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ABQUT TH S SUBM SSI ON

The Conmittee on Problem Ganbli ng Managenent (COPGV) is a registered charitable
trust fornmed to fulfil the functions described in Statute by the Mnister of
Internal Affairs pursuant to the probl em ganbling nanagenent functions as set
out in the Lotteries & Gaming Act No 2 Amendment 1996. In short, this Committee
has the responsibility currently, exclusively so, to resource renedi al services
coping with New Zeal and’ s presenting serious problem ganbling population. The
Conmittee is obliged to fund a range of education, research and counselling
interventions via the collection anbngst the ganbling industry sectors of a
voluntary contribution for the setting of an annual budget.

The ganbling industries nmakes a voluntary contribution as follows:

The Lottery Grants Board representing the Lotteries Conmi ssion



The Racing Industry Board, representing the various forms of track racing,
raci ng clubs and TAB off course betting.

The Casi no sector.
The gam ng nmachi ne operators.

The industries agree anongst thenselves for an annual contribution to the Trust
for the purchase of an appropriate |evy range of services. COPGM advi ses the

M ni ster on an appropriate |levy for the gam ng machi ne sector, as the collection
from 2400 sites on a voluntary basis is unworkable. The Mnister gazettes the
amount of the levy which is then collected as a separate Problem Ganbling Levy
at the sane tinme as the annual gam ng nmachine site licence. This noney is
col l ected by the Departnent of Internal Affairs and then passed to COPGM

COPGMis obliged to report to the Mnister annually on it’s activities and that
report is tabled in Parlianent.

In addition to the Ganbling Industry representati ves of whomthere are five, a
further five representatives on the Trust is nade up of treatnent provider
representatives, includes cultural and ethnic representati on on behal f of
tangat a whenua (NZ Maori) and Pacific Island nations peoples. The Trust is
chaired by a mutually agreed neutral chairman, currently a barrister

THE TREATMENT SERVI CES

COPGM currently engages services of a specialist purchasing agency, The Probl em
Ganbl i ng Purchasi ng Agency of NZ Ltd, to act on it’s behalf for the independent
sel ection of appropriately priced contracts, fulfilling the objects of the
statute and conform ng to conparable market price costings and with Best
Practice Guidelines on the treatment and support of persons with serious
ganbl i ng di sorders as prescribed by the Mnistry of Health. To date, funding has
been predom nantly focused on a range of first access and crisis intervention

t el ephone counsel I'i ng now bei ng provi ded by the Problem Ganbling Hel pline, a
subsidiary of Lifeline Auckland, offering a seven day a week toll free, referra
and notivation counselling service, outpatient brief care facilities operated by
the Salvation Arny and a stepped care, nation w de assessnment and bri ef

i ntervention programe provided by the Conpul sive Ganbling Society of NZ (CGS).
Approxi mately twenty percent of the funds are allocated to education, health
promoti on and research. This includes work in progress by the Auckland
University Medical School, the Christchurch School of Medicine, Massey
University and the devel opnent and production of a range of health pronotion and
generi c awareness raising education materials.

In the current financial year, COPGM contracted services will provide for
assessnent and treatnment of fifteen hundred new clients nation wide, thirty to
thirty-five thousand Helpline calls, attracting approximately three thousand
first time callers and access for help spread through twenty eight venues
throughout the North and South Island. By years end all major centres and
secondary cities will have face to face counselling facilities with distance
counsel I'ing, coordinated by the Helpline for people in isolated or nore sparsely
popul ated districts. Wthout the work of this Trust, it is submtted that no
services would be in place for persons suffering fromproblemganbling and its
rel ated effects. The Governnent provides no Vote Health support and excl udes
implicitly the treatnent of persons wi th pathol ogi cal ganbling disorder from
publicly funded nmental health and addiction services unless clinicians can



categorically establish that the ganbling disorder is secondary to the funded
hel p avail abl e in substance abuse programmes, (drug and/or alcohol), or a co-
nor bi d di agnosis to sonme other funded nental health problem

PATHOLOGE CAL AND PROBLEM GAMBLI NG | N NEW ZEALAND

In New Zeal and and in sone other countries, public awareness of pathol ogi ca
ganbl i ng and concern about inadequate treatnent provision has increased in
association with the |legalisation of new fornms of ganmbling. This concern was
reflected in subm ssions to the Conmittee of Inquiry into the Establishnment of
Casinos in New Zeal and (Departnent of Internal Affairs, 1989) and Revi ew of
Ganbling in New Zeal and (Departnent of Internal Affairs, 1990). Both reviews
concl uded that problemganbling exists in this country but noted that there was
a | ack of objective information concerning it’'s scale. Public opinion polls
conducted in 1985 and 1990, cited in the 1990 Review report as well as in
Christoffel (1992), indicate that during this period the mgjority of New

Zeal anders were of the view that there was a problemw th people who ganbl e
excessively and that those who want to give up excessive ganbling should be

gi ven special help to do so. These polls also showed that support for both

Vi ewpoi nts increased from1985 to 1990. By 1990, 71 percent of adults believed
that there was a problemin New Zeal and with people ganbling too nuch and 91
percent said there should be special help provided for such people. Al of these
trends were confirmed in the 1995 polls.

The need and potential demand for counselling and therapy services was

hi ghli ghted by recent Departnent of Internal Affairs reports on the preval ence
of pathol ogi cal ganmbling in New Zeal and (Abbott & Vol berg, 1991; 1992). The
research summari sed in these reports was based on tel ephone interviews with a
representati ve national sanple of 4,053 adults, followed by further in-depth
fact-to-face interviews with a smaller group. Over half of the 217 people re-
interviewed face-to-face had been identified, using a validated diagnostic
screen, as probabl e pathol ogi cal ganbl ers or probl em ganbl ers. The renai nder
were regul ar ganbl ers who did not report any significant problens in association
with their ganbling.

Fromthe Departnent of Internal Affairs research it was concluded that in 1991
approxi mately 1.2 percent of adults were currently pathol ogi cal ganblers and
that a further 2.1 percent suffered from ganbling-related problens of |esser
severity. Research in other countries has shown that for every pathol ogica
ganbl er, typically between five to ten other people in their famly or w der
soci al network are adversely affected. The nunmber can be nmuch greater, for
exanpl e, when pat hol ogi cal ganblers are | awers, accountants or treasurers who
steal client funds or m sappropriate trust nonies to sustain their ganbling
"addiction’ .

Al t hough an estimated 3.3 percent of adults were considered to have sone

probl ems associated with their ganbling, |ess than one percent acknow edged t hat
they had a problem However, two percent of people surveyed said that at sone
time in their lives they had had a problemw th ganbling and four percent

i ndicated that one or both of their parents had a problemw th ganbling. Over
hal f (59 percent) of the people interviewed in depth said they knew ot her people
who have a ganbling problem Fromthe foregoing, while acknow edging that it is
difficult to give precise estimates of the nunber of people living in the
conmuni ty who are pathol ogi cal or problem ganbl ers, serious ganbling probl ens
are becom ng nore evident. Furthermore, it would seemthat people are nuch nore
likely to recogni se these problenms in other people than they are to acknow edge
when they personally are a probl em or pathol ogi cal ganbl er



Pat hol ogi cal and probl em ganblers were found to cone fromall walks of life.
However, some groups were heavily over-represented. Hi gh risk groups included
Pacific Islanders and Maori, the unenployed, young adults, men, single people,
those with a parent who had a problemw th ganbling and people with a history of
heavy invol venent in continuous fornms of ganbling, especially horse or dog
raci ng and ganbl i ng nachi nes.

O the pathol ogi cal ganblers interviewed face-to-face, while nearly half felt
that they personally had a ganbling problemat sone tinme, none reported having
ever sought or received professional counselling or therapy for their ganbling.
Thi s was not because they were not suffering. Pathol ogical ganbling is a serious
psychiatric disorder and, of those interviewed, 45 percent were found to be
experiencing significant |evels of psychol ogical distress and 43 percent were
clinically depressed.

The authors of the Internal Affairs survey concluded that further research is
required to determ ne why pat hol ogi cal ganblers do not seek or receive

pr of essi onal hel p. Lack of know edge on the part of the wi der comunity and
heal th professionals may provide a partial explanation. However, the nost likely
explanation is that at the tinme the national survey was conducted, there were
virtually no specialist services available. In 1992 Christoffel (undated), on
behal f of the Departnent of Internal Affairs, surveyed treatnent services. He
found that only one institution, the Springhill Centre in Hawkes Bay,
specifically catered for the treatnent of pathol ogical ganblers, taking

approxi mately six to eight people per annuminto its general addictions
treatnent programme. A further 20 pathol ogi cal ganblers fromprisons or on
comunity corrections sentences were estimated to be referred to the Departnent
of Justice psychol ogi cal services each year. A few psychol ogists in private
practice al so took an unknown but probably nodest nunber of clients. As far as
"specialist’ professional treatnent services were concerned, this conpleted
Christoffel’s list. Wth respect to self help groups, at the tine of this
survey, there were six active Ganblers Anonynous (GA) G oups operating with an
estimated weekly attendance (nation-wi de) of 100 people (Abbott, 1993;
Christoffel, undated).

In early 1998, the New Zeal and Governnent agreed to a second preval ence study
with the original authors contracted in association with the Departnment of
Statistics to revisit the 1990/91 sanpl e and determ ne changes to preval ence
rate and also include |ongitudinal aspects within the second review W believe
that this study will have inportant inplications for the Productivity
Conmission’s Inquiry as it will for our domestic public policy considerations.
Approxi mately one-mllion New Zeal and dollars has b been allocated for this work
with the majority of funds comng fromthe Lotteries G ants Board and one-
hundred t housand dollars contributed fromthis years COPGM budget .

Since 1991, and the rel ease of the Abbott/Vol berg study (phases 1 & 2), nuch has
happened in the provision of ganbling for New Zeal anders. Two Casi nos have
opened, Auckland and Christchurch. Dunedi n has been granted a provisiona
licence with Queenstown and Ham |l ton under consideration for further |icence
approval s by the Casino Control Authority. From 1991 through to 1997, ganbling
turnover has noved fromone-billion dollars to alnost six and a half billion
dol  ars per annum Al though the average ganbling spend per capita is
approximately half that of Australian citizens, the growh and expenditure in
New Zeal and by comparison in the period nentioned above has noved ahead at
alnost twice the rate. Increased access to ganble and a greater variety of
ganbl i ng opportunities has generally been accepted as a contributing factor in



the nunmber of persons now presenting for help with serious ganbling rel ated
probl ens across the country.

A cl oser examination of the 1997 Probl em Ganbling Counselling in New Zeal and -
National Data Set, illustrates a clear correlation between the opportunity to
ganbl e and an increase in problem ganbl er presentations. Simlar findings are
shown in the 1996 and 1997 CGS Cinical Services Reports. Notw thstanding an
al nost three-fold increase in the contribution to remedial services between 1995
and 1998, direct Covernnent contributions have remained at zero. During this
period of time the governnent collected nearly $800 million by way of Gam ng
Duty and GST. None of this nmoney has been directed towards the treatnent of
probl em ganbli ng or the noderation of ganbling consunption. Further, no

adj ustment has been made to public health policy and inter-sectorial targeting
of resources to identify and assist persons affected by ganbling problens.

The [ ack of governnment funding towards this matter is in contradiction to the
stated purpose to the introduction of the Gaming Duty in 1991. During the
Parliamentary debate it was reported in Hansard that the introduction of the
Gamng Duty was "to nmeet the social costs of gam ng". The funds obtained from
the Gami ng Duty have not been focused in this area.

VWHAT SHOULD WE DO NOWP

In April of this year, COPGM having committed itself to continue to provide
funding for a specialist range of services to persons suffering from

pat hol ogi cal ganbling disorder or the effects of serious ganbling problens,
recogni sed the need to review the sustainability in the long termof this
position. Wiat we believe to be an absol utely uni que devel opnent began to
enmerge. Treatnent and social service providers, along with ganbling industry
representati ves on COPGM devel oped a joint rationale for the continued targeted
assi stance for problemganblers and their famlies. This review is appended as
the COPGM Draft Policy for Promoting Responsibility in Ganbling.

The position quickly reached by the service providers and funder representatives
on the Trust was that a conprehensive public policy appraisal for the broader
owner ship of problemganbling related matters, including the evolution of a harm
m nimsation strategy for consunption, pronotion and | evels of accessibility
ought to be reflected in a total health response. The ongoi ng fundi ng of

speci ali st services without the contextualising of help within a conti nuum of
care and support nmakes little sense. Cearly, problemganbling nmust be seen in
the context of offering treatnent as a health issue. O nmaterial relevance to
this Inquiry is the opting out by successive Governnments throughout Australia
and New Zeal and of public funded support and provision within core health
services for probl em ganbl ers.

For whatever reason the issue of managing problemganbling in this part of the
worl d has been seen as the responsibility of the ganbling industry. Cur

experi ence shows in New Zeal and that the | ack of allocation of nonies from Vote
Heal th, Vote Social Welfare and the Crimnal Justice Systemis now contradicting
and constraining the small range of renedial services supported by additiona
funding fromthe Industry.

Serious questions now arise in all of our respective jurisdictions about the
pur pose of our ganbling taxes. It is our contention that unless CGovernnents are
willing to redirect a proportion of ganbling tax revenue into renedi a
strategies including a well defined and integrated harm m ni m sation public
heal th policy, that hazardous consunption will enmerge as a | asting consequence.



W support the need for urgent consultation about the adjustnent of public
policy to reflect a cohesive attenpt to aneliorate harm occasi oned fromthe
growm h in ganbling. Community education, consuner information, early
intervention and detection strategies, encouragenent for early help seeking
behavi ours anongst those persons experiencing problens with their ganbling, are
functions best perforned by the State. While accepting standards as responsible
hosts, the ganbling industry cannot be expected to take over the responsibility
of their custoners. Choice around safe |evels of consunption nust stemfrom
neutral and public reference points in broad brush interventions by governnents
to reduce the preval ence of pathol ogi cal ganbling disorder

To exclude by policy decisions this addiction from Vote Health expenditure is
not only harsh but self defeating. W take the view that people can participate
in ganbling responsibly and in an enjoyable manner as in the case of al coho
consunption. | ndependent assistance is required to pronote customer

responsi bility. The public policy blue print docunent appended illustrates a
construct within which fresh perspective s can be devel oped with a nunber of

obj ectives highlighted in an inclusive high |l evel of social debate from which
agreenments and accords may be realised.

W& woul d be happy now to explore sonme of these points in nore detail. W thank
you for giving us this opportunity to present these subm ssions to you and | ook
forward to collaborating with the Productivity Conmission in information
exchange and the devel opment of trans-Tasman di al ogue as the proposition to
revisit Australia s regulatory reginmes, social costs and inpacts will have sone
i nfl uence on our own donestic policy considerations.

We now ask you to turn to the sunmari sed attachnent headed COPGM Draft Public
Policy on Ganbling and associ ated recomendati ons.

For and on behal f of the Comm ttee on Probl em Ganbling Managenent (Inc.)

Ral ph CGerdel an
( TREATMENT SERVI CES PROVI DER TRUSTEE REPRESENTATI VE)

Roger . part on ..................
(GAM NG | NDUSTRY AND FUNDER TRUSTEE REPRESENTATI VE)

Attachment s:
COPGM Harm M ni m sati on on Ganbling and Rel ated Public Policies
Probl em Ganbl i ng Counselling in New Zeal and - 1997 National Data Set (COPGY).

Qui delines for the Assessnment and Treatnent of Pathol ogi cal Ganbling. Mnistry
of Health, Nz. 1996.



Public Health Association of Australia - Position on Ganbling and Public Health,
1997.



N N O N R N S S S C N SN \\\r\ \\\-\T\\\\\é\\\

W\ \\\Nxzr\\E\ ,\\<\#,\\3\\\\0\E AN ro\E$\\\ ,o\EO\\\ ,o\E
EENN ,o\D RN ,o\D @\\ ,o\D EENN ,o\D @\\ ,0#,\\7[\\r\u,\\i\a—\\\\é



N AVIEC NN NN NN NNANIaon NNN sON NN sON NN sON NN sON NN sON
W7™I'N'z "E'- <083 D E D E D E
NN ,o\E RN ro\E SN ,o©8\\A8\\r\



gxxi\ﬂ9\\\\®|\\W\éI\\N\ ‘]\\E\[J\\<\kJ\\3\\\\o\E AN ,o\E s ,o\D s ,o\E s
o\D s ,o\E ESNN ,o\D s ,o\E s ,okJ\\uJ\\r\pJ\\i\\K\\\\eK\\W\gK\\N\c_’K\\E\AK\
\<\AK\\3\\\\0\D NN ,o\E ARNN ,o\D NN ,o\E ARNN ro\D AR ,o\E NN ,o\E 7N ,o\D ~

AN ,DAK\\EK\\W\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\

S EN gy A o
y\“w“‘a\9| ,\rA\M\\\é‘\\\\CE“\O\ ot oot o
OTNOETTO e O e

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\~\D , \\\f\\\\\ NN __NANAIY Ay

AR RN '\“““oy““'ﬂﬂa\gl’_”r ~ e _\\“\h,oy

NN




<oy e g gy
NN
e 0



EENN



g v \\\\\\\c..\\\\l RN N N N N R

f<-
oIy

D N N N N




NN v \\\\\\\o..\\\\l BN N N S N N

f<-

B N N N N L

I e A S TP T S S N SN NN

oyl z n n n n n-
T % Y T Y O 3 s 7



RN °y27,“z,“n\u,“n\ _,“a\A,“a\A,“a\A,“a\C,“a\E,“a\E,“a\I',“a\-l-n
Al a0 a R a T a g et



~ NNININ g

<y



<,_\\“\\\oyLEM\EM\n\?M\n\AM\n\ e Ny n

—\\n\TM—\\n\)— —\\nxv—\\n\i—\\n\£—\\n\¥—\\n\\\

2SN

n

NN N

n

-



<~_\\“\\\oy2¥—“§—\\n\©—\\n\«—\\n\_—“n\—“n

‘n‘l/z_“n‘g,

—\\n\A—\\n\A—\\n\A—\\n\g—\\n\E

—x~

AN

+
n



~ NI D TN A TTNN N ATTNN L N i Ngpen N a7y N O
<- YyZE & n&d n N n@ " nUTn-"n
AN N~O NN N WO ATTONN ~

NN g N T e NN O N g



<~_\\\\\\\°yzn
o

a



PN



N

ne






<~_\““\\oyz $“,$“n"&“n‘)&“n‘ (“n\ (\\n\_l__“nm_
“n‘40“n‘60“n‘é3“n‘é3"n‘<7"n‘>7"n‘§8"n‘©8“n‘A8“n‘A8“n‘d;“n“‘



<~-““‘“°y2d;“f;“n‘ >"n">“n‘4@“n‘6@“n‘,A“n‘OA“n‘«D“n‘-D“n‘TF“n‘éF‘
‘n‘aH“n‘—'H"n‘/l“n‘ll“n‘{l“n‘}l“n‘ et



<~_\\\\\\\oyz I\\ I\\n\®|\\n\é|\\n\glxxn\élxxn\
J\\n\ J\\n\MJ\\n\OJ\\n\QJ\\n\SJ\\n\UJ\\n\WJ\\n\YJ\\n\[J\\n\iJ\\n\kJ\\n\_J\

n



<~_\\“\\\oyz_J\\—J“n\p‘]“n“K“n\eK“n\gK“n‘(_"K“n\AK“n\AK“n\AK“n‘QK\\n\EK\
MEK R EK s 2



oy
AR R R N R NN OAA TR 60--

AA...yy 767U
\!D’\A DA\\D’\}|h/\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\

UYT=""r) 27 SUBMISSIONS TO THE PRODUCTIVITY
COMMISSI™™711/23/9811/23/98 " DIA Centra Melbourne™11/23/9811/23/98t=""




SUMMARY DOCUMENT

The following points reflect the thrust of the submission with the focus on solutions and
the processing of public positions reached to date by the COPGM in New Zealand. These
submissions encourage the development of a comprehensive public policy review to
determine an equitable socia formula within which gambling can be provided, sustained
and enjoyed in aless harmful way than the current ad hoc arrangements have delivered.

Particular emphasisis drawn to the following:

* The regulatory and licensing regimes need to be reviewed in association with
appropriate adjustments in public policy.

» Government should accept the lead role in the moderation of consumption, equitable
regulation and appropriate provision for public access remedial services.

» Broad-brush interventions by the State to provide community education and awareness
of the risks associated with hazardous levels of consumption and high at-risk
circumstances.

» Consumer information aimed at clear choices and self-monitoring by gamblers ought
to be provided by the State as a reciprocal obligation in the regulation and
permissibility of a behaviour/product known to have harmful  possibilities or
consequences.

* The submitters concur strongly that problem gambling is in the first instance a matter
best directed to publicly funded health services.

* Remedia dtrategies ought to be driven by a public policy response. This should
reflect inter-sectorial commitment from government services and agencies involved in
intervention with problem gamblers.

* The state should provide a wide range of information from independent research to
assist and effect planning regulation. Long term health consequences of problem
gamblers need to be understood and provided for.

* Consumption of gambling should be reflected within a public health construct
delineating a continuum of social and enjoyable participation through to harmful and
hazardous use.

e Padles are drawn to international charters on alcohol and addictive substances
underpinning government health policy responses.



Health responses to the consumption of alcohol have now been in place for over
twenty-five years. Gambling requires to be included in public health considerations in
asimilar way.

We strongly urge the Commission to encourage the development of a health and
public policy charter on gambling aswe are doing in New Zealand.

Public policy responses in Austraia do have an influence and an impact on the
respective regulatory and policy frameworks in New Zealand.

A public policy and hedlth charter on gambling, in our view, should reflect the
principles of the Ottawa Charter and should be a companion to the conventions
applied in the control and regulation of alcohol and other addictive substances.

Problem gambling must be absorbed within Vote Health as a part of mental health and
addiction services. Member States should develop treatment guidelines and Best
Practice Standards to ensure ease of access, integrated and co-ordinated care for the
co-morbid health issues invariably detected in the presentation of pathological
gamblers.

Currently, in Australia and New Zealand, access to treatment, support and care for
serious problem and pathological gambling populations is supplied by a range of
industry funded initiatives. We believe that whilst these have been well intentioned,
they have now reached a point where a full and comprehensive range of care is
required.

The level of expenditure on gambling in Australia and New Zealand, now warrants
special attention if we are to avoid unwanted long-term health and cost implications
for our societies.
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1. Introduction

Gaming has become a major area of economic and social activity in New Zealand. In
recent years it has become the subject of considerable moral, financial and emotional
debate with the capacity to polarise factions of society.

Existing public policy surrounding gaming in New Zealand is fragmented and lacks
coherence. Indeed the existing legislative framework reflects the application of
different policies to different forms of gaming over time, or as particular issues have
arisen. There does not appear to be any overarching set of principles responsible for
shaping the development of gaming in this country.

While the gaming industry makes a considerable economic contribution to the
community, there are also considerable negative impacts in the form of problems
arising from problem gambling. If New Zealand is to retain a viable and flourishing
gaming industry it is essential that there is developed and implemented a
comprehensive national policy to address problem gambling™.

As its contribution to the development of a national policy to address problem
gambling, the Committee on Problem Gambling Management (COPGM) has
consulted widely” and developed a draft policy, outlined in this paper. The policy is
designed to achieve a reduction in the prevalence of problem gambling, a
minimisation of associated harm and to initiate a nation-wide response to problem
gambling.®

2. COPGM'’s role

COPGM was established by its constituent members as an independent charitable
trust. It is not a Government organisation but is recognised by Government under the
Gaming and Lotteries Act. Its role is to purchase services to address problems
associated with problem gambling. COPGM’s membership comprises representatives
of the gaming industry and representatives of community organisations providing
services to problem gamblers. It has an independent chairman.

The composition of COPGM, with industry, providers of treatment service providers
and tangata whenua sitting around the table together, makes it internationally unique.
The wide-ranging co-operation and synergy built around a commitment to common
social objectives and the recognition of business objectives and prerogatives between
these potentially adversarial parties is of great significance. Every effort should be
taken to maintain this unique and powerful union.

COPGM receives funding for problem gambling treatment services from the gaming
businesses represented on COPGM, who together have contributed:

$2 million 1996/97
$2.2 million 1997/98

! Problem gambling is defined as occasional or regular gambling to excess to the extent that it leads to problemsiin
other areas of life, particularly with personal functioning, finances and inter-personal relationships. Throughout
this document problem gambling should be read as including pathological gambling unless otherwise specified.

2 Consultation findings are summarised in Appendix 2
3 A research review is presented in Appendix 1



$2.75 million 1998/99

COPGM has concentrated on ensuring essential help is available to the people with
the most serious gambling problems. These services, as valuable as they are,
address only the ‘tip of the iceberg’ of gambling problems. (See Fig 2 page 12.)

It is of concern to COPGM that prevention and early intervention in gambling problems
are not being addressed other than through occasional, local and limited activities by
voluntary organisations, which are poorly resourced to do this.

3. Rationale for COPGM’s policy for minimising harm
associated with gambling

COPGM's policy is based upon a number of factors derived through review of
pertinent research and consultation with sixty key people in gaming businesses,
government and regulatory bodies and treatment provider organisations. The factors
are:

* The accessibility and variety of gambling available to New Zealanders has
increased markedly in the past decade.

» Widespread participation (by 90% of adults) and a fourfold increase in national
expenditure indicate that gambling, in one form or another, provides a positive
social experience for many New Zealanders.

» Indications are that accessibility, variety and participation will continue to increase,
particularly with the advent of home Internet and interactive television gambling.

» There is clear evidence that gambling can result in harm for a minority of
individuals who engage in excessive gambling or who gamble irresponsibly.

» There exists a gambling-problem continuum along which such individuals can
move, to the extent they become problem gamblers, or reduce their problem.

* Increasing the opportunities for gambling will increase further the number of
problem gamblers in the community but it is unclear if a levelling off will occur.

4. The policy

The policy objectives are harm minimisation and the reduction of the prevalence of
problem gambling. These goals will be achieved through encouraging New
Zealanders to develop responsibility in gambling.

Core elements in COPGM's policy are:

» Sound research and evaluation processes

» Auvailability of balanced and valid information

* Individual gambler responsibility

* A code or codes of practice for gaming providers

» Comprehensive, culturally appropriate nation-wide treatment services



A coherent national gambling policy.

COPGM'’s policy

COPGM is committed to the reduction of the prevalence of problem
gambling and to the minimisation of associated harm to the individual,
their family/whanau, tangata whenua and the community.

The principles of the Treaty of Waitangi are accepted and honoured.

COPGM is clear that it cannot achieve its overall goals through its own
actions alone. COPGM is actively committed to providing certain
services within its mandate and resources and to supporting and
facilitating the provision of other services.

COPGM believes that the best outcomes will be accomplished through a
combination of:

Rigorous research, that:

» Defines clearly the prevalence and trends occurring in problem gambling

» Clarifies the relationship between forms and accessibility of gambling
and trends in problem gambling

» Evaluates the effectiveness of intervention at each of the problem and
pre-problem stages of the gambling continuum.

Balanced information initiatives, that:

* Provide the gambling public and at-risk groups with balanced, valid
information about the potential risks and adverse effects associated with
gambling

» Educate young people

* Encourage and assist gamblers and at-risk individuals to adopt more
responsible gambling practices, thereby reducing the risk of their
suffering harm through gambling.

Responsible gambling operators, who:

» Develop and adhere to industry codes of practice aimed at reducing the
risk of excessive or irresponsible gambling among customers and
encouraging responsible gambling

»  Protect gamblers and potential gamblers from unethical or misleading
advertising

* Adopt responsible gambling measures that facilitate early identification
and appropriate response to problem gamblers and at risk populations in
the community including denial of access to those who should not
gamble




»  Support through COPGM, the research, education, detection and
treatment interventions that contribute to the reduction in incidence of
problem gambling and the minimisation of harm associated with
gambling, as embodied in the national strategy.

Comprehensive nationwide treatment services, that:

» Ensure effective treatment and rehabilitation for all those experiencing
gambling problems or harm associated with gambling

»  Accord with best practice
e Are accessible nation-wide and matched to individual treatment needs
*  Are culturally appropriate

* Are provided by agencies and individuals committed to development and
implementation of the national strategy to minimise harm from gambling

* Maximise the benefits that come from co-operation among the various
service providers and others interested in this field.

Government support and actions, that:

*  Produce a coherent national gambling policy, which addresses the future
development of gambling and takes account of the “safety” of gamblers

* Protect New Zealand “social capital” by encouraging gamblers and
gambling providers to co-operate in developing responsible gambling
practices

*  Ensure support and co-operation of government agencies in
development and implementation of the national strategy to minimise
harm from gambling.

Multi-party co-operation, that:

* Addresses the adverse effects of gambling by involving all interested
parties together in a co-ordinated nation-wide approach

* Is based on an agreed strategic plan developed in consultation with all
parties concerned that maps a medium to long-term approach to
addressing the elements contained in this policy.

5. Problem gambling — The international context

Several countries have recently initiated gambling reviews or begun publishing policy
recommendations, for example:

Canada seeks to minimise the harm associated with problem gambling through a

focus on shared responsibility among gaming industry, regulatory agencies, service

providers and government, community based service delivery systems sensitive to
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community needs and values and a focus on evidenced-based programmes that
demonstrate effectiveness and efficiency.

Australia has initiated a Federal inquiry into gambling industries and their
economic and social impact, with a view to determining the size and costs of
associated problems, links between problem gambling and criminal activity,
alcoholism, and depressive disorders, the effectiveness of rehabilitation and the
impact of industry codes of practice.

Britain has adopted a gambler protection model in regulating the establishment
and operation of casinos. This provides regulation designed to protect the
customer as part of Britain’s public policy toward gambling.*

Holland has undertaken the most direct action aimed at reducing problem
gambling and minimising harm, by placing restrictions on the number of machines
per site and size of payouts.® In the first year following introduction of these
restrictions, problem gambler presentations to mental health agencies in Holland
halved.

Some individual states in America and Canada have moved to limit the expansion
of casinos and gaming machines. Particular concern is being directed at the latest
VLTs (video lottery terminals) which are considered to be more potentially
“addictive”, and therefore place gamblers at more risk of developing into problem
gamblers.

While countries such as Holland have instigated some harm minimisation strategies,
most countries are still at an early and very reactive stage in addressing the problem.

6. New Zealand in context

New Zealand, by contrast, is well placed to move toward a co-ordinated,
comprehensive, nation-wide strategy to combat problem gambling and its negative
accompaniments, at both the preventive and rehabilitative level. If endorsed and
adopted by government, industry and treatment providers, this COPGM initiative will
provide an opportunity for New Zealand to lead the way in addressing both the
precursors of problem gambling and the harm arising from it.

7. Problem gambling and New Zealand mental health

4 In this model casinos cannot advertise to stimulate demand, cannot offer complimentary services, provide
entertainment, or use any other methods to promote the casino or gambling

® This Dutch policy recently resulted in removal of gambling machines from cafes to reduce underage access.
Licensed bars are now restricted to a maximum of two gaming machines, with low payouts and no linked jackpots.
Additional measures to prevent the development of problem gambling are that machines accept discrete bets only,
are programmed to provide compul sory periodic shutdowns to interrupt play, and display warnings discouraging
continuous play.



Pathological gambling is a recognised mental health disorder both in the Diagnostic
and Statistical Manual of Mental Disorders (DSM-IV) and in the International
Classification of Diseases (ICD-10). However the treatment of pathological gambling
in New Zealand is not funded as part of core health funding. The Government
expects treatment for pathological gambling to be funded by the gambling industry,
i.e. via COPGM. Government agencies typically adopt a policy to only treat problem
gambling when the gambling problem is secondary to an existing problem already
being treated.

The result of this is a limited approach to the treatment of problem gambling which
does not extend to education, information and other forms of intervention, which are
beyond the mandate and resources of COPGM.

COPGM's proposed national policy to address problem gambling, set out in this
document, is consistent with the Government’s goals for mental health:

* To decrease the prevalence of mental iliness and mental health problems within
the community.

* Toincrease the health status of and reduce the impact of mental disorders on
consumers, their families, caregivers, and the general community.

COPGM believes that Government mental health agencies dealing with people whose
disorders include problem gambling, should co-operate with COPGM funded
treatment organisations. This will require an ownership by the mental health system
of their contribution to the treatment of pathological gambling.

8. Benefits and costs of gambling

Gambling, in its many forms, is a popular leisure-time pursuit that many New
Zealanders find entertaining and enjoyable. Of those who gamble, most spend
amounts that are not out of keeping with expenditure on other forms of entertainment.
The Government and communities benefit from gambling through social and
recreational opportunity, creation of jobs, income derived from taxes on gaming and
the distribution of proceeds to charitable causes.

However, there is a down-side to those benefits where gambling is excessive and
becomes a problem:

» Personal consequences - for example, debts, work absences, family and
relationship problems, mental problems such as anxiety, mood swings and suicide,
and crime to finance gambling habits.

» Community consequences - for example, employers who suffer loss, businesses
which pay for treatment services, and taxpayers who finance the costs of health
and other social services and the justice system.

9. The nature and prevalence of the problem

Currently the extent of problem gambling is poorly defined, such that it requires better
definition through research.



A 1991 study® of the prevalence of problem gamblers in New Zealand found current
prevalence rates of 1.2% or 18-32,000 pathological gamblers and an additional 2.1%
or 40,000 people who are problem gamblers. A further study in 1994 estimated that
there were between 12,000 and 68,000 pathological gamblers in New Zealand at the
time of the 1991 survey.

Problem gamblers come from all walks of life, all socio-economic groupings, and all
levels of society. Some characteristics of problem gambling are:

» A proportion of problem gamblers will be unable to control their gambling and will
need to be supported to stop gambling with long term assistance needed in order
to avoid relapsing

» Other less severely addicted gamblers will successfully learn to modify their
problem gambling and be able to gamble in a controlled and non-harmful

» Some problem gamblers “grow out’ of the problem without any formal assistance

» ltis often hidden within individual problem gamblers and their families, so that by
time of discovery significant damage has already occurred

» ltis frequently accompanied by other psychological disturbances, like depression
or anxiety states, and may be co-existent with alcohol abuse. In many cases it is
unclear which is the primary disorder

* Itis linked to crime, with as many as 70 - 80% of problem gamblers committing
offences to fund gambling.

Clinical trends in New Zealand indicate that increasing numbers of women and young
people are becoming problem gamblers. The apparent speed of onset and severity
for youth appears due, in part, to the similarity between video games and electronic
gaming machines gambling (Fisher, 1995). The availability of the Internet and
interactive television gambling may affect this trend.

COPGM is beginning to gather reliable national statistics that increase the
understanding of who problem gamblers are:

* 952 (98%) of the people to whom counselling was offered during 1997 were
completely new clients of treatment services funded though COPGM®. This
indicates that the services are attracting those who need help, but concurrently
there is a concern about the increasing numbers presenting

» Electronic gaming machines (EGMs) were identified by 67.8% of those receiving
counselling as their main mode of problem gambling

» Three quarters of the people presenting for treatment were males. The mean age
of those presenting was 36 years

» There appears to be increasingly rapid onset of problem gambling among those
who adopt EGMs as their main mode of gambling.

® Abbott and Volberg

" Manly, Gonzalez, and Sullivan

8 Hannifin J and Gruys M, Problem Gambling Counselling In New Zealand 1997 National Statistics, COPGM, June
1998



10. Research direction and co-ordination

COPGM is actively supporting a programme of research and data gathering.
Accurate data and balanced information about the risks associated with gambling,
problem gambling and its adverse effects are required. There is a serious shortage
of sound data about problem gambling. A lack of co-ordinated national policy has
resulted in available data not being brought together in a systematic repository of
information; nor are regular studies carried out. COPGM is supporting a second
national prevalence survey that will build on the results of the 1991 survey. This is
timely and will clarify current prevalence rates and trends.

Whether problem gambling is an increasing public problem that will compare with
alcohol and drug addiction in its future seriousness, or whether it constitutes more of a
trend that may prove to be self-limiting, possibly replaced by some other behavioural
problem within a generation is not known.

11. The scope of existing services to address problem
gambling and its adverse effects

The majority of the effort to address gambling-related problems is clustered at the
treatment end of the continuum, carried out once a problem has emerged. Services
to problem gamblers and their families are primarily provided by community agencies,
many of which rely on COPGM for funding. Included in the services supported by
COPGM are: a national telephone hotline, personal counselling services in centres
throughout the country, and a range of research and education projects aiming to
enhance treatment services.

Other (non-quantified) treatment services for problem gambling are known to operate
through privately and publicly owned health services responding to a wider variety of
personal problems.

Few organisations work at the prevention end of the continuum. Information packs
and publicity materials are made available by some treatment and gaming providers.
These are however limited, as is the level of service aimed at educating and informing
the public about the potential risks and adverse effects of gambling.

(See Figs 1 & 2 on pages 12-13 for a diagrammatic representation of the range of
service providers.)

12. Culturally specific services

Initiatives dealing with problem gambling need to be responsive to different cultural
settings in order to avoid the dissatisfaction and apprehension by groups in society
that do not ‘fit monocultural approaches. The absence of such groups’ involvement in
and ownership of initiatives to deal with the adverse effects of problem gambling
means that the relevance and outcomes of those initiatives will be dubious. This is
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the more important because of the higher prevalence rates of problem gambling
among several of these groups.

The principles of the Treaty of Waitangi - the principles of partnership, reciprocal
obligations and equality - are a point of reference for responsiveness to Maori needs
for services. The interpretation of the Treaty by the Courts has focused on the
relationships between Maori and the Crown. COPGM is not part of the Crown, but will
be guided by these principles in leading this process for enhancing services for
problem gambling in New Zealand in the public interest.

13. A national policy for gambling — Government’s future
role

Central to COPGM's policy to address the harm associated with problem gambling is
the necessity for the development of a comprehensive overarching ‘national policy’ on
gambling. There is widespread support among service providing agencies for such a
policy. The national policy for gambling would determine future direction and growth
of gambling in New Zealand. It would make explicit gambling’s role in the nation’s
economic and social development, while recognising the impact that problem
gambling can have.

Such a policy is the prerogative of the Government. COPGM'’s analysis from its
involvement with problem gambling and from the feedback received from the people
consulted, is that the scope of a national policy should include:

1. Legislation governing gambling, having regard to:
(a) the complexity, accessibility and effects of different forms of gambling
(b) retaining, or integrating, the different philosophies behind the Gaming and
Lotteries, Racing and Casino Control Acts

(c) powers to deal with problem gamblers
(d) protection of family property
(e) limits on pay-outs.

2. Socio-economic effects, addressing for example:

(&) the place of gambling in the economy

(b) gambling across international boundaries

(c) the use of taxation from gambling

(d) relationships to other State objectives for employment, tourism, recreation,
savings/superannuation, benefit payments, crime prevention.

(e) the ‘victim’ effect on families, businesses, other peoples’ property.

3. Matching the willingness to allow industry growth with effort to inform and equip
the public to handle the effect.

11



Establishing codes of practice, standards and accountability for gambling
activities and interventions.

Engendering an educational and social environment wherein children and adults
are encouraged to develop individual responsibility in gambling.

Undertaking overall responsibility for promoting and monitoring national plans,
services and outcomes by independent bodies.

Providing a mechanism for the co-ordination and integration of efforts to address
gambling problems.

Monitoring the pre-cursors of problem gambling and harm arising from this.

12
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® Represents only the information currently available to COPGM

Fig 1 Table of Service Providers by Activity’
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Estimate of the Number of People with Gambling
Problems in the New Zealand Population

Specialised treatment*

Brief interventions*

Severe
Problems
(1-1.5%)

Moderate
Problems (2-5%)

Primary prevention* No

(intervention)

Problems (90-95%)

Gambling Problems
Triangle is adapted from: Broadening the Base of
Treatment for Alcohol Problems; National Academy
Press, Washington DC 1990

Services Provided: (from jig saw)

=

10.
11.
12.

13.
14.

policy development oversight and coordination

including information regarding gambling and risk taking in
the curriculum and training health and the professionals to
deal with gambling issues in their work

financial counselling for those who get into difficulty
through gambling

Relationship counselling, Iwi services, social services and
others

incorporating gambling in dealing with white-collar crime,
family violence and similar

including children & young persons service (people whose
financial & family circumstances are adversely affected by
gambling)

screening, assessing and offering brief interventions and
referral to those who attend

providing early intervention, education & referral
co-ordination and oversight of health policy

incorporating gambling in dealing with issues of women
incorporating gambling in dealing with issues of Maori
screening, assessing & treating people with gambling
problems who turn up at their services with other mental
health problems

including gambling in their prevention activities
incorporating gambling in dealing with issues of youth

* see next page for a more detailed explanation

The Wider Gaming Environment
in New Zealand

COPGM
contracted service

4

providers Private psychologists,
CGS, Helpline ) counsellors &
Eovmron Education social services

Budgeting
agencies

etc.

1

6

Internal Affairs

13
Public Health
Services

Social
Welfare

People Who
Gamble

14
Youth Affairs

Service
Providers

12

7

MH:;S: General Practitioners and
Services primary health workers

8

9
10
, Ministry of Justice System (courts,
Womgn S Health community corrections
Affairs

and Prison Service)

The Gaming
Industry

Fig 2 Services to People Experiencing Adverse Effects of Problem Gambling 13



Additional information for Fig 2:

Primary intervention activities are directed toward the population of individuals without
gambling problems but also have important effects on individuals who have already
developed problems — these programmes operate generally throughout society.

Brief intervention is used to reduce or eliminate the individual’'s gambling problems in
a timely and efficient manner with the goal of preventing consequences of those
problems. While targeted towards people with mild or moderate problems these ‘brief
interventions’ also have some significance for those with more serious problems —
most of whom will never seek nor receive formal treatment. (This applies both in the
alcohol problem population and also the wider population of people with serious
mental health problems.) However those with serious problems seek assistance for
other problems of various kinds and will come into contact with a variety of health,
social service and other agencies — providing brief intervention in these sectors can
only be positive.

The summary comment in the Institute of Medicine report (page 215) is:

“ ... if the alcohol problems experienced by the population are to be reduced
significantly, the distribution of these problems in the population suggests that a
principal focus of intervention should be on persons with mild or moderate alcohol
problems” — this is referred to as 'the prevention paradox’.

COPGM deals with the more troubled population of those with serious or pathological
gambling problems (these are immediately hazardous and social mores require that
we attend to their suffering). The other health and social service agencies thus need
to address the gambling problems across the remainder of the triangle to ensure
effective results and a reduction of overall of gambling problems.
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APPENDIX 1

SIZE AND SCOPE OF THE PROBLEM

The de-regulated environment and expansion of gambling

During the past decade, concurrent with de-regulation in many other areas, New
Zealand experienced significant growth in legalised gambling opportunities. Lotto was
introduced in 1987 and licensed electronic gaming machines became available in
pubs and clubs in 1988. Instant Kiwi scratch tickets appeared in 1989. In 1993 the
TAB established a television channel dedicated to racing and introduced sports
betting in 1996. New Zealand'’s first casino opened in Christchurch in 1994, followed
by a larger one in Auckland in early 1996.

Turnover on all forms of legalised gambling grew from $1.07 billion in 1987 to nearly
6.5b in 1997. The net amount expended on gambling in 1997 was $966 million — an
increase of 388% on the $249m net spent in 1987. Growth in gambling can be
attributed, in part, to the introduction of new products such as Lotto, Instant Kiwi, and
Keno and sports betting, a huge increase in the number of electronic gaming
machines in bars, and the introduction of casinos (Ninness, 1998). Each of the four
gaming segments, Lotteries, TAB, casinos and gambling machines now accounts for
over $200 million of the annual gambling spend. While there has been levelling off in
turnover for Lotteries Commission games and race betting since 1990, this has been
more than offset by increases in gaming machine and casino turnovers (The Social
Impact of Gaming in New Zealand, 1995, p 21).

Entertaining and enjoyable

A majority of adult New Zealanders taking part in legalised gambling find such
activities entertaining and enjoyable. Most spend amounts that are not out of keeping
with expenditure on other forms of entertainment. The New Zealand Lotteries
Commission observes that despite more than half the population gambling weekly,
“the overwhelming majority of New Zealanders who gamble do not suffer serious
negative consequences from this activity’ (Responsible Gaming, 1995, p 28).
Government and communities benefit through taxes, and through distribution of
proceeds to charitable causes.

However, as Abbott and Volberg (1992) point out, there are significant costs
associated with increased gambling by New Zealanders. These costs relate to the
financial, personal, and health problems experienced by individual New Zealanders
who develop gambling problems. There are negative consequences experienced by
families and loved ones of those described as “problem gamblers”.
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Problem gambling

A 1995 DIA report (Social Impact of Gaming in New Zealand) describes problem
gambling as, “occasional or regular gambling to excess to the extent that it leads to
problems in other areas of life, particularly with finances and inter-personal
relationships.”

These “problems" range from family arguments over gambling to major financial and
interpersonal difficulties. Pathological gambling, as diagnosed in the 1994 edition of
DSM-1V, is identified as the most serious form of problem gambling. The report notes
that neither problem gamblers nor pathological gamblers constitute a distinct group.
The accepted view is that there is a continuum ranging from non-gamblers to
occasional gamblers, to moderate to heavy gamblers, to problem and potential
pathological gamblers, through to individuals who meet the clinical criteria for the
DSM-IV diagnosis.

Evidence for a relationship between problem gambling and
availability of gambling

The 1995 DIA report on social impact of gaming in New Zealand notes that,
“increasing the opportunities for gambling tends to increase the number of problem
gamblers in the community’, but acknowledges more research is needed in this area
(p 129 and p 8)

Several overseas researchers are convinced already that increased gambling
opportunities not only create more gamblers, but also lead to a rise in the amount of
problem gambling a community experiences (e.g. Volberg, 1994; Goodman, 1996).
Volberg (1994) compared prevalence rates in five American states in tightly controlled
studies employing the South Oaks Gambling Screen (SOGS). She found a clear
positive relationship between availability and prevalence of problem gambling. In
lowa, where gambling had been legal less than 10 years, fewer than 0.5% of adults
were pathological gamblers, and a further 1.0% were problem gamblers.'® Where
gambling had been legal for more than 20 years, as many as 1.5% of adults were
pathological gamblers, and a further 2.8% scored enough on the SOGS to be problem
gamblers.

Other relevant American research includes, for example, that undertaken by the
Capitol Gaming Taskforce in Louisiana. The Taskforce reported a 500% increase in
problem gamblers seeking help between 1991 and 1994, the years when riverboat
and electronic machine gambling expanded rapidly in the state (Laborde, 15 July
1994). In New Jersey, it was noted that compulsive gambling helpline calls jumped
from 1,200 a year to 32,000 after casinos were introduced (McGettigan, 1995).

An increase in numbers of problem gamblers receiving treatment has been noticeable
in Germany since 1984. Meyer (1992) in reviewing the German literature on
gambling, concluded that there had been an increase in the prevalence of problem

10 Pathological gamblers are those who score 5 or more on the SO6S and could be expected to meet
the diagnostic criteria of DSM IV. These are considered to be the extreme " tip of the iceberg” of
problem gamblers. The Volberg (1994) survey indicated that while 0.5% of the adult population of
Towa were pathological gamblers, these were included within thel.5% scoring 3 or more on the
S0OGS and classifiable as problem gamblers. Unless otherwise indicated in this paper, problem
gambling includes pathological gambling.
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gamblers as a consequence of increased availability of legalised opportunities for
gambling.

Remmers (1995) suggests the increase in compulsive gambling in Holland occurred
as a result of increased numbers of electronic gaming machines (EGMs) and the
introduction of casinos. The Jellinek Addiction Center reported 400 visitors in 1986 —
the year EGMs were introduced. Six years later this had risen to 6,000 per year. Over
ninety percent of Dutch compulsive gamblers were found to be EGM players. Indeed
gambling on machines became such a problem that in 1994 the Dutch government
decided to remove all 64,000 machines from local stores (CSM editorial, Jan 19,
1994).

These findings accord with Rosecrance’s (1988) observation of a general consensus
among researchers that, “increasing the availability of gambling opportunities will...
eventually lead to an increase in problem gambling.”

Other researchers have argued that a linkage exists between even the “less addictive
forms of gambling” and the prevalence of problem gambling. Thus, Clotfelter and
Cook (1989) analysed data from what they describe as “the most complete survey of
gambling participation ever conducted.” They concluded that creation of lotteries by
US State governments encouraged people into participating in other forms of
gambling. Controlling for a large variety of variables, including sex, race, religion,
household income, age and education, they reported, “the likelihood of participation
in commercial gambling was heavily influenced by whether or not the respondent lived
in a lottery state. [We conclude that] the lottery is a powerful recruiting device,
responsible for inducing about one quarter of the adult population who would not
otherwise have done so, to participate in commercial gambling” (Clotfelter and Cook,
1989, p 89)

In similar context, Lorenz (1992) noted a significant increase in problem gambling
following establishment of state lotteries in the United States. Likewise, Hraba et al
(1990) concluded that lottery play could engender problem gambling if associated with
other predictor variables for problem gambling, such as impulsive personality or
alcohol consumption in gamblers.

In Canada, the CCSA National Working Group notes how problem gambling
prevalence rates can be seen to increase as new forms of gambling are introduced,
with recent surveys indicating prevalence rates (including pathological gamblers) of
3% to 5%. CCSA defines problem gambling as, “a progressive disorder characterised
by loss of control over gambling, a preoccupation with gambling and with obtaining
money to gamble, irrational thinking, and a continuation of the behaviour despite
adverse consequences” (1998, p 2). They note the social costs include uncontrolled
spending, significant debts affecting the individual and family, marital conflict, child
neglect, impaired work performance, and frequently co-morbid disorders.

The CCSA has become concerned enough to draft a policy statement to address
problem gambling in Canada. While not adopting any moral position on gambling per
se, the CCSA proposes policy measures aimed at reducing, and where possible
preventing the harm associated with excessive gambling.
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The Victorian experience: Arthur Andersen in Australia

Closer to home, Arthur Andersen (1997), summarising research findings for the
Victorian Casino and Gaming Authority, noted economic benefits associated with the
expansion of gambling opportunities in Victoria, together with adverse social impacts.
Chief among these had been the effect on problem gamblers and other high use
groups.

Growth in gambling expenditure rose from 1.3% to 3.3% of household income
following the introduction of EGMs. ** This increased spending on gambling was
funded through reduction in household savings levels from 7.9% in 1991-2 to 3.5% in
1995-96. This is consistent with the experience of other Australian states.

The increase in problem gambling was assessed through increased gambling
expenditure and numbers of problem gamblers seeking help through Breakeven and
G-Line.” There was a positive association between accessibility of EGMs in different
regions of the state and numbers of new clients presenting to “Break Even Centres" in
those regions.

Overall, the Victorian research found that increased gambling was accompanied by an
increase in problem gambling. There were associated financial problems — in the form
of gambling debts, vocational problems — in terms of lost work and lost productivity,
family and relationship problems, affective disorders — such as anxiety and mood
swings, and, legal problems — with 25% to 30% of clients engaging in illegal acts to
finance their gambling.

In summary, there is a considerable body of research suggesting that the rate of
problem gambling in a community tends to go up the more gambling is available in
that community and the longer it is available (City of Vancouver Review, August,
1994). lowa, for example, legalised gambling only gradually from the mid-1980s on,
with a lottery in 1985, then later added racetracks and riverboat casinos. This state
has the lowest incidence of pathological and problem gambling in the United States,
at 1.5% of adult population in a 1993 survey. In contrast, Connecticut, with a plethora
of legalised gambling operations, started with a lottery in the early 1970s, and
followed by jai alai, simulcast racing, and casino gambling, had by 1993 the country’s
highest rate of pathological and problem gambling at over 6% of adult population
(Christiansen Cummins).

Applying these overseas findings to New Zealand, which has experienced a
substantial increase in both the availability and the variety of legalised gambling
during the past decade, would lead to an expectation of increased prevalence in
pathological and problem gambling since the first national survey was undertaken in
1991.

Extent of problem gambling-prevalence in New Zealand

" Arthur Andersen (1997) found low-income earners spent proportionately more of their income on
gambling activities.

12 Recent community surveys indicate over 34,000 Victorians, or approximately 1% of the adult
population, are currently problem gamblers. In this series of studies, Arthur Andersen (1997)
found problem gambling affected women as often as men.
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The benchmark problem gambling prevalence study was undertaken by Abbott and
Volberg in New Zealand in 1991. Using a version of the SOGS™ that had been
adapted for New Zealand conditions, Abbot and Volberg found current prevalence
rates of 1.17% for (probable) pathological gamblers and an additional 2.1% for
problem gamblers.

This Abbott and Volberg work has been accepted as the definitive prevalence study
(Sullivan, 1993; de Joux, 1995). Statistical issues in determining the actual numbers
of current pathological gamblers in the community are complex and should not be
underestimated. Manly, Gonzalez, and Sullivan (1994) used the Abbot and Volberg
findings to estimate that there were between 12,000 and 68,000 current pathological
gamblers in New Zealand at the time of the survey in 1991.

The 1995 submission of the New Zealand Lotteries Commission to the inter-
departmental review of gaming (p 93) states that the “accepted estimate is that at
least 10,000 of New Zealand’s approximately 2.3 million adult population may be
pathological gamblers.” This estimate in turn appears to be based upon a letter from
Max Abbott to the Gaming Industry Advisory Committee on Problem Gambling of 3
May 1994. This figure of 10,000 pathological gamblers represents just 0.38% of the
adult population.

A survey undertaken by NRB on behalf of North Health in 1996 suggested a current
pathological gambling prevalence rate of 0.44%. In reviewing this survey, Brown
(1996) noted a series of methodological errors that could have contributed to the
survey under-estimating the true prevalence of pathological gamblers. While this
study probably under reported both pathological and problem gambling, its findings
did further confirm that there are at least 12,000 current pathological gamblers in New
Zealand. According to de Joux (1995, p 107) it seems safe to assume that at an
absolute minimum there are 12,000 adults in New Zealand who can be classified as
current pathological gamblers. Given the relationship between pathological and
problem gambling found here in New Zealand and overseas, it would seem
reasonable to assume that there are, in addition, at least 20,000 individuals who are
currently problem gamblers (Brown, 1996, p 17). In all, even as a best case scenario,
it would seem reasonable to assume that there are a minimum of 32,000 gamblers
currently experiencing problems associated with their gambling.**

13 Hannifin and Gruys (1998, p 12) comment that the SOGS is the most established tool for gauging
the severity of gambling problems. People who score three or more can be considered problem
gamblers. People who score five or more are likely to also meet the DSM lll criteria for pathological
gambling.

14 At the other extreme, based upon the Manly, Gonzalez and Sullivan (1994) work on the Abbott
and Volberg survey, there may be as many as 68,000 current pathological gamblers. Applying the
same ratio of pathological to problem gamblers, there may be in addition, as many as 112,000
problem gamblers. In this worst case scenario there may be as many as 180,000 gamblers currently
experiencing problems.

19



BIBLIOGRAPHY

Abbott, M. and Volberg, R. (1991). Gambling and Problem Gambling in New Zealand:
Report on Phase 1 of the National Survey. Research Series No 12. Wellington,
Department of Internal Affairs

Abbott, M. and Volberg, R. (1992). Gambling and Problem Gambling in New Zealand:
Report on Phase 2 of the National Survey. Research Series No 14. Wellington,
Department of Internal Affairs

Adams, P. (1998). Personal Communication.

Arthur Andersen (1997). Summary of Research Findings — 1996-1997 Research
Program. A Report for the Victorian Casino and Gaming Authority, Melbourne.

Becona, E. Labrador, F. Echeburua, E. Ochoa, E. and Vallejo, M. (1995). Slot
Machine Gambling in Spain: An Important and New Social Problem. Journal of
Gambling Studies, 11 (3), 265-286.

Bland, R. Newman, S. Orn, H. and Stebelsky, G. (1993). Epidemiology of
Pathological Gambling in Edmonton. Canadian Journal of Psychiatry, 38 (2), 108-112.

Blaszczynski, A. and McConaghy, N. (1987). Demographic and Clinical Data on
Compulsive Gambling. Faces of Gambling. National Association of Gambling Studies.

Blaszczynski, A. and McConaghy, N. (1994). Antisocial Personality Disorder and
Pathological Gambling. Journal of Gambling Studies, 10 (2), 129-145.

Brown, R. (1996). An Analysis of Problem Gambling in New Zealand. Report
prepared for North Health, Auckland.

Brown, R. (1998). Pathological Gambling among Individuals on Community
Corrections Sentences. New Zealand Compulsive Gambling Society, Auckland.

Buckley, (1995) Report and Recommendations of the Governor's Advisory
Commission on Gambling.

Ciarrocchi, J. (1993). Rates of Pathological Gambling in Publicly Funded Outpatient
Substance Abuse Treatment. Journal of Gambling Studies, 9 (3), 289-293.

Clotfelter, C. and Cook, P. (1989). Selling Hope: State Lotteries in America. Harvard
University Press, Cambridge, MA.

CCSA (1998). Policy Discussion Paper on Problem Gambling. National Working
Group on Addictions, Toronto.

Christiansen/Cummins Associates, Inc. (1992). Legal Gambling in Connecticut:
Assessment of Current Status and Options for the Future. New York.

City of Vancouver Review (1994). City of Vancouver Casino Review: A Discussion
Paper. Vancouver, BC.

CSM (1994). Christian Science Monitor Editorial, 19 January.

20



De Joux, M. (1995). The Social Impact of Gaming in New Zealand. Review of
Gaming Series No 3, Department of Internal Affairs Policy Unit, Wellington.

Elia, C. and Jacobs, D. (1993) The Incidence of Pathological Gambling among Native
Americans Treated for Alcohol Dependence. International Journal of the Addictions,
28 (7), 659-666.

Fisher, S. (1993). Gambling and Pathological Gambling in Adolescents. Journal of
gambling Studies, 9 (3), 277-288.

Goodman, R. (1996). The Luck Business. Simon and Schuster, New York.

Gonzalez, I. (1992). Clinical and Behavioural Evaluation of Pathological Gambling in
Barcelona, Spain. Journal of Gambling Studies, 8 (3), 299-310.

Hannifin, J. and Gruys, M. (1998). Problem Gambling Counselling in New Zealand:
1997 national Statistics. Committee on Problem Gambling Management, Wellington.

Hraba, J. Mok, W. and Huff, D. (1990). Lottery Play and Problem Gambling. Journal
of Gambling Studies, 6 (4), 355-377.

Jacobs, D. (1989). Cited in Winters et al, 1995. Monitoring Adolescent Gambling in
Minnesota, Journal of Gambling Studies, 9 (4), 165-183.

Laborde, K. (1994). Fun and Games-Or Road to Ruin? The Gaming Journal. Metairie,
LA, 15 July.

Ladouceur, R. Dube, D. and Bujold, A. (1994). Prevalence of Pathological gambling
and Related Problems among College Students in the Quebec metropolitan area.
Canadian Journal of Psychiatry, 39, (5), 289-293.

Lorenz, V. (1990). State Lotteries and Compulsive Gambling. Journal of Gambling
Studies, 6 (4), 383-396.

McDonald, F. (1993) Treatment Needs of Compulsive /Pathological Gamblers. In
Seminar Papers from Problem Gambling Seminar (pp 21-23). Department of Internal
Affairs, Wellington.

McGettigan. M. (1994). Riverboat Gambling: Budget Builder or Municipal Crack Pipe?
Welcomat, Philadelphia, 24 August.

MacKinnon, S. (1996). Estimates of the Proportion of Auckland Regional Alcohol and
Drugs Services Clients with Co-existing Gambling Problems. Regional Alcohol and
Drug Services, Auckland.

Manly, B. Gonzalez, L. and Sullivan, C. (1994). Statistical Errors in Abbott/Volberg
Report (1992) on Problem Gambling in New Zealand. New Zealand Lotteries
Commission Discussion Paper Series No 4, Wellington.

Meyer, G. (1992). The Gambling Market in the Federal Republic of Germany and the
Helpseeking of Pathological Gamblers. Journal of Gambling Studies, 8 (1), 11-20.

Niness, G. (1998). Gambling Slowdown Looms. Sunday Star Times, Money 1, 15
February.

21



Orford, J. (1990). Excessive Appetites: A Psychological View of Addictions. Wiley and
Sons, New York.

Public Participation (1995). Public Participation in and Attitudes Towards Gambling.
Departmental Series No 21.Department of Internal Affairs, Wellington.

Remmers, P (1995). The Use of Early Recognition for the Gaming Business. The
National Association for Gambling Studies, 7 (1), 26-30.

Responsible Gaming (1995). Responsible Gaming- A Community Benefit Model.
New Zealand Lotteries Commission, Wellington

Rosecrance, J. (1988) Gambling without Guilt: The Legitimation of an American
Pastime. Wadsworth, Belmont.

Rosenthal, R. and Lorenz, V. (1992) The Pathological Gambler as Criminal Offender.
Psychiatric Clinics of North America, 15 (3), 647-660.

Rossen, F. (1996) Prevalence and Characteristics of Adolescent Gambling among
New Zealand University Students. Research Report, Massey University, Albany.

Shaffer, H. (1992) New York Times Report, 28 April.

Shaffer, H. (1994).. The Emergence of Youthful Addiction. Technical. Report No
011394-100 Massachusetts Council on Compulsive Gambling, Boston.

Social Impact of Gaming in New Zealand, (1995). The Social Impact of Gaming in
New Zealand. Review of Gaming Series No 3. Department of Internal Affairs,
Wellington.

Steinberg, M. Kosten, T. and Rounsaville, B. (1992). Cocaine Abuse and Pathological
Gambling. American Journal on Addictions, 1 (2), 121-132.

Sullivan, S. (1993). Pathological Gambling in New Zealand: A Critical Analysis of the
National Survey. Report prepared for the New Zealand Lotteries Commission,
Wellington.

Sullivan, S. (1994). Why Compulsive Gamblers are a high Suicide Risk. Community
Mental Health in New Zealand, 8 (2), 40-47.

Sullivan, S. (1996). Personal Communication

Sullivan, S. and McAvoy, B. (1993). Compulsive Gamblers Hotline. In Seminar
Papers from Problem Gambling Seminar (pp 25-36). Department of Internal Affairs,
Wellington.

Torne, |. and Konstanty, R. (1992). Gambling Behaviour and Psychological Disorders
of Gamblers on German-style Slot Machines. Journal of Gambling Studies, 8 (1), 39-
59.

Volberg, R. (1994). The Prevalence and Demographics of Pathological Gamblers.
American Journal of Public Health, 84 (2), 237-241.

22



Walters, L. (1990). Gambling and Young People: More Teens Play Games of
Chance. Christian Science Monitor, p 9, August 16.

23



APPENDIX 2

THE CONSULTATIONS

Sixty people from gaming businesses, from government and regulatory bodies and
from treatment providers were interviewed. The interviewers used a standardised
interview format for each interview. Each person was asked for their views about the
nature and dimensions of the problem. There was a lack of knowledge of the
existence of the problem in some quarters, in the main, however, there was
consensus about:

Multi-dimensional effects

There are negative effects on the individual, with adverse flow-on effects on the family
and society. Many of these relate to conflict around the problem gambler's
preoccupation and need for money to continue gambling. In addition, there are
adverse cultural and economic effects at the national level.

A continuum

Problem gambling extends along a continuum, from non-gambler to occasional
gambler, to regular gambler, to excessive gambler, to pre-problem gambler to problem
gambler, to pathological gambler.

Individuals can move along the continuum from non-gambler through to pathological
gambler. It seems unlikely that problem gamblers can revert to non-problem
gambling.

A form of addiction

Problem gambling has many of the qualities of an addiction, without substance
involvement. The problem gambler continues to engage in gambling despite it causing
serious harm, much as the addict continues “using” the addictive drug.

As with addiction, it appears that the problem gambler may never be “cured”, but
remains “at-risk” of problem gambling should s/he gamble again.

It is often hidden within individual or family, so that by time of discovery significant
damage has already occurred to the gambler and family.

Association with other problems

Problem gambling is frequently found to be co-existent with other psychological
disturbance, specifically depression or anxiety states. In many cases it is unclear
which is the primary disorder. Some problem gamblers consider suicide.

Problem gambling is frequently found to be associated with alcohol problems. In some
instances problem gamblers engage in alcohol abuse when gambling. In other cases
alcoholics engage in problem gambling.

Problem gambling has links to crime, with some problem gamblers committing
offences to fund gambling

High prevalence groups
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The highest prevalence of problem gambling occurs among males under 30 years in
lower socioeconomic groups.

There are disproportionately high prevalence rates among Maori, Pacific Island, and
Asian males. These are traditionally considered to be “at-risk” groups.

There appears to be increasing prevalence among women and younger people.
Increasing numbers of these problem gamblers identify EGMs as their primary mode
of gambling.

There appears to be increasing rapid onset experienced, particularly among those
who adopt EGMs as their mode of gambling.

Definition

There is general acceptance of the SOGS and DSM-IIl definition of problem gambler
and pathological gambler. Individuals who score 3 or above on the SOGS are
classified as problem gamblers. Those scoring 5 or above are classified as probable
pathological gamblers.

Current prevalence

There is uncertainty about the true number of individuals classifiable as problem
gamblers and pathological gamblers currently. Several respondents questioned the
accuracy of the 1991 national survey which indicated a minimum of 12,000
pathological gamblers and 20,000 problem gamblers.

Trends

There is uncertainty about whether the numbers of problem and pathological
gamblers have increased since 1991. However many respondents believed that
increased problem gambling is a likely outcome of continuing increases in availability
and variety of gambling. The national survey now underway is considered to be
timely in that it will clarify current prevalence rates and trends.

Cost
No respondent could place an accurate cost on problem gambling, either for the
individual or the nation.

Pro-active approach

A majority believe the problem needs to be addressed through a pro-active approach.
A few considered it will resolve itself and that there are other more pressing issues to
be addressed within the public health arena.
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