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KEY MESSAGES

There are numerous sociocultural barriers for Asian people toped&ssional help fomental health
andaddictions issues, which could delay treatment and allow problems to intensify. General psactice

which carries less stigma and shant@an secondary mental health services, has the potential to
LINEGARS  aSOGGAY3 F2NIFFOAEAGFEGAYI 1aAly LIS2LX SC

Through screening 305 Asian adults enrolled in two GP clinics for gambling, other addemidns
mental health problemshe study had found that

1 around one in five Asian respondents were identified as having problems with gambling
across a spectrum of severity (8.3% 108k, 6% moderateisk and 5.6% problem gambling
as measured byhe Problem Gambling Severity Inde&SI)Overall, the rate of Asian people
with, or at risk of, problematic gambling (19.9%) \&8%c to 14% higher than the results from
the National Gambling StuqiNGShand the Health and Lifestyle Surv@yL.S)In NGS2012-

2015 andHLS2014 and 2016, theates of problem gambling among Asian adults ranged from
0% to 1.3%, moderatask gambling from 1.3% to 2.8%, and {08k gambling from 3.2% to
5.8%.

1 the survey conducted in GP clinics akseealed ceexisting issues amongst moderatsk and
problem gamblers, and 2.6% of survey respondents reported that their family members
gambled a moderate amount.

Theseresults support the notion that primary care can provide an important setting for early
identification of gambling risk and existing issues among Asian aduliermfulgamblingis often
underreported by Asian people due to fear of stigma and embarrassn@wever, the familiar and

trustful settingof Y SNJ £ LINF OGAO0S&a Oly KStL)I G2 NBRdAzOS ! &aAl
to disclose their gambling problems.

A stepped care approach was used in this research to deliver early intervefaidreemful gambling,

other addictions and mental health issues through general practices, ranging fromadigement
(guided sehhelp resource), brief interventions (online webinars, Wellness Services) through to
specialist services (Asian Helplineuaselling serviceslhe study found that the Asian respondents
who had used one or more stepped care services delivered through general practices were people
with mild to moderate mental health and/or gambling problenasd had no or limited experiences

of seeking professional help previously.

These findings provided some evidence that primary céesed stepped care interventions can

increase helgseeking amongst Asian people, especially people with mild to moderate mental health

and addictions needslhe stepped care model helps to increase hefgking by offering greater

choices for Asian people to address their holistic concerns. Othertwaysudy hadused to improve

LaAly LIS2L) SQa F00Saa (2 aSNIA OS aralprcicesdeRiisY RSt A
a familiar and trustful setting for Asian people; removing language barriers by providing services in
multiple Asian languages; reducing stigma of ksdpking by assurance of confidentiality and
anonymity; and reframing the conterdf community education to focus on wellness and -selfe,

rather than focusing on problems. Using a combination of strategies, the intervention prograadne

reached out to a group of aisk people who might not have otherwise sought help.

Key implicatios of the research include:
1 Stigma is a key barrier preventing Asian people from disclosing lthemful gambling and
associated health issues to others. Primary care can provide an important setting for early
identification of gambling risk, hazardousrking, smoking, drug use and other mental health
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concerns amongst Asian adults. Thamiliar and trustful setting of@neral practices can help

G2 NBRdzOS ' aAly LIS2LX SQa FSFENI2F adA3ayl FyR ¥
and coexistingissues.

DSYSNIf LINYOGAOSE |taz2 KIFI@S GKS LRAISydAart Gz
gambling, other addictions and mental health issues. A stepped care approach to deliver early
interventions through general practices improves serviceeasibility by offering greater

choices for Asian people to address their holistic concerns. Improved access to primary and
communitybased services can contribute towards secondary prevention of those at higher

risk of experiencing gambling and mental hirgroblems.

Addressing gambling, mental health and other addiction issues at primary healthcare level can
potentially reduce stigma and discrimination attached to these issaed, facilitate early
help-seeking fomat-risk people who may not have others® sought help.

Developing and delivering culturally and linguistically responsive early interventions through
ISYSNIf LINF OGAOSa OFy AYLINRGS !'aAly LIS2LX SQa
Greater collaboration between GP clinics and community health and social service providers

can help to develop innovative approaches to health education, promotion and service
delivery, which can result in improved health outcomes and efficiency.



EXECUTIVE SUMMARY

The overall aims of this research were to design and evaluate an innovative service model to facilitate
early identification of gambling problems and -ewisting issues, and to improve access to
interventions among Asian people in primary cdreereseart project has two parts. Part 1 involved
conducting a survey to identify the extent of gambling problems, other addictions, and emotional
distress amongst a sample of Asian adults enrolled in GP clinics in Auéktahdation of this part of

the researchwas to identify whether primary care can provide a setting for early identification of
gambling problems for Asian people.

In Part 2,early intervention resources/services were developed, promoted and delivered through
general practices to facilitate AsiadS 2 LS SQ& | OO S & aharinfilgainpliigaidddngntali A 2 y &
health issues. A followp survey was delivered to 165 participants who had provided valid contact
details in the initial survey, to find out if they had used any of the interventions pedyahd to assess

if there had been any change in their levels of gambling risk and emotional wellbeing since the initial
survey. Evaluation of this part of the research was to identify whether primary care can provide a
aSOGGAy3 T2NJ AYlIsI®egsio/iderveniiohd: y LIS2 LY SQ

Summary of Part 1 research

1 A survey was conducted in two GP clinics in Auckland. The target population were Asian
people aged 15 and above enrolled in the clinics. A total of 305 completed responses were analysed.
Survey results showed that around one in five Asian respondentsidentified as having problems
with gambling across a spectrum of seveaty measured byffhe Problem Gambling Severity Index,
PGSI&.3% lowrisk gambling (PGSt2), 6% moderateisk gambling (PGSH+73 and 5.6% problem
JFrYotAy3d ot D{L weyg comparedtvititha GamNids) datkes dbtained from national
gambling studieghe Health & Lifestyle Survey and the NZ National Gambling Study.

1 Overall,the rate of Asian people with, or at risk dfarmful gambling (19.9%) found in the
study conducted in general practices wb8% to 14% higher than the results from the National
Gambling Study and the Health and Lifestyle Suivethe NZ Nation Gambling Study 262215 and
the Health and Lifestyle Surv@p14 and 2016, the rates dfarmful gamblingamong Asian adults
ranged from 0% to 1.3%, moderatisk gambling from 1.3% to 2.8%, and dosk gambling from 3.2%
to 5.8%.

1 The survey in GP clinics had also identifiegéxisting emotional distress, hazanas drinking
and smoking among Asian respondents with modetnddk or problem gambling. Over half of
moderaterisk gamblers (52.9%) reported high or very high levels of emotional distress. Approximately
35.3% ofproblemgamblers and 27.8% of moderatisk gamblers reported that they had had six or
more drinks on one occasion in the past 12 months, and one in four (23.5%) problem gamblers were
smokers.

1 Theseresults suggest that primary care can provide an important setting for early
identification of garbling risk, hazardous drinking, smoking, drug use and other mental health
concerns among Asian adultdarmfulgambling is often undereported by Asian people due to fear
of stigma and embarrassment; however, the familiar and trustful settinggnéral gactices can help
G2 NBRdzOS ! &aAly LIS2LXSQa FSFENJ2F adA3ayl FyR FI O,
associated health issues.

1 Helpseeking for harmful gambling and other addictions among the survey respondents was
very low. Only two rgsondents had sought help in the past 12 months to reduce or stop gambling,



two had sought help to reduce or stop drinking, four had sought help to stop smoking and none had
sought help to stop norescription drug use. In comparison, more respondentsl@).had sought

help for emotional distress, and those with higher emotional distress were more prepared to seek

help than those with lower levels of distress. These results indicate that there is a strong need for
support to increase helgeeking and earlintervention for harmful gambling and other addictions,
alongside psychoeducation and support services for affected others in the family. Part 2 research was

G2 SELX 2NB AF LINAYINE OFNB KIFa GKS L0 &ofassdh | £ G2
to interventions.

Summary of Part 2 research

1 Astepped care approach was used in Part 2 research to deliver early interventions for harmful
gambling and mental health issues through two GP clinics, ranging frormaetigement (guided
selfhelp resource), brief interventions (online webinars, Wellh&ervices) through to specialist
services (Asian Helpline, counselling services). A falfpaurvey was conducted two to four months
after the initial survey to those respondents who had given contact details, to explore whether they
had used any speciatd services provided, and their satisfaction ratings of any services that they had
used.

1 The followup online survey was sent on August 12, 2021 to 165 participants who had
provided valid email addresses and consented to folignduring the initial surey. Survey Monkey
analytics showed that 77% had started the survey within the first few days. However, five days after
the follow-up survey was launched, the COMI®Delta outbreak had plunged Auckland into lockdown
between August 17 and December 3. gk a much more contagious variant of coronavirus. In the
YARalG 27F ! dzO f -39 Rotkdowri, ARG Fréndliie workers Indxl observed that Asian
people were finding this lockdown more challenging than those they had endured previously. There
was inceased pandemicelated anxiety and mental distress, feelings of isolation and vulnerability, as
well as uncertainty and worries about the future. Under these circumstances, taking part in the follow
up survey did not seem to be a priority for the majontiythe potential survey participants.

1 Due to the prolonged lockdown and the uncertainty about when restrictions in Auckland could
be eased, the survey was ended on September 10. Of the 165 emails which were successfully sent, 20
(12.1%) completed respoes were received: 88.2% were ngamblers, 11.8% lowsk gamblers and
none were moderateisk gamblers or problem gamblers. Five out of the 20 respondents (25%) had
used specialised services provided through general practices. As the respodikntst represent
the full spectrum of gambling severity, an evaluation of the extent oftiek; moderaterisk and
problem gamblers accessing specialised services through general practices was unable to be
conducted.

1 Preliminary analysis of the five respondemtho had used specialised services was made.
They were identified as having mild (n=1), moderate (n=3) to very high (n=1) levels of psychological
distress as measured Byhe Kessler Psychological Distress $kdle), and three of them were also
low-risk gamblers (measured by PGSI). The services that they had used included: AFS Wellness Services
(4), Asian Helpline (2), counselling services (2) and guidetdedplfesource (1). The majority were
highly satisfied or extremely satisfied with the services timay had used. Looking into their initial
survey results, their help seeking sources were more limited: only two had sought hela feonily
doctor or counsellor for their emotional issueBhese early findings provided some evidence that
primary carebased stepped care interventions can increase fspking amongst Asian people,
especially people with mild to moderate mental health and addiction needs.



1 There are numerous sociocultural barriers for Asian peaglekingsupport. In particular,
seeking pofessional help fomental health or addiction issuesan carry stigma and shame, which
could delay treatment and allow problems to intensify. A combination of strategéesused in this
researchtoincrease hep SS1 Ay 3 YR AYLINRBGS ! aiAly LIS2L) SQa |

O

0 General practice carries less stigma and discrimination than secondary mental health
services. Providing early intervention for harmful gambling through general practices
helped reducestigma of helpseeking amongst Asian people

0 The stepped care model hp#d to increase hekseeking by offering greater choices for
Asian people to address their holistic concerns.

o Providing services in multiple Asian languages helped to remove language barriers.

0 Assurance of confidentiality and anonymity helped to redudgsa of helpseeking.

1 Evaluation of the webinar series was done by running live polling questions during each
webinar to gather immediate responses from the attendees. Each set of polling questions measured
different target outcomes relevant to the prested webinar topic.Attendees answered each
guestion by providing their answers on a-fifint rating scale. The intended outcomes were that
attendees would achieve average scores of at least 6 out of 10 in the nine poll questions provided.

1 Atotal of 20 @rticipants attended webinar 1, 22 attended webinar 2 and 16 attended webinar
3. The analysed data showed thafter attending the webinarsattendees had:

0 at least moderate understanding of the impacts of harmful gambling

0 atleast moderate awareness tife warning signs of harmful gambling

o0 alotofincrease in knowledge on how to prevent and minimise gambling harm and where
to get professional help

o the skills for managing stress and sgdife introduced in thavebinarwere extremely
helpful.

1 Afterthe webinars, webinar presentgreviewed the webinar content and madee following
suggestions for consideration in the planning of future webinars:

o reframing the content to focus on wellness and smfe, rather than focusing on
problems; use gamblings a case study to showcase the negative effects

o Promote the guided selielp resource across multiple channels

o Prerecordings and a tracker to see the number of views can give us an idea of reach and
allow people to access this content in their own time

0 Avoid delivering the webinars at dinner tingavhich is usually family time.

Key implications of the research include:

9 Stigma is a key barrier preventing Asian people from disclosing liaemful gambling
behaviourand associated health issues to others. Primary care can provide an important
setting for early identification of gambling risk, hazardous drinking, smoking, drug use and
other mental health concerns amongst Asian adults. Tdmiliar and trustful settingof
gSy SNJ f LIN} OG6A0Sa OFly KSftL) 42 NBRdAzOS !'aAaly L
disclose their gambling problems and-existing issues.

T DSYSNIf LINFOGAOSaE Ffaz KIFI@S GKS LRIOGSYydGAlLt (2
gambling, oher addictions and mental health issues. A stepped care approach to deliver early
interventions through general practices improves service accessibility by offering greater
choices for Asian people to address their holistic concerns. Improved accesmoypand

10



community-based services can contribute towards secondary prevention of those at higher

risk of experiencing gambling and mental health problems.

Addressing gambling, mental health and other addiction issues at primary healthcare level can
potentially reduce stigma and discrimination attached to these issues, and facilitate early
help-seeking foat-risk people who may not have otherwise sought help.

Developing and delivering culturally and linguistically responsive early interventions through
ISYSNIf LINFOGAOSa OFy AYLINRGS !'aAly LIS2LX SQa
Greater collaboration between GP clinics and community health and social service providers
canhelp to develop innovative approaches to health educattmglthpromotion and service

delivery, which can result in improved health outcomes and efficiency.
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1. INTRODUCTION

The Government Inquiry into Mental Health and Addictiopart (2018) identified the need to
transform the primary care sector, with a strong policy focus on supporting primary and community
providers to deliver more and different services for people with mental health and addiction needs,
particularly people wh mild to moderate and moderate to severe mental health and addiction needs.
The upcoming health sector reforms also recognise the need to transform the primary healthcare
system and to improve equity of access to care (Department of Prime Minister aimtbC&021).

The initiative developed and tested in this research can contribute to this chamgeigust2019,
Asian Family Services (AFS) gained a research contract funded through the Ministry of\@&ljh
Gambling Innovation Research and Evaluation Fund to develop, dalikevaluate new services for
treatment and recovery fopeople athighrisk of gambling harm This reportpresents the research
that was undertaken todevelop and test an initiative to enable early identification of harmful
gamblingand coexisting issueamongst Asian people in primary healthcare settings, and to develop
and deliverresourcesand servicego facilitate their access to, and utilisation of, gambling harm
minimisation interventios and related professional support services.

11 RATIONALE

1.1.1  Harmful gambling isa problematic issuén Asian communitiesvith many barriers to help

seeking
DFYofAYy3 A& I LINRoOotSYFGAO AaadzsS Ay bSg %SIHflIyRQa
impacts of harmful gambling on Asian people, families and communities include decreased quality of
health, declines in work productivity or study performancemotional and financial stress,
NEflFGA2yaKALl oNBI {R2¢gys OKAfRNBY o0SAy3a yS3atSoas
money from loan sharks, engagement in criminal activities, and domestic violence (Keen et al., 2015;
SobrunMaharaj, Rossen &/ong, 2012; Wong & Tse, 2003). The factors contributing to gambling
addiction are multiple and complex. Asian people living in a Western country, especially recent
migrants, ardikely to bevulnerable to harmful gambling because they face many challesiggs as
immigration and settlement stress, isolation, loneliness, boredom, language barriers, unemployment
or underemployment,and housing and financial difficultied4any problem gamblers tend to use
gambling as a form of escape from their problems (Ada% 2015; Tse, Wong & Chan, 2007).

Although Asian people are at high risk for developing harmful gambling, they are-tepesented

at treatment services (Gibb & Cunningham, 2018; Ho, 2013; Mehta, 2012; Sidlaharaj et al, 2012).
Language barriers,ab knowing where to get help, and cultural barriers such as shame and stigma
associated with admitting problems and seeking help, have been identified as key barriers to Asian
LIS2 L) SQa | 00Saa (2 KFENXY YAYAYAZ&Al (wieey Res&aihedSa |y
also found that Asian people with problem gambling mostly seek help from their immediate and
extended families, friends, workmatesind employers. They often also turn to their general
practitioners (GPs) for physical symptoms or Healtoblems, but view seeking professional help from

a counsellor or a psychologist as the last resort (Tse, Wong & Chan, 2007). Accordingly, there is a
strong need for initiativeor supportto increase helgseeking and early intervention, and these
include new models of service delivery within primary healthcare settings.

1.1.2  GP clinics could act a& critical early detection poinfor Asian people to access wider
intervention services

Primary care is the first level of contact of individuals and famikdgth the health system

(International Conference on Primary Care, 1978). In recent years, significant policy attention has

12



focused on integrating service delivery across primary, commuamty secondary services (Cumming,

2011). For example, Mental HéaK / 2 YYA &da4A 2y Qa . f dzSLINAY G LL O HAMHI
mental health and addiction issues in primary care and proposed a stepped care approach to enable
people to move to different levels of care as their needs change, frortamdfandacross primary,

community and specialist services to get the best possible outcomes. This approach creates
opportunities for collaboration between GPs, psychiatrists, counsellmmd community workers

(Kates et al, 1997, 2018). The report on The Governrrequiry into Mental Health and Addiction

(2018) also made recommendations to support primary care providers to develop more accessible
ASNIAOSE F2N) LIS2LX S gA0GK YSyidlf KSFfGK FYR FRRAC
i.e., people wih mild to moderate and moderate to severe mental health and addiction needs.

Within Asian communities, cultural barriers such as shame and stigma are key barriers to seeking
mental health and addiction treatment services (SobMaharaj et al., 2012). Uginprimary care

carries less stigma and discrimination than using secondary mental health and addiction services. Thus,
primary care has the potential to enable earlier detection of gambling @hér addictionissues

facing Asian people and to improve thaccess to appropriate services, including secondary services.

The initiative developed and tested in this research involved screening Asian adults for gambling, other
addictiors, and emotionalwell-beingat GP clinics, and facilitating them to acceswises across the

spectrum otharmfulgambling behaviour, rather than just services for problem gamblers only. As such,

the initiative broadens the target group for early intervention to include people with low to moderate

risk of harmful gambling. ThisysSO0Saalk NBE 06SOlFdzaS al & | L2 Lz | GA 2\
I OONMzA y3 G2 GK2aS 6K2 NB y20 ySOSaalNARfe& LINROT .
intervention resources developed in this research were designed with relevant culturatiatsend

delivered in specific Asian languages that could further improve access to services.

1.2 RESEARGCBVERVIEW

Theoverallaim of thsresearchwasto design and evaluate an innovative service model to facilitate
early identification of gambling problemand ceexisting issuesand to improve access to
interventions among Asian people in primary ca@ainly GP clinicsYheresearch project has two
parts. Part 1involved conductinga survey toidentify the extent of gambling problems, other
addictions andemotionaldistressamongsta sample ofAsian adults enrolled in GP clinics in Auckland
In Part 2, early intervention resources were developggromoted and delivered through general
LINy OGAO0Sa G2 FILOAtAGIGS 1aAly LIS2LX SeanddtherOSaa 1 ;
professional support serviceA. followup survey wasonductedtwo to four months afterthe initial
surveyto assesshangesn LJ- NI A Qeelslofygainblidg risknd emotionalwellbeing The survey
also asked if the participants had used apecialised interventionand supportfor their mental
health issuesand addictionsEvaluation of the research wasdertaken to determinewhether the
aimsof the research were being metas well as to review the process of project delivery

The original duration of the research was from August 2019 to September 2021. However, the COVID
19 pandemic and lockdowrestrictions in 2000 had posed considerable challenges to the research.
New Zealand (NZ) reported its first COXBDcase on February 2802. In March, the government
introduced a foudlevel alert system. A countiwide level 4 lockdown was implementeativeen

March 25 and April 27. This was followed by a slightly less restrictive level 3 lockdown untiBMay
While lockdown restrictions were eased after May 2020, GP clinics had operated under considerable
pressure amidst concerns about health professignand patients contracting the virus through in
person clinical interactions. Physical distancing and health and safety measures were introduced. Due
to the uncertainties created by the pandemic, the research project was put on hold in 2020.

13



Throughout2020, the research team had closely monitored the rapidly changing CIS\duation.

In consultation with the MOH, we explored how we could conduct the research safely during the
pandemic, including adapting the survey delivery format froppénson to anline, and using other
methods of delivering intervention services such as videoconferencing, webinars and online resources,
instead of faceo-face intervention service3.he research project resumed in 2021 with the end date
amended to November 30, 202The revised project timeline is presentedtite GanttChartbelow

(Hgure 1.
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Figure 1 Revised project timeline

2019 2020 2021
ACTIVITY Aug | Sept | Oct | Nov | Dec Jan | Feb Mar | Apr | May | June| July | Aug | Sept | Oct | Nov
Preparationg design survey
guestionnaire; confirm
collaboration for recruitment of
Asian patients from GP clinics;
submit ethics application
Initial surveyg adapt survey to
online; finalise participating GP Research LOCK
clinics;launch the online survey; activities

DOWN

collect andanalyse survey data suspended
Intervention¢ design & produce a due to the
guidedselfhelpresource; prepare
& deliverMaintaining Wellness COVIDl?
Webinar Seriegollect feedback pandemic
from webinar attendees

Followup survey develop follow
up survey questions; launch the COVIBL9

onlinefollow-up survey; collect & LOCKDOWI
analyse survey responses

Evaluationg measure if theaims of
the research are mgputcome COVIDL9
evaluation) ass_,es:whe_ther the LOCKDOWN
process of project delivery has
worked (process evaluation)

Final report, resource developmen COVIBEL9 LOCKDOWN
and dissemination of findings
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Research activities in the first eight months of 2021 were on track, except the two lockdowns in
February which had caused some delay in the launch of the initial survey. From August 2021, however,
the COVIEL9 Delta outbreak had plunged Auckland into $artdevel 4 lockdown between August 17

and September 21, followed by a level 3 lockdown until December 2. This prolonged lockdown had
greatly impacted on the followp survey implementation, and some of the evaluation activities. The
number of participarg/users in each research activity of the project is summarised in Table 1 below.

Table 1 Number of participant&isersin each research activity
ACTIVITY NUMBER OF PARTICIPANBERS
Initial survey
Providedcompletedresponses 305
Provided contact details for followp survey 176
Intervention
Guided sethelp resource Not recorded the Resourcewas freely available
online andat participating clinics
AFS Wellness Services ~200250 per month the Service was available at
one participating clinic
Webinar 1 20
Webinar 2 22
Webinar 3 16
Followup survey
Provided valid email addresses to receive the sunf 165
Provided completed responses 20
Used specialised services 5

Thenext two sections detail theesearch desigractivities, results and evaluatia@f the two parts of
the research projeciThe final sectiomliscusseshe implications of the research for policy afudure
provision and development gfrimary carebasedinterventions and supportfor Asianpeople
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2. GAMBLING PROBLEMS AMONG ASIAN PEOPLE IN PRIMARY
CARE

In Part 1 ofthe research a survey was conducted identify the extent of gambling problems, other
addictions, and emotional distref®m a sample of Asian adults enrolled in two GP clinics in Auckland.
Evaluation of this part of the research was to identify whether primarg can provide a settinpr

early identification of gambling problems for Asian pegle well as to review the process of survey
deliveryto identify the learnings for future improvementghis section outlines the survey design and
presents the surveyesults Following this, the methods used to condutie evaluation and the
evaluation findings are presented adiscussed.

2.1 INITIAL SURVEY DESKND METHOS

The aim of theinitial survey was taexplore the extent of gambling problems, othaddictiors,
emotionaldistress and helpseeking behaviour amorg sample ofAsian people agedSlyears and
overwho were enrolled in GP clinics in AucklaB&causeChinese|ndian, and Korean are the three
largest ethnic subgroups within the Asian popgida in AucklandGP clinics with high Chinese, Indian
or Korean patient enrolmentvere the preferred research sitesThe target was to collect 250
completed survey responses.

2.1.1 Participating clinics

Four GP clinics with high Asian patient enrahtni@cated innorth, central and south Auckland were
invited to take part.Clinic A was thdirst clinicagreed to engage in the researdtocated innorth
Aucklandthe dinic is a onestop medical centre withigh Chinese and Korean patient enrolment.
2016, AF$ormed a partnership with this cliniszvhen a counsellor from AF8asplaced in the clinic
once a week to provide counselling and support services to Asian patienteereoeferred by their
GPs. In @21, the service wagxpanded andenamedTe Tumu Waioragr AFS WellnesServica (see
section3.1.3).

The CEO of Clinic A was first approached in October &0d® thesurvey She was very supportive
andagreed to assighe recruitment of Asian patients enrolled in the clinic to take part in the survey.
When theresearch restart in 2021 with the survey delivery format changed frepeinson to online,
the CEQreconfirmed her interest in participating in the survey.

Two GP clinics icentral Aucklandwith high South Asian patient enrolment had also confirmed their
participation in 2019. However, when we approached them again in March 2021, they informed us
that they were no longer able to help us recruit patients from their clinics d@Q¥1B19 constraints.
Subsequently, the research team sought assistance from a contA&Ssfho workedin an Auckland

based primary health organisation (PHO). This PHO serves the largest South Asian population enrolled
in GP clinics in &l Zealand Throwgh this contact, we were introduced to the practice manager of
Clinic Bn south Auckland. Tis clinic has a growing South Asian patient enrolment because they have

a dedicated doctor who speaks English and Tabitproject coordinator visitedhemin April 2021

and spoke to the practice manager, docoand nurses about ouresearch Collaboration withthe

clinic was established after the visit

2.1.2  SQurvey questiomaire
A survey questionnaire was created. It consists of six sections:

SectionA: General Informatiorg gender, ethnic group, aggroup, country of birth, relationship status,
residency status, employment status, highest educational qualificaiaglish proficiency
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SectiorB: Psychological wellbeingThe Kessler Psychological Distress $Kd@was used as a brief

screen to identifyrespondensQ f S@St a 2 F R AseinieNBha K10 scile conkiSs ofild YS 2 F
guestions about emotionaltates, each with a fivdevel response scale (All the time=5, Most of the

time=4, Some of the time=3, A little of the time=2, None of the time=1). Scores of the 10 items were
summed to yield a minimum score of 10 and a maximum score of 50. Low scoregeradie levels

of emotional distress and high scores indicate high levelgrmbtional distress.Respondentavere

alsoasked if they had sought help in the past 12 monihsleal with theiremotional distress, and

their helpseeking sourcese(g. friend, family, GP, counsellor, alternative remedies, community,
information fromnewspaper, TV, website and socizdiaplatforms)

SectionC Gambling in the househotdThe Problem Gambling Sevelitdex(PGShvas used as a brief
screen to identiffNB & LJ2 yl&vds/ofyamBlingrisk over the past 12 months. The scale consists of

9 questions, each with a fivievel response scale (Never=0, Rarely=1, Sometimes=1, Often=2,
Always=3). Scores of the 9 items weuvensned to yield a minimum score of 0 and a maximum score

of 27. Low scores indicate low levels of gambling risk and high scores indicate high levels of gambling
harm. Respondentsvere also asked other members in the household had gambled in the past 12
months, whether they had sought hetp reduce or stoggambling and the hekgeeking sources.

SectiorD: Alcohol use In this sectionrespondens were asked if they had a drink containing alcohol

in the past 12 monthdow many drinks they had on a typiaday when they were drinking, and how
often they had six or more drinks on one occasion. Participants were also asked whether they had
sought helpto reduce or stop drinkingh the past 12 months and the heffgeking sources.

SectiornE Substance useRespondents were askdubw many cigarettegthey snoked on an average
day, whether they had sought help to stop smoking in the past 12 motitai help-seeking sources
whether they had ever used neprescription drugs for recreational pposes, whether they had
sought help to stop taking drugs in the past 12 months and the-begking sources.

SectionF: Preferences towards using online servigca@dis section was added to the survey to provide
information about whether it was feasiblend appropriate to deliver intervention services by
webinars and other online resourceQuestions included(a) whether respondeits had accessto
smartphone, broadband internet connection, tablet, laptop, personal computery(igt attracted
them to use amline services; (ayhat hinderedthem from usingonline services; (dheir likelihood of
usingselthelp resourcespnline coaching, peer support forum, webinansd online counsellingand
(e)their preferencesfor social media platform&.g. Facebook, Instagram, WeChat, WhatsApp)

When the English version of the questionnaire was finali@gopendix 1) it was translated into
Chinese, Korean and Hin@ippendices 2).

2.1.3  Online survey delivery platform

In changing thesurvey format from irperson to online, the research team had considered Survey
Monkey, Red Cap and Qualtrics, and decided toQusaltricsto conduct the online survey. Qualtrics
was considered most appropriate because it waalldw us tosecurely collect survey data and upload
the survey in four different languageisicluding English, Chinese, Korean and Hindi.

The English version of the survey questionnaire was uploaded onto Qualtrics firsay®be of the
guestionnaire was reviewedtensure that itwasuser friendly and that all the questions/items were

clear when viewing the questionnaire on a smartphone, tablet, or compiites. branch logic of the

guestions was carefully laid out. This meant that if soespondentsansweredoneve€ or onog to a
OSNIFAY ljdSatAaz2y o0Sd®3d aLYy GKS LI ad wmu Y2ydkKaz |
they would not see any of the followp questions as they would not be relevant. When the survey
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flow was finalised, the Chineg¢orean and Hindi translations were uploaded. Survey respondents had
the opportunity to choose their language preference at any time while completing the questionnaire.

Finally,a pilot test was conducted to check for potential technological is¢eigsdownload time and
interface compatibility) and that all instructions were clear and adequate, ordering of the questions
was appropriate, anthat there were no errors in the Chinese, Korean and Hindi transkation

2.1.4 Survey distribution methods

Initially, the online surveyvas to be launchetb Clinic Aafter Lunar Newy ear(around midFebruary
2021). Butwith Auckland going into twinckdownsg(Februaryl4-17,andFebruary28to March?7), the
surveylaunch was dferred to March 1 2021 A text message as sent byClinic Ato their Asian
patients informing them of the survey. Eligible respondents weatients enrolled in Clinic A,
belongedto any Asian ethnic groupged B years or over and were able to provide informed consent.
Thoseinterestedcould wse the survey link provided to take part.

Responses to the survey was low in the first week. After Auckland moved to alert level 2, posters and
flyers were provided to Clinic A to distribute to patients coming into the ¢lamid the survey was also
advertised ortheir website Clinic A also asked us to send them paper copies of the sUitveywere
distributed by cliniadeceptionists toAsianpatientswhile they were waiting to see the doctor. Online
suvey numbers increased in the second week. By the third week, around 200 participants had
completed the online survey, and about 10 paper copies were also collected.

The surveyn Clinic A closed on April 30. A total of 434 recorded responses were edll€ztthe 434
responses, 153 survey responses were incomplete and 281 were complete. Of the 281 complete
responses, 260 were eligible. The 21 responses which were ineligible included eight who were not
registered patients, seven did not belong to any Agéhnic group and six undebyears of age. The
ineligible responses were removed from data analysis. Among the 260 participants who provided
eligible responses, 149 provided their contact detail for follqpvcontacts.

For Clinic B, the survey was lated on May 32021 Unlike Clinic A which has an established system

of communicating with patients using text messages, Clinic B did not have such a system and so only
those patients who visited the clinic could see the poster and know about the sunteyedted
patients could either scan a QR code that linked to the online survey or asked for a paper copy of the
survey to completeln order to increase survey responses, from w8elClinic B practice manager
kindly helped to distribute paper survey quesnaires to patients of Asian backgrounds in the clinic

and encouraged them to complete the survey while they were waiting to see the doctor. Following
this, survey numbers started to pick uphesurveyin Clinic B closed on June.30

Sixtytwo recordedresponses were collectedn Clinic BSeventeersurvey responses were ineligible,
including four who were not registered with the clinic, and 13 with incomplete responses. The
ineligible responses were removed from data analysis. Among the 45 who pralidibde responses,

27 (60%) provided their contact details for follay contacts. In total, 30Bligiblesurvey responses
were collectedrom the two clinics This number has exceeded the target of 250 set for the research.

2.1.5 Data analysis
Survey data were entered into Excel spreadsheets and analysed using descriptive statistics
descriptive comparisons of Asian ethnic group responsegjantbling riskevels.

2.2 INITIAL SURVEY RESULTS

2.2.1 Survey participant charactestics
A total of305respondens completed the full survey60 85.2% from Clinic A and5 (14.8%)from
Clinic BForty-three percentwere male 56.7%femaleand 03% preferred not to say. Thiree largest
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ethnic grous were Chinese 44.6%),Korean 87.7%6)and Indian 10.5%) Other ethnicities included
CambodianFilipino,Indonesian,JJapanese, Malaysiaand Sri Lakan (Table 2)

Table2 Participant characteristics by Asian ethnic groups (N=305)

o o Chinese Korean Indian Other Total
Participant characteristics N % N %l N %l N % N %
Gender
Male 59| 43.4| 56| 48.7 8| 25.0 8| 36.4| 131 | 43.0
Female 76| 559| 59| 51.3| 24| 75.0| 14| 63.6| 173 | 56.7
Prefer not to say 1 0.7 0 0.0 0 0.0 0 0.0 1 0.3
Total 136 | 100.0| 115| 100.0| 32| 100.0| 22| 100.0| 305 | 100.0
Age group
15-19 years 3 2.2 6 5.2 1 3.1 2 91| 12 3.9
20-29 years 15| 11.0| 21| 183 8| 25.0 3| 13.6| 47| 154
30-39 years 71| 52.2| 27| 235 9| 28.1 7| 31.8]| 114| 37.4
40-49 years 33| 243| 34| 29.6| 10| 31.3 7| 31.8| 84| 275
50-59 years 7 51| 16| 13.9 2 6.3 2 9.1| 27 8.9
60-69 years 5 3.7 8 7.0 2 6.3 1 45| 16 5.2
70-79 years 2 15 3 2.6 0 0.0 0 0.0 5 1.6
Total 136 | 100.0| 115| 100.0| 32| 100.0| 22| 100.0| 305 | 100.0
Country of birth
New Zealand 8 5.9 6 5.2 4| 125 2 9.1| 20 6.6
China 117 | 86.0 0 0.0 0 0.0 0 0.0| 117 | 384
South Korea 0 0.0 | 107 | 93.0 0 0.0 0 0.0| 107| 35.1
India 0 0.0 0 0.0| 14| 4338 0 00| 14 4.6
Sri Lanka 0 0.0 0 0.0 0 0.0 6| 27.3 6 2.0
Philippines 0 0.0 0 0.0 0 0.0 4| 182 4 1.3
Hong Kong 2 1.5 0 0.0 0 0.0 1 4.5 3 1.0
Other 8 5.9 2 17| 14| 438 9| 40.9| 33| 10.8
Not stated 1 0.7 0 0.0 0 0.0 0 0.0 1 0.3
Total 136 | 100.0| 115| 100.0| 32| 100.0| 22| 100.0| 305 | 100.0
Year of arrival to New Zealand
(for participants born overseas)

Before 1980s 0 0.0 2 1.8 1 3.6 1 5.0 4 14
19801989 6 4.7 2 1.8 4| 14.3 1 50| 13 4.6
19901999 13| 10.2| 23| 21.1 2 7.1 0 0.0 38| 133
20002009 42| 328| 41| 37.6 8| 28.6| 11| 55.0| 102| 35.8
20102019 65| 50.8| 39| 358| 13| 46.4 7| 35.0| 124 | 435
2020 andafter 1 0.8 2 1.8 0 0.0 0 0.0 3 11
Not stated 1 0.8 0 0.0 0 0.0 0 0.0 1 0.4
Total 128 | 100.0| 109 | 100.0| 28| 100.0| 20 | 100.0| 285 | 100.0
Relationship status

Single 20| 14.7| 27| 235 4| 125 6| 27.3| 57| 187
De facto relationship 7 5.1 6 5.2 1 3.1 2 9.1| 16 5.2
Married 101| 743| 75| 65.2| 23| 71.9| 14| 63.6| 213| 69.8
Separated 1 0.7 4 35 2 6.3 0 0.0 7 2.3
Divorced 5 3.7 2 1.7 2 6.3 0 0.0 9 3.0
Widowed 0 0.0 1 0.9 0 0.0 0 0.0 1 0.3
Not stated 2 15 0 0.0 0 0.0 0 0.0 2 0.7
Total 136 | 100.0| 115| 100.0| 32| 100.0| 22| 100.0| 305 | 100.0
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Chinese Korean Indian Other Total

Participantcharacteristics

N % N % N % N % N %

Residence status
NZ citizen 36| 265| 44| 383| 19| 594| 12| 545| 111| 36.4
Permanent resident 88| 64.7| 55| 47.8 71 219 8| 36.4| 158| 51.8
Work visa holder 11 81| 14| 122 6| 1838 2 9.1| 33| 10.8
Student visa holder 0 0.0 2 1.7 0 0.0 0 0.0 2 0.7
Family sponsored migrant 1 0.7 0 0.0 0 0.0 0 0.0 1 0.3
Total 136 | 100.0| 115| 100.0f 32| 100.0| 22| 100.0| 305| 100.0
Employment status
Fulltime employment 71| 522| 50| 435| 20| 625| 11| 50.0| 152| 49.8
Parttime, temporaryor

casual employment 17| 125| 19| 165 3 9.4 3| 13.6| 42| 138
Selfemployed 16| 11.8| 16| 13.9 2 6.3 1 45| 35| 115
Not in paid employment 23| 169| 22| 191 2 6.3 3| 136| 50| 16.4
Other 9 6.6 8 7.0 5| 15.6 4| 18.2| 26 8.5
Total 136 | 100.0| 115| 100.0f 32| 100.0| 22| 100.0| 305| 100.0

Highest educational

achievement or qualifications
No formal school qualificatiory 0 0.0 0 0.0 3 9.4 0 0.0 3 1.0
NZ secondary school

qualification 5 3.7 9 7.8 2 6.3 4 18.2| 20 6.6
Overseas secondary school

qualification 3 29 7 6.1 2 6.3 6| 27.3| 18 59
Certificate or Diploma 25| 184| 10| 87| 9| 281| 4| 182 48| 157

I OKSf 2ND3a 58| 68 50.0 61 53.0 10 31.3 4 18.2| 143 46.9
t 2a G 3INIF Rdzl G Sk

Doctorate Degree 34 250 23 20.0 5 15.6 3 13.6 65 21.3
Other 1 0.7 4 3.5 1 3.1 1 45 7 2.3
Not stated 0 0.0 1 0.9 0 0.0 0 0.0 1 0.3
Total 136 | 100.0| 115| 100.0| 32| 100.0| 22| 100.0| 305 | 100.0
Englishproficiency
Do not speak English 0 0.0 3 2.6 0 0.0 0 0.0 3 1.0
Speak English poorly 29 21.3| 41 35.7 1 3.1 0 0.0 71 23.3
Speak enough English to

express health needs 70| 515| 35| 304 2 6.3 8| 36.4| 115| 37.7
Speak English very well 37| 272| 36| 31.3| 29| 90.6| 14| 63.6| 116| 38.0
Total 136 | 100.0| 115| 100.0| 32| 100.0| 22| 100.0| 305| 100.0

Acrossthe three man ethnic groupsa majority of Chines@7.5%) and Indian (84.4%&spondens
were between 20-49 yearsof age.A majority 85.5% of Koreanrespondens were between 20659
years of age

A majority(93.1%) of survey respondents/ere born overseasOnly 6.6% were born in New Zealand
(NZ).Of those born oversea83.6%o0f Chineser5% oflndianrespondens arrived to NZ between
2000-2019 The majority 94.5% of Koreanrespondens arrivedio NZbetween 19962019

The majority(88.26)0of survey respondentaiere NZ citizens opermanent residents18.8% of Indian
respondents were work visa holders; the corresponding percentages dozak and Chinese
respondents were 12.2% and 8.1% respectively.
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A majority (75%) of survey respondents were married or in a de facto relationship. About a quarter
(23.29 of Korean respondents were single, compared to 14.7% of Chinese and 12.5% of Indian
respondents who were single.

Almost 50% were in futime employment. Across the three rimeethnic groups, Indian respondents

had the highest percentages in ftilne employment (62.5%) and the lowest percentages (6.3%) not

in paid employment. For Chinegest over half (52.2%) were in ftilne employment and 16.9% not

in paid employment; the corresponding percentages for Koreans were 43.5% and 19.1% respectively.

The majority of Chinese (75%) and Korean (7#@%¥)ondens hadat leasta.  OKSf 2 NIdéé RS 3INB
correspondingpercentage for Indian were 46.9%.However,only 51.5% of Chinese and 30.4% of

Korean respondents said they spoke enough English to express their health Aesalsg Indian
respondents, 90.6% reported that they spokegish very wel{Table 2)

2.2.2 Levels of gamblingisk by Asianethnic grous

Four respondentdiad missed one or several items of tReoblem Gambling Severity Index (PGSI).
These responses were removed before scorings were n@dbe 301 respondentsvho completed

the full PGSlscale,80.1% were nongamblers (PGSI 08.3% lowrisk gamblers (PGSH2), 6%
moderaterisk gamblers (PGSI73 and 5.6% problem gamblers (P&H1 Across ethnic groups, Indian

had the highest percentage ofnon-gamblers (94.2%)Chinesehad the highest percentages of
moderaterisk gamblers (8.9%) and Other ethnic groups had the highest percentages of problem
gamblers (10.5%) arldw-risk gamblersq1.1%) (Figure 2).

Figure 2 Levesof gamblingisk by Asianethnic grous (N=3Q)

100%

80%
60%
40%
20%
0% -— | | -

Chinese Korean Indian Other Total
m Non gambler 77.0% 82.3% 94.2% 63.2% 80.1%
Low-risk gambler 10.4% 5.3% 2.9% 21.1% 8.3%
Moderate-risk gambler 8.9% 3.5% 2.9% 5.3% 6.0%
H Problem gambler 3.7% 8.9% 0.0% 10.5% 5.6%

Levels of gambling risk

® Non gambler Low-risk gambler Moderate-risk gambler = Problem gambler

The survey also asked if there were other members in the household who had gambled in the past 12
months. Of the 305 respondents who answereéthdzSa i A2y > Y2aid oynod:0 | ya
8.2% reported that their family memb&r 3 Yo f SR al fAGGf ST Hd: & R
GF Y2RSNI UGS lY2dzyd 2F GAYSEZT YR y2yS &FAR

U >«

I.
KSAN
2.2.3 Coexistingissues

Sevenrespondentshad missed one omore items of theKessler Psychologidalstress Scal@<10).

These responses were removed before scorings were mBdsed onthe 298 respondents who

completed the fullKK10scale, their levels amotionaldistress ranged from low (K10 -1%, 26.5%,

moderate (K10 121, 32.6%, high (K10 2229, 26.5%to very high (K10 380, 14.4%. Across ethnic
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groups, Indian had the highest percentages with very haghotional distress (21.9%) The

corresponding percentages for Chinese and Korean were 13.4% and 12.5% respectvaly J2 Y RSy (G &4 Q

emotionaldistress levels by gambling risk levelere also examinedVloderate-risk gamblers had the
highest percentage2.9%)with high or very high levels eimotionaldistress (Figure 3)

Figure 3  Levels obmotionaldistress by gambling risk lev¢s=294)

100%
80%
60%
40%
0% X .
Low-risk Moderate risk Problem
Non-gambler Total
gambler gambler gambler
H Low or moderate 60.6% 58.3% 47.1% 58.8% 59.5%
m High or very high 39.4% 41.7% 52.9% 41.2% 40.5%
Levels of emotional distress
m Low or moderate mHigh or very high

Regarding other cexisting issueghe survey results show that the majority of respondergported
that their healthwere excellent, very good or good (Figurediy] not drink ordid nothavesix or more
drinks on one occasion in the past 12 months (Figurelifl)not smoke orsmoked less than one
cigarette on an average day (Figwk and had not used nofprescription drugs for recreational
purposesin the past 12 monthgFigure 7) Across gmbling risk levelsthe percentages oproblem
gamblers and moderatéskgamblerswho had six or more drinks on one occadi8h.3% and 27.8%)
were higher than those of lowisk gamblers and negamblers(16% and 22.4%{Figure 5) The
percentages of smas among problem gambler23.5%0) and moderatgisk gamblersX1.1%) were
also higher than those of lowisk gamblers4%) and norgamblers 4.6%)(Figure 6)

Figure 4 Gambling risk levels by se#ted health status (N=301)

100%
80%

60%

40%

20% l l
O [ N

Low-risk Moderate risk Problem

Non-gambler gambler gambler gambler Total
m Excellent, very good or good  74.3% 80.0% 77.8% 82.4% 75.4%
m Fair or poor 25.7% 20.0% 22.2% 17.6% 24.6%

Selfrated health status
m Excellent, very good or good ® Fair or poor

(28]
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have very small number of responses.
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Figure 5 Gambling riskevels by frequency of drinking six or more drinks

the past 12 monthgN=301)

on one occasion in

100%
80%

60%

40%

n il
oo O ]

Low-risk Moderate Problem

Non-gambler gambler risk gambler.  gambler

m Never drink nor had six or more

. . 77.6% 84.0% 72.2% 64.7%
drinks on one occasion

m Had six or more drinks on one

: 22.4% 16.0% 27.8% 35.3%
occasion

Frequency of drinking in the past 12 months

m Never drink nor had six or more drinks on one occasioll Had six or more drinks on one occasion

Total

77.1%

22.9%

Figure 6 Gambling risk levels by number of cigarettes smoked on an average day (N=301)
100%
80%
60%
40%
20% .
0% — — — —
Non-gambler Low-risk Moderate risk Problem Total
gambler gambler gambler
mNone or lessthan 1aday 95.4% 96.0% 88.9% 76.5% 94.0%
m 1 or more 4.6% 4.0% 11.1% 23.5% 6.0%
Number of cigarettes smoked on an average day
mNoneorlessthanladay ®m1ormore
Figure 7 Gambling risk levels by ngprescription drug use in the past 12 montfid=301)

100%
80%
60%
40%
20%
0% —

Low-risk Moderate Problem
Non-gambler :
gambler risk gambler,  gambler
H Did not use 98.8% 100.0% 100.0% 100.0%
m Drug use in the past 12 months  1.2% 0.0% 0.0% 0.0%

Non-prescription drug use in the past 12 months

m Did not use m Drug use in the past 12 months

Total

99.0%
1.0%
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2.2.4 Helpseeking behaviour and helpeeking sources

Although one infive Asian respondents in the survey reportémv-risk, moderaterisk or problem
gambling, and 2.6% perted their family members gambled a moderate amount, only two
respondentshad sought help in the past 12 months to reduce or stop gambling (Figure 8). Help seeking
to reduce or stop dnkingor smokingwas also low, with two and four respondents respeely who

had sought help in these areas in the past 12 months. No survey respondents reported that they had
sought helpto stop taking dugsin the past 12 monthsn comparison, more respondents had sought
help for emotional distres¢Figure 9)Among therespondents who had sought help for emotional
distress, those with higher emotional distress were more prepared to seek help than those with lower
levels of distress. (Figure 10).

Figure 8 Number of respondents who had sought help for gambling issues by gambling risk
levels and Asian ethnic groufld=2)
5
4
L3
1S
S 2
pd
: [] ]
0 : .
Chinese Korean Indian Other
m Non-gambler 0 0 1 0
m Low-risk gambler 0 1 0 0
H Moderate-risk gambler 0 0 0 0
Hm Problem gambler 0 0 0 0
Gambling risk levels
m Non-gambler m Low-risk gambler m Moderate-risk gambler ® Problem gambler

Figure 9 Number of respondents who had sought help for emotional dist(ds<60) drinking
(N=2), smoking[N=4)and recreational drug es(N=0)by Asian ethnic groups
25
20
kS 15
£
> 10
5
0 | | .
Chinese Korean Indian Other
m Emotional distress 20 22 13 5
H Stop or reduce drinking 1 0 1 0
Smoking cessation 1 3 0
W Stop taking drugs 0 0 0 0
Areas people seek help for
m Emotional distress m Stop or reduce drinking Smoking cessation B Stop taking drugs

25



Figure 10 Percentage®f participants who had sought help by levelseafiotional distress and
Asian ethnic groups (N=301)

100%
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Chinese Korean Indian Other Total
mLow 5.6% 11.1% 40.0% 0.0% 13.9%
m Moderate 8.2% 21.6% 20.0% 50.0% 16.5%
High 20.4% 24.0% 60.0% 0.0% 24.1%
m Very high 27.8% 28.6% 42.9% 50.0% 32.6%

Level of emotional distress

mlLow  mModerate High m Very high

Regarding hehkseeking sourceshose whohad sought helpnost commonly sought helmformally

from family and/or frie

nds only half hadsought helgformally from GPs or counsello®ther sources

of help included alternative remediesommunitygroups and social platforn{&igure 1).

Figure 1 Help seeking sources by areas people seek hetp for

60

. 40
()
o
:

= 20

0

H Family & friends
m GP & counsellor
Other

. Emotional stop or reduce Smoking Stop taking
Gambling . o .
distress drinking cessation drugs
2 59 2 2 0
1 30 1 3 0
18 1 0 0

Areas people sought help for

H Family & friends ® GP & counsellor m Other

*Number of @rticipants who hadaught help for gamblingN=2); Emotional distresé@N=60; Drinking(N=2; SmokindN=4);

Recreational drug us@N=0

2.2.5 Likelihood of

using online services

{ dzNBSe NBadzZ Ga 2y NBaLRyRSy(adhe inapindhad acdess toRA I A G |

smartphones (8.9%),

WiFi (8.6%), laptops with a camer&4.4%), tablets (8.6%)and/or personal

computer with a camer#23.3%) Two (%) had none of the abov@able3).
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Table 3 Access to digital devices* by Asian ethnic groups (N=305)

Chinese Korean Indian Other Total

N % N %| N %| N % N %
Smartphone 112| 82.4| 101| 87.8| 26| 81.3|20| 909 | 259| 84.9
Wifi 120| 88.2| 87| 757|28| 875|20| 90.9| 255| 83.6
Tablet 75| 55.1| 39| 339|12| 375| 7| 31.8| 133| 43.6
Laptop with a camera 82 60.3| 54| 47.0]| 17 53.1| 13 59.1| 166 | 54.4
Personal computer with camer| 36| 26.5| 22| 19.1| 5| 158| 8| 36.4| 71| 233
None of the above 0 0.0 1 09| 1 31| 0 0.0 2 0.7
Other 0 0.0 0 00| 1 31| O 0.0 1 0.3
Total 136 100 | 115 100 | 32 100 | 22 100 | 305 199

FtENGAOALI yia O2dA R K YdzAf GALX S IyagSNARX a2 G20t LISNOSydl :

Regarding incentives for using online servicks,tbp three reasong SNBY a 02y @Sy A Sy OS «
82dzNJ 2 6 VA3%HKCESEAYE S k Sl ag a2 ﬁk@édzf Sy 0t SR Iy
(56.4%) Other reasongcluded:d OF y IS0 &adzLILR2 NI Ay GKS 140N @ @S G2 F
GAYSt e HedIdNG & YONE 02 aguu zs¢&|§\1€>® 3 m%% B dzloidI2 NI Ay
SY @A N RXBoyr(yeR 60 FSSt f Sa SYOFNNI&aasSR 6So3d f Saa
online services ugée 18a®%)(Table 3.

Table 4 Incentives for using onlingervices* (N305)
Chinese Korean Indian Other Total
N %| N %| N %| N %| N %
Convenience 115| 84.6| 102 | 88.7| 21| 65.6| 19| 86.4| 257 | 84.3
Can get timely support 74| 544 48 |41.7| 10| 31.3| 11 |50.0| 143 | 46.9
Can get support in the privacy of your
own space 67| 49.3| 66 |574| 9|281| 17| 77.3|159| 52.1
No travel involved to seek support 86| 63.2| 65(565| 8|25.0| 13|59.1|172|56.4
Most cost effective 58| 42.6| 41|357| 9|28.1| 15|68.2|123| 40.3
Flexible 102 | 75.0| 65|56.5| 10| 31.3| 15|68.2| 192 | 63.0
Feel lesembarrassed 28| 20.6| 19| 16.5 5] 15.6 4118.2| 56| 18.4
Receive support in a comfortable
environment 23|16.9| 37| 32.2 0| 0.0 3113.6| 63| 20.7
None of the above 1| 0.7 0| 0.0 1] 3.1 0| 0.0 2| 07
Other 2| 15 3| 26| 8|250| 0| 00| 13| 43
Total 136| 100 | 115| 100| 32| 100| 22| 100 | 305| 100

FtENIOAOALl yia O2dzA R K YdzE GALX S FyawENRY a2z (2aGFf LISNOSydl 3!
Forbarriers to using onlind SNIDA O0Saz GKS (2L GKNBFIFI 05 NNKSKHT @8N
(220X GLIR22NI Ayl INB)Jd ORYVEORARGOSE A Other inkiSs A y i S NJ
included:d 02 Yy OSNY SR | 62dzi 20 KSNI LIS2 LI 8%)E DY Ry ga 7 bzl Rdzd
G2 dza8S 2yt ASDZa8RNWBNVPREE FAYR | LINRA FIBAE: X | OfSA YRl
FOOSaa G2 avYl NI LK2£:k (' yoR Kdokk Howydiuge Isinartphéne/tablet/

f I LJG 2 L t Qvér haif ef ¢56:28urvey respondents did not identify any barriers to using online
servicegTable 5)
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Table 5 Barriers to using online services* (BB5)

Chinese Korean Indian Other Total
N % N %| N %| N % N %
Limited access to the internet 9| 6.6 6| 52 6| 18.8 0| 00| 21| 6.9
Poor internet connection 35(25.7| 14| 12.2 2| 6.3 2| 91| 533|174
Limited access to
smartphone/tablet/laptop/PC 3| 2.2 1 09| 4|125| 0| 00 8| 26
Do not know how to use
smartphone/tablet/laptop/PC 1| 0.7 6| 52 1( 31| 0| 00 8| 26
No people to help with using
smartphone/tablet/laptop/PC 1| 0.7 2| 17| 0| 00| O] 0.0 3| 1.0
Cannot find a private place to use online
services 5| 37 3| 2.6 0| 0.0 21 91| 10| 3.3
Cannot find time to use online services 9| 6.6 5| 43 1| 31 0| 00| 15| 4.9
Prefer facet-face interactions 38| 279| 23| 20.0 3| 94 3|113.6| 67| 22.0
Concerned about other people finding
out use of online services 6| 4.4 8| 7.0 2| 6.3 0| 00| 16| 5.2
Other 2| 15 1| 0.9 0| 0.0 1| 45 4| 1.3
Did notidentify any barrier 64 | 47.1| 67 |583| 24| 750 17| 77.3| 172 | 56.4
Total 136 | 100| 115| 100| 32| 100| 22| 100 | 305| 100

FtENIAOALNl yiGa O2dzZ R K YdzZf GALX S | yawWENRTI a2 G2d0Ff LISNOSydl 3

Whenrespondentswere askedabout their likelihood of using online services3.8% were likely or
very likely to use seljuidedresourceginformation, tools and guidelines that can be used personally
for improving and managing wellbeingd55% were likely or very likely to use onlineacbing
(personalised online support and coaching developed by a health professig@al)y likely or very
likely to use webinargfree online health education seminars presented by health professionals),
37.2% likely or very likely to use online counsgjl{one-on-one counselling services conducted via
video conference such as Zoom or Skype), 381&% likely or very likely to use pesupport forum
(online support groups to share and discuss health experientksyever, about one third were
neutral or dd not know if they would use any online services (Figure 12).

Figure 2 Likelihood of using online services

60%

40%

- II II II II
0%

Srgg;)%?iesd Online coaching Pe(?(r)iurgport Webinars Online counselling
m Very likely or likely 53.80% 45.50% 33.90% 39.20% 37.20%
® Neutral or don't know 32.90% 33.60% 36.90% 36.50% 36.20%
Unlikely or very unlikely 13.30% 20.90% 29.20% 24.30% 26.60%

Likelihood of using online services/resources

m Very likely or likely m Neutral or don't know Unlikely or very unlikely
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EVALUATION AIMS AND METHODS

The aims of evaluation of this part of the research weredentify whether primary cargmainly

general practices}an provide a setting for early identification of gambling problems for Asian people
(outcome evaluation)as well as toeview the processf survey implementation to identify the areas

that had worked, the challenges encountereahd the areasthat neededimprovemens (process

evaluation).Table6 outlinesthe activities that were undertaketo conduct this evaluation

Table6 Partl1 evaluation activities
Type of Evaluation aims Evaluation activities Analysis of evaluation information
evaluation

Outcome To identify whether | Obtain outcome data on the | Compare the rates of @mbling
evaluation primary care can rates of problem gamblers | problems from the surveywith
provide a settingfor | 6t D{ L xy orisk Y 2| other nathnal studies The
earlyidentification of | gamblers (PGSF3 and low | hypothesis is thatthe rates of
gamblingproblems | risk gamblers (PGSi2) problem gamblers, moderatgsk
for Asian people among the survey sample in| gamblers and lowisk gamblers as
genera| practices measured by PGSI obtained fro
the survey conductedn GP clinics
would be higher than the rate

obtained from the Health &

Lifestyle Survey and the NZ Natior

Gambling Study.

Process Toreview the 1. Discussions with project | Analyse process data answer the
evaluation process of survey team to monitorsurvey following questions
implementation to progress weeklyas well | q\vas the survey implemented as|
|dent|fy the areas as to |dent|fy prOjeCt p|anned? Wha‘[ were the
that had Worked, the l:l é ' YQa - LJS N\IV)E Cha”enges?
challenges o and the surveyddellvery 1 What was the engagement
encountered, an processanc _engagement process with GP clinics?
the areasthat with GP clinics
needed 9 Whatareashad worked? What
improvements improvement may be made?
2. Obtain feedback from Analyse clinic feedback on the
clinic staffto identify their | following questions:
perceptions of survey 1 What were the benefits of the
implementationand survey to GP clinics?
challenges 1 What were the challenges in
recruiting patients to take part in
the survey?

T Any other suggestions fdne
improvement ofsurveydelivery
processn GP clinicg

2.4 EVALUATION RESULTS

241

gambling studies
The primary aim oévaluation was to identify whether primary care can provide a setting for early
identification of gambling problems for Asian peopiarmfulgamblingis often undefreported by

Asian people due to fear of stigma and embarrassmhbotvever the familiar andrustful setting of
general practicesanhelpto NS R dzO S
gamblingbehaviour We hypothesised that theates of problem gamblers, moderatesk gamblers
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and lowrisk gamblers as measured BPGSI obtained from the survey conducted in GP clivocdd
be higher than the rates obtained fronational gambling studies suchthe Health & Lifestyle Survey
andthe NZ National Gambling Study.

Based on the PGSI, of the 3rveyrespondentsrom GP clinicavho completed the full scal@&0.1%
were nonrgamblers or nofproblem gamblers(PGSI 0)8.3% lowrisk gamblers (PGSH2), 6%
moderaterisk gamblers (PGSI73 and 5.6% problem gamblgRG Sk y. @omparisons of these results
with those fromtwo national gambling studiesre presented in Table 7 below.

Table 7 Levels of gambling riskmong Asian adults in current survey in GP clinics: Comparisons
with the Health and Lifestyle Surviegind the NZ National Gamblifgudy**

Non Non-problem | Lowrisk | Moderate- Problem | Sample
gamblers| gamblers (%) | gamblers| risk gamblers gamblers | size (n)
(%) (%) (%) (%)
Survey in GP clinics (2021 80.1 8.3 6 5.6 301
Health & Lifestyle Surve 46 a7 3.3 2.0 1.3 225
(HL$2014
HLS 2016 47 47 3.2 2.8 0 325
NZ = National ~Gamblin{ 39 g 51.6 5.8 2.2 0.7 798
Sudy (NGS) Wave 1 (2017
NGS Wave 2 (2013) 43.9 49.4 5.1 1.3 0.4 403
NGS Wave 3 (2014) 41.9 51.5 5.2 1.4 0.1 322
NGS Wave 4 (2015) 40.8 53.5 4.5 1.2 282

* ThimasarpAnwar et al., 2017
** Abbott, Bellringer & Garrett, 2018

Inthe NZ Nation Gamblin§udy (2012-2015 andthe Health and Lifestyle Survey (2014 and 2016)
the ratesof problem gamblingamong Asian adults ranged frob36 to 1.3%, moderatdsk gambling

from 1.3% to 2.8%, and lowisk gambling fron8.2% to 5.8% (Table 7)n comparisonpur survey
conducted in general practices had detectesuch higher rates of problem gamblers (5.6%),
moderate-risk gamblers (6%) ankbw-risk gamblers(8.3%) Overall,one in five (19.9%) survey
participants from general practices reported problems with gambling across a spectrum of severity
(low, moderate or problem) in the past 12 months, 10% to 14% higter the resultsfrom the
National Gamblingt8dy and theHealth and Lifestyle Surveyheseresults support the notion that
primary carecan providean important setting for early identification of gambling risk among Asian
adults Further discussion dghe evaluation findings will be made in Section 2.5.

2.42  Analysis of process data collected during survey implementation

Process datawere collected from research team members during team meetings and weekly
communication with clinic staff to monitor the progress of the survey. Analysprafessdata
providedearly feedback as to whether or not ttseirvey was proceedings intended, what barriers
were encountered, and what changegere needed.The process evaluation answered the following
guestions

1 Was the survey implemented as planned? What were the main challenges?
Our biggest challenges were the COXIDpandemicand lockdown restrictionswhichhad caused
considerable disruption to survey implementation and some adaptations had been made.
Nonetheless, a total of 305 completed survey responses were received from the two participating
clinics. The number had exceeded the target of 250 set for rggarch. The profiles of survey
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respondents were diverse. They were from different Asian ethnic groups, age groups, birthplaces,
residence status, employment status, educational background and English language proficiency.

1 What was the engagement procesgh GP clinics?
Our longestablished relationship with Clinic A had enabled a seamless engagement process. Their
General Manager, Practice Administrator, receptionists and staff had provided great support for our
survey, including displaying posters aitgkers about the survey in the clinic, sending text messages
about the survey to patients of Asian backgrounds, promoting the survey on their website and
distributing the paper survey to patients while they were waiting to see the doctor. Clinic Blisrsma
in size and has less staff than Clinic A. Although this was our first time working together, our
engagement with Clinic B was a positive and smooth process.

1 Whatareashad worke® Whatimprovement may be made?
Our collaboration with the two GP clinics had worked W&k believe the relationships we have built
with both clinics will be an ongoing collaboration. We are keen to continue our engagement with them
for future initiatives/programmes to support Asianromunities.

In response to the COD pandemic and lockdown restrictions, the research team had adapted the
survey delivery from facto-face to online. We had also created a multilingual survey which enabled
respondents to choose one of four languagEsdlish, Chinese, Korean and Hindi) to take part. A
reminder to complete the survey were sent before the survey closed. We believe all these strategies
had helped to increase the survey response rates. However, we are mindful that some subgroups may
be difiicult to reach or involve in online survey, such as older people, those who are digitally illiterate,
those who do not have online accessible devices and those who are socially isolated. For these
subgroups, facgo-face survey is likely to get better manses.

2.43 Analysis of feedback from clinic staff

The two clinics were asked to provide feedback on survey implementation. Initially we would like to
have a facdo-face meeting with them, or organise a Zoom session to talk through the questions.
However, as Auckland was in lockdown from August 18, both clinics had chosen to answer the
questions by email.

1 What were the benefits of the survey to GP clinic?
Both clinics reported that being involved in the survey made them realise the need to disents
health and addiction issues with the Asian community. The survey picked up on problems that affect
patients but which they normally do not feel comfortable talking abdtte provision of resources in
major Asianlanguageswas also found to bevery helpful, particularly because the resourcese
developed to address the particulaoncernsof the people surveyed.

1 What were the challenges in recruiting patients to take part in the survey?
The clinics did not identify any challenges in recruiting patients. One clinic suggested that in future,
the text messages to invite patients to take part in the surweyld be better sent in small batches
to small subgroupd.e.teenage boys, teenagertsi, older men, older womenyith each invite worded
for the age group and genddt.was hoped that this could further increase the response rate.

1  Other suggestions or comments
One clinic noted thathe number ofsurveyrespondents who had sought help from health providers
was quite low.They wereinterested to know why people seek help or not and witady cando to
make health care and services more accessililey also wanted to know how people enrolled in the
clinic experience their service and whether Asian people trust their service. Both clinics were
interested in further collaboration with AFS.
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2.5 DISCUSSION

The evaluation findings frofRart 1research indicate thathe rates of gambling problems (including
low-risk, moderaterisk and problem gambling) found among Asian adults in the survey conducted in
general practices were 10% to 14% higher than the results fron@22015 National Gambling
Study and the 2014 and 2016 Health and Lifestyle SuStiymais a key barriempreventingAsian
peoplefrom disclosing their problematigamblingto othersand seeking helfSobrunMaharajet al.,

2012; Wong & Tse, 20D3n both the National Gambling Study and the Health and Lifestyle Survey,
interviews were conductedaceto-face with participants in their homes, whereas our survey
respondents completed the survenonymously The stigmatisation of probleg@ambling can act as

a barrier for Asian people to disclosing their problematic gambling to interviewers iAddeee

AYGSNBASsad | @Ay | FFLYoftAy3a LINRofSY Aa 02YY2yf

26y FldZ 6§ 6A0GK o0fFYS YlIAyte FGGNROdzASR (2
having an addictive personality, or a lack of selftrol (Carroll, Rodgers, Davidson & Sims, 2013;
Horch & Hodgins, 2013). For these reasons, individuals tend to keep their gambling problem hidden
to protect themselves from being shunned by society and significant otiherg (Ho, 2015 Hing,
Russell, Nuske & Gainsbury, 20Hing et al., 2016).

In our survey conducted in general practices, participants completed the survey privately and
anonymously, which could have helped to reduce their concerns about stigma and discrimination.
Besides, survey participants were recruited from the general practice where they were enrolled in.

LIS

t P NIAOALN yiaQ LRAAGASGS NBEIGA2YEAKAL gAGKSE | yR G

them more likely to answer the survey questions truthfubyt they might be reluctant to disclose
their problems when the questions were asked from a strangbese findingsupport the notion
that primary care can provide setting for early identification of gambling risk among Asian adults

Our survey findigs alsadentified co-existingemotional distress, hazardous drinkirand smoking
among Asian respondentsvith moderaterisk or problem gamblingHowever, lelp-seeking for
harmful gambling and other addiction issues among Asian respondents was vefrihise results
suggesthat there is a strong neetb support Asian people to seek hedpd early interventiors for
harmful gamblingand associated mental health issyedongside psychoeducation and support
services for affected others in the familjhe next part of this research will exploreiipary carehas

the potential toprovide a setting fofacilitating! a A 'y LIJIS2 LJ SQa | 00Saa G?2
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3. PRIMARY CAREFASED INTERVENTEOMND FOLLOWJP
SURVEY

In Part 2 of the researclgarly intervention resourcesserviceswere developed promoted and

RSt AGSNBR (GKNRdzZAK 3ISYSNIt LINI Oinfe@edtionsidrzharmfil OA £ A G |
gambling and riated mental health issueg\ followup survey wasleliveredto 165 participants who

had providedvalid contact details in the initial surye to find out if they had used any of the
interventionsprovided, and taasses# there had beemanychange irtheir levels of gambling risk and

emotional wellbeingsince the initial surveyEvaluation of this part of the researetiasto identify
whetherLINX Y NB OF NB OFy LINRPGARS | &S iidtaryédiond PNJ A Y LINE
sectionpresents the research approagsandresults.

3.1 DEVELOPMENT BRRLYNTERVENTION RESTCES

The development otarlyA Y i SNIBSy GA2y NBaz2dz2NOSa Ay GKA& NBasSt
model which involves delivering prevention and promotion services at the primary care level,
WAaAGSLIAyY 3 dzZLJQ (2 &S 02y Rylraylred@MedtalHedlti GommissianS2012%8 0Sa |
la bSg %SItlyRQa 2yfeé 3FYof Ay3d KHASNSbe¥mdgliveringa | G A 2y
since 1999, secondary/specialist gambling harm minimisation services under a Ministry of Health
contract, whichinclude the Asian Helpling (secondary prevention) and counselling services
(intensive/clinical treatment). But there are limited prevention services that Asian people can access

at the primary care level. Hence, the followiegrly intervention resources were developezhd

deliverad through the participating GP clinics

3.11  Aguidedself-helpresource

Due to the stigma of problem gambling, sk#lp may be the first form of help that people uges

harmful gambling is to some extent associated with hazardous drinking, tobacckirgmand
substance useand peoplevho are addicted to these issues are also likely to suffer from emotional
distress A guide for Asian people to manage addictions and emotional distiessleveloped as part

of the research project to providguided sekhelp to people whanay be experiencing eexisting
problems. Thiguidedselthelpresource aimed to help Asian people to: (a) identify whether they may

be experiencing difficulties in managing issues associated with gambling, smoking, alcohol, drugs and
emotional distress; (b) learn some strategies to manage these issues; and (c)imfotaration about
available professional support services. The resource was developed by AFS gambling counsellors, and
peer reviewed by external clinicians (including psychiatrist, clinical psychologist and counsellor) in the
relevant field. It isavailalde in four languagesEnglish, Chinese, Korean and Hindi.

The four versions of the resource were launched in May 2021. Printed copies of the resource were
made available in the two GP clinics (see Appendix 5 for an English version of the resoutcefiElec
versions of the resource are freely available on AFS website:
https://www.asianfamilyservices.nz/resources/resourcateqgories/asiarfamily-servicesresources/

3.12  Maintaining Wellness Webinar Series

2 Anational telephone service operated by AFS in eight langudgeglish, Cantonese, Hindi, Japanese, Korean, Mandarin,
Thai and Vietnamese). The Asian Helpfinevides a primary point of contact for services for many Asian people who need
assistance in a range of issues, from gambling harm to settlement and related housing, financial, parenting and/or
intergenerational issues. Callers can remain anonymous whendpeak to a trained counsellor in their preferred language
over the phone. Counsellors provide telephone counselling, support services, telephonedplland referrals to facéo-

face services as appropriate
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https://www.asianfamilyservices.nz/resources/resource-categories/asian-family-services-resources/

An online webinar series on health and wellness, family psychoeducation and preventing and
minimising gambling harm were developed to replace the factace public talks and
psychoeducation workshops which were originally planned for. This change wasbeaduse the
COVIBL9 pandemic has created a new health and safety risk for-tedace public talks and
workshops that we need to manage. Online webinars were used to maintain social distancing and to
limit the spread of COVIHDO. Participants could genformation and support in the privacy of their

own space, and remain anonymous to other attendees for all webinars.

The webinars were developed and presented by @ir8ified counsellorswWebinar 1 on Health and
Wellness aimed at raisirgvareness of the impact of stress on wellbe@ngl providingsome tips to
manage stress and anxietWebinar 2 on family psychoeducation aimed at raising awareness of the
harm associated with gambling andw gambling can affect others in the family. Webinar 3 on
preventing and minimising gambling harm aimed at raising awareness of the warning signs of problem
gambling andmotivating those who are at risk to get help earliédl webinars introduced the
professional support servicedfered by AFS to address a spectrum of severity of gambling harm and
co-existing problems, including the Asian Helpline, counselling services and AFS Wellness Services.

Eachlive webinar lasted for 60 minute®resentes usedPowerPoint slideto draw out and explain

the key messagefrom the webinarsto the target audienceln-webinar lls were used to get
attendees to answer questions akdep them enagedAttendees could alseend text chat messages
during the webinars toask or answerquestions The webinars were delivereftee of charge in
Mandarin, Korean and English between June and August Z02lwebinar series were advertised on
AFS website, social media platforms algnéc networks Survey participants from the two GP clinics
who had provided their contact details were informed of the webinars and how to access them
(Appendices ). In total there were 20 attendees for webinar 1 (13 Chinese, 4 Korean and 3 English),
22 for webinar 2 (11 Chinese, 10 Korean and 1 English) and 16 for webinar 3 (7 Chinese, 7 Korean and
2 English) After the webinars were delivered, they were uploaded to AFS website and YouTube
channels:

https://www.asianfamilyservices.nz/events/workshops/maintaininglinesswebinarseries1-

chinese/

https://www.asianfamilyservices.nz/events/workshops/maintaininglinesswebinarseries2-

korean/

https://www.asianfamlyservices.nz/events/workshops/maintainiwegelinesswebinarseries3-

english/

3.13 AFS Wellness Servie

AFS Wellness Services are provided in Clinic A since 2021 under a Comprehensive Cargd@itiO cont

Five health improvement practitioners (H)Rndhealth coaches (HCs) from AF8laased in Clinic.A

HIPs are registered practitioners such as psychologists, nurses, occupational therapists and social
workers who provide health interventions and cultural support to patients for issues related to mental

health and addiction§Te Pou, n.d.HCs are from diverse backgrounds and cultures. They are trained

to help patients understand health issues, provide emotional support for lifestyle changes and
FEOAEAGEOS LI GASY(daQ | OQbtthkeir Nedth habdigivriBdiXurtherS NI & 2 «
information, go to: https://asianfamilyservices.nz/services/afgellnessservicesat-apollomedicat

centre/

Patients enrolled irClinic Acan be referreddy their GP$o see the health improvement practitioners
and health coachésased in the clini¢Feng & Wang, 2021Around 200 to 250 patients used td-S
WellnessServics each month.
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https://www.asianfamilyservices.nz/events/workshops/maintaining-wellness-webinar-series-1-chinese/
https://www.asianfamilyservices.nz/events/workshops/maintaining-wellness-webinar-series-1-chinese/
https://protect-au.mimecast.com/s/1TddC3QNqKI9Kw4NhqUjC5?domain=asianfamilyservices.nz/
https://protect-au.mimecast.com/s/1TddC3QNqKI9Kw4NhqUjC5?domain=asianfamilyservices.nz/
https://www.asianfamilyservices.nz/events/workshops/maintaining-wellness-webinar-series-3-english/
https://www.asianfamilyservices.nz/events/workshops/maintaining-wellness-webinar-series-3-english/
https://asianfamilyservices.nz/services/afs-wellness-services-at-apollo-medical-centre/
https://asianfamilyservices.nz/services/afs-wellness-services-at-apollo-medical-centre/

3.2 FOLLOWUP SURVEYHEHSIGMND METHODS

A followup survey was conducted wigurveyrespondentsrom Clinis Aand Bwho hal given their

contact detailsin the initial survey.The main purposesvere to: (@) examine any changes in

NB a LJ2 y R Sy (i gadicipatibnYadd einglighal health since the initial suryeyd b) explore
whether the respondents had used any resources and services that AFS provided to help Asian people
deal with gambling, other addictienand mental health issues, and their satidfan with any
specialisedervices that they had used

3.21 Follow-up surveydesign andguestionnaire

The followup survey questionnaire consisted of 10 questions. The first section asked about
NB & LI2 Y R Sayséasaed health status, levels of gamipliisk (usingProblem Gambling Severity
Index PGSI) andmotionaldistress (usingessler Psychological Distress Sd&€l®) and if they felt

that their health, gambling participation and emotional state had stayed the same, got better or worse
since the initial survey. The second section asked if the respondents had used the follpagdiadised
services/resources in the pahiree months: guided selfielp resource, Maintaining Wellness Webinar
Series, AFS Wellness SendcéAsian Helpline and counselling services. They were asked to rate their
satisfaction with any service(s) that they had used. The sunakyabout 10 mmutes to complete.

The questions were first created in English, and then translated into Chinese and Korean. The Hindi
translation had not been prepared for the follemp survey, because no respondent had used the
Hindi version of the questionnaire in thmmitial survey. After that, all three versions of the
guestionnaire (English, Chinese and Korean) were uploaded onto Survey Monkey. We used Survey
Monkey for the followup survey because our Qualtrics license had expired.

3.22  Followup survey distributbn methods

The followup survey was launched on August 12, 2021. A total of 149 respondents from Clinic A and
27 respondents from Clinic B who gave their contact details in the initial survey were sent a text or
email message about the folleup survey anda link to the surveyThe message was written in English,
Chinese, or Korean; respondents were sent messages in the same language that they had completed
the initial surveyElevenemails were unable to be delivered due to invalid or fake email addresses.

Five days after the followp survey was launched, the COMI® Delta outbreak had plunged
Auckland into an alert level 4 lockdown between August 17 and September 21, followddus} 8
lockdownuntil December 3The lockdown had greatly impacted oretlsurvey implementationOf

the 165 email®or text messagewhich were successfully sent, Survey Monkey analytics showed that
127 people (77%) opened the survey link, and nine completed survey responses were submitted
within the first four days. Howeverftar Auckland moved to alert level 4 lockdown on August 17, no
further survey responses were received. On August 21 after a reminder/extaihessagevas sent,

10 more survey responses were received. A final reminder email was sent on September lybut onl
one more survey response was receivBde to the prolonged lockdown and the uncertainty about
when the restrictions in Auckland could be eased, the survey was ended on September 10.

In total, when the followup survey closed on September 1@enty conpleted survey responses
(12.1%) were received. 07 people (64.8%) had started the survey before the lockdown but did not
complete it. 38 (23%) did not open the survey link.

3.23  Data analysis method
The followup survey involved connecting the data previously provided by the same respondents in
the initial survey with the data they provided in their follewp survey. An ID code was assigned to

3This service is offered in Clinic AyorSurvey respondents from Clinic B were not given this item.
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both surveys and a contact list was created to send thieviedzLd a dzNI@Seé f Ay 1 G2 NBal
I RRNB&dasSa 2N LK2yS ydzYoSNA® ¢KAa |ff26SR dza G2
Fy2yeévY2dzated ¢KSyYy> NBalLRyRSyGdaQ NrdAy3a 2F (GKSAN
inbothsurveyswdB 'yl f @84SR (2 SEIFYAYS | spécialidberyicasha © wS &l
deal withtheir gambling, other addictiomand mental health issuesere also analysed

3.3 FOLLOWJP SURVEY RESULTS

1  Followup survey participant characteristics
A total of 20respondentscompleted the followup survey: eight (40%) were male and twelve (60%)
were female. A majority75%)were aged between 30 and 49 years. The largest ethnic groups were
Korean (60%) and Chinese (35%). @spondentwas Japanese. lihe initial survey,respondené Q
ethnicities were more diverse, including Indian, Sri Lankan, Filipino, Indonesian and Malaysian. These
groups were not represented in the follewp surveyTable 8)

Table 8 Participant characteristics: Follewp survey(N=20) cflnitial survey (N=305)
Follow~up survey Initial survey
Number Percent Number Percent
Gender
Male 8 40.0 131 43.0
Female 12 60.0 173 56.7
Prefer not to say 0 0.0 1 0.3
Total 20 100 305 100
Ethnic group
Chinese 7 35.0 135 44.3
Korean 12 60.0 115 37.7
Indian 0 0.0 34 11.2
Japanese 1 5.0 2 0.7
Other 0 0.0 18 5.9
Not stated 0 0,0 1 0.3
Total 20 100 305 100
Age group
1529 1 5.0 59 19.3
30-39 9 45.0 114 37.4
4049 6 30.0 84 27.5
50-59 1 5.0 27 8.9
60 and over 3 15.0 21 6.9
Total 20 100 305 100
Country of birth
New Zealand 0 0.0 20 6.6
China 7 35.0 117 38.4
South Korea 11 55.0 107 35.1
India 0 0.0 14 4.6
Japan 1 5.0 2 0.7
Other 1 5.0 41 134
Not stated 0 0.0 4 1.3
Total 20 100 305 100
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Follow-up survey Initial survey
Number Percent Number Percent
Year of arrival to NZ (for participants bo
overseas)
Before 1989 1 5.0 17 6.0
1990¢ 1999 4 20.0 38 13.4
2000¢ 2009 7 35.0 102 35.9
2010 = 2019 8 40.0 124 43.7
2020 and after 0 0.0 3 11
Total 20 100 284 100
Marital status
Single 1 5.0 57 18.7
Married / De fecto 17 85.0 229 75.1
Separated / Divorced 1 5.0 16 5.2
Widowed 1 5.0 1 0.3
Not stated 0 0.0 2 0.7
Tota 20 100 305 100
Citizenship and migrant status
NZ citizen 4 20.0 111 36.4
Permanent resident 16 80.0 158 51.8
Work / Study visa holder 0 0.0 35 115
Other 0 0.0 1 0.3
Total 20 100 305 100
Employment status
Fultime employment 10 50.0 152 49.8
Parttime, temporary or casual employmer 2 10.0 41 13.4
Selfemployment 1 5.0 39 12.8
Not in paid employment 7 35.0 54 17.7
Other 0 0.0 19 6.2
Total 20 100 305 100
Highest educational achievement
No formal school qualification 0 0.0 3 1.0
Secondary school qualification 2 10.0 38 12.5
Certificate or Diploma 2 10.0 48 15.7
. OKSf 2Nna RS3IANBS 10 50.0 143 46.9
PostgraduateMasters/doctoral degree 6 30.0 65 21.3
Other 0 0.0 7 2.3
Not stated 0 0.0 1 0.3
Total 20 100 305 100
English proficiency
Do not speak English 2 10.0 3 1.0
English; poorly 6 30.0 71 23.3
English; enough to express health needs 8 40.0 115 37.7
Englishg very well 4 20.0 116 38.0
Total 20 100 305 100

All of the followup surveyrespondens were born overseas: 75% arrived to New Zealand between
2000 and 2019and 25% arrived before 2000. They were either permanent residents (80%) or New
Zealand citizens (20%). A majority (85%) were married. In terms of employment status, 50% were full
time employed, 10% had patime, temporary or casual employment and 5% wak-employed.One

third (35%) were not in paid employment.

A majority of follow-up survey respondentK R SAGKSNJ . I OKSf 2NID&a RS3IN
INI Rdzk §Skal 40 8NRAKk R2 Ol heldEhglisk GaitikBcsoae imfoeoly @ wsS 3|
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stated tat they spoke English very well, 40% spoke enough English to express their healtl36e&eds
said they spoke English pogrdnd 10% did not speak Engliglalle §.

1 Levelof gambling riskemotional distressnd selfrated health status in the two surveys
Threefollow-up respondens did not complete the Problem Gambling Severity Index (PGSI). Of the 17
who completed the full scale},5 (88.2%)were norrgamblers, an@® (11.8%)ow-risk gamblersThe
correspondng numbers(and percentagesin the initial survey were 16 (94.1%)and 1 (5.9%)
respectively(Figure B). Allrespondens felt that their involvement ingambling activitiehad stayed
mostly the samesince the initial survegTables 9

Figure B Followup surveyrespondens' levels of gambling riskstine two surveys
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Table 9 Followup surveyrespondent Q -a&sedseH change their involvement ingambling
activitiessince the initial survegN=17)

Alot better | A little better | Stayed mostly| A little Alotworse | Total
the same worse
Number 0 0 17 0 0 17
Percent 0.0 0.0 100 0.0 0.0 100

One surveyespondentdid not complete the Kessler Psychological Distress Scale (K10). Of the 19 who
completed the full scale, fou21.1%)had low level of psychological distress, (6X.9%)medium,

three (15.8%high and 1(5.3%)very high levels of distress. Correspondingibers(and percentages)

in the initial survey were @1.1%)9(47.4%)5(26.3%,) and 1(5.3%YespectivelyFigurel4). Overall,

twelve survey respondentfs3.2%Y¥elt that their overallemotional statessince the initial surveiiad

stayed mostly the ame, six (31.6%)reported that their emotional states had gone better and one
(5.3%)felt they had gonea little worse (Tablel0).
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Figure 4  Followup survey respondentdevels of emotional distress the two surveys
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Table 10 Followup surveyrespondent) &sSdsded change their overallemotional states
since the initial survey
A lot better | A little better | Stayed mostly| A little A lot worse | Total
the same worse
Number 1 5 12 1 0 19
Percent 5.3 26.3 63.2 5.3 0.0 100

A majority ofsurvey respondentsated their health status as good,(80%) very good (525% or
excellent (4 209 in the followup survey. Oné5%)rated their health as fair and tw{l0%)poor
(Figure 1%. Eighteerrespondens (90%)felt their healthhad stayed mostly the sansnce the initial
survey and two(10%)felt better. None reported that their health had gone worse (Talle

Figure 15 Followup survey respondentselfrated health statusn the two surveys
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Table 11 Followup surveyrespondent) &s8dsded change in their health status since the
initial survey
A lot better | Alittle better | Stayed mostly| A little A lot worse | Total
the same worse
Number 1 1 18 0 0 20
Percent 5.0 5.0 90.0 0.0 0.0 100
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1 Use ofspecialisedervices and satisfaction levels
One in fourrespondens in the followup survey reported that they had usespecialisedservices
provided by AFSThe services that they had used included: AFS Wellness Services (4), Asian Helpline
(2), counsdiing services (2) anduidedselthelp resource (1). None of theurveyrespondens had
attended the online webinard={gure 16)

Figure 16 Types of specialised services used by follpasurveyrespondens
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Among therespondens who had used servicaspst were highly satisfied with the services that they
had used. Two of the fowespondens who had used the Wellness Services rated their satisfaction
level as very satisfiedor the other tworespondens, one wasextremely satisfied and one neither
satisfied nor dissatisfied. Of the twespondens who had used the Asian Helpline, one was extremely
satisfied and the other one was very satisfied with the service. Theespondentwho had used the
guidedselthelp resource was also very satisfied. Of the two participants who had used counselling
services, one was very satisfied and the other one was neither satisfied nor dissatisfied (Figure 17).

Figure I  Satisfaction level of followp survey responderst whohad usedspecialisedervices
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3.4 EVALUATION AIMS AND METHODS

Theprimary aim ofthe evaluation ofPart 2researchwasto identify whethergeneral practices can

provide a setting fofacilitating! & A 'y LJS2 LJX SQa I Due® théCOVIRLI outhréals NIISy (i A
the need for online intervention has growbut this format of service deliverysistill new to Asian
communitiesIn thisproject, online webinars were developéd replace traditional facéo-face public

talks and seminarsgiming at helping attendees to gakmowledgeand understanding concerning

harmful gamblingand to learn skills for stress management and-sale.Hence, aother aim of

evaluation was to idetify if the intended outcomes of the webinaserieswere achievedand to

review the webinar content and implementation for future improvemeriable12 belowoutlines

the activities that were undertaken to conduct this evaluation.

Tablel2 Part2 evaluation activities
Type of| Evaluation aims Evaluation activities Analysis of evaluation information
evaluation
Outcome To measuravebinar |/ 2f £ SOG 6 S0 A Y| Analysd (i S yweBrarpel
evaluation || GG Sy RSSa( responses to live polling responseso gauge if the following
behaviours, attitudes| questionsdeliveredat each targetoutcomes(measured by
and knowledge webinar. Attendees average scores of at least 6 out 0
concerring harmful | responded to each question | 10) were achieved
gamblingafter by rating their answeson a 1 atleast moderate
attendingthe 10-point scale. understandingof the impacts
seminars of harmful gambling
1 atleast moderateawareness
of the warning signs of harmfy
gambling
1 atleastsome increase in
knowledge on how to prevent
and minimise gambling harm
and where to get professional
help
9 the skills for manging stress
and selfcareintroduced in the
seminaswere at least
somewhat helpful
Process To review the Obtain feedback from Qualitative analysis afiebinar
evaluation | webinarcontent and | webinar presenters LINE & Sy (i SNA teirf S §
implementationfor experience ofvebinar delivery,
future improvemens and theirsuggestions fofuture
improvements of webinar content
Outcome To identify whether | Conduct followup survey to | Due to the Delta outbreak in
evaluation general practices can obtain data on participants | Auckland in 2021, survey
provide a setting for | who had used specialised participation was lowrecruitment
facilitating Asian services, including thePGSI | acrossPGSI categoriesas not
LIS2 LX SQa | categories andheir PGSI achieved
interventionsfor scores in their initial and Conduct preliminary analysis of
problematic follow-up surveys the survey data provided by the
gambling five surveyparticipants who had
used specialised servicds
understand the types of services
that they had usedandif there
had beemanychange in their PGS
scores between their initial and
follow-up surveg
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35 EVALUATION RESULTS

3.5.1 Analysis of webinar polling question responses

Atotal of 20participants attendedvebinar 1, 22attendedwebinar 2and 16attendedwebinar 3 Table
13).Since participants attended the webinars anonymouskywere unable to know what proportion

of the participants were from the two participating general practices.

Table 13 Webinar attendance
Chinese webinar | Korean webinar English webinar Total
Webinar 1 13 4 3 20
Webinar 2 11 10 1 22
Webinar 3 7 7 2 16

During each webinar, three live polling questions were run to gather immediate responses from the
attendees. Each set of poll questions measutedi ( Sy @fferSri Behavious, attitudes or
knowledge concerning harmful gamblinglevant to the presented ebinar topic. Attendees
answered each question by providing their answers dg-aoint rating £ale (see Appendix 9 for the

poll questions of the three webinars).

The response rates for the polling questions were very high (TiaBleThe majority of rgzondents

attended the entire webinar and answered all poll questions.

Table 14 Number of poll responses (N) and response rates (R)
Chinese webinar Korean webinar English webinar

N R N R N R
Webinar 1 polling question 1 13 100% 4 100% * *
Webinar 1 polling question 2 13 100% 4 100% 3 100%
Webinar 1 polling question 3 13 100% 4 100% 3 100%
Webinar 2 polling question 1 11 100% 10 100% 1 100%
Webinar 2 polling question 2 11 100% 10 100% 0 0%
Webinar 2 polling question 3 11 100% 10 100% 1 100%
Webinar 3 polling question 1 7 100% 7 100% 1 50%
Webinar 3 polling question 2 6 85.7% 7 100% 1 50%
Webinar 3 polling question 3 6 85.7% 7 100% 1 50%

*Due to a technical problem, poll responses were not recorded

The average ratirg ¥

9 atleastmoderate understanding of the impacts of harmful gambling

9 at least moderate awareness of the warning signs of harmful gambling

1 atleast some increase in knowledge on how to prevent and minimise gambling harm and where
to get profesgnal help

9 the skills for managing stress and sedfe introduced in the seminar were at least somewhat
helpful
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The intended outcomes were that attendees would achieve average sobeg least6 out of 10 in
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The poll results associated with the four target outcome areas are presented below.

9 at least moderateunderstanding of the impact of stressn health, the challenges of

immigration and how immigrants might be vulnerable to gamblagm, and the impact of

gambling on family
Webinar 1 presented the impact of strefollingQ1responsesndicated that afterthe webinar, most
of the Koreanattendeeshadd SEOSt t Sy i dzy RSNA Gl yRAyYy 3¢ ZHneseKS A YL
attendeeshadd Y2 RS NJ (S dzy RS NE dMebhBr BogvarédmaniratiorikcBalleinged dahdO d
the impact of gamblingPollingQ1results $iowed that most of the attendees found the Tree Model
GSEGNBYSte& KStLIFdzZ ¢ Ay KStLAYy3I GKSY dzy RSNRGF YR
related harm.In addition, pollingQ2 results indicatd that most of the attendees lha SEOSt t Sy i
understand y 3¢ 2F GKS AYLI OG GKFdG LINRPoOof SFguBYot Ay3a KI

Figure B Rating scores on understanding of the impacts of harmful gambling
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0.00 Webinar 1 Q1 Webniar 3 Q1 Webinar 3 Q2
Chinese webinars 7.54 8.43 8.17
Korean webinars 9.00 10.00 10.00
m English webinars 9.00 8.00
Chinese webinars m Korean webinars m English webinars

Webinar 1 Q1: How well do you understand the impact of stress on cognitive, physical, emotior
behavioural symptoms?

2 S0AYIFNI o vmMY 126 KSELIFdz g1 & GKS WeNBS az2RSft
the causes of gambling?

Webinar 3 Q2: How well do you understand the emotional, psychological, financial and social impact of |
gambling?

9 at least moderateawareness of the harm of gambling activities, and the warning signs of
harmful gambling in the family

Webinar 2 discussed different methods of gambling and the warning signs of harmful gambling in the
family. All attendeesfi KS Y2 NBIy FyR 9y3fAaK gSoAYylFNE TF2dzyR
Most of them also found sports betting, casino gamblihgy R f 2G40 SN2 GSEGNBYSt &
3 Yot AYy3d YIFIOKAYSE aa2YSo6KIG K N)YTdzZ éorrdspondiagS E (i NB Y ¢
ratingsamong Chinese attendees were lowef note was their average rating of casino gambéng
455 orinthed a2 YSGKI G K RMT di NI &Kidrdees dddavéragalsofound the
warning signs of harmful gamblipgesentedA y 2 SOAYF NJ H a2 YSgKI & dza ST dz
in helping them identify gambling problems in the famijg(re D).
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Figure 19 Rating scores on awareness of the warning signs of harmful gambling
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Webinar 2 Q1: How harmful do you consider the following gambling activitig$sdming machines (g
Pokies); (b) Lottery; (c) Casino gambling; (d) Sports betting; (e) Oaifiridigg
Webinar 2 Q2Do you find the warning signs of harmful gambling introduced in this webinar useful in h
people identify gambling problems in the family?

9 at least some increase knowledge on how to prevent and minimise gambling haang
where to get professional help

In all webinars, professional support services provided by AFS for people with harmful gambling and
mental health issues were introduced. Through Webinar 1 polling Q3, attendees were asked to rate
whether their knowledge on available support services feiaA people has increased or not. The
NEadzAgZ 64 AYRAOIGSR GKFG FFAGSNI GKS ¢gSoAylINEX Yzal
available support services for Asian peomébinar 3providedsome strategies to prevent gambling
harm. Polling Q3esults indicatedthat after the webinarmost attendeesK F R a1 € 20 2F Ay (
1y 26t S manaapregeyit and minimise gambling harm (Figure 20).

Figure20 Rating scores on knowledge about how to prevent and minimise gambling harm
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Webinar 1 Q3: Hayour knowledge on available mental health support services for Asian people inc
after this webinar?

Webinar 3 Q3: Hayou knowledge on how to prevent and minimise gambling harm increased afte
webinar?
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1 The skills for managirgiress and selfare, andhed 4 N 4§ S3IASa (G2 KSft LI a2YS:
gamblingintroduced in the webinars were at least somewhat helpful

Webnar 1 introduced deep breathing exercises to manage stress and sorreaeelfips. Polling Q2
results indicated that most of the webinar attendees found the stress management techniques
4 SE (G NBYS tWebifaRfinrdflusdi2ay S 4G NI 6S3IASa G2 KStLI a2yS8Sz2y.
including how to start a conversation about gambling issues, how to help with financial management
and how to seek professional support. Polling Q3 results indicated that most of the attendees said
tkSe 6SNB aaz2YSoKIG tA1Stee (2 qiStei Neddésaret A1 St &
affected by harmful gambling (Figure 21).

Figure 21 Rating scores on skills for stress management anetaedf
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Chinese webinars 8.38 7.91
Korean webinars 9.50 8.30
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Webinar 1 Q2: Do you find the techniques introduced in this webinar help you to manage stress

experiencing?
2S0AYIFNI H voY LT @2dz NB O2yOSNYSR | o2dzi &2Y
strategies introduced in this webintar help yourself and your loved ones?

The above results show that overall, the webinar series had achieved the intended outcomes. Further
discussion of the findings will be made in SecBdh

3.5.2 Analysis of feedback from webinar presenters
The webinar presenters were interviewed in Aug2821to providefeedback onlieir experience of
delivering webinars, and to review the webinar content andmake suggestions forfuture
improvements.A simple qualitative analysis was used to group similar findings anc. iddee
information was comparetb ensure different and similar ideas and issues were identified.

T 2S806AYy Il NJ LINB & Sy (inBrisebinafielivd§ NA Sy O0S 2 F 2
Two presenters had not delivered online webinars before. The experience was challenging not
knowing who the viewers were. Both presenters were very happy with the support provided by the
researchteam ¢ from helping to design the content of the webinar igsrto setting up test runs and
providing technical support during the live webinar sessions. Both felt that they had become more
comfortable and confident as the series went on. The third presenter had delivered online webinars
before, and felt confidenin that aspect. All webinars went well except for one webinar with some
responses to polling questions not recorded when the Zoom was disconnected for about 10 seconds.

1 Webinar contenaind suggestions for future improvements
Some attendees gave feedbackihe presentersinformingthat they found thewebinars informative
and educational, and that they had gained a lot of understanding on harm minimis@tienattendee
pointed out that thewebinars allowed some Asian people who take part in activitiesttiey do not
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usually consider as gambling to reflect on the harm of these activities. The webinars also provided
information and support for families affected by gambling.

Webinar pesenterscommented on webinar attendance. They were aware tAatan people were
reluctant todisclose their problematic gambling to othaise to a public stigma towards gambling
Since webinar attendees could remain anonymous to other attendees at wwbinars the
experienced counsellors who presented the webinars advisedwlehinarattendancewasalready
better than what they could get from fae®-face seminars. Also, more people participated in
webinars delivered in Mandarin and Korean than those deliveredEnglish This suggests that
delivering the webinars in different Asian languages could improve accessibilityder to better
engage their audienceyresenters said they had tried to extend on topics that they believed to be
more relevant to their péicular ethnic group. For example:

o The effects of gambling harm on families (Korean)
o FEarly identificationand intervention of emotional issues (Chinese)
o Importance of mental wellbeing and selére (South Asian)

Presentersalso provided the following suggestiongor consideration in the planning of future
webinars:
o LyadSIR 2F dzaAy3a GKS ¢g2NR WAl YoftAy3aQ RANBOG
o Modify the webinar content to focus on health and wellness; use gambling as a case study
to showcase the egative effects
More information on how to seltare
Foster compassion and hope and how gambling is something that can be worked through
Promote theguidedselfhelp resource across multiple channels
Share the recorded webinars more widely to the Asian communities. tseker to see
the number of viewgwhichcan give us an idea of regch
o Avoid delivering the webinars at dinner tingavhich is usually family time.

O O O O

3.5.3 Analysis othe surveyresults ofparticipantswho had usegrimary carebasedinterventions

The primary aim ofthe evaluation ofPart 2researchwasto identify whethergeneral practice can
LIN2EGARS | aSiaAy3a F2NI FFEOAEAGEFGAY 3 | &aAbanguadadS 2 LI S Q
barriers, not knowing where to get help, and cultural barriers such as shame and stigma associated

with admittingLIN2 6 f SYa FyR &4SS{Ay3 KStLE KIFIGS 06SSy ARSy
access to harm minimisation services and related specialised support services (Blatranaj et al,

2012; Tse, Wong & Chan, 2007). The early intervesti@veloped in thigproject were designed to

address these barriers, by improving accessibility through providing the services in multiple Asian
languages, delivering the services through general practiceseahuting stigma bgillowing users of

some of the services (theugled selthelp resource, online webinar and Asian Helpline) to remain
anonymousaA followup survey was undertakeio identify what proportions of lowisk, moderate

risk and problem gamblers might have used the services, and if there had been any dnahgés

PGSI scoreafter using the services

Due to the Delta outbreak iAuckland betweemugustand December 2021, the implementation of
the follow-up survey was greatly impacte@nly 20 survey responses were received, with five (25%)
reported thatthey had used one or more of the specialised services provided by W& 8f the five
service usersvere lowrisk gamblers as measured by P@®She followup survey andthree were
non-gamblersNo participant in the followup survey vasmoderateriskor problem gambler.

As only a small proportion of initial survey participants took part in the felipwsurvey, and the
demographic characteristics (Table 8) ahd proportions of participants across differegambling
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risk levels in the two surveysere not similar full evaluation of theextent of low-risk, moderaterisk
and problem gambleraccessingpecialised servicabrough general practicels deemed to be not
feasible.Below is a peliminary analysis of thdata provided by thdive participans who had used
specialisedervicegTable 15)although the findings may not be generalisable.

Table 15 Survey results of participants who had used specialised services
#
1 | Participant profile

Ethnic group: Chinese | Gender: Female

Age group40-49 years | Country of birth: China

Marital status:
Married

Year of arrival to NZ:
2000-2009

Citizen / migrant status|
Permanent resident

Employment status:
Fulttime employed

Educational attainment:
Postgraduate/Masters/Doctoral degree

English proficiency:
Very well

Initial survey results

Selfrated health status: Very good

Level of psychological distress:
Moderate (K10=16)

Seek help: Yes
Help-seeking source: Friend

Level ofgambling severity: Nogambler (PGSI=0)

Seek help: No

Followup survey results

Selfrated health status: Fair

Level of psychological distress: Moderate (K10=18)

Level of gambling severity: Lengk gambler (PGSI=2)

Specialised services used Wellness Asian Counselling
Services Helpline services
Satisfaction level Very satisfied| Very satisfied| Very satisfied

2 | Participant profile
Ethnic group: Chinese | Gender: Male Age group: 389 years | Country of birth: China
Year of arrival tiNZ: Marital status: Citizen / migrant status] Employment status:
20002009 Married Permanent resident Fulitime employed
9RdzOF GA2y L+t | Gdl Ay YSy {English proficiency: Poor
Initial survey results
Selfrated health statusExcellent |
Level of psychological distress: Seek help: No
Moderate (K10=16)
Level of gambling severity: Ngrambler (PGSI=0)| Seek help: No
Followup survey results
Selfrated health status: Excellent
Level of psychological distreddoderate (K10=17)
Level of gambling severity: Lengk gambler (PGSI=2)
Specialised services used Wellness Asian
Services Helpline
Satisfaction level Extremely Extremely
satisfied satisfied
3 | Participant profile
Ethnic group: Korean | Gender: Female Age group: Country of birth:
30-39 years South Korea
Year of arrival to NZ: | Marital status: Citizen / migrant status] Employment status:
19801989 Married Permanent resident Not employed

9RdzOF GA2Y I E GGl AYYSY

English proficiency: Poor

Initial survey results

Selfrated health status: Good

Level of psychological distress:
Moderate (K10=17)

Seek help: Yes
Help seeking source: Counsellor

Level ofgambling severity: Negambler (PGSI=0)

Seek help: No
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Followup survey results

Selfrated health status: Excellent

Level of psychological distress: Moderate (K10=18)

Level of gambling severity: Ngambler (PGSI=0)

Specialised services used Selthelp
resource
Satisfaction level Very satisfied
4 | Participant profile
Ethnic group: Korean | Gender: Male Age group: Country of birth:
40-49 years South Korea

Year of arrival to NZ: | Marital status: Citizen /migrant status:

Employment status:

20102019 Married Permanent resident Not employed
Educational attainment: English proficiency:
Secondary school qualification Fair

Initial survey results

Selfrated health status: Poor |

Level of psychologicdistress: Seek help: No
Moderate (K10=17)

Level of gambling severity: Ngrambler (PGSI=0)| Seek help: No

Follow-up survey results

Selfrated health status: Good

Level of psychological distress: Moderate (K10=14)

Level of gambling severititon-gambler(PGSIB)

Specialised services used Wellness
Services

Satisfaction level Neither
satisfied nor
dissatisfied

5 | Participant profile

Ethnic group: Japanesq Gender: Female Age group: 569 years

Country of birth: Japan

Year of arrival to NZ: Marital status:
20002009 Separated

Citizen / migrant status|
Permanent resident

Employment status:
Not employed

Educational attainment: Certificate/Diploma English proficiency: Fair

Initial survey results

Selfrated health status: Poor |

Level of psychological distress: Seek help: Yes
Very high (K10=41) Help-seeking source: GP

Level of gambling severity: Ngrambler (PGSI=0)| Seek help: No

Followup survey results

Selfrated health status: Poor

Level of psychological distress: Very high (K10=36)

Level of gambling severity: Ngambler (PGSI=0)

Specialised services used Wellness Counselling
Services services
Satisfaction level Very satisfied Neither
satisfied nor
dissatisfied

Examination of the survey results provided by the five participants showedhbatvo participants
who werelow-risk gamblersn the followup surveywere also identifiedas havingnoderate level of
emotional distress. The three nagamblers had varying levels of emotional distreaaging fromlow
(1) to moderate (1)and very high(1). There were changes in participa@zgambling risk leveland
emotional distress levelsetween thetwo surveys. Threeparticipants remained as negamblers but

two changed from normgamblers to lowrisk gamblersh y' S LI NIi A

changed from moderate to loywvhile theremaining four stayed at the same level (three at moderate

level and one at very high levé@tween the two surveys.
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Three participants had used two or more specialised services provided bARES$Vellness Services
were used by the largestnumber of paticipants (4), followed byAsian Helpline (2), counselling
services (2) anthe guided sekhelpresource (1)Most of the participants who were highly satisfied
or extremely satisfied with the services that they had udeabking into their initial suryeresults,
their help seeking sources were more limited. Quaticipant with very high level of emotional
distress sought help from the GButof the remainingfour participants who had moderate level of
emotional distresspnly onehad sought help frona counselloand one from their friend Theseearly
findings will be discussed further in Section 3.6 below.

3.6 DISCUSSION

3.6.1 Impacts of Auckland lockdown on Part 2 research

Part 2 of the research piect took place amid the COWI® Delta outbreak which has plunged
Auckland into lockdowrbetween Augustand December 2021The number of people who had
completed the followup survey wasnuchlower than expectedOf the 165 emails or text messages
which weresuccessfully sent, 20 (12.1%) completed responses were rec€nechundred and seven
(64.8%) had started the survey before the lockdown but did not comfdebamit them 38 (23%) did
not attempt the survey.

In our initial survey, we received a majordf/the survey responses within the first three weeks, and
subsequent survey reminder emails further improved response rate. We were unable to achieve
similar results in the followap survey. The circumstances under which the two surveys were
undertaken wee quite different. The initial survey in Clinic A took place when Auckland was moving
down alert levels (from level 3 to 2), and the survey in Clinic B took place when Auckland was at alert
level 1. But the followup survey took place during COVID Deltaoutbreak and level 4 lockdown.
5StaGF A& | YdzOK Y2NB O2ydl3aAizdza S NAFYyd 2F O2NRYy
4 lockdown, AFS frontline workers had observed that Asian people were finding this lockdown more
challenging than thosehey had endured previously. There were increased pandegtéded anxiety

and mental distress, feelings of isolation and vulnerability, as well as uncertainty and worries about
the future. Under these circumstances, taking part in the follgnsurvey didhot seem to be a priority

for the majority ofpotential survey participants.

At a time wherNew Zealandvas putting its majoeffort into controllingthe COVIEL9 Delta outbreak,

there was little that theresearchteam could do to improve the survegsponserate. In theinitial

survey, clinic staff had helped to promote the survey to their enrolled patients. But when Auckland
was in level 4 lockdownetephone/video consultations were used as much as possible in GP clinics to
reduce physical contacts with patiendoreover,there was a lot of other work going on in the clinics,
including promoting vaccination uptake, so clinic staff did not have tionprovide support for our
survey this time. Survey fatigue was yet another challenge we faced. We were aware that during level
4 lockdown, there were other surveys being conducted to collect the views of Asian communities
regarding information access abadihe lockdown and COWAID €.9.TANI, 2021).

Despite the low completion rate of the folleup survey, among the 165 people who were sent the

follow-up survey, only three (1.8%) had unsubscribed from our emails. The majority had allowed us to

keep their cbtails for further contact and services. This is a positegponse fromthe target

population As AFS develops more webinars, online resouanesother new services in the future,

lc{ Oly daAS I GFNBSGAY3 YR aSAYQy (i LIANZ2 Yy OKEILINR | O
segments of people for specific resources or services. For example, use different social media
platforms to engage different Asian ethnic subgroups, or tailor messages to different groups (e.g. old
versus young) for more persalised engagement.
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3.6.2 Stepped care support for Asian people

There are limited gambling harsupportservicedor Asian peoplén New ZealandThedevelopment
of a guided selhelpresource andhe online webinar seriesn this projectaligns with AFS stepped
care apprad, which involves providing services across the spectrunaohfulgambling, fronself
management (e.gthe guided sethelp resource), brief intervention (e.g. online webinar&FS
Wellness Servicehtough to specialist services (e.g. Asian Helpline, counselling serBigeslivering
the stepped care interventioin multiple Asian languages, we make services culturally resposusilze
more accessible, in order to facilitate eairhyervention work

We did not collect any personal information from people who accessed the guideldetgifesource
and online webinars, so users could remain anonymbugto the stigma oharmfulgambling Asian
peopletend to present late¢o counselling and other trament servicegSobruaMaharaj et al., 2012;
Tse, Wong & Chan, 2007Guided sehhelp resourceand online webinarsnay be the first forms of
help that they uselnformationabout further stepped care intervention, such as the Asian Helgbne
provided in the resource and #te webinars, which users can accesdeen they feel ready to take the
next step ForAFSNellness Servicetheywereavailablein one of the participating GP clisi®atients
enrolled in the clinic were referred iFSNellnessServica by their GPs for brief health interventions
and cultural supportby health improvement practitioners based in the clinkor thoseneeding
further support for issues related to mental health and addictiahgir carecouldbed & (i S LUISS R dz
to more specialised servicesich as counsellingr secondary mental health and addictions care

Due to the low response rate of the follemp survey, only five respondents had used one or more of
rc{Qa &ad0dSLIISR OF NB Ay i -§MBI&s/ aind t@o/l@wisk girRblers) Ki§ Bot 6 (i K NB
represent the full spectrum of gambling severifjthoughwe were unable to examinie full extent

of stepped care intervention for Asian people witi at risk of harmful gambling in this projegcearly

findingsfrom the followrup survey suggest that the stepped care approach could reach the target
population that the intervention is intended foAll five participantsvho had usedAFS stepped care
supporthadmild to moderate mental health andr gambling issue€Table 15).

Moreover, threeof the four AFS Wellness Services users dgdller stepped care interventions,
including the Asian Helpline and counselling servyiedgereas in the initial survey, tivdhelp-seeking
behaviour was rather linked, with only one who had sought formal help from a professiondlhese
results suggest that a stepped care model paovidethe necessary steps towards addressisian
LJS 2 LiheBt&) Bealth and addiction issugdowever, these findings may not be gealksable given
the limited number of survey responses. More reseascheeded to discern the effectiveness of early
interventions within a stepped care modébr Asian people

3.6.3 Early interventionfor harmful gambling in general practices

General practicegplaysan increasingly important role in the prevention and early interventidn
mentalhealth problemsand addictionsA primary ainof thisresearchwasto identify whethergeneral

LINy OGAOS OFly LINRPGARS | aStdAy3a F2NI FIFLOAtAGEFGAY3

There are numerous sociocultural barriers for Asian peaspleling support In particular, seeking
professional helfior mental health or addictions issues cearrystigma and shamewhich couldlelay
treatment andallow problems to intensifyGuo et al., 2015; Kim & Kendall, 2013¢nce reducing
stigma and increasing hekeeking are considered to be essential for prai@nand intervention.
General practice is the place whehsian people often turn toto get supportfor physical symptoms
and health problemsPoviding early intervention for harmful gambling through general pragtice
Asian people may feel more open &aoldress their issuesvithout the stigma attached to attending
specialist treatment services
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As mentioned abovesvaluation othis part of the research was greatly affected by the Delta outbreak
in Auckland in 2020nlyfive of the 20 participantsithe followup survey had used the stepped care
intervention delivered through general practicall of themwere peoplewith mild to moderate
mental health and/or gamblingroblemsand hadno or limited experiences of seekipgofessional
help previouslyDespite the small number, theyere the specific groughat the early intervention
services targeted forThis groupof peopleare often hidden from help becausehelp-seeking for
harmful gambling and mental health issues among Asian people is uncomandnyhen it occurs, it

is often crisidriven Byproviding more accessibkervicesat general practice settingthe studyhad
reached out to a group of aisk people who might not have le¢rwise sought helpTheseearly
findings suggest thatameral practicehas the potential toprovide asetting for facilitating Asian
LIS 2 L3fcc®<3 o interventionsn addition, somevays toV LINE @S | A Ay [|S&dckdt SQa |
and supporican be drawn from the research

1 Removdanguage barriers
Lack of English language proficiency is a key barrier preventing Asian people from using appropriate
health and social services and support. Often Asian people are not aware that such sengtes exi
because they do not have the language skdlsccess the information (Ho et al., 200Ryoviding
interventionsrelevant to the cultural and linguistic needs of Asian peapale improve their access to
services.

1 Reducethe stigmaof help-seeking
The fearabout being stigmatisedy othersoften leads to Asian people to avoid seeking professional
help (Tse, Wong & Chan, 2007). help Asian people overcome this barrier to hedeking, assurance
of confidentiality is importantAsian people ar@articularly concerne@bout confidentialityif they
come from small ethnic communities and the Asian stafividingservicesare also from the same
communitiesHo, Feng & Wang, 2028omeAsianpeople preferto usetelephonédonline counselling
and online webinarsver inperson counselling and workshofisgive thenselvesan additional layer
of security and privacy, dbeir identitiescan remain anonymous.

1 Reframe content: focus amellnessyrather than focusing on problesn

Some problem gambling counsellors involved in this study suggested that the contemhiofunity

educationto address gambling harms Asiancommunitiesshould focus on wellness and seHre,

rather than focusing on problem3hey believed thathe word WLINR 6 f SY Q pgrévénting o6 | NNXR
Asian people from accessing serviaegraming the message could be helpful in overcoming shame

and stigma associated with heigeking
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4. IMPLICATIONSND CONCLUSION

This research was funded through the Ministry of Health Gambling Innovation Research and

Evaluation Fund to develop and test an initiatiseesnable early identification of harmful gambling in

primary healthcare settingsEarlyintervention resources were developed and delivered through

ISYSNI £ LINI OGAOSA (2 7 linteiéntiofisand Sthet professignallsipot)t S Q& |

servicesThis section discusses the implications of the research for policy and servierydeliv

4.1 IMPLICATIONS FOR POLICY
The Government Inquiry into Mental Health and Addicti@port (2018) identified the need to

transform the primary care sector, with a strong policy focus on supporting primary and community
providers to deliver more andifferent services for people with mental health and addiction needs,
particularly people with mild to moderate and moderate to severe mental health and addiction needs.

The upcoming health sector reforms also recognise the need to transform the primalthdere

system and to improve equity of access to care (Department of Prime Minister and Cabinet, 2021).

The initiative developed and tested in this research can contribute to this change. Through screening

305Asian adults enrolled itwo GP clinicfor gambling, other addictiosand mental health problems,
the study had found that around one in five Asian respondevese identified as havingroblems
with gambling across a spectrum of sever(i8/3% lowrisk, 6% moderaterisk and 5.6% problem
gambling & measured byrhe Problem Gambling Severity IndesSI)Iin the NZ Natioal Gambling
Study (2012 -2015 andthe Health and Lifestyle Survey (2014 and 2016¢ ratesof problem
gamblingamong Asian adults ranged frod8 to 1.3%, moderatask gambling from 1.3% to 2.8%,
and lowrisk gambling from 3.2% to 5.8%. Overall, the rate of Asian people with, or at fgkcmful
gambling (19.9%) found in the study conducted in general practiced®%ago 14% higher than the
results from the National Gambling Study and the Health and Lifestyle Survey. In adtiisantey
conducted in GP clinics alsgvealed ceexisting issues amongst moderatisk and problem gamblers
and2.6% of survey respondents reported that theimity members gambled a moderate amount.

Theseresults support the notion that primary carean providean important setting for early
identification of gambling riskend ceexisting issueamong Asian adultddarmfulgambling is often

underreported by Agn people due to fear of stigma and embarrassment; howgtherfamiliar and

trustful settingof Yy SNI £ LINF OGAOSa OFy KStLI 62 NBRdAzOS
to disclose their gambling problems.

Key policy implications of the search include:
9 Stigma is a key barrier preventing Asian people from disclosingheainful gambling and

L &AL

associated health issues to others. Primary care can provide an important setting for early
identification of gambling risk, hazardous drinking, smoking, drug use and other mental health

concerns amongst Asian adults. Tamiliar and trustfulsetting of general practices can help
G2 NBRdzOS ! aAlLyYy LIS2L) SQa FSINI2F adAa3avyl
and coeexisting issues.

FYR ¥

f DSYSNIf LIN}FOGAOSa Ffaz KIFI@S GKS LROGSYGALFT (2
ganbling, other addictions and mental health issues. A stepped care approach to deliver early
interventions through general practices improves service accessibility by offering greater

choices for Asian people to address their holistic concémproved access to primary and

community-based services can contribute towards secondary prevention of those at higher

risk of experiencing gambling and mental health problems.

4.2 IMPLICATIONS FORACTICE
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reluctant to seek helpThere are numerous sociocultural barriers for Asian people to ged&ssional

help for mental health and addictions issues, which codéday treatment and allow problems to

intensify. General practice, which carries less stigma and shame than secondary mental health services,
KFa GKS LRGSYaGArt G2 LINPOARS || aSGOGAy3 FT2NJ FF OAf

A stepped careproach was used in this research to deliver early interventions for harmful gambling
other addictionsand mental health issues through general practices, ranging fromregiigement
(guided sehhelp resource), brief interventions (online webinars, \Weds Services) through to
specialist services (Asian Helpline, counselling servitke)study found that the Asian respondents
who had used one or more stepped care services delivered through general practices were people
with mild to moderate mental hdtéh and/or gambling problems, and had no or limited experiences

of seeking professional help previously.

These findings provided some evidence that primary ch@sed stepped care interventions can
increase helpeeking amongst Asian people, especiallgpgde with mild to moderate mental health

and addictions needsThe stepped care model helps to increase ksdpking by offering greater
choices for Asian people to address their holistic concerns. Othertvaysudy hadised to improve
&ALy LJ8eBsltdiséniras inclded: delivering interventions through general practices which is
a familiar and trustful setting for Asian people; removing language barriers by providing services in
multiple Asian languages; reducing stigma of ksdpking by assunze of confidentiality and
anonymity; and reframing the content of community education to focus on wellness andaself
rather than focusing on problems. Using a combination of strategies, the intervention prograaine
reached out to a group of aisk people who might not have otherwise sought help.

Key implications for service delivery include:
9 Addressing gambling, mental health and other addiction issues at primary healthcare level can
potentially reduce stigma and discrimination attached to theseiés, and facilitate early
help-seeking forat-risk people who ray not have otherwise sought help.

1 Developing and delivering culturally and linguistically responsive early interventions through
ISYSNIf LINF OGAOSa OFy AYLINROGS ! aAly LIS2LX SQa
1  Greater collaboration between GP clinics and community health and social service providers
can help to develop innovative approaches to health education, promotion and service
delivery, which can result in improved health outcomes and efficiency.

4.3 STRENGTHS ANIMITATION®F THE STUDY

This study had several strengths. Usaudturally appropriate research design and methods was a
notable strength of the study. All researchers shared same ethnic and cultural backgrounds with the
study communitiesand we used culturally appropriate processes to access participants. Since English
is a key barrier for many Asian people living in New Zealand, all study documents (including survey
guestionnaires) were translated into three main Asian languages (Gikesean and Hindi). The
adequacy of translation was ensured by having all translation done by trained translators who were
familiar with the cultural references of the target language. Participants were given the opportunity
to choose their preferred laguage to complete the surveys. Second, strong collaboration was
established with the two GP clinics involved in the study. They helped us access and recruit
participants to take part in the study, using appropriate strategies to ensure that potentiatiparits

were well informed before providing consent. Finally, the research had produced -gusddid
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resource and an online webinar series tailored to the target population. These resources are available
in English, Chinese, Korean and Hindi.

There are ertain limitations in this study. As mentioned before, the COVID 19 lockdown had posed a
major challenge to this researchAuckland was in lockdown for ovene-third of the researchime in

2021. This had significantly interrupted our follayw survey impementation, resulting in low
response rate (12.1%). As such, the findings of the fellpwsurvey may be limited in their
representativeness. Another limitation was time constraint. Due to the limitation of time, intervention
(i.e. delivering brief intermntion resources and online webinars through general practices) was only
done for two months (June to August). Given the stigma attached todesging, survey participants
might be hesitant to use the resources or services introduced to them. Only & sumber of
participants in the followup survey reported that they had used AFS services. In this regard,
participants from Clinic A would be better informed about AFS services because of the provision of
AFS Wellness Services in the clinic. Throughséraice health improvement practitioners and health
coaches are located in the clinic to help patients access services and coordinate support. Future
research should extend the intervention period before assessing the effects of intervention services
(e.g reduce gambling risk or improve health outcomes).
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Appendices

Appendix 1 Online surveyguestionnaire: English (Qualtrics version)

14/05/2021 Qualtrics Survey Software

\

Asian Family Services

Together enriching lives

| English (United Kingdom) \ |

Introductory Section

Please select your preferred language using the drop-down box above.
I BT T R R e R I 1 5 AT
?lol EE-Oh2 dAM |t 21018 dEstdAlL.

FUTFHUR (ST T STU-S13 ST I JUTRT Hdh AT TS HINT g |

Asian Family Services (AFS) has been working with Apollo Medical Centre to offer
onsite counselling to Asian people registered at our clinic since 2016. More recently,
AFS has also been involved in the Te Tumu Waiora, or To Head Towards Wellness,
programme at Apollo.

AFS is planning to introduce new online support services in multiple Asian languages
to complement existing face-to-face counselling services (e.g. online self-guided
resources, peer support forums and webinars with useful information and professional
advice). This survey will help us better understand your needs and your preferences
towards using online services.

The survey will ask you questions about your general information, health needs and
preferences for online services. It will take about 10 minutes to complete.

Completing the survey is voluntary (your choice), but we do hope you take part to help
us develop services to better meet the needs of Asian people aged 14 years and

above registered in our clinic.

Your answers will be kept completely confidential. No one will be personally identified
when the overall results of the survey are reported.

https:/fafsnz.au1 qualirics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview? ContextSurveylD=5V_6nG20uHCX2lagdi&ContextLibrarylD...  1/16
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Every participant who completes the survey will go into a draw to win one of three
prizes (a $500, $300 or $200 supermarket voucher). If you wish to participate in the
draw, you will need to provide your personal contact details at the end of the survey.

If you have any questions about this survey, please contact Kristy Kang (Project
Coordinator at AFS): 09 553 6896 or kristy.kang@asianfamilyservices.nz

You can start the survey by clicking on the arrow below.

Are you:

Under 14 years

Over 14 years

Are you a registered patient with:

Apollo Medical Centre
Other

Do you belong to any Asian ethnic group?

Yes
No
Ineligible

Thank you for your interest in our survey.

Unfortunately, you do not meet our criteria to participate in the survey. We hope you
will understand.

If you heed someone to talk to, please call the Asian Helpline (0800 862 342) to make

an appointment.
Section A: General Information

Are you:

Male

hitps:/fafsnz.au1 . qualfrics. com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview? ContextSurveyl D=5V _6nG20uHCX2lagdf&ContextLibrarylD ...
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Female

Transgender

Prefer not to say

Which ethnic group/s do you belong to?

Chinese
Filipino
Indian

Korean

| |Other

Please select your age range:

14-19 years
20-29 years
30-39 years
40-49 years
50-59 years
60-69 years
70-79 years
80-89 years

90+ years

Which country were you born in?

New Zealand
China

Hong Kong
India
Phillipines
Sri Lanka

South Korea

| |Other

When did you arrive to live in New Zealand?

https://afsnz.au1.qualirics.com/Q/EditSection/Blocks/Ajax/GetSurvey PrintPreview? ContextSurveylD=SV_6nG20uHCX2lagdf&ContexiLibrarylD...  3/16
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Before 1980s
1980-1989
1990-1999
2000-2009
2010-2019
2020 and after

What is your marital status?

Single

De facto relationship
Married

Separated

Divorced

Widowed

| |Other

Are you:

NZ Citizen
Permanent resident
Work visa holder
Student visa holder

Family sponsored migrant

| ]Other

What is your employment status?

Full-time employment
Part-time, temporary or casual employment
Self-employed

| am not in paid employment

| ]Other

What is your highest educational achievement or qualification?

hitps:/fafsnz.au qualtrics.com/Q/EditSection/Blocks/Ajax/GetsurveyPrintPreview? ContextSurveylD=5V_bnG20uHCX2lagdf&ContextLibrarylD...  4/16
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No formal school qualification
Primary school qualification
NZ secondary schoal qualification
Overseas secondary school qualification
Certificate or Diploma
Bachelor's Degree

Post-graduate/Master's/Doctorate Degree

| ]Other

How well can you speak English?

| do not speak English
| speak English poorly, not enough to express my health needs
| speak enough English to express my health needs

| speak English very well

Section B: Psychological wellbeing

In the past 12 months, would you say that in general your health has been:

Excellent
Very good
Good

Fair

Poor

For each guestion below, please select the option that best describes how you have
been feeling during the past four weeks:
All of the Most of the Some of the A little ofthe None of the
time time time time time

How often did you feel
tired for no good
reason?

How often did you feel
nervous?

hitps:/fafsnz.au1 qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview? ContextSurveylD=5V_BnG20uHCX2lagdf&ContextLibrarylD...  5/16
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All of the Most of the Some ofthe A little of the None of the
time time time time time

How often did you feel
s0 nervous that
nothing could calm
you down?

How often did you feel
hopeless?

How often did you feel
restless or fidgety?

For each question below, please select the option that best describes how you have
been feeling during the past four weeks:

All of the Most of the Some ofthe A little of the None of the
time time time time time

How often did you feel
so restless you could
not sit still?

How often did you feel
depressed?

How often did you feel
that everything was an
effort?

How often did you feel
s0 sad that nothing
could cheer you up?

How often did you feel
worthless?

Have you tried to get help in the past 12 months to deal with any of the above issues,
whether informally from a friend or more formally from a health professional?

No

Yes

Where did you go for help? Select ALL the options that apply to you:

Friend

Family

GP

Counsellor

Alternative remedies (e.g. Ayurveda, hanbang, traditional Chinese medicine)

Community (e.g. Minister/religious leader, people from community groups)

hitps://afsnz.au1 . qualfrics. com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview? ContextSurveylD=3V_6nG20uHCX2lagdf&ContextLibrarylD...  6/16
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Information from newspapers, TV, websites, social media platforms

[ |Other

Section C: Gambling in the household

For each question below, please select the option that best describes your behaviour
or feelings as they relate to gambling over the last 12 months:

Never Rarely Sometimes Often Always

Have you bet more
than you could really
afford to lose?

Have you needed to
gamble with larger
amounts of money to
get the same feeling
of excitement?

Have you gone back
on another day to try
to win back the money
you lost?

Have you borrowed
money or sold
anything to gamble?

Have you felt you
might have a problem
with gambling?

For each question below, please select the option that best describes your behaviour
or feelings as they relate to gambling over the last 12 months:

Never Rarely Sometimes Often Always

Have people criticised
your betting or told
you that you had a
gambling problem,
whether or not you
thought is was true?

Have you felt guilty
about the way you
gamble or what
happens when you
gamble?

Has gambling caused
you any health
problems, including
stress or anxiety?

hitps:/fafsnz.aul.qualtrics. com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview? ContextSurveylD=5V_enG20uHCX2lagdf&ContextLibrarylD...  7/16
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Never Rarely Sometimes Often Always

your gambling

caused any financial

prob
your

lems for you or
household?

Excluding yourself, how much do people in your current household gamble?

A lot

A moderate amount
Alittle

None at all

Not applicable (e.g. live alone)

Have you tried to get help in the past 12 months to reduce or stop gambling for
yourself or for a member of your family, whether informally from a friend or more
formally from a health professional?

No

Yes

Where did you go for help? Select ALL the options that apply to you:

Friend
Family

GP
Counsellor

Alternative remedies (e.g. Ayurveda, hanbang, traditional Chinese medicine)
Community (e.g. Minister/religious leader, people from community groups)

Information from newspapers, TV, websites, social media platforms

| |Other

Section D: Alcohol use

In the past 12 months, how often did you have a drink containing alcohol?

hitps:/fafsnz.au1 qualtrics. com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview? ContextSurveylD=5V_6nG20uHCX2lagdf&ContextLibrarylD. ..

Never
Monthly or less

2-4 times a month
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2-3 times a week

4 or more times a week

In the past 12 months, how many drinks did you have on a typical day when you were
drinking?

1-2
3-4
5-6
7-9

10 or more

In the past 12 months, how often did you have six or more drinks on one occassion?

Never

Less than monthly
Monthly

Weekly

Daily or almost daily

Have you tried in the past 12 months to get help to reduce or stop drinking, whether
informally from a friend or more formally from a health professional?

No

Yes

Where did you go for help? Select ALL the options that apply to you:

Friend

Family

GP

Counsellor

Alternative remedies (e.g. Ayurveda, hanbang, traditional Chinese medicine)
Community (e.g. Minister/religious leader, people from community groups)

Information from newspapers, TV, websites, social media platforms

| ]Other

hitps:/fafsnz.au1 qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview? ContextSurveylD=5V_BnG20uHCX2lagdf&ContextLibrarylD...  9/16
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Section E: Substance use

How many cigarettes do you smoke on an average day?

None

Less than 1 a day
1-10

11-20

21-30

31 or more

Have you tried in the past 12 months to get help to stop smoking, whether informally
from a friend or more formally from a health professional?

No

Yes

Where did you go for help? Select ALL the options that apply to you:

Friend

Family

GP

Counsellor

Alternative remedies (e.g. Ayurveda, hanbang, traditional Chinese medicine)
Community (e.g. Minister/religious leader, people from community groups)

Information from newspapers, TV, websites, social media platforms

| |Other

In the past 12 months, have you ever used non-prescription drugs for recreational
purposes or to get high?

No

Yes

Have you tried in the past 12 months to get help to stop taking drugs, whether
informally from a friend or more formally from a health professional?

hitps:/fafsnz.au1 . qualfrics. com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview? ContextSurveylD=SV_6nG20uHCX2lagdf&ContextLibraryl...
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No

Yes

Where did you go for help? Select ALL the options that apply to you:

Friend

Family

GP

Counsellor

Alternative remedies (e.g. Ayurveda, hanbang, traditional Chinese medicine)
Community (e.g. Minister/religious leader, people from community groups)

Information from newspapers, TV, websites, social media platforms

| |Other

Section F: Preferences towards using online services
Preferences for Online Support Services

Do you have access to the following (select ALL the options that apply to you):

Smartphone with sufficient data

Sufficient broadband Internet connection / WiFi
Tablet

Laptop with a camera

Personal Computer with a camera

None of the above

| [Other (please specify):

What attracts you to use online services (select ALL the options that apply to you):

Convenience / can do it in your own time

Can get timely support

Can get support in the privacy of your own space
No travel involved to seek support

More cost effective (e.g. no travel costs)

Flexible / easy to schedule

https://afsnz.au1.qualirics.com/Q/EditSection/Blocks/Ajax/GetSurvey PrintPreview? ContextSurveylD=SV_6nG20uHCX2lagdf&ContexiLibrarylD... 11/16
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Feel less embarrassed (e.g. less likely other people will find out about online services
use)

Receive support in a comfortable environment

None of the above

| [Other (please specify):

Do you have problems with the following (select ALL the options that apply to you):

Limited access to the Internet

Poor Internet connection

Limited access to smartphone/tablet/laptop/PC

Do not know how to use smartphone/tablet/laptop/PC

Do not have people (e.g. family members or friends) to help with using
smartphone/tablet/laptop/PC

Cannot find a private place to use online services

Cannot find time to use online services

Prefer face-to-face interactions

Concerned about other people finding out use of online services

None of the above

| |Cther (please specify):

How likely are you to use the following online services?

Very Don't
Very likely Likely Neutral Unlikely unlikely know

Self-help resources
Information, tools and
guidelines that can be
used personally for
improving and
managing wellbeing

Online coaching
Personalised online
support and coaching
developed by a health
professional

Peer-support forum
Online support groups
to share and discuss
health experiences

hitps:/fafsnz.au qualtrics. com/Q/EditSection/Blocks/Ajax/GetsurveyPrintPreview? ContextSurveylD=5V_6nG20uHCX2lagdf&ContextLibraryl. ..
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Very Don't
Very likely Likely Neutral Unlikely unlikely know

Webinars

Free online health
education seminars
presented by health
professionals

Online counselling
One-on-one
counselling services
conducted via video
conference (e.g.
Zoom or Skype)

What social media platforms do you use (select ALL the options that apply to you):

Facebook
WeChat
Instagram
WhatsApp
Kakaotalk
TikTok
Signal
Snapchat

| [Other (please specify):

Section G: Final section

Do you have further comments about this survey that you would like to tell us?

Final: Prize Entry

Thank you very much for completing this survey. Your answers will help us to
develop online services and resources that are appropriate for our Asian communities.

hitps:/fafsnz.au1 qualtrics.com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview? ContextSurveylD=5V_BnG20uHCX2lagdf&ContextLibraryl...  13/16
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AFS also has a range of useful resources, such as for mental health, wellbeing,
parenting and gambling harm. All our resources are culturally and linguistically
appropriate and may be available in your preferred language.

Would you be happy to be contacted within the next six months to answer further
questions about the services that you have used (if any)? (Saying YES to this question
won't commit you, it just means we can contact you to ask if you would like to
participate again.)

Yes, you can contact me and ask if | want to help again

No, don't contact me again

Please provide us with your contact details below:

Name | |
Email | |

Phone Number | |

Thank you very much for completing this survey. You are now eligible to enter the prize
drawl

There are three prizes that must be won, including a $500, $300 and $200
supermarket voucher. The winners will be announced in May on the AFS and Apollo
Medical Centre websites.

To enter into the draw, please provide your contact details below. Your details will
only be used for prize purposes and will not be connected to your survey answers.

Name | I
Email | |
Phone Number | ]

Thank you again for your participation.

If you need someone to talk to, please call the Asian Helpline (0800 862 342) to make
an appointment.

Powered by Qualtrics
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Asian Family Services

Together enriching lives
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Appendix 3¢ Online survey guestionnaire: KoregiPaper version)
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Appendix 5 A guide for Asian people to manage addictions and emotional distress: English

A GUIDE FOR

Asian people to
manage addictions
and emotional distress
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What we provide?

What we provide?

3.4 million New Zealanders gamble;

among them, one in five gamble weekly or more.

One in four New Zealand drinkers

have drunk hazardously which could have hurt themselves or others.

One in eight New Zealand adults
smoke on a daily basis.

Around one in two New Zealanders
will experience poor mental health at some points in their lives.

Smoking, harmful gambling, alcohol drinking, substance use and mental
health issues have caused great concerns within Asian communities in
New Zealand. However, many people who have these issues can't see the
problem for themselves, and don’t deal with them until their problems

become quite serious.

Research indicated that harmful gambling is to some extent associated
with hazardous drinking, tobacco smoking and substance use. Moreover,
research revealed that people who are addicted to these issues are also
likely to suffer from emotional distress and mental health issues.
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What we provide?

This guide provides a range of useful information and advice to
help Asian people, including:

* ldentifying if they may be experiencing difficulties in managing issues
associated with gambling, smoking, alcohol, drugs, and emotional distress;

* Learning some strategies and tools to manage these issues;

¢ Obtaining available professional support services.

You can also download this guide
from the Asian Family Services’ website:
www.asianfamilyservices.nz
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