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jackpot. They started to be introduced in 2010 (Cox and Hurren, 

2017) 

SGHS Short Gambling Harms Scale ð a new screening tool developed by 
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Executive summary 

Introduction  

The Ministry of Health is the department responsible for developing an integrated problem 

gambling strategy under the Gambling Act 2003. The strategy must include public health 

promotion, services to treat problem gamblers, research and evaluation. It is also a legislative 

requirement that the process to develop the strategy includes conducting a needs assessment. 

The current strategy runs to 2019 and therefore requires refreshing or updating in 2018 for 

future years. This needs assessment will inform the next strategy. 

The needs assessment will highlight any gaps between the research evidence, population 

needs, service provision and the goal of the Ministryõs strategic plan. In doing so, the needs 

assessment informs service planning to produce an appropriate distribution of health 

services to promote health-gains and better outcomes for the population.  

There are many types of gambling harm to consider when looking at gambling harm 

interventions  

There is still some debate about the gambling harm, who is affected and how to measure it. 

The types of harms caused by gambling include financial loss, relationship difficulties, 

distress, cultural harm, reduced performance and even crime.  Financial loss often causes or 

triggers subsequent other harms to gamblers and their families. 

Financial losses experienced by gamblers consist mainly of losses to other (winning) 

gamblers, and losses to Government and the charitable sector.  These losses are in principle 

subject to regulatory control and can be reduced directly by Government policy intervention. 

Browne, Goodwin, & Rockloff, (2017) developed an alternate measure to the commonly 

used Problem Gambling Severity Index (PGSI) tool. The short gambling harms scale 

(SGHS) has the potential to identify a much broader segment of the population who are 

experiencing harm as a result of gambling. 

It is difficult to establish a correlation between reduction of gambling venues and 

expenditure 

Gambling venues are readily accessible across the country, and tend to be denser in areas 

with small populations or high deprivation. It is difficult to establish a correlation between 

reduction of gambling venues and expenditure. Limiting access has been a primary 

component of the approach to minimise harm, but there is no compelling evidence from the 

recent literature or analysis in this report that reductions in venues created through policies 

such as sinking lid have had an impact in New Zealand as yet. This could be in part due to 

the minimal reductions not sufficiently impacting on accessibility.  

Gambling is widely available across the country 

There is high participation of gambling in New Zealand which in part could be due to high 

availability. The total amount lost by gamblers has increased year on year over the last six 

years. Even when the total gambling expenditure is adjusted for inflation, 2015/16 still saw 

an increase in expenditure, following a general decreasing trend over the previous four years. 
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The DIA explain this is in part due to a number of new offerings across the sector.  The 

largest growth was in casinos, and the lowest growth in EGMs.  

EGMs are cited as the primary mode of gambling for treatment service users, with Lotto 

products next. Lotto is one of the most common forms of gambling, yet it is not often 

considered as such, and is frequently promoted through the media. Advertising can create 

acceptability about products or activities by normalising them which can pose a risk when 

those products could be potentially harmful. However gambling, unlike tobacco for example, 

is not harmful for all people who gamble, and some can conduct gambling safely which may 

not make it a candidate for ôplain packagingõ, like tobacco. Also some activities such as Lotto 

and sports betting are quite ingrained in the culture and so could still be ôpromotedõ through 

the media indirectly.  

High deprivation and lower income households have higher levels of gambling 

therefore have the highest burden of gambling tax 

Gambling tends to be more prevalent in lower income households and, the concentration of 

gambling venues tends to be higher in areas of high deprivation. This means that that  

gambling taxation and redistribution to community purposes tends to be regressive, i.e., 

placing a higher burden on the less-well-off. Some organisations take an ethnical stance to 

not receive funds from gambling sources. 

EGMs are a primary cause of gambling harm for those in treatment 

Half of the people receiving gambling intervention services in 2015/16, identified EGMs 

outside of casinos as a primary gambling mode, and a further 9 percent identified casino 

EGMs as their primary mode. The 2016 HLS found that almost half of respondents (49%) 

who played EGMs in a pub or club at least monthly experienced at least some level of 

gambling harm. 

Characteristics of those that gamble linked strongly to mental health state and 

disorders 

Gambling is linked with a number of mental health disorders ranging from alcohol and 

nicotine dependence, to behavioural disorders. Research with psychosis patients revealed 

they were four times more likely than the rest of the population to have a gambling problem. 

The research findings would seem to substantiate the need to screen for gamblers in other 

mental health and addictions services, as well as screening problem gamblers for other 

mental health and addiction issues. 

In research aimed at youth (Rossen, et al., 2016, Rossen, Lucassen, & Fleming, 2016) it was 

found that those with co-existing mental health issues (e.g. depression and suicide attempts), 

other addictive/risky behaviour (e.g. use of alcohol and weekly cigarette smoking) and being 

in a sexual minority may also be at a heightened risk of problem gambling.  

Gaming addiction has been recently defined by the World Health Organization as a mental 

health disorder. However, despite some structural similarities between gaming and gambling 

a recent study by Macey and Hamari (2018) found that games do not, in themselves, act as 

developmental pathways to gambling. Although the consumption of competitive gaming was 

found to be a more significant predictor of increased participation in gambling.  
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Online only gamblers are in the minority and so traditional intervention methods will still 

reach the majority of gamblers at this present time. However with technology continually 

evolving, and an increase in online gambling products, this is a space to watch closely.   

Reach of gambling interventions in New Zealand are underrepresented in males and 

higher in Pacific People  

The service utilisation analysis shows that males are under-represented in problem gambling 

services and Pacific people are more likely to access intervention services compared to other 

ethnic groups. The Gambling Helpline is a well-known resource and receives over 4000 calls 

per year. However there is limited data available as to who is accessing the service.  

The Australian Productivity Report (2010) stated that less than 15 percent of people 

impacted by gambling would attend traditional problem gambling services. Without asking 

gamblers who do not receive treatment what help they need it is difficult to know how to 

reach them. Similar, investigating further into what is working for Pacific clients may offer 

insights into new models.  There are also alternatives to traditional treatment services. Many 

gamblers who recognise they have a problem may adopt self-management techniques and 

tools from the internet (through provider websites or national public health campaign 

websites) or attend a peer support group. Consideration for alternative methods and options 

for accessing and treating problem gamblers, as well as supporting others that are harmed, 

should be considered. 

Regional providers see half of all clients 

Regional providers saw half of all clients, but not all regions have local service provision. In 

general, Mńori and Pacific people are more likely to use regional (or cultural) services. This is 

particularly evident with Pacific gamblers, four-out-of-five of whom access services from 

regional providers. There is substantial variation in service use across the country, but this 

needs to be considered in relation to gambling prevalence to understand whether the absence 

of service utilisation is an issue or not.  

We can learn from use of interventions and those that access interventions what 

improves access rates  

The data show that Hastings, Porirua and Masterton have particularly high rates of service 

utilisation and they also have a high rate of gambling losses. There may be useful lessons to 

be learned from these areas in terms of how to engage people in problem gambling services. 

Areas such as Whanganui and Lower Hutt have lower service utilisation rates and high 

gambling expenditure.  

Feedback from consumers who were in treatment said they found the service easy to access, 

and the majority rated the service good or excellent. Individual counselling was the most 

preferred intervention from a range offered. Feedback suggests that it depends at what stage 

the person is at as to how they want to engage with services.  There may also be a need for 

more specific therapies to address the impact of gambling harm such as relationship 

counselling. 

By the time people do reach out for treatment for problem gambling they are at crisis point.  
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Consumers report high use of the Gambling Helpline in the survey, but providers donõt feel 

that they receive referrals from this source. A limited amount of demographic data is 

collected through the Helpline, which may hinder referring to the right local services.  

Gambling harm intervention workforce finds challenges in contracting approaches 

and those in venues may not be as well supported or trained as they could be 

The workforce cites that the current contracting mechanism limits providers ability to 

innovate (due to restrictions of FTE contracts), does not allow for culturally specific 

requirements (and the additional time and work this creates) and doesnõt capture the breadth 

of work that they do.  

Professionalisation of the workforce is a concept that is half supported, and half not 

understood. Gambling venue staff has a unique opportunity to minimise gambling harm with 

their pub or club patrons, however itõs a role they are sometimes ill equipped to do. An 

assured level of training and quality and greater linkages to the service providers might better 

support them. Gambling host responsibility does not seem to be as embedded, or as 

effective as alcohol responsibility, likely due to a number of reasons.  

The gambling sector is maturing and could work together more to prevent and treat 

gambling harm  

There was general agreement by the gambling operators that the whole sector has matured 

over the last few years. It is now at a point where there are opportunities to work more 

collaboratively could improve how problem gamblers are identified and supported. The 

infrastructure agencies also see the opportunities to provide incentives to reward practices at 

venues that exceed the minimum standards such as extended licenses. The provider 

workforce is probably not at the same point currently, and will require convincing that 

working with rather than against the gambling industry may still deliver a better end result. 

There is an opportunity to bring together the sector to more effectively use the full breadth 

of resources available across the sector. 

Many opportunities to improve supports and learn 

There are many opportunities to learn from best practice within New Zealand and create 

pilot service models to address service gaps. Work is needed to improve inter-sectorial 

relationships and make best use of the skills available within the industry as a whole to 

support those harmed by gambling. Below are just a few possible recommendations for 

further investigation: 

1. Continue to fund research with a possible focus on youth, online gambling, and best 

practice approaches to treating problem gambling within a context of co-morbidities 

2. Increase screening opportunities across the wider health and social service agencies in 

particular primary care and other mental health and addiction services  

3. Consider whether new screening tools are more appropriate for New Zealandõs public 

health approach such as the short gambling harms scale (SGHS) harm (Browne, 

Goodwin, & Rockloff, 2017)  

4. Evaluate existing service provision for measurable outcomes and explore ongoing 

support and relapse within provider client population, and treatment for co-morbidities 
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5. Review and learn from those regional models which have high gambling expenditure 

and high service utilisation such as Hastings, Porirua and Masterton 

6. Consider piloting new service models to address gaps in current service provision in 

areas such as Whanganui and Lower Hutt based on learnings from regional models and 

working in a co-design approach with providers, venues and consumers (including 

those consumers who are not receiving interventions) 

7. Explore options for alternative interventions to reach broader populations who may not 

want to see a traditional service provider and how gamblers prevent and manage relapse 

8. Ensure access / pathways to different types of interventions that may deal with specific 

harms such as relationship counselling  

9.  Work with Gambling Helpline to improve data collection and review referral processes  

10. Work with the gambling sector to consider how venue staff are trained and supported 

to recognise gambling harm in a way which is effective and sustainable  

11. While online gambling is small it is worthwhile considering how this may impact in the 

next 2-3 years as opportunities to gamble online from traditional providers (e.g. Lottoõs 

online instant win and online offerings) increase  

12. Improve the infrastructure that connects the gambling sector to: 

(a) Improve cohesion 

(b) Share best practice 

(c) Improve coordination 

(d) Increase transparency 

(e) Support all workforce including venue staff  

(f) Share learnings and data across wider sector such as mental health and other 

addictions 

13. Work with service providers to ensure service contracting and data collection supports 

cultural service delivery and create opportunities for innovation  
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1. Introduction  

1.1 A legislative requirement 
The Gambling Act (2003) and the Racing Act (2003) set the legislative context for gambling 

in New Zealand. The Department of Internal Affairs is responsible for regulating the 

gambling industry. To minimise the potential for harm from gambling, the Ministry of 

Health has been appointed the department responsible for developing an integrated problem 

gambling strategy under the Gambling Act 2003. The strategy must include public health 

promotion, services to treat problem gamblers, research and evaluation. It is also a legislative 

requirement that the process to develop the strategy includes conducting a needs assessment. 

The current strategy runs to 2019 and therefore requires refreshing or updating in 2018 for 

future years.  

This needs assessment will inform the next strategy. 

1.2 Objective of the needs assessment 
The objective of this needs assessment is to document how well the provision of 

intervention and treatment services to minimise gambling harm in New Zealand, aligns with 

the research evidence base and population needs. It highlights any gaps between the research 

evidence, population needs, service provision and the goal of the Ministryõs strategic plan. In 

doing so, the needs assessment informs service planning to produce an appropriate 

distribution of health services to promote health-gains and better outcomes for the 

population.  

1.3 Scope  
This needs assessment is intended to inform the Ministryõs next integrated problem gambling 

strategy; it contains an overview of the current gambling environment and problem gambling 

situation in New Zealand. It also documents advances in gambling research literature.  The 

report outlines current treatment service provision, together with feedback from service 

providers, service clients and highlights any identified service delivery gaps.  

Excluded from the scope of this needs assessment is an evaluation of the effectiveness of 

contracted treatment services or the performance of service providers. 

1.4 Structure of this report 
Section 1 ð Introduces the scope and purpose of the report, and methodology  

Section 2 ð Introduces the key stakeholders and roles 

Section 3 ð Identifies the types of gambling harm and ways to identify the harm 

Section 4 ð Explores the availability of gaming venues across New Zealand including maps 

of four urban areas (Auckland, Hamilton, Wellington and Christchurch) as well as some 

provincial areas 
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Section 5 ð explores the level and type of participation in gambling and some of the context 

for this such as advertising and the context of gambling 

Section 6 ð identifies from the research those characteristics of a typical gambler who is at 

risk. It also explores co-morbidities and any future trends that may impact on gambling / 

gamblers such as youth, the potential link between gaming and gambling, and online 

gambling 

Section 7 ð Explores the utilisation of the Ministry of Healthõs contracted services by 

different population groups, and alternative methods of interventions 

Section 8 - Explores the utilisation of the Ministry of Healthõs contracted services by 

different regions, and providers 

Section 9 ð Presents a summary of the findings from the engagement undertaken with the 

sector. This includesfeedback form consumers, providers, the workforce, the infrastructure 

and the industry 

Section 10 ð Presents a summary of all the findings in the report and makes 

recommendations for action 

1.5 Methodology 
We used a variety of direct primary and secondary research methods to produce the data on 

which this needs assessment is based: 

Å Interviews with a broad range of stakeholders; 

Å A rapid scan of the academic literature since the last needs assessment; 

Å Two online surveys, targeting the provider workforce and its clients;  

Å A review of recent research projects by the Ministry of Health; and 

Å Extracted data from the gambling sector including service treatment, venues and 

expenditure data. 

1.5.1 Stakeholder interviews 

Interviews were conducted either face to face or on the telephone with representatives from 

the gambling industry, service providers, and infrastructure agencies such as the Ministry of 

Health, Department of Internal Affairs, and research organisations.  

Sector Organisation interviewed 

Service Providers Å Hapai Te Hauora Tapui Ltd 

Å Oasis Centre, Salvation Army 

Å Odyssey House Trust 

Å Problem Gambling Foundation 

Å Asian Family Services 

Å Raukura Hauora O Tainui 
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Sector Organisation interviewed 

Å Taeaomanino Trust 

Å Te Runanga o Toa Rangatira 

Gambling Industry Å The New Zealand Racing Board 

Å New Zealand Lotteries Commission 

Å Clubs NZ 

Infrastructure Å Hapai Te Hauora ð National coordination service 
and public health workforce development 

Å Abacus ð Clinical training provider 

Å Ministry of Health ð Gambling/Addictions Team, 
Telehealth  

Å Department of Internal Affairs 

Å Health Promotion Agency 

Å Territorial Local Authorities ð Auckland 

1.5.2 Literature scan 
A rapid and selective scan of recent literature published since the 2015 needs assessment was 

carried out and has informed the preparation of this needs assessment.  

1.5.3 Limited online survey for providers and consumers  
Two òSurvey Monkeyó online surveys were used to canvas feedback from the wider service 

provider workforce and consumers. The Ministry of Health contact for each provider was 

requested to circulate two separate survey links, one to the problem gambling workforce, and 

the other to their clients. To maintain anonymity, we did not ask the respondents to identify 

which organisation they worked for or received treatment from.  

Workforce responses: There were 44 respondents to the workforce survey of which 26 

were female (59%) and 18 were male (41%).  The majority of responses came from Auckland 

(n=20), Hawkes Bay (n=8), Waikato (n=4) and Canterbury (n=4) and were aged between 35 

and 64. Total response ethnicity selection was used where respondents could identify with 

more than one of the four broad ethnic groups and have been included in each group they 

identified with. The ethnicities that responded were European/ NZ European (n=25), Mńori 

(n=14), Pacific (n=4), Asian (n=2) and Other (n=6). 

Consumer responses: There were 58 consumer responses of which 33 were female (57%) 

and 25 were male (43%). There were 32 NZ European responses (46%), 22 Mńori responses 

(32%), and a smaller number of Asian (9%), Pacific (6%) and Other respondents. Over half 

of the respondents were aged between 35 and 54, and the majority of respondents resided in 

Auckland (n=24), Bay of Plenty (n=8), Waikato (n=7) and Wellington (n=7).  
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The surveys have a number of limitations and the results should be treated as anecdotal, 

rather than representative feedback from the respondents:  

Å To minimise the burden on the providers, we did not ask for confirmation of the 

number of surveys that were sent out to clients; therefore, we do not know the response 

rate; 

Å Some providers did not have, or want to use, clientõs email addresses for this purpose; 

Å The responses are self-selected and there was no follow-up with non-responders; 

Å As a result, it cannot be assumed that the survey is based on a representative sample of 

the underlying population of interest as there may be some self-selection bias; and 

Å The number of respondents was very small, particularly in sub-samples. 

1.5.4 Research projects funded by Ministry 

We have also reviewed several research projects funded by the Ministry of Health and 

completed since 2015 which were not covered in the previous needs assessment.  

1.5.5 Data reviewed was from a wide range of sources  

Å Addresses of gambling venues were provided by the NZ Lotteries Commission and the 

NZ Racing Board; addresses of casinos and class 4 electronic gaming machine venues 

were retrieved from the DIA website. Class 4 EGM venue information included the 

number of machines at each venue. Locations of gambling venues were mapped using 

the QGIS application. 

Å Expenditure on the four main types of gambling was retrieved from the DIA website. 

Å We drew upon Homecare Medical Ltd.õs annual and quarterly National Telehealth 

Service reports for utilisation of the Gambling Helpline. 

Å Utilisation of Ministry of Health funded clinical intervention services was analysed using 

an extract from the CLIC database, a minimum data set to which providers are required 

to submit activity records. 
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2. Four main legal gambling types in 
New Zealand  

The Gambling Act (2003) and the Racing Act (2003) set the legislative context for gambling 

in New Zealand.  

There are four main types of gambling legally allowed in New Zealand: 

Å Sports betting through the TAB which is run by the New Zealand Racing Board (a 

statutory monopoly);  

Å Class 4 Electronic Gaming Machines (òEGMsó, also known as òpokie machinesó) run 

through clubs, pubs and societies;  

Å The national lottery and associated products through the New Zealand Lotteries 

Commission (available at many supermarkets, petrol stations, local dairies and other 

retail outlets); and  

Å Casinos.  

 

In 2015/16 over $2.2 billion was spent on gambling in New Zealand1. 

The gambling industry serves both non-commercial as well as commercial interests.  Of 

particular importance are the interests of the charitable community sector which receives 

very significant contributions (approximately $654 million in 2015/16) from all forms of 

gambling.  There is a natural tension between the interests of the charitable sector which 

benefits from gambling ð including harmful gambling ð the interest of gamblers,  and the 

interest of parties engaged in reducing and minimising gambling harm.  

2.1 Stakeholder analysis 
There are four main stakeholder groups involved in the gambling sector: the service 

providers, the gambling industry, the infrastructure/agencies (including the Government) 

and consumers / whńnau.    

                                                      

1 https://www.dia.govt.nz/diawebsite.nsf/wpg_URL/Resource-material-Information-We-Provide-Gambling-

Expenditure-Statistics  

https://www.dia.govt.nz/diawebsite.nsf/wpg_URL/Resource-material-Information-We-Provide-Gambling-Expenditure-Statistics
https://www.dia.govt.nz/diawebsite.nsf/wpg_URL/Resource-material-Information-We-Provide-Gambling-Expenditure-Statistics
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Figure 1 The Gambling Sector  

 

2.1.1 Consumers and their whńnau 
Consumers are a key stakeholder group in this needs assessment.  This group includes all 

consumers of legal gambling services in New Zealand and the people affected by their 

gambling.  In this assessment we canvas opinion from consumers and their whńnau who 

suffer gambling harm, (as opposed to gambling consumers) and who are clients of providers 

of services to prevent, reduce and minimise gambling harm.  

2.1.2 The service providers 
The Ministry of Health contracts with 19 providers to deliver services to prevent and 

minimise gambling harm. The contracts purchase workforce services in Full Time 

Equivalents (òFTEó) to deliver a suite of intervention services such as brief, full facilitation, 

follow up and group services (see page 60 for further description). There are two 

ômainstreamõ national providers and 15 regional providers, as well as two specialist service 

providers. The majority of providers (12) also deliver a public health component focussed on 

the five core components of: policy development, safe environments, supportive 

communities, awareness raising and effective screening environments. Two providers deliver 

clinical interventions only, and four deliver public health only.  

These four public health providers operate in Auckland, Taranaki, Manawatu-Whanganui 

and Otago. For more detail on the contracted providers and their regions see Appendix 3. 

The Gambling Helpline is also a Ministry of Health contracted provider through the 

National Telehealth Service, not the Addictions Team.  

2.1.3 Gambling industry 

The ôgambling industryõ consists of four main providers of gambling services as outlined 

previously. Both the New Zealand Racing Board and New Zealand Lotteries Commission 

are statutory monopolies and operate their business through a range of venues in New 

Zealand (see section 4.2.1).  

There are six casinos in New Zealand located in Auckland, Hamilton, Christchurch, Dunedin 

and two in Queenstown.  

EGMs can be operated by clubs, pubs or societies. Clubs operate gaming machines in own 

premises and fund their own club or cause, many of these belong to Clubs NZ.  There are 35 

Service 
providers

Gambling 
industry

Infrastructure 
agencies

Consumers & 
ǿƘņƴŀǳ
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public societies2 which operate gaming machines in commercial venues such as pubs and 

distribute profits through grants.  

2.1.4 Infrastructure Agencies 

Infrastructure agencies include the Department of Internal Affairs as lead Government 

Agency responsible for the Gambling Act, and the Ministry of Health as the Department 

responsible for minimising gambling harm. Training providers, research organisations, 

workforce development and national coordination services also fit in this category. Local 

government also have a role to play in developing local policy on gambling venues, such as 

limiting the number of new venues, and venue relocations.  

There are conflicting interests within government: government as a whole has a significant 

fiscal interest in revenue from gambling ($131 million gambling levies in the year to 

November 20173, plus GST revenue on all gambling) and it also has an interest in a viable 

charitable sector which is less reliant on direct government funding; on the other hand, 

Government has a competing interest to reduce and minimise gambling harm.  

The Ministry of Healthõs role includes a strategy for minimising 
gambling harm  
The Ministry of Health is the ôresponsible departmentõ for developing an integrated gambling 

strategy as set out in the Gambling Act 2003.  The legislation stipulates that a needs 

assessment is required to inform the integrated problem gambling strategy focused on public 

health. The following excerpt details what the Gambling Strategy needs to cover:  

Box 1 Gambling Act 2003 Part 4 - Subpart 4ñProblem gambling levy 

Gambling Act 2003 Part 4 - Subpart 4ñProblem gambling levy 

317 Integrated problem gambling strategy focused on public health 

An integrated problem gambling strategy must includeñ 

(a) measures to promote public health by preventing and minimising the harm from 
gambling; and 

(b) services to treat and assist problem gamblers and their families and whńnau; and 

(c) independent scientific research associated with gambling, including (for example) 
longitudinal research on the social and economic impacts of gambling, particularly 
the impacts on different cultural groups; and 

(d) evaluation. 

 

The prevention and minimisation of gambling harm have predominantly focused on 

restricting access to gambling venues or machines through licensing. This is managed by the 

                                                      

2 https://www.dia.govt.nz/diawebsite.nsf/wpg_URL/Services-Casino-and-Non-Casino-Gaming-List-of-Society-

Websites  

3 http://www.treasury.govt.nz/government/revenue/taxoutturn/tax-revenue-nov17.xlsx  

https://www.dia.govt.nz/diawebsite.nsf/wpg_URL/Services-Casino-and-Non-Casino-Gaming-List-of-Society-Websites
https://www.dia.govt.nz/diawebsite.nsf/wpg_URL/Services-Casino-and-Non-Casino-Gaming-List-of-Society-Websites
http://www.treasury.govt.nz/government/revenue/taxoutturn/tax-revenue-nov17.xlsx
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Department of Internal Affairs. In conjunction, services provided by the Ministry of Health 

include:  

Å Population Health Approaches ð local, regional and national; 

Å National coordination services; 

Å National helpline services; 

Å Screening in primary care and social service settings; 

Å Psychosocial interventions ð both secondary and tertiary; 

Å Facilitation services (e.g., budgeting advice, alcohol and other drug services, Work and 

Income New Zealand services, housing services); and  

Å Follow-up services and motivational support.4 

The current Ministry of Health Strategy to Prevent and Minimise Gambling Harm (2016) 

contains a nine year strategic plan 2017/17 ð 2024/25, and a three year service plan 2016/17 

ð 2018/19 which includes the services priorities for the period. The overall goal is: 

òGovernment, the gambling sector,5 communities and families/whńnau working together to 

prevent and minimise gambling harm, and to reduce related health inequities.ó 

This needs assessment will consider to what extent the current model is delivering on this 

goal and options for change in the future.  

                                                      

4 http://www.health.govt.nz/our-work/mental-health-and-addictions/problem-gambling/problem-gambling-

services  

5 In this context, ôthe gambling sectorõ includes commercial and non-commercial gambling operators 

(including the NZRB and the NZLC), member associations such as Clubs New Zealand and Hospitality 
New Zealand, operators of gambling venues (including publicans and operators of retail outlets), providers 
of services to prevent and minimise gambling harm, and gambling researchers. 

http://www.health.govt.nz/our-work/mental-health-and-addictions/problem-gambling/problem-gambling-services
http://www.health.govt.nz/our-work/mental-health-and-addictions/problem-gambling/problem-gambling-services
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3. What is gambling harm?  

3.1 Introduction  
The Gambling Act 2003 defines harm as any kind of harm or distress arising from, or caused 

or exacerbated by, a personõs gambling. This includes personal, social, or economic harm 

suffered by: the person, the personõs spouse, civil union partner, de facto partner, family, 

whńnau, or wider community, in the workplace, or society. However how the harm can be 

quantified and measured is still under debate. As the Ministry of Healthõs strategic goal is to 

reduce or minimise the harm caused by gambling, there needs to be agreement as to how 

what this measure is. In this section, we discuss the types of harms caused by gambling, who 

is impacted by them, and how those harms can be measured.  

3.2 What is problem gambling? 
There are two distinct approaches to defining òproblem gamblingó: a medical model, and a 

public health approach. 

The medical model defines problem gambling as a discrete disorder, which an individual 

either has or does not have. The medical model approach has several limitations: 

Å The model does not recognise that harm can occur without a person necessarily having 

the symptomology for qualifying as a problem gambler.  

o The symptomology of a problem gambler is defined in the DSM-56. Nine 

factors are described as symptoms of ôa problem gamblerõ; a person must 

have four of the nine factors  to be diagnosed. 

Å There is an emphasis on the individual who gambles, failing to take into account how 

gambling can affect families, friends, whńnau and communities.  

Å The model fails to appreciate the complexity of problem gambling and how the 

manifestation of harms and the development of the gambling problems can vary 

between individuals. 

In contrast, the public health model is focused on prevention and early intervention over the 

whole continuum of harm. The public health model recognises that people experience 

varying levels of harm from gambling and that there are costs and benefits to gambling for a 

society.  

The Ministry of Health ôStrategy to Prevent and Minimise Gambling Harm 2016/17 - 

2018/19õ (2016) takes a public health approach to preventing and minimising gambling 

harm. They use a continuum of harm approach (based on the Korn and Shaffer 1999 

model), recognising that people experience varying levels of harm from gambling and 

consider appropriate interventions along the spectrum. 

The ôANU reviewõ (Rodgers, Suomi, Davidosn, Lucas, & Taylor-Rodgers, 2015) makes an 

important note about the Korn and Schaffer model and the continuum of harm approach ð 

                                                      

6 Diagnostic and statistical manual of mental disorders ð definition provided at 

https://learn.problemgambling.ca/eip/assessment  

https://learn.problemgambling.ca/eip/assessment


 

  Page 25 

   

the original spectrum model showed two-way directional arrows between the different 

cohorts of gamblers. This reflected the likelihood of people to transit between states over 

time. These states are specified as no gambling, infrequent or light gambler, frequent or 

heavy gambler and problem gambler as well as pathological gambler.  The continuum model 

linked to public health interventions does not imply movement back and forth between 

ôstatesõ of gambling, but rather one directional towards ôunhealthy gamblingõ.  Recent 

research, such as the National Gambling Study has tried to consider how and why a 

transition occurs, for example to prevent those with low or moderate risk becoming problem 

gamblers, and those who are recovering relapse. The issue of how an individual stays ôgamble 

freeõ and what happens when they relapse is still not well understood.  

3.3 Defining and measuring harm 
There is still much debate over what constitutes gambling harm and how best to measure it.  

Browne, Goodwin, & Rockloff (2017) researched gambling harms in New Zealand and state 

that there is no adequate measure to assess the harms associated with gambling behaviours 

and exposure. They state that this is, in part, due to an emphasis in gambling research on 

linking harm to problem gambling severity, and measures failing to illustrate the harms that 

occur beyond the individual. 

Langham, Thorne, Browne, & Donaldson (2016) proposed a conceptual framework of 

gambling related harm that captures the full breadth of harms that gambling can contribute 

to (see Figure 2). They note that each domain will not contribute equally to the burden of 

harm, but suggest that each domain be investigated to ascertain its relative contribution.  

Figure 2 Conceptual framework of gambling related harm 

 

Source: (Langham, Thorne, Browne, & Donaldson, 2016) 
 

The authors also propose a functional definition of gambling related harm: 

òAny initial or exacerbated adverse consequence due to an engagement with gambling that 

leads to a decrement to the health or wellbeing of an individual, family unit, community or 

population.ó 
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Browne, Bellringer, Greer, & Kolandai-Matchett (2017) agreed with this definition, but note 

it does not take into account the importance of whńnau, so suggested changing òfamily unitó 

to òfamily and whńnauó for the New Zealand environment.  

3.4 Financial loss is a key driver of gambling 
harm 

As Langhamõs conceptual framework usefully illustrates, there are many different dimensions 

to gambling harm.  However, there is one component in this framework which warrants 

closer examination, both for its pervasive influence on other harm categories as well as 

because it can be influenced very directly by government policy: financial harm. 

The nature of gambling involves a substantial re-distribution of money: all gamblers 

contribute money to a prize pool, but only a small minority of gamblers take winnings from 

the pool.  Therefore, most gamblers experience a net financial loss; this loss is essentially the 

price the gambler pays for the entertainment value, for the excitement, the hopes and 

dreams.   

For many gamblers, the financial loss is without particularly noticeable consequence, 

especially in the short term; however, for others, the financial losses can be highly significant 

relative to their disposable income and relative to other competing expenditure needs of the 

gambler and his family / whńnau.  Where financial losses and economic harm are significant, 

they often cause or trigger subsequent personal or social harm in one or more of the other 

harm categories set out in Langhamõs model.  Sustained gambling losses can cause significant 

emotional distress, health problems such as sleeplessness or alcohol abuse, they can cause or 

contribute to relationship problems or breakdowns, or may indeed trigger criminal behaviour 

such as fraud or theft to recover losses.  

Even where financial losses and associated gambling harms are not particularly significant at 

an individual level and in the short term, over time and in aggregate they may amount to 

substantial harm.  Recent research has shown that the bulk of the aggregate harm accruing in 

the population is from individuals in the lower-risk categories of gambling, and from people 

affected by someone elseõs gambling (Browne, Bellringer, Greer, & Kolandai-Matchett, 

2017).  

The financial harm to which gamblers are exposed is, among other factors, a direct result of 

government policy choices.  Firstly, financial losses and the number of gamblers who 

experience losses depend on the distribution and size of potential winnings among gamblers: 

the more skewed the distribution of winnings is towards a few very high prizes, the greater 

the number of gamblers experiencing financial loss.  This is exemplified by games like 

Powerball Lotto: a tiny number of multi-million dollar wins and winners are set against 

millions of losers.  Since its introduction in 2001, the NZ Lotteries Commission has steadily 

increased the maximum jackpot of Powerball from $15 million to $50 million, and 

correspondingly created ever increasing numbers of losers.  As the DIA noted, the size of 

jackpots drives Lotto sales7.   

                                                      

7www.dia.govt.nz/press.nsf/d77da9b523f12931cc256ac5000d19b6/3a06349360714c2ccc2580cf00823375!Open

Document 

http://www.dia.govt.nz/press.nsf/d77da9b523f12931cc256ac5000d19b6/3a06349360714c2ccc2580cf00823375!OpenDocument
http://www.dia.govt.nz/press.nsf/d77da9b523f12931cc256ac5000d19b6/3a06349360714c2ccc2580cf00823375!OpenDocument
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Since the distribution and size of maximum winnings is subject to regulatory controls, 

government does have the opportunity to directly influence the number of gamblers who 

experience financial losses. For example, reducing the size of jackpots in Lotto games and 

increasing the number and size of smaller prizes would not only reduce the adverse re-

distributive impacts among gamblers, it might well also reduce overall participation, and 

therefore reduce overall losses. 

Secondly, government controls the òtaxó proportion of gambling expenditure.  By òtaxó we 

refer both to the gaming duties of approximately $130 million which go directly into general 

government coffers as well as the $654 million which are taken from gamblers and re-

distributed from gamblers to the wider community.  If government reduces the amount of 

money taken from the gambling prize pool and thus, from gamblersõ (and their familiesõ) 

pockets, then it will directly and immediately reduce the financial harm experienced, together 

with all the associated subsequent emotional, psychological, relationship and social harms.   

3.5 How do you determine whether gambling 
is harmful?  

For gambling harm service providers to identify harm, the tool most often used is the 

Problem Gambling Severity Index (PGSI). This is a screening tool with which people can 

assess themselves or others and which identifies certain risky behaviours such as gambling 

more money than intended and spending more time gambling than intended. Answers to the 

nine questions generate a score which can be categorised as non-problem gambler, low risk 

gambler, moderate gambler or a problem gambler.  

The PGSI, a common gambling screening tool in use in New Zealand, is primarily based on 

an addiction-based model, rather than a public health approach to assessing gambling harm. 

Recent literature states that the measurement of gambling problems should not focus on 

addiction-like symptoms, but should focus on the negative consequences of gambling 

(Browne, Goodwin, & Rockloff, 2017). This perspective is aligned with a public health 

approach that recognises that the largest component of gambling harm in the community 

may be derived from the larger group experiencing less severe problems, rather than from 

the severely addicted gamblers.   

Browne at al (2017) developed a short gambling harms scale (SGHS) to capture population-

level harm based on feedback from 1,524 Australian individuals who had gambled in the last 

year. The resulting 10-item scale showed strong reliability, uni-dimensionality, external 

validity and measurement invariance. The authors suggest their scale can be aggregated to a 

population level to yield a sensitive and valid measure of gambling harm. Using the scale 

resulted in a prevalence of those experiencing harm twice that of the PGSI, relating to the 

observation that subclinical gambling can still result in significant harm. Using the SGHS, 

rather than the PGSI, would significantly broaden the segment of the gambling population 

that is considered òof concernó.  

The SGHS consists of the following items: 

1. Reduction of my available spending money (Financial) 

2. Reduction of my savings (Financial) 
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3. Less spending on recreational expenses such as eating out, going to movies or other 

entertainment (Financial) 

4. Had regrets that made me feel sorry about my gambling (Emotional/ psychological) 

5. Felt ashamed of my gambling (Emotional/ psychological) 

6. Sold personal items (Financial) 

7. Increased credit card debt (Financial) 

8. Spent less time with people I care about (Relationships) 

9. Felt distressed about my gambling (Emotional/psychological) 

10. Felt like a failure (Emotional/ psychological) 

3.5.1 Who determines whether gambling is potentially 
harming someone? 
All gambling venues must have a policy for identifying problem gamblers and for 

approaching and checking in with gamblers under the legislation. Venues tend to look for 

intensity and frequency of play, emotional behaviour, dysfunctional behaviour and running 

out of money8. However, most anecdotal stories by gamblers on providerõs websites9 or in 

the media10 suggest that despite having serious gambling problems they never had any 

interaction with venue staff.  

The 2016 HLS stated that one half of EGM players in pubs, clubs or casinos said they had 

not had any interaction with staff. A further 29 percent only interacted when they changed 

money, 12 percent said had a general chat and 12 percent said that they were aware venue 

staff recognised them or knew their name. Only 0.3 percent had ever been spoken to by 

venue staff about their gambling.  

Ladouceur, Shaffer, Blaszczynski, & Shaffer, (2017) conducted a systematic literature review 

looking at the empirical evidence underpinning responsible gambling strategies. They 

included three studies on training of venue employees intervening with problem gamblers. 

The authors found that this initiative demonstrates partial effectiveness. 

There is little research available to help inform this training, especially around identifying 

what a problem gambler might look like. Delfabbro, Thomas, & Armstrong in 2016 and 

2017 looked at this issue with Australian gamblers and found: 

Å Six indicators that may help identify problem gamblers - betting AUD$2.50+ per 
spin most times; leaving venue to find more money; feeling sad or depressed after 
gambling; change in grooming/appearance; gambling through usual lunch break; 
putting money back in and keeping playing. The results showed that if someone 
has five or more of these indicators, there is an 89 percent probability of being 
classified as a problem gambler. 

                                                      

8 Indicators of problem gambling taken from SkyCity Problem Gambler Identification Policy available at: 

https://www.skycityauckland.co.nz/about-us/host-responsibility/   

9 http://www.salvationarmy.org.nz/need-assistance/addictions/societys-subtle-killers 

10 https://interactives.stuff.co.nz/2018/01/whos-in-charge-of-michael/  

https://www.skycityauckland.co.nz/about-us/host-responsibility/
http://www.salvationarmy.org.nz/need-assistance/addictions/societys-subtle-killers
https://interactives.stuff.co.nz/2018/01/whos-in-charge-of-michael/
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Å They also found that it was easier to identify female problem gamblers than male. 
This was through distinct behaviours such as reporting emotional distress, 
attempting to access credit and notice a decline in grooming than female non-
problem gamblers. 

Å Males were more likely to display aggressive behaviour towards gambling machines 
and others in the venue. They were also more likely to attempt to conceal their 
presence and attempt to access credit than male non-problem gamblers. 

These studies were limited by using self-reports of behaviours, rather than observations, and 

the findings have not been validated against actual behaviours in venues. 

Some treatment providers use other opportunities to engage those who may be experiencing 

the impact of gambling harm, such as poverty, violence or crime by engaging them through 

other mechanisms such as food banks, other health and addiction services, Police and 

Justice. 

Summary conclusion 

The current shape of service delivery in New Zealand is based around a public health 

model (as set out in the legislation) to address the wider harms caused by gambling, not 

just those for the problem gambler themselves. There is still some debate about the 

gambling harm, and how to measure it. 

The types of harms caused by gambling include financial loss, relationship difficulties, 

distress, cultural harm, reduced performance and even crime.  Financial loss often causes 

or triggers subsequent other harms to gamblers and their families. 

Financial losses experienced by gamblers consist mainly of losses to other (winning) 

gamblers, and losses to Government and the charitable sector.  These losses are in 

principle subject to regulatory control and can be reduced directly by Government policy 

intervention. 

Browne et al. (2017) developed an alternate measure to the commonly used PGSI tool; the 

short harms gambling measure (SGHS) which has the potential to identify a much broader 

segment of the population who are experiencing harm as a result of gambling.  
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4. Gambling is widely available 
across the country 

4.1 Introduction  
This section provides maps of the location of gambling venues in four major cities: 

Auckland, Hamilton, Wellington and Christchurch. Maps of provincial areas of Northland, 

Bay of Plenty, Rotorua and Gisborne are also shown which have high density of EGMs. 

Location mapping is a method of showing how the gambling venues are easily accessible, 

and what appears to be a trend of having a higher density of gambling machines in areas with 

small populations, and/or  areas of high deprivation.  

4.2 Widespread accessibility of gambling 
venues across New Zealand 

There are approximately 3,330 gambling venues in New Zealand; 44 percent are Lotteries 

outlets, 36 percent host EGMs, and 20 percent are TAB outlets. There are six casinos in 

New Zealand, located in Auckland, Hamilton, Christchurch, Dunedin and Queenstown (2). 

Casinos offer EGMs as well as gaming tables. 

EGMs are widely accessible at pubs and clubs around New Zealand. As at 30 September 

2017, there were 15,717 EGMs located at 1,163 venues throughout the country; an average 

of 14 per venue. The maximum number of EGMs allowed in any venue which was in 

operation prior to the Gambling Act 2003 is 18; any new venues are only allowed a 

maximum of nine machines, except where a relocation policy11 has been adopted. 

The New Zealand Lotteries Commission offers a range of products including Lotto, Instant 

Kiwi, Keno, and others. These products are sold from 1,467 outlets across the country (as at 

October 2017). 

The New Zealand Racing Board operates TAB outlets, with venues located throughout New 

Zealand. There are over 600 TAB outlets, including dedicated TAB stores and agents hosted 

in other businesses such as clubs and pubs. 

For the list of venues available, we were able to geocode12 the addresses of 97 percent of 

Lotteries outlets, 83 percent of gaming machine venues, 97 percent of TAB outlets and all 

casinos. 

The maps that follow display the location of gambling venues in four main centres, overlaid 

upon the New Zealand Index of Deprivation 2013 (NZDep2013). The NZDep2013 is an 

area-based measure of socioeconomic deprivation in New Zealand. It measures the level of 

                                                      

11 Under the Gambling (Gambling Harm Reduction) Amendments Act (2013) a Council may adopt a relocation 

policy which will allow venues to move from areas of high deprivation to low deprivation with no loss of the 
number of EGMs they can operate. Without a relocation policy the maximum number of EGMs in any new 
venue is 9.   

12  Geocoding is a process to find the latitude and longitude (i.e. x,y coordinates) of an address. 
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deprivation for people in small areas, based on nine Census variables. Deprivation scores are 

ordered and grouped into deciles; with 1 representing the least deprived areas and 10 the 

most deprived. The deprivation score is often shown as quintiles, with 5 representing the 

most deprived areas. 

For clarity, gaming machine venues and TAB outlets are shown on separate maps of the 

main centres. We have also included a snapshot of some provincial areas to show the 

availability in smaller, less urban communities. 

4.2.1 Location of gambling venues 

Location of gambling venues 

The general picture is one of widespread availability, with large parts of the population 

living in relatively close proximity to gambling venues. 

The maps show concentrations of gambling locations in socially deprived areas, for 

example EGMs in South Auckland (Figure 3) which are not seen in many wealthier 

suburbs. Some deprived areas, such as Eastern Porirua (Figure 7) have very few gaming 

machine venues. 

Maps of provincial areas again show the availability of gambling in many parts of New 

Zealand, with a number of gambling venues in small communities with high deprivation 

(e.g. parts of Northland in Figure 11). 
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Auckland 
Figure 3 Location of gaming machine venues in Auckland 

 
 

Figure 4 Location of TAB outlets in Auckland 

 

Sources: The Department of Internal Affairs, NZ Racing Board, University of Otago 
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Hamilton  
Figure 5 Location of gaming machine venues in Hamilton 

 
 

Figure 6 Location of TAB outlets in Hamilton 

 

Sources: The Department of Internal Affairs, NZ Racing Board, University of Otago 
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Wellington 
Figure 7 Location of gaming machine venues in Wellington 

 
 

Figure 8 Location of TAB outlets in Wellington 

 

Sources: The Department of Internal Affairs, NZ Racing Board, University of Otago 
 










































































































































