significant others, staff, and allied social and health services. Data 
and information available at the completion of Stage One and Two for the period of June 2007 – 
June 2008 has informed this assessment. 
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