HAS
phn ‘((Q“’,' Health =\ _#
SOUTH WESTERN JCW/ | South Western Sydney irf
SFENEY !xmsNﬂ Local Health District I;%!Eﬂg.lvsr's.ty

An Australian Government Initiative

Enhancing gambling harm screening
and referrals to gambling support
services in general practice and

community service settings in
Fairfield LGA: a pilot study

September 2020
Fairfield City Health Alliance



Primary Authors:
Thi Huyen Linh Nguyen, South Western Sydney Primary Health Network
Nick McGhie, South Western Sydney Primary Health Network

Lead Contributors:
Dr Amy Bestman, The George Institute for Global Health
Jenny Ly, South Western Sydney Local Health District
Michelle Roberts, South Western Sydney Primary Health Network
Susan Gibbeson, Fairfield City Council
Dr Kate da Costa, Alliance for Gambling Reform
Dr Siggi Zapart, Centre for Health Equity Training Research and Evaluation
Pam Batkin, Woodyville Alliance

Maria-Lujza (Marylou) Ghyczy, Multicultural Problem Gambling Service (MPGS)

Proudly funded by

Wik
NSW

GOVERNMENT



ACKNOWLEDGEMENTS .....cuutiiiiiiiiiiiiiiiiiiiiiiiiiisisiiisiiiiiiiiiiiiiiiiiiiiiiiii i i i 4

FOREWORND ...ccuuiiieniirieteerteenneetennereenssereenssesssnssessenssesssnssssssnssssssnssssssnsssssssssssssnssssssnsssssenssssssnsssssansssesansssssannnns 5

1.  SUMMARY OF FINDINGS .....cucetteeuierreenertennereennsereenssessesssessenssesssssssssssssssssnssssssnssssssnssssssnsssssanssssssnsssssannnns 6

2. PROJECT BACKGROUND ...ccuucittenertennertensereenssersenssesssnssesssnssesssnssessanssesssnssesssnssesssnssssssnssssssnssssanssssssnsssses 7
2.1 OVERVIEW .1tuuuuuunennnnnnnnnnnnnnnnnennnnnanesesesesasasasssasasasssasasssnsssnsssnsssssssssssssssesssesesesesssesesesesesssesesesesesssessseseseseses 7
2.2 GAMBLING HARM IN THE FAIRFIELD LGA ...ttt e e e e e e e e e e e e e e e e e e e e e e e e e eeeeeens 8

3. LITERATURE REVIEW .....cctteuiiiitenniiieenneeteennertensessenssessenssesssnssssssnssssssnssesssnssssssnssssssnsssssanssssssnssssssnnssssannsns 10
3.1 GAMBLING HARM PREVALENCE IN NSW ...ttt e e ettt e e e e e e aaba e e e eeesesataaaeeesssssasnnnneeeseenes 10
3.2 CALD POPULATIONS AND GAMBLING ....ueeeeerrtttieeeeereesrsniieseessessssnaesesssssssmneaesessssssssesessssssssnmesessssssssnneeeesssses 11
3.3 GAMBLING HARM AND THE IMPORTANCE OF COMMUNITY-BASED SCREENING .....ceevvvvrunnieeeeereerrnneeeeeserssnnnneeeesseees 11
3.4 PRIMARY CARE ...evvvvveversrsrssessssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnnne 11
3.5 COMMUNITY SERVICE ORGANISATIONS ...eeieevrttuieeeereerrssiieseesressssnaesesssssssseaesesssssssniesessssssssnmesessssssssnmeeeesseses 12
3.6 VALIDATED GAMBLING HARM SCREENING TOOLS .eevvvveerrrrrereereeereerererererereeersesesserersesesssresessssrsrerersrsrsresererersrerens 12
3.7 CULTURAL SENSITIVITY 1uttuuununnnennnnnnnnnnnennnnssesssssssasesssasasesssssssssasesssssesesesssesesssesesesesssesesesesssesesesesesesesesesesens 14

4. RESEARCH DESIGN ......cotteuieiieenerreennereeenerrenssersenssessenssesssnssessanssesssnssesssnssssssnssesssnssessanssesssnssesssnsssssnsssses 15
4.1 STUDY AIMS AND RESEARCH QUESTIONS
4.2 RESEARCH TIMELINE vvvvvvvvevevesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssesnne
4.3 ETHICAL CONSIDERATIONS vvvvvvvuvvssrersssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssserene

5. RESEARCH METHODS — MODEL & TRAINING DEVELOPMENT ......cccttueietiennncninnnnceiennsesisnssssssnssssssnssssssnnnns 18
5.1 PHASE 1 (PART A): IMODEL DEVELOPMENT ..eeuuvteeteesuteeeteessseeesseessesasseassesassssssssassessssssenssssssssesssssssesesssennsses 18
5.2 PHASE 1 (PART B): TRAINING DEVELOPMENT ....eeeveeiuteeeteesreeeiueesseeeseessesensesssesesssssssssanssssnsssssssssnsseesssennsees 18

6. RESULTS OF CO-DESIGN ....cc.coteeuirreenerreenereennsersenssesssassessenssesssnssesssnssesssnssssssnssssssnssssssnssssssnsssssansssssannnns 20
6.1 BARRIERS TO SCREENING FOR GAMBLING HARM ....vvuuueeerereretiieseeeeresssnneseeesessssnaesessssssssnnsesessssssnnnneesessssssnnnsees 20
6.2 SCREENING AND REFERRAL IMODEL RECOMMENDATIONS ...uueeeeeevrsuenereeereeersnnieseessessssnnseseesssssssnnaesessssssnnnneesesssees 22
6.3 [ 211V, [0] ] -3 RN
6.4 COMMUNITY SERVICES MODEL
6.5 CULTURAL SENSITIVITIES 11 snnnnnenssnnasnnnsnsnnnsnsnnnsnsnsnsnsssnsnsesssesesesesssssssesssssssssesssssesssasesesesesssssesssnses
6.6 SUPPORTS/REFERRALS
6.7 TRAINING ceveteveeeeerereeteeeeeeeererereeererereeeeeereeseseeeeesreeerreeeeeeeeeeeeeererereresereeerererereeerererereeereeerererereeerereeeserererereren

7. RESEARCH METHODS — IMPLEMENTATION PHASE.....ccccoitttiiiirtneninnnceiennesisnsesisnssesssnssssssnssssssnssssssnnnns 32
7.1 SCREENING TOOL QUESTIONS «.evetvvuuuueeeereressueneseeessssssssesesesssssssnnesessssssssnnaeseesssssssnnsesessssssssnsaeessssssssnnneeeesssses 32
7.2 SCREENING PROCESSES AND IMPLEMENTATION OF SCREENING TOOLS ....ceevvvvruunieeeeererrrnnneeeeeeerssnnaesessessssnnenesesssees 32
7.3 REFERRAL AND SUPPORT OPTIONS ....evvtttuueeeeeerrrasnneeeessssssssnesesesssssssseeessssssssnaesessssssssnneesessssssnnnnsesssssssnnsnnsens 32
7.4 CULTURAL SENSITIVITIES .evvtuuueeeeererssunseseesssssssnasesesssssssnnesesssssssssnsesessssssssnnaesesssssssnnsesessssssnsnesessssssssnnnesesssees 33
7.5 RECRUITIVIENT 11vtttvvuvessrsraresesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsssssssnsnsnnnne 33
7.6 INFORMATION SESSION ..uvuvuvuvursrssssesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsnnnne 34
7.7 SCREENING PROTOCOL 1eeeieieeeieeeiieeeeeeeeeeeeeeeeeeeteeeeeeeeeeeteeeeetateeeseseeeseseseseseeeseseseseseeeseseeeseseseresereseeeeeseseresererens 34
7.8 EVIBEDDED RESOURCES ..vvvvvvvvsrssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsnsnne 35
7.9 IMPLEMENTATION IN PRACTISE 4vvvvvvvvvusssssssasssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsssssssnsnsnsnne 36
7.10  INTERVIEWS AND FOCUS GROUPS .....eeeeretruriereeereesssnnieseessessssnnesessssssssnnsesessssssssnnsesessssssssnnsesessssssnnseesesssssnnnns 36

8. IMPLEMENTATION RESULTS...cuutitteuierteenerrennereennsereensseresnssessenssessssssesssnssesssnssesssnssesssnssesssnssesssnssesssnsseses 37
8.1 INTERVENTION UPTAKE AND RETENTION RATE ...eevvuuuueeeererererunereeeesesssnnaesessssssssnaesessssssssnneesesssssssnnneesessssssnsnnsees 37
8.2 IDENTIFICATION OF GAMBLING HARM ....cvvveneeeeernnnnnn.
8.3 SUPPORT/REFERRAL OF GAMBLING HARM
8.4 ACCEPTABILITY AND FEASIBILITY .eevtvererereerrereeereeeeerereereerreeseeeeesesrersesrersrsrersssssssssrsrsssssressssssreserersssrsssssssssssrerens




9.  RECOMIMENDATIONS.....ccctttuierenereeerenereescrnserenserassssssessssssssessssssnsessssssnsssassesssssassesassssnsessssssnsessssssnsssnnsss 49
RECOMMENDATION L ooutiiieiiiiiiiiiiieeeeeeeeettiee e e e e e e eetab e e eeeeeeasaat e seeeseassanaaseessasssanannseeesssssannnssessssssssnnesessssssrnnneeeeeesees 49
RECOMMENDATION 2 1otuuuieeeieieitttieeeeereeerasteseeessssssstatesesssssssantessssssssnnesesssssssssssesessssssssssesessssssssnsesessssssssnneeessssses 50
RECOMMENDATION 3 .iiiiiiieiiieieieieieeeeeeeeeeeeeeeeee et e e e eeeeeeeeeetetetetetetetetetetereteretatetaraterererereretererererererererererererererererererens 50
RECOMMENDATION 4 ...oieieieeeieeeeeeeeeeeeeeeeee ettt et et et e ee e et e ee e et e e eeeteeee et etat et eteteeatetatateraeatarareteeerereserarererererererererererererens 51
Yoo V1 1N o] N = YN 51

REFERENCGES....c..ctttuiiitteniertenncereenseetennsessenssesssnssessenssesssnsssssenssesssnssesssnssesssnsssssnnssssssnsssssnnsssssnnssessnnssssannssssannsns 52

ACCOMPANYING RESOURCE — TRAINING & RESOURCE KIT ......cceeervereirreerennrernressennesseesesssaessssasssasssssassensesssssessans 55



ACKNOWLEDGEMENTS

The project team wishes to acknowledge several key individuals and organisational partners who,
throughout the project, offered their time, knowledge and expertise to the benefit of this important
project. We acknowledge and thank;

Key partners Fairfield City Health Alliance — South Western Sydney Primary Health Network
(SWSPHN), South Western Sydney Local Health District (SWSLHD) and Fairfield City Council;

SWSPHN Mental Health, Integrated Health and Communications Teams for assisting with co-
design activities, developing referral pathways for GPs and community service workers and
developing consumer resources;

Fairfield Council interagencies, particularly the Fairfield Multicultural Interagency;

Fairfield City Health Alliance Gambling Working Group members with representatives from the
Alliance for Gambling Reform, Multicultural Problem Gambling Service, Woodville Alliance,
Core Community Services, Centre for Health Equity Training, Research and Evaluation
(CHETRE), The George Institute for Global Health, and Western Sydney University;

Community services workers, health workers, GPs and consumers who participated in co-
design activities. Your feedback was crucial in the development of our integrated screening and
referral model, training program and cultural adaptations of consumer resources;

People with lived experience and community members who shared their stories about the
impact of gambling harm and their experiences seeking help;

Undergraduate medical students from WSU who completed a desktop analysis of gambling
services in NSW and conducted phone calls with gambling help services to develop referral
pathways;

Gambling counsellors across NSW;

Gambling Expert Working Group for their assistance in the development of the training program
and review of referral pathways to gambling services:

o Angela Hall (Project Coordinator White Ribbon Accreditation, SWSLHD)

o Eric Ho (Psychologist and Bilingual Counsellor, Multicultural Problem Gambling
Service)

o Monica Cochrane (Gambling Counsellor, Mission Australia)

o DrKate Fennessy (Senior Clinical Psychologist and Clinical Lead, Gambling Treatment
Program, St Vincent’'s Health Network);

Janine Bleakley (Psychologist and Supervisor, Gambling Treatment and Research Clinic, The
University of Sydney) for her time, knowledge and expertise in the development and delivery of
the training program;

Community service workers and GPs who gave their time to participate in the training program
and research. Their support of patients who disclosed gambling harm has been invaluable to
individuals and families;

The project team and investigators also acknowledge and thank the New South Wales
Government for funding provided under the 2018 Responsible Gambling Grants Program.



FOREWORD

Gambling is highly engaged in by residents in Fairfield Local Government Area (LGA). In addition to
high gambling participation and expenditure, the area has high levels of disadvantage, poor health
outcomes and high levels of cultural diversity, increasing the effects of gambling harm. The Fairfield
Health Alliance, established in 2019, brings together South Western Sydney Primary Health Network
(SWSPHN), the South Western Sydney Local Health District (SWSLHD) and Fairfield City Council
(FCC). Governed by a formal Memorandum of Understanding (MOU) this Health Alliance identified
gambling as one of three priority areas. As the project’s lead agency, South Western Sydney Primary
Health Network (SWSPHN) has brought together community groups, general practitioners, academics,
gambling specialists and local individuals to develop a screening tool that is practical, effective and
responsive to the cultural diversity of the area.

SWSPHN is dedicated to supporting general practitioners, practice nurses and other primary health
providers to deliver the best possible care for their patients. Through planning and consultation,
SWSPHN have a strong understanding of the health care needs and service gaps in the Fairfield LGA
and are focused on improving access to primary care services, particularly for patients at risk of poor
health outcomes.

The aim of the Fairfield Health Alliance is to deliver community health outcomes through partnerships
and collaboration across health and social care sectors. Members of our Gambling Working Group
include representatives from key partners who reflect the benefit of collaboration and partnership.
Members include the Centre for Health Equity Training, Research and Evaluation (CHETRE); CORE
Community Services; Woodville Alliance, Multicultural Gambling Service, as well as the SWSLHD,
SWSPHN and FCC. The working group contains a diversity of skills and perspectives, making a valued
contribution to the outcome.

The screening tool that has been developed seeks to local individuals who experience gambling harm
either as gamblers or ‘affected others’ and is intended to be used in early intervention community
organisations, community service settings, community-based health services as well as by general
practitioners. This is in response to the community engagement process.

The ability to identify social and health impacts that result from gambling is essential to promote the
health of all members of the community and to support children who are impacted as significant others.

We are proud to develop the first screening tool that has resulted from ethics approved research and
has been validated. The ability to identify people who are experiencing gambling harm is the first step
in treatment. It is expected that this tool will make a very important contribution to understanding the
scope and depth of harm from gambling while informing the development of a broader range of services
to address this issue.



1. SUMMARY OF FINDINGS

The Productivity Commission in 2010 recommended better linking of health professionals and
community services to gambling support services and other referral pathways whilst advocating for a
screening test as part of other mental health diagnostics particularly for those presenting with anxiety,
depression, high drug and alcohol usel.

This project sought to develop, implement, and evaluate a gambling harm screening and referral model
for general practice and community services within the Fairfield LGA. The project was funded by the
NSW Government’s Office of Responsible Gambling.

Through co-design, a screening model was developed and selected for implementation. The screening
model selected combines aspects of the Problem Gambling Severity Index Short Form (PGSI Short-
Form) to identify individuals experiencing direct harm and the Concerned Others Gambling Screen
(COGS) to identify individuals experiencing harm as a result of another person’s gambling behaviour.

The gambling harm screening model was implemented over a 13-week period from May to July 2020.
Due to COVID-19 restrictions which saw many GPs and community service providers move to
telehealth delivery methods, the screening tool developed was moved to an online format. The design
of the tool and the enablement of online data entry were perceived by participants as excellent -
participants spoke very highly of the process.

The level of harm detected — with 60% of those screened indicating some level of gambling related
harm - is vastly higher than would be expected from existing prevalence studies. The data is from non-
random samples, but these indicative levels of harm suggest a need for an urgent roll-out of the
screening model (across both the Fairfield area and more broadly across NSW) to better understand
the level of gambling harm in the community. The high levels of gambling harm identified in this
community sample highlight the need for further investigation and implementation of interventions that
aim to prevent and reduce gambling harm. This work may require subsequent policy change to protect
and prevent at-risk individuals and communities from the impacts of gambling harm.

The following recommendations have been developed regarding the model implementation and rollout
across NSW.

Recommendation 1: The screening model developed and piloted, was an effective model to screen
for gambling harm in the Fairfield area. This model has the potential for scalability for GPs, community
workers, and Regional Service Providers, under the proposed new ORG delivery structure, across
NSW.

Recommendation 2: Community services are uniquely placed to implement the screening model.

Recommendation 3: To improve GP uptake and ongoing usage, integration of the gambling screening
model as part of, or complementary to, existing lifestyle screening? or alcohol and other drugs
screening?® (and thus embedded in practice software) is essential.

Recommendation 4: An indicative screening outcome based on patient responses would help guide
interventions.

Recommendation 5: A centralised data store of screening results across regions would better inform
state policy and local health needs assessments.

! Productivity Commission 2010, Gambling, Report no. 50, Canberra.

2 The Royal Australian College of General Practitioners, 2019. Views and attitudes towards physical activity and nutrition
counselling in general practice: National survey report 2019. East Melbourne, Vic: RACGP, 2019.

3 South Western Sydney Primary Health Network. Alcohol and Other Drugs. Accessed 10/08/20. URL:
https://www.swsphn.com.au/alcoholandotherdrugs, SWSPHN, 2020.
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2. PROJECT BACKGROUND

2.1 Overview

The Fairfield City Health Alliance obtained funding from the 2018 Responsible Gambling Grants
Program administered by the NSW Office of Responsible Gambling for a gambling harm screening tool
project. The funded project aimed to develop, implement, and evaluate a gambling harm screening and
referral model for general practice and community services within the Fairfield LGA.

The Fairfield City Health Alliance (FCHA) is a formal alliance established between South Western
Sydney Primary Health Network (SWSPHN), South Western Sydney Local Health District (SWSLHD)
and Fairfield City Council (FCC) to identify and address local health needs in the Fairfield Local
Government Area (LGA). The FCHA aims to deliver community health outcomes through partnerships
and collaboration with members across health and social sectors.

SWSPHN is one of 31 Primary Health Networks (PHNs) established to increase the efficiency and
effectiveness of medical services for patients, particularly those at risk of poor health outcomes, and to
improve coordination of care to ensure patients receive the right care in the right place at the right time.
PHNSs achieve these objectives by working directly with general practitioners, other primary health care
providers, secondary care providers and hospitals to facilitate improved outcomes for patients.

SWSPHN’s catchment covers seven local government areas (LGAs) - Bankstown, Camden,
Campbelltown, Fairfield, Liverpool, Wingecarribee and Wollondilly.

SWSLHD is one of the largest health districts in NSW. The District covers both rural and suburban
communities and manages six acute public hospitals:

e Bankstown-Lidcombe Hospital

e Bowral and District Hospital

e Campbelltown and Camden Hospitals
o [Fairfield Hospital

e Liverpool Hospital.

The District also operates 14 major community health centres providing prevention, early intervention
and community-based treatment, palliative care and rehabilitation services.

As of 2016, the Fairfield Local Government Area (LGA) had a residential population of 198,8174.
Fairfield City is one of the most culturally diverse communities in Australia and the most disadvantaged
area in the Sydney metropolitan area. Immigration and refugee settlement are the largest contributors
to population growth in the LGA.

Following a local health needs assessment and community consultation in 2017, gambling harm was
identified as one of three shared priority health issues for the FCHA. A Gambling Working Group was
established to plan, design, implement and evaluate strategies to address gambling harm. The
Gambling Working Group are focused on two strategies:

0) Research on the impact of gambling harm on health outcomes in the local area,

(i) Equip and support General Practitioners (GPs) and community workers (CWSs) to discuss
gambling harm with patients®.

Key project activities included:

4 Australian Bureau of Statistics, 2016. 2016 Census QuickStats: Fairfield (C). ABS, Canberra.
5 The term “patient” is used throughout this report to denote someone who is accessing a GP or community worker. People
accessing these services may also be referred to in practise as a client or a consumer depending on the service.
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o Assessment of validated brief screening tools and degree to which any have been used within
GP or CW providers in Australia;

¢ Implementation of identified screening tools suitable for use by GPs and CWs in Fairfield LGA,;
e Development of localised screening protocols and referral pathways to gambling help services;

o |dentification of culturally sensitive and effective ways primary care professionals and
community workers can enquire about, and discuss, gambling harm with patients;

o Delivery of a culturally appropriate training program to primary care professionals and
community workers on identifying gambling harm, appropriately supporting patients
experiencing gambling harm, local referral pathways/gambling help services and motivational
interviewing techniques to increase patient help-seeking behaviour.

Taking a public health approach, three target groups were identified for screening:
¢ Anindividual who is experiencing gambling harm.
¢ An individual who is at risk of developing gambling-related harm.

¢ Family members or significant others, who are affected by gambling-related harm or concerned
for an individual.

The project was divided into two phases:

e Phase 1: Co-design: the development of an integrated model for gambling harm screening and
referral, development of a training package within the local context and translation of screening
tools and resources.

e Phase 2: Implementation: the implementation and evaluation of the integrated model for
gambling harm screening and referral.

Both phases received ethics clearance from the SWSLHD Human Research Ethics Committee
(2019/PID14411 & 2020/P1D00262).

2.2 Gambling harm in the Fairfield LGA

The Fairfield LGA community are at increased risk of gambling harm due to:

e High density of poker machines. Fairfield LGA has the 5" highest number of gaming machines in
NSW with 3,861 electronic gaming machines®. Fairfield LGA is classified as a Band 3 area and in
2018, new legislation imposed a cap on the number of new gaming machines permitted in Fairfield
LGA".

¢ Significant level of electronic gaming machine expenditure. According to latest data released by the
Office of Liquor & Gaming, there was a loss of $1.455 million per day on poker machines in Fairfield
LGA (net profit on electronic gaming machines), which is the highest losses in clubs, and the fourth
highest losses in pubs in NSW.8

e Low socioeconomic status. Fairfield LGA is most disadvantaged area in the Greater Sydney Area
with a median household income of $1,222 per week (compared to the NSW average of $1,486)°.
Evidence has shown that low socioeconomic status is a risk factor for gambling harm?©,

5 Liquor & Gaming NSW, 2020. Gaming Machine Data. https://www.liquorandgaming.nsw.gov.au/resources/gaming-machine-
data.

7 Gaming Machines Amendment (Leasing and Assessment) Bill 2018 (Nsw)

8 Liquor & Gaming NSW, 2020. Gaming Machine Data. https://www.liquorandgaming.nsw.gov.au/resources/gaming-machine-
data.

9 Australian Bureau of Statistics, 2016. 2016 Census QuickStats: Fairfield (C). ABS, Canberra.

10 Miller, H., 2015. Background Paper: Risk Factors for Problem Gambling: Environmental, Geographic, Social, Cultural,
Demographic, Socio-Economic, Family and Household. Victorian Responsible Gambling Foundation.

8



e High proportion of culturally and linguistically diverse (CALD) communities. Nearly 60% of people
in Fairfield LGA were born overseas and 76% of people speak a language other than English at
home. Evidence indicates that people from a CALD background who gamble are at significantly
greater risk of developing gambling problems than the general population!!. Problem gambling
rates among people from CALD communities were estimated to be much higher (two to eight times)
than the general population although they gambled less2. This may point to some culturally specific
factors such as beliefs about luck and chance, migrant stressors, particularly acute fear of shaming
families?s.

11 Dickins, M. and Thomas, A.C., 2016. Gambling in culturally and linguistically diverse communities in Australia. Australian
Gambling Research Centre, Australian Institute of Family Studies.

12 Blaszczynski, A., Huynh, S., Dumlao, V.J. and Farrell, E., 1998. Problem gambling within a Chinese speaking community.
Journal of Gambling Studies, 14(4), pp.359-380; Victorian Casino and Gaming Authority, 2000. The impact of gaming on specific
cultural groups report. Melbourne: Cultural Partners Australia Consortium.

13 Dickins, M. and Thomas, A.C., 2016.
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3. LITERATURE REVIEW

Gambling has been identified as a significant public health problem. In a public health approach,
gambling harm is assessed across the entire spectrum of gambling behaviour and severity. It is well-
recognised in literature that harms can occur amongst non-problem gamblers®> and can be distributed
over time with the potential to occur long after problematic gambling behaviour has ceased?'®. Gambling
harm can affect multiple domains within life of a person who gambles, their family and friends, and the
broader community”. These domains include financial harm; relationship disruption, conflict or
breakdown; emotional or psychological distress; decrements to health; cultural harm; reduced
performance at work or study; and criminal activity. The causes of gambling harm are multifactorial,
reflecting an interplay of individual, social and environmental processes?8. However, unlike other public
health issues, existing measures to quantify the impact of gambling harm on population health have
been criticised for failing to capture the full breadth and complexity of gambling harm?°. Most economic
costing studies examine only problem or pathological gambling and its impacts on society which can
underestimate the true cost of gambling harm?. Negative impacts of gambling harm also
disproportionately affect vulnerable groups which imposes substantial health and social costs and a
large economic burden on society?!.,

3.1 Gambling harm prevalence in NSW

According to a 2019 prevalence study, 53% of NSW adult residents reported engaging in gambling
within a 12-month period, with 1% categorised at the severe end of the Problem Gambling Severity
Index (PGSI)22, and 9.4% at moderate (2.8%) or low (6.6%) risk of experiencing gambling harm?3, It is
important to note that these figures do not account for ‘affected others’ and likely under-represent
individuals from culturally and linguistically diverse (CALD) backgrounds. Additionally, these figures
may not capture the true extent of harm in NSW as people experiencing gambling harm often feel
shame and may not reveal their gambling behaviour and associated harms during a survey. Many
guestionnaires feature ‘trigger’ questions which allow only those who respond positively to proceed to
the remaining questions24. This means that individuals who may benefit from completing the
guestionnaire in full may not be screened as they respond negatively to the trigger question. It is
possible then that current prevalence statistics are under representative of current levels of gambling
harm experienced by both individuals and affected others in NSW. For every individual experiencing
gambling harm, 5-10 others are impacted?s. As the Fairfield LGA community has multiple factors that
increase the risk of gambling harm the prevalence of gambling harm in Fairfield may be higher than that
reported in other LGAs across NSW. To date, however, there remains a gap in publicly available data
relating to gambling harm prevalence in the Fairfield LGA.

14 Thomas, S.L. and Thomas, S.D., 2015. The big gamble: the need for a comprehensive research approach to understanding
the causes and consequences of gambling harm in Australia. Australasian Epidemiologist, 22(1), p.39; Langham, E., Thorne, H.,
Browne, M., Donaldson, P., Rose, J. and Rockloff, M., 2016. Understanding gambling related harm: A proposed definition,
conceptual framework, and taxonomy of harms. BMC public health, 16(1), p.80.

15 Latvala, T., Lintonen, T. and Konu, A., 2019. Public health effects of gambling—debate on a conceptual model. BMC public
health, 19(1), p.1077.

16 Browne, M., Langham, E., Rawat, V., Greer, N., Li, E., Rose, J., Rockloff, M., Donaldson, P., Thorne, H., Goodwin, B. and
Bryden, G., 2016. Assessing gambling-related harm in Victoria: A public health perspective. Victorian Responsible Gambling
Foundation.

17 Langham et al 2016.

18 Wardle, H., Reith, G., Langham, E. and Rogers, R.D., 2019. Gambling and public health: we need policy action to prevent
harm. Bmj, 365.

19 Langham et al 2016.

20 Latvala, Lintonen & Konu, 2019. p.1077.

2 Wardle et al 2019.

22 In other publications, these people are labelled as “problem gamblers”.

2 Browne, M., Rockloff, M., Hing, N., Russell, A., Boyle, C. M. and Rawat, V., 2019. NSW Gambling Survey. NSW Responsible
Gambling Fund (revised 2020).

24 Harrison, G.W., Lau, M.l. and Ross, D., 2019. The risk of gambling problems in the general population: A reconsideration.
Journal of Gambling Studies, pp.1-27.

% Productivity Commission (2010), Gambling, Report no. 50, Canberra.
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3.2 CALD Populations and Gambling

Prevalence studies specific to CALD gambling participation are limited. The few studies that have been
conducted found that gambling is a common activity?®. Research suggests that Chinese and
Vietnamese communities may view gambling as a way of ‘trying their luck’ or view gambling as a highly
popular social activity among friends. A study conducted in 2012 by the Multicultural Health
Communication Service (MHCS) reported that more than 90% of respondents from the Vietnamese
community and 81.9% from Arabic communities in NSW believed that gambling was a problem?”.
Speaking a language other than English, being of a non-Caucasian ethnicity and/or being an immigrant
to Australia have been found to be risk factors for gambling harm due to differing beliefs on chance and
luck, migration factors and issues such as stigma and shame??. Issues such as stigma and shame
present a significant barrier to help seeking in these communities with individuals experiencing gambling
harm often attempting to solve issues themselves or within their family or community, in turn leading to
reluctance to discuss gambling with a professional®.

3.3 Gambling Harm and the Importance of Community-based

Screening

A 2016 Victorian study®° identified seven types of harm experienced by people who gamble and those
close to them: relationship disruption, conflict or breakdown, health, emotional or psychological distress,
financial problems, issues with work or study, cultural problems, and criminal activity. These harms can
be experienced on a spectrum that extends from no harm through to very severe harm, by both
individuals and affected family, friends, and carers. Only 8-10 per cent of individuals with gambling
problems seek formal help3l. When an individual does present to a service it is often for other issues
spanning across the seven above-mentioned areas of gambling harm. Primary care professionals,
health workers, and other community workers are then ideally positioned to screen for and respond to
gambling harm. The Productivity Commission highlighted a need to provide information and strategies
to assist primary care professionals and frontline community workers in identifying gambling harm and
appropriately referring patients®2.

3.4 Primary Care

Primary care, which includes general practice, is often an individual’s first point of contact with the
healthcare system. Unlike other addictive behaviours such as smoking or drug and alcohol misuse
however, there is a gap in gambling harm screening and interventions within primary care which leads
to a missed opportunity for health intervention33. Although there is limited prevalence data of gambling
harm in primary care settings in Australia3*, international research suggests that primary care provides
an important setting for gambling screening and referral. Some prevalence studies indicate that
approximately 6 per cent of patients in primary care may experience gambling harm as a result of their

% Scull, S. and Woolcock, G., 2005. Problem gambling in non-English speaking background communities in Queensland,
Australia: A qualitative exploration. International Gambling Studies, 5(1), pp.29-44.

27 Harrison, F., 2012. Gambling Awareness Survey 2012. NSW Multicultural Health Communication Service. URL:
https://www.mhcs.health.nsw.gov.au/mhcs/services/campaign/pdf/problem-gambling2011-2012surveyreport.pdf.

2 Gainsbury, S., Hing, N. and Suhonen, N., 2014. Professional help-seeking for gambling problems: Awareness, barriers and
motivators for treatment. Journal of Gambling Studies, 30(2), pp.503-519; Rossen, F., 2015. Gambling and problem gambling:
results of the 2011/12 New Zealand Health Survey. UniServices; Wardle, H., Moody, A., Griffiths, M., Orford, J. and Volberg, R.,
2011. Defining the online gambler and patterns of behaviour integration: Evidence from the British Gambling Prevalence Survey
2010. International Gambling Studies, 11(3), pp.339-356; Welte, J.W., Barnes, G.M., Tidwell, M.C.O. and Hoffman, J.H., 2011.
Gambling and problem gambling across the lifespan. Journal of Gambling Studies, 27(1), pp.49-61; Dickins, M. and Thomas,
A.C., 2016. Gambling in culturally and linguistically diverse communities in Australia. Australian Gambling Research Centre,
Australian Institute of Family Studies.

2 Dickins & Thomas 2016.

30 Browne, M., Rockloff, M., Hing, N., Russell, A., Boyle, C. M. and Rawat, V., 2019. NSW Gambling Survey. NSW Responsible
Gambling Fund (revised 2020).

31 Victorian Responsible Gambling Foundation, 2018. Cross-sector collaboration; Sproston, K., Hing, N. and Palankay, C., 2012.
Prevalence of gambling and problem gambling in New South Wales. Sydney: NSW Office of Liquor, Gaming and Racing.

32 Productivity Commission (2010), Gambling, Report no. 50, Canberra.

% Manning, V., Dowling, N.A., Lee, S., Rodda, S., Garfield, J.B.B., Volberg, R., Kulkarni, J. and Lubman, D.I., 2017. Problem
gambling and substance use in patients attending community mental health services. Journal of Behavioral Addictions, 6(4),
pp.678-688.

34 Productivity Commission 2010, Gambling, Report no. 50, Canberra.
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own gambling, and 7 per cent as a result of somebody else's gambling>. There is then a demand for
GPs to address gambling harm in primary care via screening and assessment.

Currently, screening for gambling harm is not part of routine practice in Australian primary care and
may indicate a lack of professional awareness and education around the harmful effects of gambling.
In a recent Victorian study of over 300 clinicians working in mental health services, only 10.6 per cent
of clinicians were aware of screening and assessment tools for gambling harm?5. In addition, only 1.9
per cent of clinicians reported using a standardised gambling screening tool. The Australian Medical
Association (AMA) has recommended that information kits, which include evidence-based screening
and assessment questionnaires, be shared with general practitioners (GPs) to help identify, manage
and refer patients affected by gambling harm3’. Primary care provides a setting that can identify both
those experiencing harm and affected others.

3.5 Community Service Organisations

Community service organisations, particularly welfare services, are another first point of contact for
individuals and family members experiencing gambling related harm. The Fairfield LGA has a history
of a strong community services sector. To date, research relating to gambling harm in the community
service setting is limited.

In Fairfield, local welfare services have noticed an increase in patient applications for financial support
for basic living costs. Anecdotally, financial hardship has been attributed, in some instances, to
gambling. Screening for gambling harm is not a part of routine practice and when harm has been
identified, workers are unsure of how to support their patients and what steps to take. The provision of
appropriate support and assistance is an ongoing challenge for frontline community workers.

Findings of a gambling harm workshop and survey facilitated by Fairfield City Council on behalf of the
Fairfield City Health Alliance in April 2019 supports the concern from the community services sector in
the area. The workshop aimed to obtain feedback from community organisations on current screening
practices, and screening tool preferences. There were 35 respondents, representing 15 organisations.
Key findings from this unpublished study were that many workers had no previous training in gambling
harm (69%); 67% were not aware of screening tools; and 59% indicated they either sometimes, rarely,
or never enquire about gambling harm. Respondents also indicated the most appropriate time for
screening would be whenever a patient, carer, or family member discloses gambling harm or as part of
a routine intake assessment. Of the respondents, 17% were gambling counsellors, therefore the results
may be over-representative of level of awareness of screening tools and screening and referral
behaviour.

3.6 Validated gambling harm screening tools

Screening is the process of identifying individuals who are likely to receive a positive diagnosis, although
they may appear to be asymptomatic. It is often undertaken as an initial assessment using screening
tools. Screening is different from diagnosis which refers to the formal process of detecting a suspected
disease or condition. For gambling problems, some harms may occur well before the diagnostic process
is recommended?8. Therefore, standard instruments for measuring prevalence of gambling problems
are designed to screen for potential gambling harms. An effective gambling harm screening tool should
be able to capture multiple dimensions of gambling harms as well as harms to people affected by others’
gambling behaviour3.

Most gambling harm measurement tools have an emphasis on screening for problem gambling, rather
than the measurement of the range of harms that can occur as a result of gambling. Measures of

% Cowlishaw, S., Gale, L., Gregory, A., McCambridge, J. and Kessler, D., 2017. Gambling problems among patients in primary
care: a cross-sectional study of general practices. British Journal of General Practice, 67(657), pp. e274-e279.; Pasternak IV,
A.V. and Fleming, M.F., 1999. Prevalence of gambling disorders in a primary care setting. Archives of Family Medicine, 8(6),
p.515.

3 Manning et al 2017.

87 Australian Medical Association, 2013. The Health Effects of Problem Gambling. AMA Position Statement.

3% Browne, M., Rockloff, M., Hing, N., Russell, A., Boyle, C. M. and Rawat, V., 2019. NSW Gambling Survey. NSW Responsible
Gambling Fund (revised 2020).

3 Browne, M., Rockloff, M., Hing, N., Russell, A., Boyle, C. M. and Rawat, V., 2019. NSW Gambling Survey. NSW Responsible
Gambling Fund (revised 2020).
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problem gambling often combine harms and clinical symptoms which are indicators of addiction. Whilst
it appears that both types of items tend to be good at discriminating problem gambling, it neglects the
possibility that harm can occur irrespective of whether addiction is present. It is argued that the
measurement of gambling harm should be centred around incidence and extent of the harm which
gambling creates rather than whether there is an addiction or clinical psychopathology°.

In a study of the transition from consumption behaviours to addictive consumptive behaviours, it was
noted that harm will tend to increase with the severity of the problematic behaviour of the addiction®.
One can experience a high level of harm irrespective of the level of gambling, including at the
recreational level. For example, while binge gambling may not be considered as severe as chronic
problem gambling it can still result in significant harms to the individual and affected people around
them“2. Being at the highest severity scale of problem gambling does not always imply that the highest
level of harm is occurring. A screening tool should then consider gambling harms an individual is
experiencing in terms of intensity of harm rather than severity of gambling behaviour.

There are several instruments of measurement which were developed to report psychometric properties
and underpin determination of the severity of an individual’'s gambling behaviour such as the South
Oaks Gambling Screen (SOGS)*2 DSM V criteria** , Canadian Problem Gambling Index (CPGI)45, and
Victorian Gambling Screen (VGS)*6. Some comparative studies have been conducted to assess the
validity, sensitivity and reliability of those screening tools, however these studies do not conclude which
screening tool is best to be used*’. Screening tools typically consisting of 10 to 20 items pose many
challenges to gambling harm screening in both clinical and community settings, ranging from time
restriction and competing health priorities in clinical settings to low response rates and high costs in
population researchs. Brief screening tools with a smaller subset of items have been developed to
address these challenges such as NODS-CLiP#?, Brief Problem Gambling Screen 3-item (BPGS-3)%°,
Brief Biosocial Gambling Screen (BBGS)5!, Problem Gambling Severity Index (PGSI) Short-Form®%?,
Lie/Bet Questionnaire®3, Brief Problem Gambling Screen 2-item (BPGS-2)%* and One-Iltem Screen®s. A

40 Svetieva, E. and Walker, M., 2008. Inconsistency between concept and measurement: the Canadian Problem Gambling Index
(CPGI). Journal of Gambling Issues, (22), pp.157-173.

41 Grover, A., Kamins, M.A., Martin, 1., Davis, S., Haws, K., Mirabito, A.M., Mukherjee, S., Pirouz, D.M. and Rapp, J., 2013. From
use to abuse: When everyday consumption behaviours morph into addictive consumptive behaviours. Available at SSRN
2207025.

42 Griffiths, M.D., 2006. A case study of binge problem gambling. International Journal of Mental Health and Addiction, 4(4),
pp.369-376

43 Lesieur, H.R. and Blume, S.B., 1987. The South Oaks Gambling Screen (SOGS): A new instrument for the identification of
pathological gamblers. American journal of Psychiatry, 144(9).

44 American Psychiatric Association, 2013. Diagnostic and statistical manual of mental disorders: DSM-5. Arlington, VA, American
Psychiatric Association.

4 Ferris, J.A. and Wynne, H.J., 2001. The Canadian problem gambling index (pp. 1-59). Ottawa, ON: Canadian Centre on
Substance Abuse.

46 Wenzel, M., McMillen, J., Marshall, D. and Ahmed, E., 2007. Validation of the Victorian gambling screen. Gambling Research
Panel, Melbourne.

47 Arthur, D., Tong, W.L., Chen, C.P., Hing, A.Y., Sagara-Rosemeyer, M., Kua, E.H. and Ignacio, J., 2008. The validity and
reliability of four measures of gambling behaviour in a sample of Singapore university students. Journal of Gambling Studies,
24(4), pp.451-462; Boldero, J.M. and Bell, R.C., 2012. An evaluation of the factor structure of the Problem Gambling Severity
Index. International Gambling Studies, 12(1), pp.89-110; McMillen, Marshall, Ahmed, & Wenzel, 2004; Neal, P., Delfabbro, P., &
O’Neil, M., 2005. Problem gambling and harm: Towards a national definition. Literature review. Commissioned for the Ministerial
Council on Gambling. Prepared by the SA Centre for Economic Studies with the Department of Psychology, University of
Adelaide. November 2005; Wenzel, M., McMillen, J., Marshall, D. and Ahmed, E., 2007. Validation of the Victorian gambling
screen. Gambling Research Panel, Melbourne.

48 Volberg, R.A. and Williams, R.J., 2011. Developing a brief problem gambling screen using clinically validated samples of at-
risk, problem and pathological gamblers. Health Sciences.

4 Toce-Gerstein, M., Gerstein, D.R. and Volberg, R.A., 2009. The NODS-CLIiP: A rapid screen for adult pathological and problem
gambling. Journal of Gambling Studies, 25(4), p.541.

50 volberg & Williams, 2011.

51 Gebauer, L., LaBrie, R. and Shaffer, H.J., 2010. Optimizing DSM-IV-TR classification accuracy: A brief biosocial screen for
detecting current gambling disorders among gamblers in the general household population. The Canadian Journal of Psychiatry,
55(2), pp.82-90.

52 Volberg & Williams, 2011.

53 Johnson, E.E., Hamer, R., Nora, R.M., Tan, B., Eisenstein, N. and Engelhart, C., 1997. The Lie/Bet Questionnaire for screening
pathological gamblers. Psychological reports, 80(1), pp.83-88.

54 Volberg & Williams, 2011.

%5 Johnson et al 1997.
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systematic review and meta-analysis of brief screening instruments found evidence that some tools
displayed satisfactory diagnostic accuracy in detecting both problem and at-risk gambling®S.

3.7 Cultural sensitivity

Consistent with the gaps in understanding gambling harm and gambling behaviours in CALD
communities, there is a gap in research around the ability of screening tools to accurately collect
information of the gambling harms experienced by CALD community members. Current screening tools
for gambling are based predominantly on Western samples. Some studies have pointed out however
that there are fundamental differences between Western and non-Western individuals in various issues
related to gambling.

In Vietnamese culture, mental disorders are often labelled “dién” (literally translated as “madness”) with
only those with severe and persistent psychological concerns seeking support through counselling®”.
Broader education is necessary to assist patients of Viethamese background with their understanding
of the counselling process and how it may indeed help for a range of mental health issues.

For Arabic and Assyrian culture, research suggests there is also stigma and taboo associated with
mental health and gambling, especially those from Islamic backgrounds. This inhibits people of Arabic
culture from discussing their gambling issues with their family members and healthcare providers,
therefore discouraging help seeking. In contrast, Australian culture dictates that gambling is an
acceptable leisure activity. For migrants, exposure to gambling as a leisure activity and culturally and
socially permissible may contribute to increased cases of gambling disorders. Arabic people found that
self-disclosure of issues related to gambling is extremely challenging as they may risk being rejected
by family, friends and community®8.

Due to the differences across gamblers from different cultural groups, cultural adaptation needs to be
taken into consideration when screening and providing support and treatment to these populations. The
current project sought to engage different cultures with the issue and ensure the tool used was relevant.

% Dowling, N.A., Merkouris, S.S., Dias, S., Rodda, S.N., Manning, V., Youssef, G.J., Lubman, D.I. and Volberg, R.A., 2019. The
diagnostic accuracy of brief screening instruments for problem gambling: A systematic review and meta-analysis. Clinical
psychology review, 74, p.101784.

57 Do, M., McCleary, J., Nguyen, D., & Winfrey, K., 2018. 2047 Mental illness public stigma, culture, and acculturation among
Viethamese Americans. Journal of Clinical and Translational Science, 2(S1), 17-19. doi:10.1017/cts.2018.93

%8 Hamid, A. and Furnham, A., 2013. Factors affecting attitude towards seeking professional help for mental iliness: A UK Arab
perspective. Mental Health, Religion & Culture, 16(7), pp.741-758.
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4. RESEARCH DESIGN

4.1 Study aims and research questions
Phase 1: Co-design

Co-design in the context of this project aligns with the co-design process used in the Primary Health
Network commissioning context. Co-design “brings together various stakeholders as a mechanism for
better informing and supporting commissioning by harnessing a range of views, ideas and
experience”®. Whilst the co-design process focuses on gathering input and contributions from
stakeholders who have direct contact with the issue at hand, the approach goes beyond consultation®0.
Effective co-design requires active contribution from a diverse mix of stakeholders (including providers)
and ensures that patient experience and needs are central to the design process.

The first phase of this research project aimed to:
1. Develop an integrated model for gambling harm screening and referral;

2. Develop a training package to be implemented within general practices and ancillary services®?
within the Fairfield LGA to support screening implementation at Phase 2.

This phase was guided by the following research questions:
1. What is the screening behaviour of GPs and community service workers (pre-intervention)?

2. What are the barriers to gambling harm screening and referral for English as Native Language
(ENL), Vietnamese, Arabic, and Assyrian communities?

3. What does an ideal gambling harm screening process look like in general practice and in
community services?

4. Once gambling harm is identified, what should a GP or community worker do to support the
patient?

Phase 2: Implementation

Following the development of gambling harm screening and referral models, and the training package
in Phase 1, the second phase involved piloting and implementing the model in Fairfield LGA primary
care settings.

Phase 2 was guided by the following research questions:
1. How was the screening tool implemented by GPs and community workers?
2. To what extent did the tool identify gambling harm?

3. What are the lessons learnt for future implementation?

% Australian Government Department of Health, 2018. Co-design in the PHN commissioning context. Available at:
http://www.health.gov.au/internet/main/publishing.nsf/Content/PHNCommissioningResources

8 Australian Government Department of Health, 2018. Co-design in the PHN commissioning context. Available at:
http://www.health.gov.au/internet/main/publishing.nsf/Content/PHNCommissioningResources

51 Ancillary services in Australia refer to non-medical health services not covered by Medicare. These include Alcohol, Drug &
Mental Health Support services.
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4.2 Research timeline

Phase Key activities
Phase 1 (Part A) e Co-design surveys
Model Development e Semi-structured interviews

e 2 co-design Workshops

Phase 1 (Part B) e Development of a Gambling Expert Working Group to develop
Training Development and deliver training
e Translation of tools and materials

Phase 2 e Finalisation of service mappings; resources and information
Implementation kit; training schedule & participation

e Information session and distribution of required collateral

® Screening of patients

4.3 Ethical considerations
The following ethical considerations underpinned our project design.

Discomfort and Psychological Harm

Participants of interviews and workshops may have experienced discomfort due to potential induced
anxiety. Additionally, some questions asked may have been stressful for the participant and caused
distress. Whilst all care was taken to maintain privacy and confidentiality, participants of workshops
may have experienced embarrassment if one of the group members were to repeat what was said in a
confidential group meeting.

A statement was made at the beginning of each interview and workshop stating that participation may
bring up feelings of anxiety or feelings of distress due to the nature of the questions being asked.
Participants were advised that participation is voluntary, they may skip a question and/or may withdraw
at any time, and to alert a member of the research team if they experience any distress. Additionally,
the importance of confidentiality was reiterated. Project team members, who are trained in Mental
Health First Aid and some of whom are trained mental health professionals, were also available to
provide support. Referrals and arrangement to further supports would be made for the participant if
required.

Inconvenience

Participants in various research activities involved in this study may have experienced minor
inconvenience due to time required to complete surveys, and time spent at interviews or workshops. All
participants were informed that their participation was voluntary, and they could withdraw at any time.

Confidentiality and Privacy

The co-design survey was advertised broadly, and participants completed it online and anonymously.
Data was de-identified unless the participant included their details indicating they would like to
participate in other parts of this research study — in such cases, the information was removed from
survey results and held separately for the purposes of recruitment.

Those who provided their contact details at the end of other co-design activities, such as one-on-one
interviews and workshops, were only kept on file for recruitment purposes and again separated from
the data. Only members of the research team had access to this information, and all information
remained confidential.

Participants were invited to speak about personal matters during their interviews and during the
workshops. The interviews were recorded with prior knowledge and consent of the participants. The
recordings were transcribed, with pseudonyms used and thus de-identified.
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All information obtained in connection with this study that can identify an individual or organisation, and
general practice remained confidential. Throughout the entirety of the study, data was de-identified prior
to analysis, and findings reported in a way that individual participants are not identifiable.
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5. RESEARCH METHODS — MODEL & TRAINING
DEVELOPMENT
5.1 Phase 1 (Part A): Model Development

Phase 1 aimed to develop an integrated model of gambling harm screening and referral for both general
practice and community organisations. This model aimed to be culturally appropriate for ENL,
Vietnamese, Arabic, and Assyrian communities in the Fairfield LGA. This process aimed to:

e |dentify barriers to screening;

e |dentify culturally sensitive and effective ways primary care professionals and community
workers can enquire and discuss gambling harm with both individuals and affected others;

o Develop localised screening protocols that link into existing referral pathways.

A co-designed survey and semi-structured interviews with both consumers and service providers were
conducted, alongside a co-design workshop. This data was analysed using a thematic analysis
approach.

o Co-design survey questions asked about basic demographics, current screening, referral and
treatment behaviour (where appropriate), preferences, barriers to screening, and
recommendations for the model. This survey was in English, thus those from CALD
backgrounds who do not have English-proficiency were unfortunately excluded. Questions
regarding screening behaviour and self-efficacy were designed on a 5-point Likert scale ranging
from ‘Never’ to ‘Almost always’ and ‘Very uncomfortable’ to ‘Very comfortable’.

e Semi-structured interviews with service providers and GPs focused on participants’ experience
in identifying gambling harm, barriers to identification and referral, and their recommendations
for the model and the training. Semi-structured interviews focused on consumers’ experience
with gambling harm, barriers, and their recommendations for the model. Consumers,
individuals and affected others, were from ENL, Vietnamese, Arabic and Assyrian
backgrounds. Accredited interpreters were available for consumers as needed for this part of
the study.

The co-design workshop was held in November 2019. The workshop was facilitated by an experienced
healthcare facilitator with over 10 years’ experience in mental health training and service management.

5.2 Phase 1 (Part B): Training Development

Information collected in Phase 1 (Part A), and evidence gathered through a comprehensive review of
the literature informed the capacity building intervention content. A Gambling Expert Working Group
comprised of Gambling Help Counsellors and Psychologists was also formed to guide the project.

The training developed included information for GPs and community organisation staff relating to:

e Gambling harm and risk factors for those affected by their own gambling and those affected by
the gambling of somebody else;

e Cultural considerations for affected communities;

¢ Methods for screening in different gambling harm scenarios (e.g. during an intake assessment,
or opportunistically during a regular appointment);

e Stages of change and utilising motivational interviewing to move an individual through the
stages; and

e How and when to refer to appropriate gambling help services.

A service which provides accredited translators, Australian Multi-Lingual Services, was engaged for
translation of relevant consumer resources in Viethamese, Arabic, and Assyrian. The translated
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material was checked and back translated by bilingual Viethamese, Arabic, and Assyrian staff from
SWSPHN to ensure accuracy and cultural appropriateness.

The co-design process involved a wide range of activities with the participation of multiple stakeholders.
It included: a workshop on 14 November 2019 with 39 participants; an online survey, open for 4 weeks
(22 October 2019 to 19 November 2019), with 73 respondents; individual interviews with 29 participants;
and two focus groups involving 8 professionals.

Individual interviews were conducted with 5 GPs, 14 health workers, 10 consumers. There were 11
males and 18 females. There was 1 person from Arabic background, 2 people from Assyrian
background, 2 people from Vietnamese background and the remaining 24 people from other
backgrounds. 2 people experienced harm as a result of their own gambling. 9 people experienced harm
as a result of somebody else’s gambling. The remaining 18 people (62%) have not experienced
gambling harm.

Figure 1. Co-design participants.

Co-design workshop: 39 participants
Co-design survey: 73 responses
Focus group: 2 (8 participants in total)
Individual interviews: 29

Category Gender

GP 5 Male 11
Community worker 14 | Female 18
Consumer 10

Background Harm

Arabic 1 Individual 2
Assyrian 2 Affected other 9
Viethamese 2 No harm 18
Other 24
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6. RESULTS OF CO-DESIGN

6.1 Barriers to screening for gambling harm

Co-design survey results showed that 66% of participants ‘never’ or ‘rarely’ asked a consumer about
gambling issues. 22% of respondents reported feeling ‘somewhat uncomfortable’ raising the topic of
gambling and its impacts. The co-design interviews also identified barriers impacting screening and
referral of gambling harm.

Lack of Screening

Community barriers
GPs noted a gap in medical education regarding gambling related harm.

“GPs and medical providers are not fully literate about the harm involved with gambling.
They are also not fully trained how to conduct these assessments.” (Participant #21 —
Community worker, retired GP)

Due to the lack of knowledge of gambling harm, health professionals do not see it as a health issue.
The focus of a presentation for what may indeed be gambling harm related often gravitates towards
financial hardship rather than the impact of gambling on a person’s health or other factors.

Low awareness of gambling related harms is also the result of existing cultural and societal norms.

“People only talk about [gambling] when they win and they tell everyone when they win...
The harm is never highlighted — always portrayed as positive to make friends... It’s like a
social thing and socialising is a good thing.” (Participant #3 — Consumer)

A health worker stated that some patients perceived gambling as a part of normal social life. This belief
prevents patients from seeking assistance when they have issues with gambling.

“A lot of patients do not see gambling as a problem but as a fun or social thing. Others
might think of it as a personal issue. So they would not talk to their doctor about gambling
and are more reluctant to admit gambling than smoking or alcohol.” (Participant #28 — GP)

Structural barriers
Gambling is seemingly given lower priority in comparison to other issues a patient is presenting with
such as smoking or alcohol use:

“It can commonly occur with drug use, alcohol use or chronic health conditions that might
be more urgent to address so you as the GP may never really have time to get to the
gambling assessment, let alone management.” (Participant #28 — GP)

The failure to ask about gambling was confirmed by most of the consumers participating in the co-
design process.

“They ask questions about everything else, but no one asks about gambling. Even when you
see a psychologist and they ask about your sources of stress, or even if you go there
specifically for money related issues, no one asks about gambling... no one asked about
social expenditure/social life. Maybe it’s because providers feel like it’'s none of their
business, but | think it should be because it would uncover unhealthy habits. If someone
was a smoker, they would be spending a lot on cigarette’s, but no one would know if they
don’t ask the question.” (Participant #3 — Consumer)

Health professionals agreed that while gambling is the fundamental source, it precipitates or is co-
morbid with issues like psychological harm and financial issues. Therefore, considering gambling as a
psychosocial aspect when conducting a psychological assessment is necessary and would allow health
professionals to have a greater spectrum of understanding of the issues that the patient is having.
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“As a GP, | see all sorts of presentations and | find that with gambling, it is never the first
thing that patients themselves present with. There are lots of different presentations and it
might only be after multiple consultations that patients or their family members might
bring it up as an issue.” (Participant #28 — GP)

Health professionals noted that co-morbidities and the absence of immediate presentations or
identifying factors make gambling issues hard to detect, although it could be the source underlying all
other issues.

Time pressure was reported, particularly by GPs, as an active barrier to screening for gambling harm:

“Existing medical models of healthcare is a challenge. With 2-3 minutes, it’s unlikely the GP
would have time to reflect on questions being asked. So the system isn’t welcoming to
gambling disclosure, two-way communication and uncovering secondary issues.” (Focus
group #17)

“A GP would be more pressed for time than in a community setting. GP appointments are
usually 10 to 15 minutes compared to community setting, which is 30 to 60 minutes.
Gambling harm assessment may require motivational interviewing and thus can be quite
time consuming. Because gambling is a behaviour and an issue with addiction, a proper
assessment may take multiple consultations before the scale of impact of the gambling is
realised. Patients also need to come back for effective management.” (Participant #1 —
Community worker)

In addition, one of the two focus group discussions suggested that although doctors need to spend
extra time in screening for gambling harm, they may not be eligible to bill Medicare for this time. This is
contrary to the fact that Medicare billing items do indeed exist for mental health presentations and
indicates an underlying perception that GP participants in the co-design may not identify gambling harm
as a mental health issue.

A short screening tool was identified as important for GPs:

“Time management is an issue but | think if it’s a small question that can be done, | will be
consciously trying to have the conversation if there is a ‘yes’ answer. If you never ask the
question, you’ll never know.” (Participant #22 — GP)

Referral

Once a person is identified as experiencing gambling harm, there is a lack of knowledge of available
referral options.

“As a GP, just having that knowledge of what are the sorts of treatment, how to get
treatment and who to refer to locally could be the barriers.” (Participant #27 — GP)

“For problem gambling, it’s a really big and complicated issue and affects so many things.
It’s hard to work out what services could be meaningfully referred to that individual.”
(Participant #19 — GP)

An interviewed GP stated that the immediate support is difficult to provide because it really depends on
what the risks are and what the person is experiencing. Advertisement of referral pathways for gambling
is of great importance to ensure health professionals can refer to and provide the most appropriate and
timely support for individuals impacted by gambling harm.

For CALD communities, language and location are also important factors to consider.

“.. they [local services] are usually kept in one side and usually only in English. So in a
community like Fairfield, these things need to be in more than one place and available in
community languages for people to access.” (Participant #24 — Community worker)
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A health worker criticised the complexity of the process to be able to get to a gambling counsellor.

“The person might have to speak to 3 people before they get to the counsellor and has been
proven to fail. We need to make the process to the expert much smoother.” (Participant
#10 — Community worker)

Another barrier identified is the lack of awareness and acceptance in the community, and indeed within
an individual, that gambling is an issue impacting their life.

“The gambler needs to have the initiative to seek change and resolve the issue. You can’t
force someone to use a service.” (Focus group #17)

When patients do not identify gambling as an issue, engagement in discussion and any subsequent
referral options is lacking. Furthermore, some community workers were concerned that this may lead a
patient to disengage with the service they have built a rapport with.

“From the CALD perspective, the concept of counselling, especially for gambling, is
unfamiliar. They think it [gambling] is a behavioural issue and the person is in charge of
addressing the problem. If you don’t approach it as a health problem, such as addiction or
mental health, then they aren’t going to seek help from professionals.” (Focus group #17)

Community education about gambling harms is important. Interviewees advised that education would
help increase the readiness of a person to engage and seek support for gambling related harm they
may be experiencing.

6.2 Screening and Referral Model Recommendations
How should the topic be broached?

Feedback indicated a pre-amble explaining the nature of screening tools and the prevalence of
gambling harm in the community prior to screening should be implemented to ensure the patient does
not feel directly targeted or singled out.

It was also recommended that posters, digital displays and health messaging about gambling harm
screening as a new initiative should be shown in the waiting room, with the aim to inform patients that
guestions about gambling harm may be asked and gambling harm is one of the issues which they can
discuss.

What tool is used/what questions are asked?

Directly affected
Co-design results indicated a short and simple screening tool should be used with a maximum of 4
guestions.

Consumers specifically noted that questions need to be asked in a non-judgmental way. They
recommended asking both directly and indirectly. Recommended direct questions were “Do you
gamble? What is your relationship with gambling?”. Recommended indirect methods included:

e Asking about general lifestyle factors such as smoking, alcohol use, or financial situation;

e Asking about what the consumer does with their spare time (e.g. What do you do with your time
out of your routine/work? or what do you do socially?);

e what do you do to cope during times of stress?

Whilst soft entry approaches were also recommended by professionals to segue into the topic of
gambling, most recommended a direct approach suggesting the following types of questions:

e Has gambling ever affected your life?

e Do you gamble or do you know someone who gambles?

22



e Have you been impacted by gambling?

e Have you ever spent money/time gambling?

e Do you ever think about gambling or have urges to gamble?

e What's your gambling behaviour like?

e What are the impacts of gambling on you? or What kind of support do you need?

Based on the recommendations of a short and simple screening tool, we created a list consisting of 8
brief screening tools with less than 4 items. These include:

NODS-CLiP®2

Brief Problem Gambling Screen 3-item (BPGS-3)83
Brief Biosocial Gambling Screen (BBGS)&

Problem Gambling Severity Index (PGSI) Short Form®®
Lie/Bet Questionnaire®®

Brief Problem Gambling Screen 2-item (BPGS-2)87

One-ltem Screen®8

© N o a0~ w NoPE

PGSI Short-Form®®

These tools were introduced to workshop participants and they had a chance to vote on a favourable
one for use in GP settings and community settings after group discussion. The workshop results
indicated that the BPGS-3 was preferred for a GP setting and the BPGS-2 for a community setting.
However, a meta-analysis completed in December 2019 indicated the BPGS-3 does not meet the
criteria for satisfactory diagnostic accuracy in detecting both problem and at-risk gambling?®. The
second most preferred tool for GPs was the one-item screen which was also not recommended??.

The third most preferred tool was tied between the PGSI short-form and BPGS-2. The BPGS-2 firstly
asks whether somebody has been preoccupied with gambling or whether they have often gambled
longer, with more money or more frequently than they intended to. Whilst it appears that both types of
items tend to be good at discriminating problem gambling, it neglects the possibility that harm can occur
irrespective of whether addiction is present. It is argued that the measurement of gambling harm should
be centred around incidence and extent of the harm which gambling creates rather than whether it is
an addiction or clinical psychopathology2.

The PGSI Short-Form was the next preferred in a GP setting and also the second preferred for a
community setting. The PGSI-Short Form both considers harm and indicators of problem gambling.

52 Toce-Gerstein, M., Gerstein, D.R. and Volberg, R.A., 2009. The NODS-CLIiP: A rapid screen for adult pathological and problem
gambling. Journal of Gambling Studies, 25(4), p.541.

% Volberg, R.A. and Williams, R.J., 2011. Developing a brief problem gambling screen using clinically validated samples of at-
risk, problem and pathological gamblers. Health Sciences.

64 Gebauer, L., LaBrie, R. and Shaffer, H.J., 2010. Optimizing DSM-IV-TR classification accuracy: A brief biosocial screen for
detecting current gambling disorders among gamblers in the general household population. The Canadian Journal of Psychiatry,
55(2), pp.82-90.

5 Volberg & Williams, 2011.

% Johnson, E.E., Hamer, R., Nora, R.M., Tan, B., Eisenstein, N. and Engelhart, C., 1997. The Lie/Bet Questionnaire for screening
pathological gamblers. Psychological reports, 80(1), pp.83-88.

57 Volberg & Williams, 2011.

% Johnson et al 1997.

% Volberg & Williams, 2012.

0 Dowling, N.A., Merkouris, S.S., Dias, S., Rodda, S.N., Manning, V., Youssef, G.J., Lubman, D.I. and Volberg, R.A., 2019. The
diagnostic accuracy of brief screening instruments for problem gambling: A systematic review and meta-analysis. Clinical
psychology review, 74, p.101784.

7! Dowling et al, 2019.

2 Svetieva, E. and Walker, M., 2008. Inconsistency between concept and measurement: the Canadian Problem Gambling Index
(CPGI). Journal of Gambling Issues, (22), pp.157-173.
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Additionally, it is argued that harm stems from a financial loss, even if it occurs in one gambling session
and thus those who do not present with the other indicators of problem gambling may be picked up
through the first question in the PGSI-Short Form.

Among selected brief problem gambling screening tools, PSGI Short Form is not limited to binary
response options (Yes/No) and is the only tool that also attempts to screen for at-risk gambling in
addition to problem gambling. A test of classification accuracy of brief screening instruments using
PGSI score of 8+ as reference standard conducted by the Victorian Responsible Gambling Foundation
indicated that the PGSI Short-Form displayed the highest overall diagnostic accuracy (0.976)74. Its
sensitivity and specificity scores are higher than those of the BPGS-2.

Therefore, the Gambling Project Team decided to select the PGSI Short-Form to be implemented in
Phase 2. The PGSI Short-Form is open source.

PGSI Short-Form™
Thinking about the last 12 months,

1. Have you bet more than you could really afford to lose?
Never (0); Sometimes (1); Most of the time (2); Almost always (3)

2. Have people criticised your betting or told you that you had a gambling problem, regardless
of whether or not you thought it was true?

Never (0); Sometimes (1); Most of the time (2); Almost always (3)
3. Have you felt guilty about the way you gamble or what happens when you gamble?
Never (0); Sometimes (1); Most of the time (2); Almost always (3)

Total scores: 3+ = problem gambling; 1-2 = at-risk gambling; 0 = non-problem gambling

Affected others’®

Overall, participants noted that a GP or community worker would be able to be more direct when asking
affected others about their gambling harm. However, consumers specifically recommended being non-
judgmental, and suggested both informal/indirect ways of broaching the subject, and direct ways.
Suggested questions were:

e |s gambling affecting your, or another person’s, life/family?

¢ Has anyone in your life been affected by gambling?

e How does your friend or family member's gambling behaviour affect you?

e Have you ever been impacted by a friend or family member's gambling behaviour? How has it
impacted you?

During the workshop, The Concerned Others Gambling Screen (COGS) was recommended as a tool
for affected others. The tool is a three-item screening tool developed by Dr Sean Sullivan (2003) to
assess the gambling harm on family or relatives of people significantly impacted by gambling”. This is
an awareness-raising instrument that allows a person affected by another’s gambling to indicate what
assistance they desire. It does not have a scoring system but works based on positive response to the
various questions.

73 Dowling et al, 2019.

" Lubman et al., 2017.

75 Volberg & Williams, 2012.

6 The term ‘affected other’ is used throughout this report to refer to those who have gambling harm as a result of somebody else’
gambling behaviours.

7 Sullivan S, McCormick R, Lamont R and Penfold A. 2007. Problem gambling: patients affected by their own or another's
gambling may approve of help from GPs. New Zealand Medical Journal, 120:1257.
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The COGS has yet to be formally validated however it is considered appropriate to use in primary care
settings and accepted by the New Zealand National Addiction Workforce Centre’®. In addition, over the
last decade, the COGS (under a name of Brief Family Affected Screen) has been a required screen for
the Ministry of Health of New Zealand with government-funded gambling harm practitioners and several
thousand affected others have been screened and responded positively to the screen.

COGS was identified by workshop participants as a good tool to be used but acknowledged that as a
self-report instrument the questions need to be reworded to be used in conversation. Additionally, it
was recommended that staff who perform screening need to be trained. After screening, further
discussions can be followed up to explore relationship or financial issues and to build up rapport with
patients.

As a result of the co-design, the decision was made to include the COGS to screen individuals affected
by someone else’s gambling in Phase Two. The COGS, as with the PGSI Short-Form, is open source.

The Concerned Others Gambling Screen (COGS)®
1. Do you think you have ever been affected by someone else’s gambling?
No, never (you need not continue further)
0 ldon’t know for sure if their gambling affected me
Yes, in the past
Yes, that’'s happening to me now

2. How would you describe the effect of that person’s gambling on you now? (tick one or more if they
apply to you)

| worry about it sometimes

O Itis affecting my health

O Itis hard to talk with anyone about it

(1l am concerned about my or my family’s safety

I’'m still paying for it financially

It doesn’t affect me anymore

3. What would you like to happen? (tick one or more)

| would like some information

T I'would like to talk about it in confidence with someone
01 1 would like some support or help

01 Nothing at this stage

8 Matua Raki National Addiction Workforce Development, 2011. Problem Gambling Screens: Concerned Others Gambling
Screen (COGS). Screening, Assessment and Evaluation: alcohol and other drug, smoking and gambling, pp.40-41.
S Ministry of Health. 2019. Preventing and Minimising Gambling Harm: Practitioner’s Guide. Wellington: Ministry of Health.

80 sullivan et al., 2007.
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Who will be doing the screening?

It was recommended by gambling help specialists that GPs and community workers were suitable to
identify gambling harm, rather than assess problem gambling. They further recommended that once
gambling harm was identified, the consumer could be referred on for further assessment to determine
their level of harm and need. Psychologists, counsellors and addiction practitioners were considered
most appropriate for conducting gambling harm screening in terms of assessing the differing levels of
problem-gambling risk, which this pilot study does not aim to address.

When being asked about assigning certain professions such as pharmacists and religious leaders to
perform the screening, participants expressed doubts about its relevance.

“I also don’t think [a pharmacist’s] skillset is aligned to dealing with gambling harm
screening and referral. Doctors are meant to do diagnosis, but pharmacists are not meant
to. Pharmacists are not a source of referral.”

“[Bishop screening] might help but it’s not necessarily better or necessary. It depends on
who the person has developed a trusting relationship with... Our bishop was not judgmental
and showed so much love toward him and he still wouldn’t open-up about it.”

6.3 GP Model

Is screening appropriate in a GP setting?

Of GPs that completed the co-design survey, most (88%) indicated screening for gambling harm could
be implemented within their practices and that they would be somewhat (59%) or very comfortable
(24%) asking their patients about gambling. However, questions were raised as to whether it is
appropriate setting to do so due to the following reported barriers:

e Lack of time and resources,

e Screening for gambling is of low priority,

e The perception that asking the question is of low yield,

e Navigating various cultures in our diverse area,

e Concern about the appropriateness of breaking the flow of a consultation to ask the question,
e Limited knowledge and inexperience of GPs,

e |t's difficult to start the conversation,

e Patients reluctance to discuss gambling or deny that he/she has a problem due to shame and
embarrassment, and

e Patient perception that healthcare and gambling not being relevant.

There are certain perspectives from people about what they expect when they see a doctor and often
that doesn’t necessarily include being asked about a raft of behaviours.

“I have so many other things to screen for that appear more immediately relevant to the
patients”

“A patient-centred approach requires respect for the patient's agendas and preferences to
the flow of the consultation. It is important to remember that there are any number of other
issues that should probably be routinely screened for that may be of higher priority (e.g.,
substance use, risky drinking, mental health, violence, etc.)”

Some participants also expressed concerns about the sustainability of GP screening.
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“The reality though is that there isn’t really a system in which that could be done or
demonstrated to be sustainable over the long term. For example, if you want to focus on
screening for gambling over a certain month, what about in 2 months’ time, next year or 5
years’ from now? Is that activity going to be sustainable as a routine part of the operation?”

“It depends very much by what is meant by "screening". Generally, screening instruments
in routine primary care practice that are decontextualised from the reason from presenting
will not be sustainably implemented.”

Who should be screened?

According to the co-design survey, 29% of GP respondents thought everyone should be screened,
compared with 48% of other professionals. The GPs who didn’t think everyone should be screened
selected various specific presentations which they believed should trigger gambling harm screening.

When should screening take place?

GPs indicated that it would be most appropriate to use screening tools as part of an initial consultation
(35%) or during follow up appointments (29%). However, whilst most service providers and GPs
suggested that everyone be screened, challenges were also acknowledged, and interviewed GPs did
not support the notion of personally screening every patient. A popular alternative approach to the
doctor asking their patients the questions is to perform screening in the waiting room. Another
suggestion was that the screening questions could be written into their practice software against a
patient record.

“We can use some screening tools like an iPad device in the waiting room, which is well
accepted by both the doctors and the patients. It’s easier for the information to be directly
linked to their health medical record.”

Further suggestions were made to integrate a gambling harm screening into the patient information and
medical history forms of which GPs could follow up and check in with the patient. Additionally, service
providers during the co-design workshop mentioned the role of practice nurses and that they could
potentially undertake screening. However, not all practices have practice nurses and not every patient
typically sees one.

If GPs were to undertake screening themselves, the recommended time for screening would be when
they are already doing a health assessment, a care plan for other health issues, or screening for mental
health. Other than that, opportunistic screening when the question comes up in their mind during follow-
up appointments, usually when other known comorbidities like drug or alcohol use are present or
identified, is also considered acceptable by the GPs.

“Throughout appointments and assessments, if we identify some conditions such as mental
health issues, financial difficulties, smoking, alcoholism, that could be associated with
gambling further assessment should be performed to identify the root of the issue.”

Both GPs and service providers suggested posters, digital displays and health messaging about
gambling harm screening as a new initiative can be shown in the waiting room and on medical channels
to let patients know that questions about gambling harm may be asked by the GPs and that gambling
harm is one of the issues which they can discuss with their GPs.

6.4 Community Services Model
Who will be screened?

In comparison to the GP setting, community setting was regarded as more relevant to gambling harm
screening because there is more time for communication and a presence of highly related issues such
as mental health, alcohol and other drugs. Health workers thus can add extra questions when
screening/doing intake assessments and the screening process can be normalised more easily.
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The majority of community workers participating in the co-design process agreed that everyone could
and should be screened for gambling harm. It was thought that this will normalise gambling harm
screening and pick up on people that may not present with identifiable characteristics associated with
gambling.

“I think something like a questionnaire that can be done and be available to all people
would be very beneficial. This would make it easier to normalise as opposed to targeting
those who may express that they have an issue or have encountered harm through their
own or somebody else’s gambling.”

When should screening take place?

The primary method suggested during the co-design workshop and interviews was at an intake
assessment or initial consultation however, it was noted that follow up is important. Results of individual
interviews are in line with the co-design survey results, with 53% of professionals working in community
settings selected routine intake assessment or initial consultation as the most appropriate time for
screening. 11% of respondents of the same group voted for follow-up appointments.

Some participants also suggested screening during one-on-one assessment in information sessions or
community education events. This would involve setting up a screening booth at community events.

It was also recommended that screening take place only when the person is alone due to potential
cultural sensitivities. This was echoed by advice from clinicians, that screening needs to be completed
privately and where the consumer feels comfortable.

“Bringing it back to domestic violence as an example. When you have a baby and you’re in
hospital, you’re asked about exposure to violence and | know I've been asked in a
community nurse setting about it. So, if you’re alone then it might be a good opportunity
to ask about those issues. Whereas if you have the person doing the harm with you then
you’re not going to open-up.”

6.5 Cultural sensitivities
Some participants noted that support for affected others needs to be culturally adapted and take into
consideration factors such as religion and language.

“I am a religious person and for me spirituality has to be involved. Psychology without
religion can’t touch the whole person, can’t understand the whole person.”

The common suggestion from participants was that support options be available in a patient’s language:

“As people from CALD may have poor English language skills, support options need to be
available in their language.”

Arabic

One interviewee advised that to encourage a person from an Arabic background to disclose
gambling harm, supports and treatment for gambling should be talked about as positive and
hopeful instead of pointing to individual failure and blame.

“Because gambling is prohibited by Islam and is associated with shame, patients might not
want to disclose their gambling behaviours. They fear that they will lose respect from other
community members, which is considered a big thing in Arabic culture. Particularly, the
Arabic community that lives in Fairfield LGA is of low socioeconomic background with a high
rate of unemployment and has the association with the Centrelink. For these reasons, they
are highly concerned about confidentiality and what was going to be passed on to the
government or anybody else.”

28



In Arabic culture, patriarchal hierarchy plays an important role. It is also important to reassure patients
about confidentiality. A respondent even suggested that it could make it easier for people in Arabic
culture to talk about gambling if the doctor is from a different background in order to enhance
confidentiality.

An issue identified is the perceived lack of availability of male counsellors, deemed important for
patients of Arabic background:

“Besides, Arabic men tend to want to see a male counsellor and there are few available in
the industry.”

Assyrian

Participants from the Assyrian community pointed out that the perception of what constitutes gambling
is an important consideration for gambling harm screening:

“Assyrian people see card games or other types of betting as a hanging out activity rather
than gambling. This makes it difficult for the patients themselves to respond to screening
questions accurately.”

Similarities to the Arabic interviewees existed regarding confidentiality:

“Assyrian community has quite a few cultural sensitivities in common with Arabic
community. Community leaders and church leaders have strong influence and they do not
want to see professionals who are of the same cultural background for fear of losing
anonymity.”

Viethnamese

One participant believed that because many Viethamese people have escaped war and
conflicts, they may not see gambling as an issue if it's not ‘life or death’. Participants also
posited that they see gambling as a chance to earn money to help family members back
home.

“Vietnamese culture is quite family oriented and tend to deal with gambling as a family.
They tend to keep the problems to themselves rather than going to see a doctor to get help,
which makes it too real and shameful for them. On the other hand, because they prioritise
family, it could be helpful to draw out how one’s gambling might be affecting their family,
particularly children in order to motivate them to receive supports and treatment.”

It was reported that Vietnamese people often do not want to go to a professional from the same group,
although they need someone who speaks their language and is aware of cultural sensitivities.

General observations

“People perceive Australia as a place of wealth but it’s in fact difficult for newly arrived
refugees. They misinterpret that they can make money from gambling and then they lose
money and become trapped in a vicious circle.”

Interviewees claimed that screening alone is not going to solve the problems associated with gambling
harm that exist in our society and that there needs to be interventions at a government level in order to
address access to gambling, harm minimisation measures and broader education of gambling as a
public health issue.

6.6 Supports/referrals
Directly affected

There were several referral pathways suggested by participants for individuals experiencing gambling
harm. The suggested referral pathways were fact-checked and informed the development of formal
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pathways and resources for patients and practitioners in this project, more detail of which is discussed
in Chapter 7.

We include participant’'s commentary of perceived supports/referrals available to represent what
participants already knew patients/practitioners have access to in NSW.

Education

First and foremost, it was acknowledged by participants that health service providers can provide
information of the risks and associated harm of gambling and inform patients of available services. The
suggestion was that this information flow can be aided via the development and distribution of an
accessible resource kit including handout materials, online resources, self-help apps and contacts of
gambling help services. Education aims to ensure patients are aware of the risks associated with
gambling and practical interventions available.

It was also recommended for those who do not use the internet frequently or have ready access that
posters, leaflets and pamphlets in general practices would be of great help. Digital displays in practices
and community services could also be utilised to provide gambling education and increase awareness
of available support options.

Counselling

Participants referenced the availability of free telephone counselling such as NSW Gambling Help or
the Multicultural Problem Gambling Service (MPGS), which are also advertised in gambling venues, on
gambling websites such as sports betting websites and referenced during gambling advertisements. An
interviewee advised a 24/7 Gambling Helpline or Lifeline is necessary because gamblers and family of
people engaging in gambling behaviour can be faced with alcoholism, domestic violence and they may
need support immediately.

Face-to-face counselling options with gambling specialists at MPGS, Wesley Mission, Viethamese
Community in Australia, Arab Council of Australia, Mission Australia and Catholic Care was regarded
as the best referral option. It is important that people experiencing gambling harm have access to a
gambling help counsellor, which includes financial counselling and psychological counselling options.
Ideally, a specialist who speaks the same language as the patient is preferred. The perception was that
general psychologists, general counsellors and services such as SWSLHD Mental Health services and
Alcohol and Other Drug (AOD) services can be referred to in cases where a gambling specialist is not
available.

Local networks
Social help including people who have experience with gambling harm is also an important resource.

Participants acknowledged the benefits of hearing other people’s stories, in environments such as
Gamblers Anonymous, so an individual can see a path out of gambling behaviours and recognise
commonalities in experiences in the recovery process. Again, localised access and networks offering
support in a patient’s native language are preferred.

Other supports

There were suggestions that Gambling Help could link with financial institutions in order to flag abnormal
withdrawals at clubs. Some also suggested that for those who receive allowances from Centrelink could
be helped by restricting the payment in form of coupons and food vouchers, with the vouchers in their
name and not transferrable so that they will not be able to sell them for cash.

We acknowledge that some of these suggestions seriously breach privacy provisions and/or may have
unintended consequences.

Multi-venue self-exclusion should be enforced so that they don’t enable the gambling. In severe cases,
certain type of intervention which stops gamblers from attending the venue was recommended.

Affected others

Participants acknowledged that affected others should be referred to all the above-mentioned options.
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Support groups were highly recommended for affected others — e.g. carers support networks or a place
providing temporary accommodation, meals and social support such as the Salvation Army.

6.7

Training

Co-design respondents indicated that training provided to GPs and community workers should include:

Basic information about gambling, the problem, how it affects people and what can be done to
help;

Screening questions and how to normalise the question and/or tools;
Cultural views of gambling in various communities, awareness of CALD barriers and issues;
Accessible and affordable support options for patients and carers;

How to detect gambling harm via the use of a screening tool (i.e. interpreting screening results
correctly);

Real life case-studies; and

An emphasis on the importance of early intervention, acknowledging that gambling is often a
coping mechanism for underlying mental health issues.
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/. RESEARCH METHODS - IMPLEMENTATION PHASE

Phase 1 of the research project informed the design and implementation of Phase 2. Several
recommendations in relation to screening tool questions, screening processes and implementation,
referral options, and cultural sensitivities have been incorporated in the proposed screening and referral
model that was implemented in this study.

Findings from Phase 2 inform key recommendations to support gambling harm screening and referral
in GP and other community settings.

7.1 Screening tool questions
Based on the co-design phase and literature review, two screening tools were chosen for this study:

1. The validated Problem Gambling Severity Index (PGSI) Short-Form8! to identify individuals
experiencing gambling harm.

2. The Concerned Others Gambling Screen (COGS) to identify family/friends (affected others)
experiencing gambling harm as a result of someone else’s gambling®2.

7.2 Screening processes and implementation of screening tools
For the purposes of the study, participants must have been provided services within the Fairfield LGA
and the tool only administered to those over 18 years of age.

Universal screening, i.e. every patient is screened if they were over 18, was recommended to reduce
stigma associated with gambling behaviour or harm. Within the framework of this project, the screening
model was implemented for up to 13 weeks — depending on the capacity of GP and community worker
participants. The duration of screening model implementation was agreed with each service prior to
commencement.

Screening tools were administered in either one of the two workflow scenarios below. The specific
workflow scenario was agreed with each individual service before implementation commenced.

1. Pre-appointment (at reception or intake): patient to complete screening tools while waiting for
their private appointment with a GP/community worker.

2. During appointment: a patient to complete the screening tools during their private appointment
with a GP/community worker.

A flowchart was developed based on both scenarios (see Gambling Harm Screening Flowchart,
Training & Resource Kit, page 4). The project team discussed both implementation timeframes and
workflow scenarios with each service and confirmed which scenario they would implement prior to
commencement.

7.3 Referral and support options

For both individuals experiencing gambling harm and affected others, education and information on
gambling harm and available support services should be provided first and foremost. Suggestions
included consumer brochures, online resources, self-help apps and contacts to gambling help services.

Referrals to gambling counselling, as previously identified, are considered pivotal. When gambling harm
is identified by a GP or community worker, referrals to a gambling service can be made in two ways:

e Cold referral: a professional provides information about services/programs, including contact
details, and the patient follows up with services/programs themselves.

81 volberg & Williams 2011.
82 Sullivan S, McCormick R, Lamont R and Penfold A. 2007. Problem gambling: patients affected by their own or another's
gambling may approve of help from GPs. New Zealand Medical Journal, 120:1257.
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o Warm referral: a professional gains patient consent to directly organise an appointment with a
gambling service or provide the patient’s contact phone number to a gambling service for follow-

up.

A list of local gambling services and programs, including culturally specific services, was provided to
GPs/community workers who participated in the implementation phase (see REFERRAL — Directory of
local gambling services and programs, Training & Resource Kit, page 13).

7.4 Cultural sensitivities

This study focused on the three most prevalent cultural groups residing in the Fairfield LGA: Arabic,
Assyrian and Vietnamese.

Specific information about cultural sensitivities such as stigma, religion, awareness of gambling and
psychological interventions was included in the training session prior to commencement of the
implementation period. Material was also translated, by an accredited translator, into Arabic, Assyrian
and Vietnamese.

7.5 Recruitment
For the implementation phase, we initially aimed to recruit 30+ participants.

Due to the impact of COVID-19 — the impacts of which are discussed in the Results section of this paper
— this aim was reduced to 10+ participants who implemented the model and participated in individual
interviews®3. The study was a quasi-experimental pre/post intervention study. A qualitative analysis
method is used to evaluate the implementation of the model.

Participants were recruited via email correspondence with Fairfield City Health Alliance’s existing
network of community service providers. South Western Sydney Primary Health Network led the
recruitment of GPs via email correspondence. All participants were provided with a Participant
Information Sheet and signed a consent form prior to their involvement in the study. The project team
also recruited, via email correspondence, GPs and community workers who had engaged in the co-
design phase of the study.

Figure 2. Summary of Monitoring and Evaluation Plan

Research Outcome Proposed Instrument | Time of measurement
Question / Measures

Identification of | # of people screened Screening and After screening each
gambling harm Referral Data patient during

and % identified as having
gambling harm by cultural
background within
screening period

implementation period

Support / # of people received Screening and After screening each
referral of support/referral after Referral Data patient during
gambling harm gambling harm implementation period

identification by type of
services within screening

period
Acceptability / Satisfaction with the Interviews Post-intervention
Feasibility intervention, perceived

ease of use of the
screening tool and referral
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83 Sandelowski, M., 1995. Triangles and crystals: On the geometry of qualitative research. Research in Nursing & Health, 18(6),
pp.569-574.
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sustainability of the
intervention

Intervention uptake Attendance sheets During information
session
Retention rate (% of Participation data 2 weeks post-intervention

GPs/community workers
retained throughout
implementation)

7.6 Information Session

Prior to the implementation, GPs and community workers were required to attend an information
session, delivered by a gambling counsellor, to support the utilisation of the co-designed screening and
referral model. The aim of the information session was to familiarise participants with this study,
resources, consent processes and data management processes (see Information session - slides,
Training & Resource Kit, page 28).

7.7 Screening protocol
Patients provided implied consent by completing the Gambling Harm Screen form with their GP or
community worker with complete patient anonymity implicit in the design of the screening model.

A preamble to the screening was provided as follows:

Gambling harm is a huge issue in Fairfield. Over $1.4 million is lost per day to pokies
in the Fairfield LGA alone. We need your help to research and implement a model
that is for the community, by the community.

The Fairfield City Health Alliance has been funded by the NSW Office of
Responsible Gambling to develop and implement a screening and referral model.
The screening tool will identify people affected by gambling harm and connect them
to support.

The initial aim was for patients to respond to the screening questions in one of two ways:

0] If visiting the practices/services in person, they received a hard copy of the screening form
to fill in. Participants (GP/community worker) inputted screening data and referral results
after each patient visit via an online form. Alternatively, hard copies of the Gambling Harm
Screen forms were sent back to SWSPHN every 3 weeks via registered mail.

(i) If the appointment with their GP/community worker was online (e.g. via telehealth), the
Gambling Harm Screen was sent to patients within an appointment confirmation email by
the receptionist/administrative staff. The patient completed the survey in-appointment,
administered by the GP/community worker. GPs/community workers inputted the screening
data and referral results into an online form.

Due to the impact of COVID-19, the project team, with amended ethics approval, delivered an online
version of the screening tool for GP and community workers to use. After screening patients, GPs and
community workers entered the results online. The questionnaire also prompted the GP or community
worker to record an outcome of the screening - whether gambling harm is identified in the person as (1)
an individual who gambles, (2) an affected other of somebody else who gambles, or (3) both.

Data was regularly monitored with ongoing support provided by the Gambling Project Team to
participants.
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7.8 Embedded resources

With the screening tool provided as an online survey, convenient embedded links were provided for
GPs and community workers to online service directory listings for gambling support services and
referral advice — via SWSPHN’s Recovery Point and HealthPathways/Health Resource Directory.

Figure 3. Screenshot of embedded resources in online screening model.
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HealthPathways & Health Resource Directory

HealthPathways is an online clinical and referral information portal used by clinicians at the point of
care. HealthPathways provides GPs access to management and treatment options on a range of
clinical presentations and information about local clinical services and their referral processes.

The site uses a scalable format allowing users to customise the level of detail displayed, providing a
quick access during consultations or more detailed information to be viewed later.

Links to reputable patient information (including translated patient information where available) and
clinical resources are also provided in most clinical pathways.

Health Resource Directory.org.au is an initiative of South Western Sydney PHN, designed as a health
information portal to support patients in learning more about their health issues. The site provides links
to information recommended by local health professionals, including factsheets. Culturally appropriate
resources, which have been specifically designed for Aboriginal and Torres Strait Islander people as
well as people from culturally and linguistically diverse communities, are also provided.

A HealthPathway and Health Resource Directory page specific to gambling harm information and
referral options was created for this project, with factsheets translated to Simplified Chinese, Arabic,
Assyrian and Vietnamese?4.

Recovery Point
Recovery Point provides mental health information specific to South Western Sydney (Bankstown,
Camden, Campbelltown, Fairfield, Liverpool, Wollondilly and Wingecarribee).

Recovery Point is designed for people who are experiencing mental health concerns, as well as their
friends, family and carers. A key feature of Recovery Point is a comprehensive directory of local
programs and services with built in interactive map functionality, displaying services closest to the user.

Recovery Point also provides quick and easy to access information about common mental illnesses,
the different types of mental health professionals, emergency or crisis support, local mental health

84 The HealthPathway for SWSPHN was rewritten and updated by Courtney Whittaker (the initial Project Manager) to reflect a
more nuanced understanding of gambling harm — the revised version was approved by SWSPHN.
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services, helplines, telephone and online counselling and support, online self-help tools, local consumer
networks and additional information specific to young people.

All gambling support services were added to Recovery Point after an independent audit by the project
team. These listings include websites, physical service addresses, operating hours, phone numbers, a
service profile and instructions on how to refer to the service.

7.9 Implementation in practise
The co-designed screening model was implemented by GPs and community workers for a 13-week
period spanning May, June and July 2020.

It is important to note that implementation of the screening tool was during COVID-19 restrictions in
NSW. The disruptions to GPs and community workers during this period are explored in more depth in
the discussion section of this paper. COVID-19 restrictions required the project team to pivot delivery
methods of the information session and indeed the implementation of the screening tool itself.

In preparation for the implementation of the model, a 2-hour webinar was delivered on 28th April 2020
with the attendance of 1 GP and 7 CWSs. Each participant was provided with an electronic resource kit
containing the screening and referral model, promotional packages in English, Arabic, Assyrian and
Vietnamese and reference materials, including service listings for gambling support services (see
Training & Resource Kit).

During the 13-week screening period from 4th May to 31st July, 141 screening tools were completed
by patients of the 2 participating GPs and 10 participating community workers.

7.10 Interviews and focus groups

All participants were invited to partake in semi-structured, one-on-one interviews or focus groups with
the Gambling Project Team after the implementation period. Questions pertained to their experience
implementing the model, including any barriers, effects, and perceived utility.

Interviews ran for approximately one hour via phone or video conferencing software due to COVID-19
physical distancing requirements at the time of the study.

Demographic data of the implementation participants, including profession and organisation, and
patients including gender, ethnicity and the results of screening and referral were analysed using
descriptive statistics.

Content analysis of qualitative data from individual and focus group interviews with professionals was
conducted to identify themes. Acceptability of the intervention was measured by deductive coding in
themes with supporting quotes based on seven component constructs in the Theoretical Framework of
Acceptability (TFA)®: affective attitude, burden, perceived effectiveness, ethicality, intervention
coherence, opportunity costs, and self-efficacy®. Feasibility of the intervention was also assessed
through a combination of descriptive statistics of participant uptake and retention rate and qualitative
analysis of various aspects such as demand, implementation and practicality®”.

Over four weeks from 6 July to 31 July, the project team conducted 7 individual interviews and 1 focus
group with 9 participants including 1 general practice (GP) and 8 community workers (CW) from 1
practice and 4 organisations.

8 Bowen, G.A., 2009. Document analysis as a qualitative research method. Qualitative research journal, 9(2), p.27; Sekhon, M.,
Cartwright, M. and Francis, J.J., 2017. Acceptability of healthcare interventions: an overview of reviews and development of a
theoretical framework. BMC health services research, 17(1), pp.1-13.

86 Sekhon, Cartwright, and Francis, 2017.

87 Bowen, G.A., 2009. Document analysis as a qualitative research method. Qualitative research journal, 9(2), p.27.
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8. IMPLEMENTATION RESULTS

8.1 Intervention uptake and retention rate

The project recruited 12 participants including 2 GPs and 10 CWs to implement the gambling harm and
referral model over 4-10 weeks. The participants represented 2 GP practices and 5 organisations based
in the Fairfield LGA. By the end of the implementation period, 2 participants had dropped out — one for
having no capacity to do the screening and another due to personal factors.

8.2 Identification of gambling harm

There were 141 responses in total, with an average completion time of just 1 minute and 25 seconds.
The completion rate was 92% - 130 out of 142 cases completed the screening process in its entirety;
12 were partial completions where 10 did not proceed to the demographic and results section and 2
respondents only answered ‘Yes’ or ‘No’ to the introductory question but did not proceed to the
screening questions.

For the purposes of the implementation analysis, we have chosen to exclude these 12 partial
completions.

Participants confirmed that they either entered the data when conducting telehealth consultations
(phone or video call) with their patients or let patients fill in the screening form by themselves in face-
to-face consultations.

Figure 4. Raw results of screening.
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Raw data from screening tool results shows that 68% (88 patients out of 130) were regarded as having
no risk of gambling harm. The percentage of patients who were perceived to be at risk of gambling
harm because of their own gambling behaviour and somebody else’s gambling behaviour is 15% and
5% respectively. There are 12% of patients who were believed to be at risk of gambling harm from both
sources.
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Figure 5. Patients identified as being at risk of gambling harm — original vs re-coded.
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Screening results were not consistent among participants. If we assume that a consumer who responds
positive to any of the screening question should be marked as being at risk of gambling harm, then
there are cases where the screening results produce ‘false positive’ and ‘false negative’.

False negative: a patient responded positive to one or more screening questions but were marked
as ‘No risk’. This may stem from gaps in perception about gambling harm and the implication of the
model. The participants may believe that the risk was too low to be captured. Another reason may
be that the harm is in the past and the patients indicated that they are no longer affected by gambling
harm. Thus, they are marked as having no risk of gambling harm.

False positive: a patient was marked as “gambling harm identified” although the patient responded
‘Never’ to all the screening questions. This suggests that screening questions only play a supportive
role in the judgement of a health professional regarding the harm level. Although a patient may
respond negatively to the screening questions, a conversation with the GPs or community worker
may reveal harm. For example, there was one case where the participant commented that the
person was a gambler 10 years ago. In three cases, the patients were referred to gambling services.
This implies that the participant considered the patient’s situation before concluding on the
screening result.

No information: the participants only screened patients and skipped inputting the results of their
screening and referral. Because the demographic/result section is optional, participants may skip
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this part if their patient does not consent to giving out their information. This resulted in the total
number of 130 in the results section while there were 141 patients who were screened.

We then re-coded the screening results based on the hypothesis of the gambling harm screening and
referral model, which is to mark ‘No risk’ only when patients respond negative to all of the screening
guestions.

The re-coded results are represented in Figure 5 together with the original screening results. The graph
shows that there was a significant decrease in the number of ‘No risk’ cases by 36%. There was a
dramatic increase in all 3 categories: ‘individual’, ‘affected other’ and ‘both’.

In addition, the number of cases where gambling harm is identified as an affected other rose sharply to
account for 17% of the total screened patients. This is almost equal to 20% of patients who were
identified to be at risk of gambling harm as a result of their own gambling. Over half of cases where
patients were identified as an affected other (33 out of a total of 56, 59%) had been impacted by
gambling harm in the past. 30 of them believed that it no longer affects them. Only 9 people (16%)
thought that they are being affected by someone else’s gambling presently.

Figure 6. Re-coded results of screening.
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Overall, these mismatches point to a need for further enhancing awareness of gambling harm among
health providers and the improvement of the gambling harm screening and referral model so that it can
be utilised smoothly and consistently.

8.3 Support/referral of gambling harm

Just over half (58%) of respondents were reported to not require any action. Just under half of patients
(40%) were provided with information and only a small number (6%) of patients were referred to a
gambling service. Among 8 referrals, 2 were specifically referred to Mental Health Therapy and
Recovery Service and Anglicare Gambling Help. The remaining six cases were given information about
gambling support services and helpline numbers to contact themselves.

Figure 7. Actions taken after screening.
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Compared with the levels of harm identified, support and referral options were certainly much lower
than the screening results indicated and arguably warranted. A main constraint of the screening tool
and looking at outcomes in this way is that it does not consider conversations a GP or community worker
may have had with the patient during the appointment. Perhaps, in some instances, after exploring
issues in more depth, a referral was deemed as not appropriate by the practitioner at this time. Without
allowing for this data collection during the screening however we cannot say.

8.4 Acceptability and Feasibility

Participant sentiment

All participants expressed positive attitudes towards the gambling harm screening and referral model.
First, they regard it as being easy to use with only a few screening items, echoing a recommendation
from co-design. The screening tool is also clear and to the point.

“The thing | do like is people are asked the correct questions this time.” (Participant #3 —
Community worker)

“Look, it’s actually a good model. What’s good about it is that it’s easy to use. There are
not too many questions attached to it. The questions are not complicated either.”
(Participant #6 — Community worker)

They therefore had a good experience with implementing the model. Some participants were familiar
with using screening tools before participating in the project and as such for them it did not pose many
challenges to their implementation of the gambling screening model.

“No more difficult than implementing other models. It actually gives us a little bit more
insight as to how we can best help the patients.” (Participant #3 — Community worker)

More importantly, the participation in the project was reported to generate a change in participants’
perception and interest about gambling harm. They claimed that they have become more concerned
about gambling issues and thus more proactive in performing gambling harm screening.

“Prior to taking part | didn’t think gambling was a big issue. In fact, I've never asked a
question about gambling issues really. After a few interviews, after a few days, | certainly
think a lot about gambling.” (Participant #7 — GP)

“..prior to the workshop itself, myself, | wasn’t much attuned to the fact that gambling
itself is a big concern in Fairfield, nor my staff members were particularly attuned to that...
up until when we had participated in the actual workshop and then | shared that
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information with my colleagues during our staff meeting, everyone then did understand
how significant this is an issue in Fairfield, so that’s when we made that commitment to
increase our participation in terms of screening.” (Participant #5 — Community worker)

Perceived effectiveness

The model was considered effective in achieving its purpose of starting the conversation about gambling
harm. As gambling is stigmatised in some cultures, it does not quite often come up in conversations.
When the model is implemented, gambling can be discussed while stigma is avoided.

“..in our service, they don’t actually mention gambling until they’ve getting comfortable
with it. But when you ask them straight out, they’re like, oh, yeah, | do gamble.” (Participant
#1 — Community worker)

Screening questions were reported to be “simple and easy questions, not embarrassing”, “very
straightforward and (they ‘re) easy (for them) to understand”. Participants reported that patients who
were asked were ‘more than happy to engage’.

“I think it’s a really good way to engage, especially young people, because it doesn’t come
from a judgemental — it’s just like, we’re just gathering information to make you aware of
what could become a problem.” (Participant #4 — Community worker)

The strongest point of the model, according to the interviewees, is its educational purpose. The
definition of gambling is not clear for some people as they might think of it as recreational activities.
Many participants reported that their patients, especially young people, did not realise they were
gambling until it was pointed out that they suffered financial loss or abuse due to their gambling
behaviours. Through the discussion with patients, participants had a chance to provide information and
raise awareness about gambling. Screening for gambling harm, therefore, can act to prevent potential
gambling harm.

“..just to teach them about budgeting, having more money aside for socialising, for going
out and doing stuff, but just making sure that it’s not going to become something that can
then take over and become a problem.” Participant #4 — Community worker)

Usefulness of Information and Support Provided

Before the participants started screening, a 2-hour webinar was delivered together with a resource kit
in order to support the utilisation of the proposed model. The resources cover a wide range of knowledge
including prevalence of gambling harm in New South Wales and particularly the Fairfield LGA, available
screening tools to be utilised, screening and referral model and promotional packages available in
English and three other languages (Arabic, Assyrian and Vietnamese). Information provided by the
project was evaluated as being straightforward, useful and motivating. Especially, participants agreed
that information about gambling harm may be available in many different resources but it makes more
senses when combined into one single resource.

“The gambling information one. | actually did enjoy that one. It was very informative. | think
it was very descriptive as well, which is what we needed.” (Participant #6 — Community
worker)

“The webinar was pretty useful and I also did the online training as well... | think it really
gelled a lot of things together because sometimes you have your own perceptions or
assumptions about people with gambling problems and they just do not know how to
handle their money. But there are a lot of other issues or things that happen that impact
on that and why they use that as an outlet. So that gave a really good insight to cement the
whole thing together.” (Focus group #8)

“Look the information we received was, first of all, it was mind blowing to learn about
Fairfield itself. | knew previously that Fairfield has a gambling issue, but that was not
compared against any other part of New South Wales or any other council. But learning or
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understanding how much money being lost on a daily basis in Fairfield through the
workshop itself, that was an additional motivation for me and my staff members say, hey,
we’re going to have to do something.” (Participant #5 — Community worker)

The webinar was also appreciated for facilitating the exchange of information between the facilitator
and the participants. The direct interactions allow the participants to clarify their questions about
gambling issues and the screening tools, which enhances the efficiency of the utilisation of the model.

“...watching the webinar you could see the opportunities for discussion and to ask questions
and that sort of thing. So yeah, | mean a lot of the things | would have asked or what not
were all addressed in that webinar.” (Participant #9 — GP)

In addition, the participants highly appreciated the availability of information in other languages. This
pilot project places a focus on three main CALD communities in the Fairfield LGA including the Arabic,
Assyrian and Viethamese communities. Therefore, multilingual resources are helpful in targeting
different cultural groups.

“The resource is quite resourceful in itself. Having it broken down in different languages
that are quite mainly used in our community, it was great. It was really straightforward. It’s
something that you can easily hand out to a patient and say here, please read this. At least
that way they can say well, I've been catered for, for me, depending on their cultural
background. So yeah, very, very useful.” (Participant #8 — Community worker)

When we first built the model, the screening was supposed to be paper based. However, it was later
adjusted to be able to utilise online. The online screening form also includes referral information for
GPs/community workers to refer to. Interestingly, the online tool is preferred for its simplicity,
convenience and straightforwardness. The participants admitted that an online screening form allows
them to easily and quickly navigate through questions. The information is also readily available to
provide to patients.

“That was useful, because all you had to do is just put it straight into the computer in the
SurveyMonkey and that would just tell you where to go from there. So | was able to refer
off the list that’s on there and | was able to give out information off there as
well.”(Participant #1 — Community worker)

It didn’t take too much time, especially the survey on the internet. It was very cruisy, very,
very cruisy.” (Participant #7 — GP)

“I loved the SurveyMonkey. Very straightforward, easy to move on, next. Bang, bang, bang.
Much better than paper form.” (Participant #8 — Community worker)

Besides the knowledge related to gambling harm, screening tools and referral pathways, the project
team also regularly updated participants on the current screening results. This aimed to recruit
additional participants who are interested in being involved in the project, present the initial observations
on the screening data and motivate participants to continue with their implementation. Upon being
asked about communications with the project team, participants stated that frequent follow-up is
supportive and inspiring.

“It’s very important to updating as | feel like it [screening results] develops, especially your
follow up of that is perfect”. (Participant #2 — Community worker)

“Yeah, definitely and | think that getting the updates via email about how it’s going, the
numbers, the statistics, it’s been really good to feel part of that, of being updated
constantly.” (Focus group #8)
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One interviewee acknowledged the effectiveness and appropriateness of communication via email.
Email communication is at the convenience of the receiver and easy to commit than other forms of
communication.

“I think most communication has been done through email. It’s probably more practical
that way, only because it’s — for instance, if it was any other type of communicative method,
it is a lot more difficult, | guess, to commit to that way, because we are all already very busy
in our current roles... So yeah, | think it’s appropriate, the communication level, the way it
is right now.”(Participant #6 — Community worker)

Ethicality

It was commonly agreed by the participants that the project has good fit with their value system. As
gambling harm is included in the comorbidity with other mental health and alcohol and other drugs
issues, the screening was seen to be a good fit especially for those who work in these areas already.

“Everything we do is about addiction. With the drugs and the alcohol and the gambling it
all goes part and parcel of it, so it just complements what we’re doing.” (Participant #3 —
Community worker)

“It probably fits in there [individual’s value system] 101 per cent... So the model, which looks
at a very holistic point of view, again cannot sit anywhere else other than within 100 per
cent with our organisational values and mission and purpose.” (Participant #5 — Community
worker)

For that reason, all of the participants reported being comfortable asking the questions while maintaining
good rapport with their patients. The interviewees believed that gambling issues need to be taken
seriously. They mentioned that information about the prevalence of gambling harm that they have
gained through participating in this project motivates them to be committed and continue to talk with
community members about gambling.

“I might also mention that the organisation had decided over the past year, since last year,
that we were not going to be applying for club grants anymore because of this affiliation
with the gambling. So that is an appreciation of as taking gambling and gambling-related
harm very seriously in Fairfield.” (Participant #5 — Community worker)

“I believe that obviously you always need to educate the community of ongoing statistics
and say well, this is where you live, this is actually what’s really happening.” (Participant #8
— Community worker)

Effort required and burdens

Most of the participants did not find any major burden or challenge to their work when they were involved
in the implementation phase of this project. For some community workers, the screening process fits
well into their consultation with patients. The screening process was regarded as being quick and
straightforward. The screening was expected to go smoothly with the cooperation of the patients.

“It [the screening] was pretty short and straight to the point to get what you needed to
get.” (Participant #1 — Community worker)

“It doesn’t take too much time. | think it takes, like, maybe five minutes or so, depending
on, | guess, how willing the patient is to cooperate as well.” (Participant #6 — Community
worker)

According to our co-design results, one of the main barriers reported is the time restriction, especially
in clinical settings. This barrier was reflected in the responses of some participants, including one GP
and one community worker. This burden did not interfere much with the community worker’s
consultation. However, for the GPs, the issue of time restriction is accompanied by the barrier of priority
of other health issues, which pose some challenges to the screening of patients. The GP also reported

43



that it would be difficult to do the screening when the environment of the clinic does not facilitate the
conduct of research or survey. These challenges might affect the sustainability of the screening once
the implementation period finishes.

“It was nothing, no massive concerns about it, it was just, like | said, just a little bit more
time consuming.” (Participant #3 — Community worker)

“I've got a walk-in clinic... we don’t have a research or survey kind of environment in our
clinic... So that was certainly a kind of small challenge... when | see a patient | get into or
get carried away with those problems. | have to remind myself that I’'m doing a study... it
will be a burden to actually go and do a survey.” (Participant #7 — GP)

Another participant who is a community worker agreed that the priority of the main issue of the
consultation was a burden to conduct the screening. They indicated the need to concentrate on the
current issue, which may disrupt the flow of the screening process.

“The only thing | would say is sometimes you forget, because I’'m focussed on the current
issue at hand. So, it could be whatever it is — the patient is sharing with me at the time, or
their current crisis situation at the time... It may disrupt the flow a little bit, only if gambling
isn’t an issue, | guess, in their current situation.” (Participant #6 — Community worker)

Especially, in the context of the COVID-19 pandemic, many health services were forced to change their
approach from face-to-face to online consultations. Some participants preferred face-to-face
interactions, which allow them to form a closer relation with their patients and thus increase the
comfortability to have a conversation. A participant pointed out that non-verbal languages help them
understand the patients’ reactions and make better judgement of their responses. Because of these
reasons, some participants felt that more efforts were required to implement the screening and referral
in the new context.

“We prefer face to face, it is more effective than the phone... When | say face to say, it is
more flexible, it is more open with the patient.” (Participant #2 — Community worker)

“If you ask a question and they look away or they cross their arms, just those little things.
You know that eye contact or you just watch their body, their shoulders will drop or they
get a bit more tense, and you just can gauge that so much better than over the phone.”
(Participant #4 — Community worker)

“I guess the effort that it takes on the phone to implement that case management and that
level of support does take double the time than what it would if it was face-to-face... Face-
to-face is a hundred per cent easier.” (Participant #6 — Community worker)

On the other hand, some services advised that they were able to quickly adapt to the new situation
without any issue. As mentioned in the previous part, the online screening and referral model has its
strong points of being more accessible, easy to navigate and having referral pathways integrated into
the screening form. This suggests that the online screening model can be utilised effectively though it
may take time for some services to transition to a new method of consultations.

“We have transitioned very successfully across to the new model, new platform of service
delivery. We’re probably running on par with an amount of service contacts face-to-face as
to what we were doing online. So yeah... it’s more about training staff and getting them
into a different mindset which we’ve been able to do successfully.” (Participant #3 —
Community worker)

“...having this other line of tools [online screening tools] already does make it much easier,
| guess easier regardless of whether you’re working from the office or home, so the
accessibility of it is very much the same... But | don’t think it would make any difference
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whether this was being done in person or online. | think | actually would prefer to have it as
an online tool.” (Participant #5 — Community worker)

Confidence implementing the model

Before participating in the implementation, the participants were asked to complete a survey to assess
their knowledge, self-efficacy and behaviour related to gambling harm screening and referral. On a
scale of 1 to 5 where 1 was ‘| am not confident at all’ and 5 was ‘High level of confidence’, the weighted
average point of 11 participants who answered the survey is on an average of 2.64 for identifying
gambling harm and 2.73 for providing information or support. After implementing the model, all of the
interviewees reported an improvement in their confidence level. The participants self-rated their
confidence level after participating ranging from 4 to 5, which was a significant boost. The participants
advised that the more the model is utilised, the more confident they get. The participants also
acknowledged the resources provided by the project team, which helped them to gain more knowledge
and become more confident.

“I just made it part of the process so it was easy. Everyone — all staff that were asking the
questions, it just became part of the everyday practice.” (Participant #3 — Community
worker)

“For me at the beginning it was a bit iffy... But now I’ve gotten used to it and it’s like second
nature now... | think the more you practice, the better and more confident you get at it.”
(Focus group #8)

“I was pretty confident. | think especially after that information session that we had. Like |
said, it did clarify a lot of things. It did help us understand it better, so, yeah, | was pretty
comfortable.” (Participant #6 — Community worker)

Opportunity costs

A majority of the participants did not find any opportunity costs which they had to give up in order to
implement the screening and referral model. Some services advised that the screening is incorporated
as part of their assessment process, which makes it easy and convenient. Similar to the burden of
participation, time is the only concern of the GPs and community workers. However, they noted that the
opportunity cost of time is worth in exchange for other benefits of participating.

“Like I said, it was — in regards to staff wise — it was just time consuming, just took a bit
more time. So it was adding time to our assessment process, but we received the data we
wanted so it was a good investment of time.” (Participant #3 — Community worker)

“The only thing | would mention is, when the information session took place, it was after
hours. Obviously, | would, prefer to have anything that’s work-related happening within our
work hours. | tend to treasure those after hour moments, but that’s the only thing | could
think about.” (Participant #6 — Community worker)

“We did not expect any financial cost from our participation in there... We saw significant
adding or added value of this participation onto what we already deliver.” (Participant #5
— Community worker)

Demand

The participants agreed upon a demand for the proposed model to be utilised in primary care and
ancillary services and the importance of actions taken post-screening — be that a referral and/or
providing information regarding support services available.

“Well it comes down to how far they’re going to take. It’s where the next step’s going to
come from. So if they’re going to implement something with this information it’s very
helpful. If they’re not going to implement anything with all this information, well it can be
a waste of time.” (Participant #3 — Community worker)
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The two screening tools that form our model were both considered appropriate to use in general settings
to capture harm rather than clinical settings which are more inclined towards diagnosing problem
gambling. This is echoed by one of our interviewees who proposed that the utilisation of the model
should be flexible instead of adhering to rigid criteria to assess gambling harm in different individuals.
That is to say, there is a high demand for the model but it needs to be used in a meaningful way.

“If the health care system operates on a holistic understanding of the person and
understanding of individuals or community members that we are supporting as having very
different levels of literacy and understanding, | would be saying that this is very likely to be
adopted by the health system. But if the health system, on the other hand, operate on a
very rigid approach, using the heavy medical terminologies, then it’s not going to fit the
purpose at all.” (Participant #5 — Community worker)

Implementation

Overall, the screening and referral model was evaluated as being useful in assisting the GPs and
community workers to start the conversation on gambling issues and assess gambling harm. As
discussed in the previous part, there were some mismatches between the screening results and the
judgement of participants about identification of gambling harm. This was explained by one of the
participants that the screening tools was able to generate accurate results. However, in some cases
where there are gaps in understanding of the patients about gambling issues, conversations proved to
be effective in detecting harm.

“I think it was pretty accurate. | think that the times that it didn’t detect it were the times
where people had no self-awareness of the fact that they had a gambling problem and it
was a matter of having a further chat and exploring it a bit more to get them sort of a bit
more self-aware.” (Participant #1 — Community worker)

Practicality

Acknowledging the usefulness of the model, all of the participants expressed their desire to continue to
utilise it in their services in the future. It is particularly necessary when gambling harm screening is
integrated with other issues within its comorbidity.

“The tool does offer services that can help them deal with that, | think it’s always a good
resource to have.” (Participant #6 — Community worker)

“There’s no point in working on one if you’re not working on the other as well.” (Participant
#1 — Community worker)

The sustainability of the model, however, depends on some external factors other than the willingness
of the health service providers. The first factor for this model to be implemented in the future would be
the integration into the current system of each organisation. The model was well received in the
assessment of the services. However, it was less likely to be utilised during consultations with patients.
Participants found it hard to remember asking the questions during their consultations. Some
professionals pointed out that they tend to forget asking the questions if they had to concentrate on the
current issues of the patients. The two GPs in our project suggested that best practice would be to
incorporate the screening tools and the referral pathways into a software that they are using.

“The only limitation is, I'm sure I'll forget unless | get it incorporated into my software by
some means.” (Participant #7 — GP)

The second factor is the next steps after screening, especially for services who have some programs
for gambling support/treatment. One participant reported that the program they run may depend on the
funding that they receive. Therefore, they may not be able to integrate the screening for gambling harm
in their service if the organisation does not receive funding for a gambling related program to help
patients after screening. In other words, as stated in the demand for the model, the participants believed
that the screening will not be meaningful if they cannot proceed with supporting or treating their patients.
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This points out the importance of the maintenance of referral pathways for supporting and treating
gambling issues.

“We will continue to identify, but at the moment, we’re not funded to run any programs in
regards to a gambling screen... We’ve done something which was able to get us numbers
and identify there is a problem and identify people that actually need some form of
intervention. But that intervention comes at a cost. To be able to cover that cost funding
needs to come into it.” (Participant #3 — Community worker)

The participants also stressed the importance of support from their management. They referenced of
course their willingness to participate in the project but commented that further utilisation of the model
would require discussion with management in order to ensure that the screening aligns with other
programs that the organisation is running.

Model improvement
Screening tool

The current model for gambling harm screening and referral was considered by the participants to be
good to use. The screening tools were good at picking up harm and gambling issues. One participant
suggested that once the harm was detected, more questions could be asked to examine the issue
further.

“There could be a separate set of follow-up questions later on that need to probably go into
a bit more depth.” (Participant #3 — Community worker)

Another participant agreed with the idea that the online screening form is more manageable. The reason
is that for an online form, the professional conducts the screening and inputs the patient’s data into
form. However, if it is paper based, participants would have to input the data again online, which doubles
their work. Therefore, they prefer the data collection method through online form.

“I like the online one because | think it’s easier and quicker.” (Focus group #8)

Another improvement suggested by participants is the adaption of screening questions depending on
the cultural background of the patient:

“The model now is good, but maybe in the future we need to develop it a little bit... We
maybe between time to time when you need updating, depends on the circumstances,
depends on the kind of culture maybe we need to be fixed.” (Participant #2 — Community
worker)

Regarding the utilisation of the screening model in clinical settings, a GP suggested that the barriers of
time or priority can be overcome by integrating the screening tool into practice software. He also
recommended that from his experience with MedicalDirector and Helix, there can be a column where
GPs can make notes of gambling harm, which leads to an enhanced patient understanding and more
personalised clinical outcomes.

“On the paper, probably people will forget. | think it has got a high chance of being used if
it’s incorporated into the medical software...there should be another column or row there
which should be customisable for patients for their individual, say, area that they work in...
For instance, | would like to have [an associated tab] on gambling and when I click, basically
I get all these choices. So, if | live in a place where there are a lot of concerns or prevalence
of harm, then there is something that comes up.” (Participant #7 — GP)

Referral

In addition to the utilisation of an online screening form, one participant suggested that an instant referral
which they can make online rather than a list of referrals would be helpful.
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“..if there was an actual referral where | could actually refer someone straight online
straightaway, that would probably be good.” (Participant #1 — Community worker)

Subject

The screening tool that we use in this pilot project (PGSI Short-Form) has only been validated for adult
populations. Therefore, in the implementation phase we limited the utilisation of the model for population
over 18 years old who can provide consent to be asked questions. However, the fact is that despite the
legal age of gambling being 18, The Growing Up In Australia Longitudinal Study of Australian Children
(2018)88 found that one in six 16-17 years old reported having gambled in the past year. Therefore, this
group of population needs to be taken into consideration when screening for gambling harm. One
participant reported that they natified a tendency for gambling among children, which is hidden in online
games. They thus recommended that children should be included in the screening model in the future
when the it has a chance to be scaled up.

“I want to mention something that is another kind of gambling, children gambling...
Children sitting on the computer and playing games and some of these games offer to buy
some weapons... or something like that. This is the tools of the game, it is starting to, for
example, they sold it for S5 or 52 or S6 and sometimes they ‘ve gone crazy for $100, or
5200... In my opinion, it’s the beginning of gambling and needs to take care all that for the
future if you want to update the model or update the session. (Participant #2 — Community
worker)

8 Warren, D. and Yu, M., 7 Gambling activity among teenagers and their parents. Growing Up In Australia, p.69.
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9. RECOMMENDATIONS

The current study presents key findings that should guide the design and implementation of the
gambling harm screening model and future scaling of this model across NSW.

Recommendation 1

The screening model developed and piloted, was an effective model to screen for gambling harm
in the Fairfield area. This model has the potential for scalability for GPs, community workers,
and Regional Service Providers across NSW.

New screening programs should be carefully piloted and tailored to the local community prior to wide-
scale implementation. We also recommend any future screening programs should be implemented in
a staged approach, ensuring they are relevant for the local context. The findings of this study highlight
the effectiveness of the screening model implementation.

Prior to this research, there was a gap in knowledge around the prevalence rates of gambling in the
local area. While this pilot aimed to develop and test the screening tool in the Fairfield area, the high
levels of gambling harm detected (60% after recoding) is vastly higher than would be expected from
current prevalence studies. While the data collected in this study is from a non-random sample, these
levels suggest a level of urgency for increased gambling harm screening in GP and social service
settings across the state. These findings also raise important questions around whether current
prevalence studies accurately capture the level of gambling harm experienced in NSW. This study
highlights the need for local evidence that identifies the magnitude of harm, in order to support the
allocation of resources to reduce and prevent gambling harm. Further research should identify gambling
behaviours in the local context to better develop interventions that address gambling harm.

From 2021, the NSW Government is redesigning the way gambling support and treatment services are
delivered in NSW to better meet the needs of the community which includes the establishment of
Regional Service Providers (RSPs) who will coordinate localised delivery of a state-wide branded suite
of support and education services®®. The current pilot project may be supported through this approach
and suggests that such programs can be linked in part to the regular communication led by a single
organisation and project team (such as the PHN) to be scaled across the state. This approach aligns
with the strategic direction the ORG has for the future of gambling support in NSW.

Key areas for scaling of the pilot study are considered as per the process approach to scalability:
1.1. Assess effectiveness (within the local context)

The model was effective, within the local context, in identifying harm; educating local health
professionals and community service providers; and aiding improved knowledge of gambling support
referral options. It was also proven to be relatively quick to complete the screening — with an average
time of 1 minute and 25 seconds. We do recognise that actual time attributable during an appointment
to gambling harm screening may indeed be higher depending on the issues raised by the screening
tool.

1.2. Assess potential reach and adoption (within the local context)

The pilot project showed the potential to reach consumers, via community workers and general
practitioners, in the local context of Fairfield LGA. The tool was well adopted by community workers and
GPs following consultation around tool development and training. Participant drop-out from the project
was minimal. We believe reach and adoption was achieved in the pilot due to the unique engagement
and marketing capabilities each partner organisation provided, i.e. SWSPHN and SWSLHD'’s ability to
reach health professionals and Fairfield City Council ‘s ability to reach community workers. Additionally,
the current project sought to engage with specific cultural groups in the Fairfield community, identified
as at increased risk of harm. This engagement was done through consultations with community
members and local workers and dissemination of resources in language. Future work should seek to

8SNSW Government. 2020. Delivering The NSW Gambling Support And Treatment System. [online] Available at:
<https://www.responsiblegambling.nsw.gov.au/__data/assets/pdf_file/0009/294642/ORG_Roadshow_Handout_v3_Hi-
res_200313.PDF> [Accessed 22 September 2020].
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evaluate the effectiveness of these strategies and validate the extent to which the screening model
implemented can identify harm within different cultural communities.

1.3. Assess alignment with the strategic context

The Responsible Gambling Fund (RGF) Trustees play a key role in advising the NSW Government,
through the Office of Responsible Gambling, on the allocation of funds for initiatives and programs that
support responsible gambling and help reduce gambling-related harms. The screening model identifies
harm, educates local health and community service providers and supports gambling support service
referrals which all contribute to the reduction of gambling-related harms. As such, the screening model
aligns with the strategic context.

Additionally, based on the findings from this pilot we recommend that Gambling Help services develop
a warm referral pathway, and to publicise this pathway to local community service organisations and
GPs. SWSPHN hosts a mental health intake services for its commissioned mental health services. Such
a service provides GPs with immediate access to a referral pathway and clear instructions on required
documentation for referral. A warm referral pathway would ensure support is as accessible as it can be.

1.4. Assess acceptability and feasibility

Discussed at length in 7.4, the screening model was acceptable and feasible based on qualitative data
collected.

Recommendation 2
Community services are uniquely placed to implement the screening model.

This pilot identified that this model was easily implemented within community services. Community
organisations in-take procedures offer a unique opportunity for gambling harm screening. Additionally,
community services have existing relationships with community members, including understanding
around cultural nuances and impacts of gambling harm.

A key consideration for future work is to ensure buy-in of the community service organisation’s
management. One participant (a community service worker) suggested that additional funding should
be provided for gambling screening in community settings. However, we feel that the model developed
can be very easily embedded in existing intake forms and procedures and, as such, should not warrant
additional funding. Additional funding should be considered to provide resources and training to
community workers to implement such screening into practice. Additionally, consideration of an
amalgamated data pool reporting requirement should be undertaken (and funded) to support state-wide
reporting on screening outcome measures (see Recommendation 5).

It is also important to note that the design of the tool and the online data entry were easily adopted by
clinicians and community workers. Participants spoke highly of the process, stating that the tool
supported workers to become more informed and aware of the gambling harms experienced by
individuals in the local community, and subsequently raise these with their clients/ patients. In order to
further support the implementation of this screening tool, we also recommend that PHN directories are
modified to include referral pathways for gambling help. For example, in this study, the SWSPHN
updated HealthPathway for problem gambling, accessed by GPs (every PHN has HealthPathways) to
reflect referral options (including the Multicultural Problem Gambling Service for NSW). Additionally, if
a PHN maintains a mental health service directory — (SWSPHN refers to it as Recovery Point, some
PHN maintain a directory but some do not), “Gambling Support Services” should be a category with
services, their contact details and referral options listed.

Recommendation 3

To improve GP uptake and ongoing usage, integration of the gambling screening model as part
of or complementary to existing lifestyle screening or alcohol and other drugs screening (and
thus embedded in practice software) is essential.
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The engagement of GPs in the project was lower than expected. A factor may have been COVID-19
associated disruptions, but both our GP participants indicated that without regular reminders they would
forget to consistently screen.

We recommend existing assessment tools used by health professionals could be used to benchmark
screening for gambling harm in primary care. These assessment tools include:

e Smoking, Nutrition, Alcohol and Physical Activity (SNAP) assessment®®

e Alcohol Use Disorders Identification Test — Consumption (AUDIT-C)°!

e Alcohol, Smoking and Substance Involvement Screening Test (ASSIST)%?
o Kessler 10 plus (K10+) measure of psychological distress%

These screening and assessment tools are already embedded within Practice Management Software
(PMS) widely used by GPs such as Medical Director and Best Practice.

The fact that these tools are embedded makes it easier for GPs to access and complete them, recording
results against clinical records. PHNs also have access to amalgamated reporting of mental health
measures when recorded in this way which could support increased data collection regarding gambling
harm in a secure, centralised data store (see Recommendation 5).

Recommendation 4
An indicative screening outcome based on patient responses would help guide interventions.

Based on the findings from this study, there is a need to provide automated gambling harm indicators
to clinicians and health workers in real-time. We envisage that following the screening of a patient, an
indicative screening result would be displayed to the community worker/health professional at the
conclusion of screening. For example, if a client/patient answered anything other than No/Never to
individual gambling screening questions an indicator would appear for staff that indicates harm was
identified. This eliminates potential user errors or misclassification of patients. The option to override
the indicative outcome would allow community workers/health professionals the opportunity to
personalise the interaction and provide direct feedback.

To achieve this, a program/survey/collection tool with this functionality would need to be selected that
provides this functionality.

Recommendation 5

A centralised data store of screening results across regions would better inform policy and local
health needs assessments.

Our pilot identified higher than expected levels of harm however we do acknowledge the small sample
size inherently associated with pilots. Indicative high levels of harm identified in this study signal the
need to screen more and collect screening outcome data to inform local health needs assessments
and thus inform policy decisions regarding harm minimisation, support service provision and
education programs.

For primary health, our recommendation is that screening conducted by GPs be collected by PHNs as
the mechanisms to amalgamate regionally already exist.

For community services, there may be scope to expand existing data collection procedures, normally
reserved for ORG funded gambling support services, to capture screening outcomes.

% The Royal Australian College of General Practitioners, 2019. Views and attitudes towards physical activity and nutrition
counselling in general practice: National survey report 2019. East Melbourne, Vic: RACGP, 2019.

% South Western Sydney Primary Health Network. Alcohol and Other Drugs. Accessed 10/08/20. URL:
https://www.swsphn.com.au/alcoholandotherdrugs, SWSPHN, 2020.

9 South Western Sydney Primary Health Network. Alcohol and Other Drugs. Accessed 10/08/20. URL:
https://www.swsphn.com.au/alcoholandotherdrugs, SWSPHN, 2020.

% South Western Sydney Primary Health Network. Mental Health Programs. Accessed 22/09/20. URL:
https://www.swsphn.com.au/client_images/1937808.pdf. SWSPHN, 2020.
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INTRODUCTION

DEVELOP AN INTEGRATED MODEL FOR GAMBLING HELP
SCREENING AND REFERRAL IN THE FAIRFIELD LGA THAT IS
SCALABLE ACROSS NSW

The Fairfield City Health Alliance has been funded by the NSW Government to develop and
implement a screening and referral model. This will identify people affected by gambling harm and
connect them to support.

In our preliminary study, we conducted a co-design process which involved a wide range of
activities with the participation of approximately 150 multi-stakeholders. Several recommendations
in relation to screening tool questions, screening processes, referral options, and cultural
sensitivities for Arabic, Assyrian and Vietnamese communities have been incorporated in the
proposed screening and referral model.

The purpose of the Gambling Harm Screening & Referral Resource Kit is to facilitate the
implementation of the model within general practice and community services. Contents of the
resource kit include:

e Screening and Referral Model (flowchart) with specific steps of implementation

e Gambling Harm Screen Form in English and translated versions into Arabic, Assyrian
and Vietnamese because they are main community languages in Fairfield which was the
pilot location

e Referral directory of available gambling harm support/treatment services

¢ Information session (slides): to inform the implementation process

¢ Receptionist script: to support the involvement of receptionists at practices/services

e Posters: to be displayed at waiting rooms and create a friendly environment for gambling
harm discussion

e Consumer flyers & factsheet: to be handed out to consumers after screening

Wik
NSW

GOVERNMENT

This project is funded under the 2018 Responsible Gambling Grants Program.



GAMBLING HARM SCREENING FLOW CHART

If screening tool will be utilised pre-appointment
Q1 - Did you complete the Gambling Harm Screen?

If screening tool will be utilised during
appointments
Provide a brief preamble before administering the
Gambling Harm Screen form
Q1b - Would you like to complete the Gambling
Harm Screen now?

Provide patient/client

Review responses to screening tool question — Do with fact sheet

responses indicate potential gambling harm?

¢

Explain responses indicate potential gambling harm and provide verbal
information, including the types of help/support available
Q2 — Would you like help and/or support with this?

¢

Provide support/assist with referral and provide
patient fact sheet.

If patient/client consents, link them to a gambling
service for direct follow-up.

Attachment 3 — Screening and referral model_Version 1.0_31 January 2020
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Gambling Harm Screen

We are asking everyone in the community about gambling harm. This is because
gambling harm is an issue in the local area and affects people’s health and wellbeing
and can be serious. Gambling problems are often hidden for many years but there is
a lot of help for people who may be experiencing gambling harm or who may be
affected by someone else’s gambling.

Answers to these questions or what you say is kept confidential and used for
health purposes only. Information about your gender, cultural background and
screening result will be collected in a de-identified way for research purposes
and will not be shared with any third party.

You don’t have to answer the questions if you don’t want to. If you answer these
guestions, your GP or a community worker will discuss these questions with you
during your appointment.

1. Have you ever gambled?
U Yes — Go to question 2
U No — Go to question 5

To help us identify if this is affecting your own well-being could you answer the
guestions below to the best of your ability.

Thinking about the last 12 months,

2. Have you bet more than you could really afford to lose?
O Never 0 Sometimes U Most of the time 0O Almost Always

3. Have people criticised your betting or told you that you had a gambling
problem, regardless of whether or not you thought it was true?
U Never U Sometimes U Most of the time 1 Almost Always

4. Have you felt guilty about the way you gamble or what happens when you
gamble?
U Never U Sometimes U Most of the time 1 Almost Always

Attachment 3 — Gambling Harm Screen_Version 2.0_2 March 2020



Sometimes someone else’s gambling can affect the health and well-being of
others who may be concerned. The gambling behaviour is often hidden and
unexpected, while its effects can be confusing, stressful and long-lasting. To help
us identify if this is affecting your own well-being could you answer the questions
below to the best of your ability.

5. Do you think you have ever been affected by someone else’s gambling?

U No, never (you need not continue further)

U | don’t know for sure if their gambling affected me
U Yes, in the past

U Yes, that’s happening to me now

How would you describe the effect of that person’s gambling on you now?
(tick one or more if they apply to you)

QO I worry about it sometimes

Q It is affecting my health

Q It is hard to talk with anyone about it

Q | am concerned about my or my family’s safety

QO I'm still paying for it financially

Q It doesn’t affect me anymore

7. What would you like to happen? (tick one or more)

4 | would like some information
Q | would like to talk about it in confidence with someone
Q I would like some support or help

O Nothing at this stage

Thank you for completing these questions. We are providing everyone with an
information pack which includes information about gambling support services and

programs.

PATIENT/CLIENT INFORMATION

Please tick the appropriate box:

1. Your gender?
2. Your cultural background?

OFFICE USE ONLY

Result:

3. Completed questionnaire?
4. Gambling harm identified?
5. Actions?

Comments (optional):

O Male O Female Q4 Other

U Aboriginal and Torres Strait Islander

O Arabic O Assyrian 0 Vietnamese
Q Other (please specify):

U Yes U No, specify reason:

U Yes —individual U Yes — affected other QO No risk
4 No action 4 Information provided
U Referral to gambling service (please specify):

Q Other (please specify):

Page 2 of 2
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Result:

3. Completed questionnaire? 0 Yes O No, specify reason:

4. Gambling harm identified? O Yes —individual 0 Yes — affected other 1 No risk
5. Actions? d No action 4 Information provided
U Referral to gambling service (please specify):

O Other (please specify):

a

Comments (optional):
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Result:
3. Completed questionnaire? 0 Yes O No, specify reason:

4. Gambling harm identified? QO Yes —individual U Yes — affected other QO No risk
5. Actions? d No action 4 Information provided
U Referral to gambling service (please specify):

U Other (please specify):

Comments (optional):

Page 2 of 2
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Sang Loc Vé Tac Hai Caa Co Bac

Chung t6i dang héi tAt cd moi ngudi trong cong déng vé tac hai clia cd bac. Ly do la
vi tac hai cia c& bac 1a mét van dé tai khu vue dia phwong va né anh hwéng dén strc
khde cung sw an vui clia ngudi dan va co6 thé & mire dd nghiém trong. Nhirng van dé
lién quan dén c& bac thwdng tiém an trong nhiéu ndm nhwng co rat nhiéu sy gitp d&
danh cho nhirng ngudi cé thé gap phai tac hai clia c& bac hoac nhirng ngudi co thé
bi anh hudng béi nguwdi khac danh bac.

Cau tra 1&i cho nhirng cau hoi nay hoac nhirng gi ban néi sé dworc bao mat va
chi dwoc str dung vi muc dich sirc khée. Thong tin vé gi&i tinh, lai lich van
héa va két qua sang loc cta ban sé dwoc thu thap theo cach khéng dwoc xac
dinh cho muc dich nghién ciru va sé khong dwoc chia sé véi bat ky bén the
ba nao.

Ban khéng phai tra 1o nhitng cau héi néu ban khéng mudn. Néu ban trd 10
nhirng cau héi nay, bac si gia dinh cda ban hoac mét nhan vién cdng dong sé
thao luan v&i ban vé nhirng cau héi nay trong cudéc hen véi ban.

1. Ban da bao gio’ choi co’ bac chwa?
Q Da - Chuyén sang céu h6i so 2
O Chwa — Chuyén sang cau hoi sé 5

Bé gilip chiing t6i xac dinh xem diéu nay c6 anh hudng dén s an vui clia
chinh ban khéng, ban c6 thé tra I&i nhivng cau héi dwdi day véi kha nang tét
nhat cta ban khéng.

Hay suy nghi vé 12 thang qua,

2. Ban da dat cuoc nhiéu hon ban c6 thé thuc sy du kha nang dé thua?
O Khéng bao gio 1 D6iluc 1 Hau nhw moi luc 4 Gan nhw luén luén

3. Moi nguoi da chi trich viéc cé, cwoc clia ban hoac néi véi ban rang ban
co6 van dé vé danh bac, bat ké ban c6 nghi do la sy thgjt hay khong?
O Khéng bao giov 1 D6iluc 1 Hau nhw moi luc O Gan nhw luén luén

4. Ban c6 cam thay téi I6i vé cach ban choi c& bac hodc vé diéu gi sé xay
ra khi ban choi co bac?
U Khéng bao gi W Baéiluc U Hau nhw moi luc 1 Gan nhw ludn ludn

Attachment 3 — Gambling Harm Screen_Version 2.0_2 March 2020



Dai khi, viec mot ngwdi khac choi c& bac co thé anh hwdng dén sirc khde va sw
an vui cia nhirtng ngudi khac cé thé ¢ lo ngai. Hanh vi choi c& bac thuéng tiém
an va khoéng ngd t&i, trong khi nhirng anh hwdng cia né cé thé khé hiéu, cang
thang va lau dai. Bé gilp chung t6i xac dinh xem diéu nay cé anh hwdng dén sy
an vui ca chinh ban khéng, ban c6 thé tra |1&i nhivng cau héi dwdi day véi kha
nang tét nhéat ctia ban khong.

5. Ban cd nghi rang ban da tirng bi &nh hwéng béi ngudi khac co bac khéng?
O Khéng, khéng bao gid (ban khéng cén tiép tuc nira)
Q T6i khong biét chéc rang viéc co bac ciia ho cé anh huéng dén t6i khong
Q Co, trong qua khy
0 Vang, diéu do xay ra voi tdi bay giey

6. Ban s& mé ta viéc nguoi do c& bac cd anh huwdng dén ban bay gier nhw thé nao?
(dénh ddu mot hodc nhiéu 6 néu ap dung véi ban)
Q Dai khi t6i lo 1ang vé diéu d6
0 Dbiéu d6 dang anh hudng dén strc khde cia toi
O That khé dé néi chuyén véi bat ky ai vé diéu d6
Q T6i lo I&ng cho sw an toan cla tdi hoac gia dinh t6i
Q T6i van dang tré cho diéu d6 vé mét tai chinh
0 Dbiéu do6 khéng anh hwdng dén téi niva

7. Ban mudn diéu gi xay ra? (dénh ddu mét hodc nhiéu 6)
0 T6i mudn cé mét sb théng tin
Q T&i mubn néi chuyén vé diéu do riéng véi ai do
Q T6i mudn dwoc hé tro hodc gitp d&
QO Khéng cé gi & giai doan nay

Cam on ban d3 tra 1&i nhirng cau hdi nay. Chang tdi s& cung cap cho moi ngudi goi
théng tin bao gdm théng tin vé cac chwong trinh va dich vu hé tro vé cd bac.

THONG TIN VE BENH NHAN/KHACH HANG
Vui long danh dau vao 6 thich hop:
1. Gigi tinh cta ban? U Nam O N U Khac
2. Lai lich van héa ctiaban? 0 Nguwdi Thé Dan va Bao Dan Eo Bién Torres
Q A-rap Q Assyria Q Viét Nam
U Khéng O Khac (vui long ghi rd):

QFFICEUSE ONLY

Result:
3. Completed questionnaire? 0 Yes U No, specify reason:

4. Gambling harm identified? QO Yes —individual U Yes — affected other QO No risk
5. Actions? d No action 4 Information provided
U Referral to gambling service (please specify):

U Other (please specify):

Comments (optional):

Page 2 of 2



Fairfield City Health Alliance
Gambling services and programs

All listings correct at date of publication. For up-to-date listings, please visit: Recovery Point https://recoverypoint.org.au/directory/
where service listings can be viewed under “Gambling Services”

Gambling services and programs — Mobile Apps

100 Day Challenge

Self-assessment questionnaire

Daily tracker for individualised goals

Tips and advice on managing finances and building a support team

Activities to help resist the urge to gamble, categorised into six groups: Wellness, Solitary,
Practical, Physical, Creative and Social

Community forum

None

Android, |10S

Gambling Therapy

Self-assessment questionnaire

Text based live support

Mindfulness and self-help exercises
Crisis support information

Daily motivational quotes

Links to blocking software

Directory of organisations that can help
Community forum

None

Android, I0S

Stay on Track

Gambling budget tracker

None

10S

Monitor Your Gambling
& Urges

Gambling and gambling urge tracker that promotes self-awareness of gambling behaviours
Identify when and what triggers you to gamble

Record wins, losses and consequences when you chose to gamble

Record your feelings and alternative activities you do when you chose not to gamble

None

Android, I0S

Gamblock

Blocks access to online gambling services

Variable price depending
on type and number of
device and the protection
period — about $15 per
device per month

Android, 10S,
Windows, Mac

Attachment 4 — Local gambling services and programs_Version 1.0_31 January 2020
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Fairfield City Health Alliance
Gambling services and programs

Gamban e Blocks access to online gambling services $54.99 per year with a Android, 10S,
14-day free trial Windows
Betfilter e Blocks access to online gambling services Variable depending on Android, 108,
plan — 1 year 1 device Windows, Mac
$5.83/month
Bet Blocker e Blocks access to online gambling websites on computers None Windows, Mac
e Can be used by parents as a parental control program
Cost2Play e A calculator that can be downloaded as an app or accessed via website that calculates one's None Android, 10S,
gambling losses Website
e Helps put into perspective the long term costs of gambling (Windows, Mac)
Quit Pokies e Sends real time alerts when one enters a pokies venue None I0S, Android
e Sends timed reminders if one stays at the venue
e Sends information on how much money is lost each day at specific venues one visits

Attachment 4 — Local gambling services and programs_Version 1.0_31 January 2020




Fairfield City Health Alliance
Gambling services and programs

Gambling services and programs - Online Support Programs

Online self-help
modules

Peer support forums
Referral to local face-
to-face counselling

gambling (both
their own and
someone else’s)

Organisation | Service/program Target group Eligibility Referral process Languages Contact Details Locations
criteria
Gambling 24-hour telephone Anyone Nil Self-referral Telephone Phone: 1800 858 858 Australia-wide
Help Online helpline with counsellor | concerned through website interpreter https://www.gamblinghel
24-hour online chat about ponline.org.au/

Attachment 4 — Local gambling services and programs_Version 1.0_31 January 2020
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Fairfield City Health Alliance
Gambling services and programs

Gambling
Less

Online self-help
application

Any person
experiencing
issues with
gambling

Nil

Self-referral

N/A - online
service

Website:
https://www.deakin.edu.a
u/apps/psychology/GAM
BLINGLESS/

N/A - online

Gambling services and programs - All Support Groups

Gamblers
Anonymous

Support groups

Problem
gamblers

Nil

Self-referral or
referral by
healthcare
professional via
telephone

English

Phone: (02) 9726 6625
Email:

ga nsw@hotmail.com
Website:
https://gaaustralia.org.au/

Fairfield, Liverpool,
Parramatta,
Punchbowl
Meetings held on/at:
Tuesday, 7:30pm at
Oakdene House
Foundation
Wednesday, 7:30pm
at Fairfield
Community Centre

Attachment 4 — Local gambling services and programs_Version 1.0_31 January 2020
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Fairfield City Health Alliance
Gambling services and programs

Friday, 12pm at
Oakdene House
Foundation

counselling of family and
friends

Referrals to relevant
organisations

Weekly support group
which provides a
supportive environment
for the clients

Financial Counselling
Service for persons with
gambling problems
which includes support,

Fax: +61 2 9709 2928
Website:
http://www.arabcouncil.or
g.au/

Address: 2/44-46
Mandarin St, Villawood
NSW 2200; Shop 15-
16/212 South Terrace,
Bankstown Plaza,
Bankstown NSW 2200

Gam-Anon Support group Family and Nil Self-referral English Phone: (02) 9726 6625 Fairfield, Parramatta,
(affiliated friends of Email: gam- Rockdale and
with problem anon@live.com.au Penrith
Gamblers gamblers Website: www.gam-
Anonymous) anon.org
BetSafe Self-exclusion from Problem nil Self-referral Phone Phone: (02) 9874 0744 NSW wide
gaming venues in NSW, | gamblers interpreters Website:
counselling, support https://www.betsafe.com.
groups au/
Smart Individually run Individuals with | Over 18 years Self-referral Dependant on | Phone:02 9373 5100 NSW-wide
Recovery Community Support problematic old individual Email: Meetings at 1/119
Australia Groups behaviours, groups smartrecovery@srau.og.a | The Crescent,
including u Fairfield every
gambling Website: Monday 12:30pm-
addiction https://smartrecoveryaust | 2:30pm
ralia.com.au/
Arab Council | Face to face counselling | Problem Members of Self-referral, GP Arabic staff Email: Bankstown,
Australia and casework ) gamblers the Arab referral info@arabcouncil.org.au Villawood, Fairfield,
Telephone counselling, .
community Phone: +61 2 9709 4333 | Auburn Rockdale

Attachment 4 — Local gambling services and programs_Version 1.0_31 January 2020



mailto:gam-anon@live.com.au
mailto:gam-anon@live.com.au
http://www.gam-anon.org/
http://www.gam-anon.org/
https://www.betsafe.com.au/
https://www.betsafe.com.au/
mailto:smartrecovery@srau.og.au
mailto:smartrecovery@srau.og.au
https://smartrecoveryaustralia.com.au/
https://smartrecoveryaustralia.com.au/
http://www.arabcouncil.org.au/
http://www.arabcouncil.org.au/

Fairfield City Health Alliance
Gambling services and programs

contacting creditors and
advocacy.

Gambling services and programs - All One on One Programs

Organisation | Service/program Target group Eligibility Referral process Languages Contact Details Locations
criteria

Attachment 4 — Local gambling services and programs_Version 1.0_31 January 2020



Fairfield City Health Alliance
Gambling services and programs

Gambling Program for
Chinese Communities
Community education
programs

Service provider
training on cross-
cultural issues

MPGS@health.nsw.gov.au

Gambling 24-hour telephone Anyone Nil Self-referral Telephone Phone: 1800 858 858 Australia-wide
Help Online helpline with counsellor | concerned through website interpreter https://www.gamblinghel

24-hour online chat about ponline.org.au/

Online self-help gambling (both

modules their own and

Peer support forums someone else’s)

Referral to local face-

to-face counselling
Multicultural | Problem Gambling Problem Nil Telephone referral, | Bilingual staff | Website: NSW-wide (head
Problem Counselling Service gamblers and can be self-referral http://www.dhi.health.nsw | office in North
Gambling Financial Counselling their families or healthcare Available in 30 | .gov.au/mpgs Parramatta)
Service Program from CALD provider referral languages Phone: 1800 856 800

Multicultural Problem backgrounds Email: WSLHD-
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Fairfield City Health Alliance
Gambling services and programs

workers and
non-workers,
married and
single

help/

SWSLHD One-on-one treatment | Problem Nil Self-referral, Interpreters Intake line: 9616 4060 Liverpool
Gambling sessions for problem gamblers and family, health Address: SWSLHD Mental
Help Service | gamblers, their partners | those affected professionals via Health Service, Liverpool
and families by problem telephone Hospital
Treatment is based on gambling
behaviour therapy
Warruwi Telephone information, | All socio- People who Self-referral via Phone: 1800 752 948 State-wide
Gambling counselling and referral | demographic identify as telephone
Help service groups (e.g. Aboriginal or Website:
males and Torres Strait http://www.gamblinghelp
females, adults | Islander .nsw.gov.au/get-
and children, help/warruwi-gambling-
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Fairfield City Health Alliance
Gambling services and programs

Legal services (via
Wesley Community
Legal Service)

members and
friends

Email:
gamblingcounselling@we

sleymission.org.au
Website:
www.wesleymission.org.a
u

University of | Hour-long sessions on Individual Over 18 No referral is Phone: 1800 482 482 Camperdown
Sydney a weekly basis, usually support as well necessary, but you Level 2, 94 Mallett
Gambling over a two-to-three- as support for do need to make Email: Street
Treatment month period, partners and an appointment. psychology.gtc@sydney.e | Camperdown NSW
Clinic depending on your family du.au 2050
needs. members.
Website: Parramatta
https://www.sydney.edu.a | Suite 4, Level 4, 20-
u/brain-mind/patient- 22
services/gambling- Macquarie Street
treatment-clinic.html Parramatta NSW
2150
Lidcombe
75 East Street
Lidcombe
Campbelltown
Suite 12, 186 Queen
Street
Sky Gardens Plaza,
Campbelltown 2060
Wesley Personal counselling Problem Nil Self-referral Phone Address: 1 Dale St, Fairfield, Newcastle,
Gambling and support gamblers interpreters Fairfield, NSW 2165 central coast, Sydney
Counselling Financial counselling and/or family available Phone: 1300 827 638 CBD, Sutherland,

western Sydney,
Wollongong and
Ashfield
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Fairfield City Health Alliance
Gambling services and programs

Professionals

450

Email: info@vdap.org.au
Website:
https://mail.vdap.org.au/i

ndex.php/vdap/lien-lac
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Wesley Legal advice Problem Nil Self- referral Phone Address: Level 3, 220 Pitt | Sydney
Community gamblers and Interpreters Street,
Legal Service families available Sydney, NSW, 2000
experiencing Phone: (02) 9263 5577 or
legal issues 1300 827 638
Email:
gamblingcounselling@we
sleymission.org.au
Mental Counselling, 18- 65 year- 18-65 Referrals made Interpreters Phone: 9794 1997 Carramar
Health community access, old diagnosed through the Address: 152-168B The
Therapy and | leisure/recreation with a mental Liverpool/ Fairfield Horsley Dr, Carramar
Recovery activities, mental health | illness residing mental health NSW 2163
Service services and in Liverpool or intake service
(TARS) rehabilitation Fairfield
Vietnamese Counselling Vietnamese Members of Self Vietnamese Phone: 02 9616 8586 or Southwest Sydney
Drug and youth and the Vietnamese 02 9515 6311 and Sydney centre
Alcohol parents community Phone interpretation: 131



http://maps.google.com/?q=Level%203%2C%20220%20Pitt%20Street%2C%20Sydney%2C%20NSW%202000%2C%20Australia
http://maps.google.com/?q=Level%203%2C%20220%20Pitt%20Street%2C%20Sydney%2C%20NSW%202000%2C%20Australia
http://maps.google.com/?q=Level%203%2C%20220%20Pitt%20Street%2C%20Sydney%2C%20NSW%202000%2C%20Australia
tel:(02)%209263%205577
mailto:gamblingcounselling@wesleymission.org.au
mailto:gamblingcounselling@wesleymission.org.au
mailto:info@vdap.org.au
https://mail.vdap.org.au/index.php/vdap/lien-lac
https://mail.vdap.org.au/index.php/vdap/lien-lac

Fairfield City Health Alliance
Gambling services and programs

experiencing
harm due to
gambling

support services

alia.com.au/services?post
code=&keywords=Gambl

ing+Counselling+Service

Phone: 1300 883 067

Arab Council | Face to face counselling | Problem Members of Self-referral, GP Arabic staff Email: Bankstown,
Australia and casework gamblers the Arab referral info@arabcouncil.org.au Villawood, Fairfield,

Telephone counselling, community Phone: +61 2 9709 4333 | Auburn Rockdale

counselling of family Fax: +61 2 9709 2928

and friends Website:

Referrals to relevant http://www.arabcouncil.or

organisations g.au/

Weekly support group Address: 2/44-46

which provides a Mandarin St, Villawood

supportive environment NSW 2200; Shop 15-

for the clients 16/212 South Terrace,

Financial Counselling Bankstown Plaza,

Service for persons with Bankstown NSW 2200

gambling problems

which includes support,

contacting creditors

and advocacy.
Mission Financial and gambling | Children, young | Children, young | Self-referral, Phone Website: Campbelltown
Australia counselling people, families | people, families | referral from other | Interpreter https://www.missionaustr | Suite 7.03 and 7.04,

Level 7, 171 Queen
Street,
Campbelltown 2560
NSW

Surry Hills

19 Denham Street,
Surry Hills 2010
NSW
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Fairfield City Health Alliance
Gambling services and programs

Mission
Australia
continued

Campsie

Shop 43, 14-28 Amy
Street, Campsie
2194 NSW

Wagga Wagga
Unit 2, 36-40
Gurwood Street,
Wagga Wagga 2650
NSW

Wollongong

88 Swan Street,
Wollongong 2500
NSW

Singleton
Singleton
Neighbourhood
Centre, 21 Mary
Street, Singleton
2330 NSW

Kempsey

Shops 1 & 2, 40
Clyde Street,
Kempsey 2440 NSW

Parramatta
Mission/UCM
H

Counselling
Services

Financial and gambling
counselling

Those affected
by heavy
gambling,
including
partners and

Nil

Self- referral

Phone
Interpreter

Phone: (02) 9891 6212
Address: Unit 204, 41-45
Rickard Rd,

Bankstown NSW 2200; 25
Barbara St, Fairfield NSW
2165

Fairfield, Bankstown,
Parramatta
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Fairfield City Health Alliance
Gambling services and programs

counselling

families who

available for 1

family Email:
members ucmh.cs@ucmh.org.au
counselling@parramatta
mission.org.au
BetSafe Self-exclusion from Problem nil Self-referral Phone Phone: 02 9874 0744 NSW wide
gaming venues in NSW, | gamblers interpreters Website:
counselling, support https://www.betsafe.com.
groups au/
ClubsNSW Self-exclusion from Problem Nil Self-referral Interpreters Phone: 02 9268 3000 NSW wide
gaming venues in NSW | gamblers Website:
https://www.clubsnsw.co
m.au/
Gambling Online self-help Any person Nil Self-referral N/A - online Website: N/A - online
Less application experiencing service https://www.deakin.edu.a
issues with u/apps/psychology/GAM
gambling BLINGLESS/
Vietnamese Counselling Vietnamese Members of Self, GP or Phone Phone: 02 9727 5599 Cabramatta and
Community youth and the Vietnamese | correctional facility | interpretation, | Address: 4/50 Park Road Bankstown
in Australia parents community referral Vietnamese Cabramatta, NSW 2166;
23 Greenwood Ave,
Bankstown NSW 2200
Email:
office@vietnamese.org.au
Centacare Counselling Problem N/A Self-referral Interpreters Phone: 02 8822 2222 Blacktown
gamblers Address: 51-59 Allawah
St, Blacktown NSW 2148
CatholicCare | Financial and gambling | Individuals and | Nil Self-referral Interpreters Phone: 02 8843 2530 Blacktown, North

Parramatta, Emerton,

have been on 1 sessions, Penrith, Springwood,
negatively not for group Richmond

impacted by counselling

gambling
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Fairfield City Health Alliance
Gambling services and programs

Macquarie St, Parramatta
NSW 2150

Co.As.It Face to face, phone and | Individuals, Members of Self-referral English and Phone: 9564 0744 Leichhardt
skype counselling groups and the Italian- Italian Address: 67 Norton Street
families Australian Leichhardt NSW 2040
affected by community
problem
gambling
St Vincent De | Counselling, referral Problem Nil Self-referral Interpreters Phone: 02 4032 3543 Baulkham Hills,
Paul Society | and support to family gamblers and Address: 15/25 Old Windsor
members their families Northern Road, Baulkham
Hills NSW 2153
Sydney Counselling Problem Women Self-referral Have bilingual | Phone: 02 9718 1955 Campsie
Women'’s gamblers staff for Email:
Counselling Mandarin, help@womenscounsellin
Centre interpreters g.com.au
for other Address: 4/2 Carrington
languages Square, Campsie NSW
2194
Anglicare Counselling Problem Nil Self-referral Interpreters Phone: 1300 111 278 Multiple locations
gamblers Address: 40 Cumberland | including
St, Cabramatta NSW Cabramatta and
2166; Level 5, 31-39 Parramatta
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Fairfield City Health Alliance
Gambling services and programs

Gambling services and programs — Aboriginal and Torres Strait Islander Specific Services

workers and
non-workers,
married and
single

help/

Organisation | Service/program Target group Eligibility Referral process Languages Contact Details Locations
criteria
Warruwi Telephone information, | All socio- People who Self-referral via Phone: 1800 752 948 State-wide
Gambling counselling and referral | demographic identify as telephone
Help service groups (e.g. Aboriginal or Website:
males and Torres Strait http://www.gamblinghelp
females, adults | Islander .nsw.gov.au/get-
and children, help/warruwi-gambling-

Gambling services and programs — CALD Specific Services (Note: other services may also provide support via interpreters)
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http://www.gamblinghelp.nsw.gov.au/get-help/warruwi-gambling-help/

Fairfield City Health Alliance
Gambling services and programs

Professionals

450

Email: info@vdap.org.au
Website:
https://mail.vdap.org.au/i
ndex.php/vdap/lien-lac

Organisation | Service/program Target group Eligibility Referral process Languages Contact Details Locations
criteria

Multicultural | Problem Gambling Problem Nil Telephone referral, | Bilingual staff | Website: NSW-wide (head
Problem Counselling Service gamblers and can be self-referral http://www.dhi.health.nsw | office in North
Gambling Financial Counselling their families or healthcare Available in 30 | .gov.au/mpgs Parramatta)
Service Program from CALD provider referral languages Phone: 1800 856 800

Multicultural Problem backgrounds Email: WSLHD-

Gambling Program for MPGS@health.nsw.gov.au

Chinese Communities

Community education

programs

Service provider

training on cross-

cultural issues
Vietnamese Counselling Vietnamese Members of Self Vietnamese Phone: 02 9616 8586 or Southwest Sydney
Drug and youth and the Vietnamese 02 9515 6311 and Sydney centre
Alcohol parents community Phone interpretation: 131
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Fairfield City Health Alliance
Gambling services and programs

Arab Council | Face to face counselling | Problem Members of Self-referral, GP Arabic staff Email: Bankstown,
Australia and casework _ gamblers the Arab referral info@arabcouncil.org.au | Villawood, Fairfield,
Telephone counselling, .
counselling of family and community Phone: +61 2 9709 4333 | Auburn Rockdale
friends Fax: +612 9709 2928
Referrals to relevant Website:
s&ggmsasﬂjonsort o http://www.arabcouncil.or
which )r/)rovFi)ges ag " g.au/
supportive environment Address: 2/44-46
for the clients Mandarin St, Villawood
Financial Counselling NSW 2200; Shop 15-
Servic_e for persons with 16/212 South Terrace,
gambling problems Bankstown Plaza
which includes support, !
contacting creditors and Bankstown NSW 2200
advocacy.
Vietnamese Counselling Vietnamese Members of Self, GP or Phone Phone: 02 9727 5599 Cabramatta and
Community youth and the Vietnamese | correctional facility | interpretation, | Address: 4/50 Park Road Bankstown
in Australia parents community referral Vietnamese Cabramatta, NSW 2166;
23 Greenwood Ave,
Bankstown NSW 2200
Email:
office@vietnamese.org.au
Co.As.It Face to face, phone and | Individuals, Members of Self-referral English and Phone: 9564 0744 Leichhardt
skype counselling groups and the Italian- ltalian Address: 67 Norton Street
families Australian Leichhardt NSW 2040
affected by community
problem
gambling
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ACKNOWLEDGEMENT OF COUNTRY

We acknowledge and pay our respects to the traditional custodians of the lands
on which we are meeting on today.

In the true spirit of respect | would like to acknowledge their connection to their
people, to their culture and to their land.

This respect is warmly extended to Aboriginal and Torres Strait Islander people
and Elders who are with us today and to the emerging elders of tomorrow.

WHAT IS GAMBLING?

Traditionally gambling is an activity where someone risks money or belongings, there is
an element of randomness or chance involved and the purpose is to win.

The traditional methods that usually come to mind are:
B Gaming Machines/Pokies

M Lottery

W Scratch cards

W Online Gambling

W Sports betting

References
‘Gambiing Help Online. 2020 forline] ccesed 15 Apri 2020),




WHAT IS GAMBLING? (CONT’D)

As different ways to gamble have developed it has become difficult to identify some
instances when someone has a gambling problem.

Emerging gambling activities include:
W Online investment trading

M Fantasy sports

W Games with In-App Purchases

M Online Auctions.

References
‘Gambiing Help Online. 2020. fonline] ecesed 15 Apri 2020)
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THE PROBLEM — GAMBLING IN FAIRFIELD

W Significant financial losses: $1.4 million lost per day to pokies in Fairfield LGA (1).

M Low socioeconomic status: Fairfield LGA is the most disadvantaged area in the
Greater Sydney Area. Median personal income in the LGA is $439 per week (2).

W Strong history of migration and refugee settlement: Approx. 4,700 refugees arrived
in Fairfield LGA during 2016 (3).

W High proportion of CALD communities: Nearly 60% of residents were born overseas
(2) and 76% of residents speak a language other than English at home (2).

W High density of poker machines: Fairfield LGA is classified as a Band 3 area with
approx. 3,800 poker machines (4).

eferences
1 RSW Department o Industry | Report 201718

o), webpagel. Accessed onine
. Liouor & Gaming NsW (2013). ey
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PROJECT OUTLINE

Aim: To develop, implement and evaluate a model for gambling harm screening and
referral in general practices and community organisations in the Fairfield LGA.

Primary objectives:
1. General practitioners and community workers have:
M Improved knowledge of gambling harm
M Increased confidence in screening for and responding to gambling harm, and

B Increased screening and referral behaviour

~

. Consumers are identified as being at risk of developing or experiencing gambling
harm and referred appropriately to services, thereby improving their access to
services and supports




GAMBLING HARM AS A PUBLIC HEALTH ISSUE —

SEVEN TYPES OF HARM

DIMENSIONS OF HARM
i
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IDENTIFYING GAMBLING HARM —

THE ROLE OF GENERAL PRACTICE

W People suffer for approximately 10 years before seeking treatment

M Evidence shows that most gambling harm is unrecognised in primary care
settings and therefore health needs go untreated (1)

W Patients may present with the following clinical features for gambling harm: (2)
B Signs of stress, depression and/or anxiety

M Disrupted sleep

B Changed eating patterns

B History of alcohol or nicotine dependence

B Unexplained loss of time or money

W Dissatisfaction with quality of life.

B What are other common signs or symptoms?

Fne . Dowin, N, Rods - «  Volber, . (201 finess Victaian
Responsble Gambling Foundatir

2. Rodda, . Luman 0., and Latage, K. {2012).Problem gambling. Austrlian Family Physican. 410} 725.729.

IDENTIFYING GAMBLING HARM —

THE ROLE OF COMMUNITY WORKERS

W People suffer for approximately 10 years before seeking treatment

B Community services are often the first point of contact during major life crises,
such as significant debt or relationship breakdown. Anecdotally, gambling harm
has been reported by community workers as the cause for these crises.




ASSESSMENT AND TREATMENT OF GAMBLING HARM —
GAMBLING SERVICES

W Gambling counsellors use a variety of approaches with clients which may include:

B Behavioural therapy

M Cognitive behavioural therapy (CBT)

B Exposure therapy

M Motivational enhancement therapy (or brief interventions)

W Gambling counsellors support clients based on their priorities. They may want to
address other concerns such as anxiety, finances or relationships before focusing
on gambling behaviour

B Take any opportunity to link patients/clients directly to gambling help services,
such as making a warm referral or appointment with a counsellor

27/04/2020
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CO-DESIGNED MODEL

WHO ARE WE SCREENING?

B Adults over 18 years old (due to ethics requirements)

To identify:
B Individuals experiencing gambling harm

B Affected others: For every person with a gambling problem, it is estimated that
an additional 5 to 10 people are negatively affected by their gambling (1).

12



WHEN NOT TO SCREEN?

M Patient/Client is not physically or mentally well enough to understand or answer the
questions coherently (capacity to consent)

W Patient/Client is with another adult

M Use professional judgement whether to screen with small children present, especially
if the child is very verbal.

27/04/2020
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SCREENING TOOL

GAMBLING HARM SCREEN (WRITTEN FORM)

Phn. e 7
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DECISION AID

GAMBLING HARM SCREENING FLOW CHART

1 sermening tool wil be wiilsed pre appointment
Q1.- Did you complete the Gambling Harm Screen?

M screening tool will be utifived dusing.
oy
Brcunde a b precmbie before odmiicterng the.
Gomblig Horm Screen form
@b - Would you like to complete the Gambling

Sronde paventiciert
Review sesporses ta tening ol swstion - 00
reipanses inate potentiol pamblng harm? » it

nformotion, g th types of hep/support varobie »
@2~ would you e help /e sueport with ths?

e

Providé supponfassist with referral and provide
‘patient fact sheet.

¥ patient/chent conzents, bk them to 8 gambing
‘service for deect followr-un.
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PREAMBLE

We are asking everyone in the community about gambling harm. This is because
gambling harm is an issue in the local area and affects people’s health and wellbeing
and can be serious. Gambling problems are often hidden for many years but there is a
lot of help for people who may be experiencing gambling harm or who may be
affected by someone else’s gambling.

Answers to these questions or what you say is kept confidential and used for health
purposes only. Your personal information will not be shared with any third party.

You don’t have to answer the questions if you don’t want to. If you answer these
questions, your GP or a community worker will discuss these questions with you
during your appointment.

27/04/2020
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SINGLE-ITEM QUESTION

“Have you ever gambled”?
QYes
QnNo

Responses will determine which screening tool a patient/client goes on to complete
(individual or affected other)

17

SCREENING TOOL

INDIVIDUAL — Problem Gambling Severity Index (PGSI) Short-Form
Thinking about the last 12 months,
1. Have you bet more than you could really afford to lose?
O Never 0 Sometimes [ Most of the time  Q Almost always

2. Have people criticised your betting or told you that you had a gambling problem,
regardless of whether or not you thought it was true?

Q Never O Sometimes 1 Most of the time O Almost always
3. Have you felt guilty about the way you gamble or what happens when you gamble?

O Never 0 Sometimes [ Most of the time  Q Almost always

A ‘Sometimes’, ‘Most of the time’ or ‘Almost always’ response to any one of the
questions above identified that the person may be experiencing harm as a result
of their own gambling

18



SCREENING TOOLS

AFFECTED OTHERS — Concerned Others Gambling Screen (COGS)

1. Do you think you have
ever been affected by
else’s ing?

2. How would you describe
the effect of that person’s
on you now?

Q No, never (you need not
continue further)

Q1 don’t know for sure if
their gambling affected me

Q Yes, in the past

Q Yes, that’s happening to
me now

A ‘yes’ to any one of the last
three responses in Q1
identifies that the person
may be negatively affected
by another’s gambling

(tick one or more if they
apply to you)

QI worry about it
sometimes

Q 1t is affecting my health

Q 1t is hard to talk with
anyone about it

O 1am concerned about
my or my family’s safety
Q I'm still paying for it
financially

O It doesn’t affect me
anymore

3. What would you like to
happen?
(tick one or more)

Q 1 would like some
information

Q' would like to talk
about it in confidence with
someone

Q1 would like some
support or help

QO Nothing at this stage

Responses to Q3 gives an
indication of the desired
intervention

27/04/2020
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REFERRAL AND SUPPORT OPTIONS

Gambling Help

Support groups

Services are free and confidential

Gambling
counselling

Financial counselling

Online programs

B Most services are for anyone affected by gambling harm, including family/friends

Language specific services are available (only recommend interpreters if bi-lingual clinicians are not

available or if the client has a reason why not wanting to see a bi-lingual clinician)

20

REFERRAL AND SUPPORT OPTIONS — GAMBLING
COUNSELLING

W Gambling counsellors use a variety of approaches with clients

Bl Gambling counsellors support clients based on their priorities. They may want to
address other concerns such as anxiety, finances or relationships before focusing

on gambling behaviour

B Take any opportunity to link patients/clients directly to gambling help services,
such as making a warm referral or appointment with a gambling counsellor

21



CONSUMER EDUCATION AND INFORMATION

M DL Flyer

B Health Resource Directory Patient Factsheet (Problem Gambling), including
Arabic, Assyrian and Vietnamese translated factsheets

27/04/2020
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GAMBLING HARM IS IDENTIFIED

B Assess whether there are immediate safety concerns, in line with your organisation’s
processes or policies

B Respond supportively and express empathy

“It can be hard or difficult to talk about this, thank you for your honesty”
“I'm here to listen to you”

“I'm here to give you support and options”

M Provide Factsheet and point out support/referral options

“Would you like to do something about how gambling is impacting you?”
“What would you like to see as next steps?”

“Have you considered talking to someone?” or “Have you tried speaking about this to
anyone else?”

“What have you tried before?”

23

NO GAMBLING HARM IS IDENTIFIED

B Thank patient/client for answering the questions

W Offer the Flyer and briefly talk through potential gambling problems

“Here is some information we are giving to everyone about gambling harm”

B Keep your door open to them should they need support or information in future

“I want to let you know that is a safe space, and you can speak freely about your or
your family’s gambling behaviour in future. You are most welcome to come back at
anytime, I'm here to listen”

24



STARTING THE CONVERSATION

27/04/2020

ENCOURAGING DISCLOSURE

W Engage and build on rapport and trusting relationship
W Create a safe place

“It’s difficult to talk about issues that everyone has a different opinion about, but
there is support available”

B Remind patient/client of confidentiality

W Reassure patients/clients that gambling harm is a health issue

26

MOTIVATIONAL INTERVIEWING

W Clients may be relieved when you bring up gambling in a professional and non-
judgemental manner

“What I've noticed is worrying about how much money you spent on gambling is
affecting your sleep”

B Express empathy
W Focus on the problem, not the person

“How does this impact you day-to-day?”

Victarian Respansible Gambiing Foundatin (2038).Counseling techniques. Avilble online: 111/ e5ponsilegamling. i 2030/ forrofess sl nesith-and community
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CULTURAL SENSITIVITIES

GENERAL

W CALD people who gamble may be more likely to develop problems than
individuals from the general population due to different beliefs about luck and
chance, factors relating to migration, and issues around shame and stigma (1)

Stigma and shame can create significant barriers to help seeking (1)

Concepts of counselling or other therapies are not well understood so may
require further explanation and education, and reassurance about
confidentiality

W It may be easier to talk about gambling with someone from a different cultural
background for fear of being identified

W Importance of support and information in different languages (1)

2. Dickin, M. and T 1 centre,
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CULTURAL SENSITIVITIE

ARABIC COMMUNITIES
W Gambling activities considered a source of entertainment and refuge but also of
shame, a source of quick money (1)

W Consider religion — gambling is forbidden in Islam which makes it more difficult
to disclose behaviour or admit harm

B For those dependent on government services or financial support, there is a
significant concern about confidentiality and what information might be passed
on to other government agencies — reassure confidentiality and anonymity

B Important role of patriarchal hierarchy

1. Dicing, M. and Thomas, Research Centre

30
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CULTURAL SENSITIVITIES

ASSYRIAN COMMUNITIES

W Gambling activities considered a game or social activity (1)
W Some cultural sensitivities in common with Arabic community

B Community leaders and church leaders have a strong influence

1. Dicins, M. and Thomas, Research Cente,

27/04/2020
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CULTURAL SENSITIVITIES

VIETNAMESE COMMUNITIES

B Gambling activities considered as enjoyable, a source of quick money, a game of
luck and skill (1)

W Individuals or affected others may be reluctant to discuss gambling harm due to
their concerns about ‘losing face’ in the community or reflect a problem with
the family as a whole (2)

1. Dicking, M. and Thomas,
2

) centre
Vietnamese Trestment able oling: 1./ /wurh £0.5u/DocumentStore 37130964 cd53 427163
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CHINESE COMMUNITIES

W Some of Chinese population in Fairfield LGA arrived as refugees in the 70’s.

B Gambling is ingrained in Chinese culture and is viewed as a social activity especially
during festivities.

B Chinese communities hold an ambiguous attitude towards gambling, depending on
the outcome. It is not viewed as a problem if you win. Winning is considered to be a
blessing from the gods/ancestors.

W Belief in luck, destiny or supernatural forces has a play in gambling outcome.

Chinese people tend to solve most problems within the family circle first. Going to
professional counselling is the last option.

W As both gambling and counselling bear stigma and shame in Chinese culture, most
Chinese who cannot speak English do not want an interpreter (i.e. another
community member) involved in the process.

B Similar to Vietnamese, ‘CBT’ does not have relevant translation in Chinese. Many
Chinese may not understand or have the ability to collaborate in the process.

33
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IMPLEMENTATION

27/04/2020

INCLUDING RECEPTIONISTS IN WORKFLOW

M Receptionists at practices and community services can assist participants by
providing information to patient/clients about screening.

W However, they will not be able to use the screening tool with patients/clients or
review responses.

W Receptionists can record how many surveys were handed out, to check against
totals of completed or attempted surveys.

W Specific questions from patients/clients to be raised with a GP or community
worker.

35

PARTICIPANT ACTIVITIES

B Attending an education session to learn how to implement the intervention.

B Using the screening tool in your routine practice during April to June.

B Completing an online feedback questionnaire before and after implementation.
B Keeping track of screening and referral data.

B Participating in a focus group or individual interview after implementation.

36
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Nick McGhie, Project Manager Gambling, South Western Sydney PHN
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SCREENING TOOL PROJECT

RECEPTIONIST ACTIONS

The survey should only be given to a patient/client who is an adult (18+). For privacy, it should not be given
to adults who have arrived together. An adult with children can receive the survey. An adult with a
professional interpreter can receive the survey.

Receptionists will provide information to potential participants about the study. They will not determine
capacity for consent to complete the survey. Receptionists will be told that if the patient/client accepts the
survey form, they do not have to complete it. The GP/CW will determine consent and capacity to make an
informed decision to complete the screening tool during the appointment.

Reception should record how many surveys are handed out, to check against totals of completed or
attempted surveys.

SCRIPT

“Hello. This practice/service is currently participating in a research project. This practice/service wants to work
with other organisations to reduce harm from gambling in our community. We are asking every patient/client,
18 or over, to assist in the project by completing this survey while waiting for their appointment, We are not
targeting any age group, or community group — it Is a practice/service wide research project.

The survey is about gambling. It is anonymous — your name is not recorded anywhere. Here is the form if you
would like to be involved you can fill it in while you're waiting or take it into your appointment. If you don‘t
understand the form or if you have any questions, you can discuss it with your GP/CW.

Who is doing
the action or
making the
Receptionist decision

the person 18
2ars or over?,
Yes

Patient or client No action for
arrives at reception screening tool (not
eligible for study)

he persdn
with another
adult?

No

Receptionist reads/ Patient or client
says script and completed all or
provides study part of the survey

infoermation to
patient or client

Receptionist script Gg::::::gF:fnr_lm

Attachment 15 — Receptionist script _Version 1.0_4 March 2020

while waiting for
their appointment




Gambling doesn’t have a face. Anyone can be affected.

At this practice we are asking everyone the question:

Have you had problems in your life because
of your or someone else’s gambling?

Gambling can cause problems
in lots of ways. They can be
invisible and hidden for many years.

This may include things like:

@ Financial problems
\,., P

<

>\‘ ®
p q/ Relationship difficulties
]

B¢ Health problems, such

2
h@q as difficulty sleeping

? ,
Emotional or
Q% psychological distress

2/ Reduced performance )

=fN") at work or study

We are asking everyone to complete a quick screening form about gambling
which can be discussed with your GP.

If your or someone else’s gambling is causing problems in your life, talk to your GP.
There are many free resources and support. These are available in different languages.

Call Gambling Help for free, confidential support, available 24/7 \1800 858 858

For support in other languages, call the Multicultural Problem Gambling Service \1800 856 800
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C& bac khéng cé hinh dang bé ngoai. Bat ky ai ciing cé thé bi anh hwéng.

Tai phong mach nay, chung t6i dang héi moi ngwoi cau hai:

Ban c6 bi nhirng van deé trong cudc song do viéc
choi c& bac cua minh hoac ngw®i khac khong?

C& bac cé thé gay ra cac van dé
theo nhieu cach. Chung co thé v6
hinh va tiém an trong nhiéu nam.

Po6 c6 thé 1a nhirng thir nhu:

@ Nhirng van dé ve tai
chinh
>.P q’,é Nhirng khé khan trong
[ moi quan hé

b vl

Nhirng van de ve sirc
khoée, chang han nhw
khé ngu

Pau khé vé cam xic ' .
C hoac tam ly \‘ N S\
‘l

»

-
z L=
Giam hiéu suat trong ! R
cong viéc hoic hoc tap ] b S
| <0 1

Chung t6i dang yéu cau moi ngw®i hoan thanh mét mau don sang loc nhanh vé
c® bac - ban c6 thée thao luan v&i bac si gia dinh caa minh vé viéc nay.

Néu viéc choi c& bac cla ban hodc ai khac dang gay rac rdi trong cudc sbng cla
ban, hay néi chuyén dé véi bac si gia dinh cua ban.
Co6 nhiéu tai nguyén va sy ho trgg mién phi. San c6 bang cac ngbon ngr khac nhau.

Hay goi Gambling Help (Tro Gitip V& C& Bac) dé dweoc hd tros mién phi, bao mat, c6 sin 24/7 \ 1800 858 858

DPé dwoc hé tro trong cac ngoén ngir khac, hay goi Dich Vu C& Bac C6 Hai DPa Van Hoéa \1800 856 800



Gambling doesn’t have a face. Anyone can be affected.

At this organisation we are asking everyone the question:

Have you had problems in your life because
of your or someone else’s gambling?

Gambling can cause problems
in lots of ways. They can be
invisible and hidden for many years.

This may include things like:

@ Financial problems
\,., P

<

>\‘ ®
p q/ Relationship difficulties
]

2:H Health problems, such
h@q as difficulty sleeping
? ,
Emotional or
Q% psychological distress

2/ Reduced performance

=fN") at work or study

We are asking everyone to complete a quick screening form about gambling which
can be discussed with a community worker.

If your or someone else’s gambling is causing problems in your life, talk to a community worker.
There are many free resources and support. These are available in different languages.

Call Gambling Help for free, confidential support, available 24/7 \1800 858 858

For support in other languages, call the Multicultural Problem Gambling Service \1800 856 800
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C& bac khéng cé hinh dang bé ngoai. Bat ky ai ciing cé

thé bi anh hwéng.
Tai t6 chrc nay, chung t6i dang hdi moi ngudi cau hoi:

Ban c6 bi nhirng van deé trong cudc song do viéc
choi c& bac cua minh hoac ngw®i khac khong?

C& bac cé thé gay ra cac van dé
theo nhieu cach. Chung co thé v6
hinh va tiém an trong nhiéu nam.

Po6 c6 thé 1a nhirng thir nhu:

Nhirng van dé ve tai
chinh

B

‘P q/ Nhirng kho khan trong
@l n6i quan hé

‘e.  Nhirng van dé vé sirc
I-_&_' khée, chang han nhw
khé ngu
2

Q% Pau khé vé cam xuc
hoac tam ly

Giam hiéu suat trong
cong viéc hoac hoc tap

Chung téi dang yéu cau moi ngw®i hoan thanh mét mau don sang loc nhanh vé c&
bac - ban c6 thé thao luan vé&i moét nhan vién cong dong vé viéc nay.

Néu viéc choi c& bac ciia ban hodc ai khac dang gay rac rdi trong cudc séng clia ban, hay
néi chuyén dé v&i mét nhén vién cong dong. Co nhiéu tai nguyén va sy ho trgg mién phi.
San co6 bang cac ngén nglr khac nhau.

Hay goi Gambling Help (Tro Gitip V& C& Bac) dé dwoc hd tro midn phi, bao mat, c6 sin 24/7 \ 1800 858 858

DPé dwoc hé tro trong cac ngoén ngir khac, hay goi Dich Vu C& Bac C6 Hai DPa Van Hoéa \1800 856 800



Gambling doesn’t have a face.

Anyone can be affected.

Gambling can cause problems in lots
of ways. They can be invisible and hidden
for many years.

This may include things like:

&

A q/ Relationship difficulties

\@ Financial problems
e L®
]

2 Health problems, such as
h@q difficulty sleeping

2
Emotional or psychological
distress
RS d

v Reduced performance at
work or study

Call Gambling Help for free,

confidential support, available 24/7
{, 1800 858 858

) )
For support in other languages ca
Call the Multicultural Problem Gambling Service

{, 1800 856 800



Gambling doesn't have a face.

Anyone can be affected.

Gambling can cause problems in lots
of ways. They can be invisible and hidden
for many years.

This may include things like:

\@ Financial problems

S‘ ®
P q/ Relationship difficulties
[ ]
o

2 Health problems, such as
h@q difficulty sleeping

"

r
Emotional or psychological
distress
B3

) Reduced performance at
work or study

Call Gambling Help for free,

confidential support, available 24/7
(. 1800858 858

.Y
For support in other languages Ca

Call the Multicultural Problem Gambling Service

L, 1800856 800




a9 8 poldad)

- 9% g”si,_,ls)'@a ol OSe39

B (9SS UuBg B (§ylay Y6 Lo B yolitedl e U

Jlgb &l giad dudiseng dus- JSLinol!
iJeid U89
We s &

4ol LMl § Whsawe \.P-q‘=
ol g o oo Sl ]
il 51 Aolall 3l %

dly ) ol Joadl (3 sV o lasd) o

065 e Jgmazel) o ypeliall Buslus Jase Jual
pUl Jlgh deludl e (e Zlis 5 rug Jlns

&9{.«;}"
A+ AOA AOA )

&
63 Sy il el
LS Bodaiall o seliall Bueluw dodsey Juall
A+ - AOTA- - )



Gambling doesn't have a face.

Anyone can be affected.

Gambling can cause problems in lots
of ways. They can be invisible and hidden
for many years.

This may include things like:

\@ Financial problems

°
P q/ Relationship difficulties
[ ]

Health problems, such as
m difficulty sleeping
2?

Emotional or psychological
distress

- v) Reduced performance at
= work or study

Call Gambling Help for free,

confidential support, available 24/7
(. 1800858 858

)
For support in other languages ca

Call the Multicultural Problem Gambling Service

L, 1800856 800
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Gambling doesn’t have a face.

Anyone can be affected.

Gambling can cause problems in lots
of ways. They can be invisible and hidden
for many years.

This may include things like:

Financial problems

:\\Y@

\l,

250
I\

Relationship difficulties

Health problems, such as
difficulty sleeping

Emotional or psychological
distress

Bo- ;

2
Reduced performance at

work or study

[
®)

Call Gambling Help for free,

confidential support, available 24/7
{, 1800 858 858

For support in other languages @a

Call the Multicultural Problem Gambling Service

\ 1800 856 800



C& bac khéng cé hinh dang bé ngoai.

Bat ky ai ciing c6 thé bi anh hwéng.

C& bac c6 thé gay ra cac van dé theo
nhiéu cach. Chung cé thé v6 hinh va
tiém an trong nhiéu nam.

D6 ¢6 thé 1a nhirng thir nhu:
&=  Nhirng vén dé vé tai chinh

‘P q/ Nhirng khé khin trong méi
L quan hé

Nhirng van dé vé sirc khoe,
chang han nhw khé ngu
?

Pau kho vé cam xtic hoidc
tam ly

Giam hiéu suéat trong céng
=) viéc hoac hoc tap

Hay goi Gambling Help (Tro’ Gitp Vé Co
Bac) dé dwoc hd tror mién phi, bao mat,

co san 24/7

{, 1800 858 858

. &
beée dwoc ho tro trong cac ngén ngiv khac ca
Hay goi Dich Vu C& Bac C6 Hai Pa Van Hoa

\ 1800 856 800



Problem Gambling

What is it?

)
E‘Health South
Resource|Western

Sydney

Some people can gamble responsibly, but others find it hard to stop. Gambling becomes a problem when it starts
to disrupt a person’s personal, family and work life. Problem gambling can also affect those around them.

If your quality of life is suffering due to your or someone else’'s gambling, there is help.

What will my GP do?

If you have a problem with gambling, your GP can give you tools, resources
and support to help you cut back or quit. Your GP will want to talk to you
about how often you gamble and how you feel about gambling. You'll be
asked to talk about any symptoms or behaviours that might affect your
gambling — for example, if you drink or take drugs.

Your GP will also:

* Talk to you about how you can keep track of your gambling

* Help you notice how your gambling affects you and your family

* Look for and treat any other health concerns related to your gambling, such
as anxiety and depression

* Refer you to get further support. This referral could be to a to a gambling
helpline or for counselling.

* Give you information to help you learn more about gambling

If you are being affected by someone else’s gambling, your GP can also offer
referrals and information on how you can get support. There are many
support services available for those affected by gambling.

What can | do?

Gambling affects people from all walks of life and in different ways. It is ok to need
some form of help to stop gambling. Remember, your GP is here to help you, and
there is plenty of support available. Talk to your GP about a referral for a counsellor.

Changing a habit takes time and effort, and you may need to try a few times before
you are able to stop completely. It may help to:

« Think about any triggers that cause you to rely on gambling, like alcohol or
drugs. Talk to your GP about how to manage these triggers and ask for tools to
help you cope with your urges to gamble

« Stay positive. Many people are able to overcome gambling problems and return
to a good quality of life

« Try to stay active and healthy

« Follow up on any referrals your GP may make

« Use the resources available for people wanting to change their gambling behaviour

Gambling harm can occur
in the following ways:

Financial losses and
pressure

An increase in physical
and mental health
concerns

Harm to relationships

Difficulty in social
interactions

Impacts on education and
employment

Gambling harm doesn't
just affect the person who
gambles, it can also affect
those around them.

It is estimated that for
every person who engages
in harmful gambling, six
people are affected.

If you are being affected by someone else’s gambling, it is important that you seek support for yourself. Talk to your GP

about what supports are available.



Problem Gambling

What supports are available?

Gambling HELP

NSW Government funded service offering free and confidential support 24 hours a day. Phone 1800 858 858.
South Western Sydney LHD Gambling Treatment Program

Free for people affected by problem gambling. District-wide service. Location: Mental Health Unit, Liverpool Hospital.
Phone 9616 4354.

Warruwi Gambling Help
Problem gambling support for Aboriginal and Torres Strait people and communities. Phone 1800 752 948.

Mission Australia Problem Gambling Service
Free support for anyone living in the Macarthur region. Phone 4621 7400.

The Bridge Program
Free support and programs for problem gambling. Phone 9743 4535 or 13 72 58.

Moneycare Financial Counselling
Free services for those with problem gambling concerns. Visit salvos.org.au

St John of God
Support for people affected by problem gambling. Fees apply. Phone 8746 4400 or visit sjog.org.au

Uniting Gambling Counselling Service
Free online, phone and in-person support. Phone 4629 7070 or visit uniting.org

USYD Gambling Treatment Clinic
Free support run by the University of Sydney School of Psychology. Phone 1800 482 482.

Recovery Point
Find other supports and services in the Recovery Point directory. Visit recoverypoint.org.au

What questions could | ask my doctor?

B Howcani get help for my gambling problem? || What should I do if my problem gets worse?

. What treatment options are available? . Should | see a mental health professional?

v 4

Where can | learn more?

« Arab Council of Australia: arabcouncil.org.au

« Better Health Channel - gambling: betterhealth.vic.gov.au

» Gamblers Anonymous: gansw.org.au

» Gambling Help Online - how to help: gamblinghelponline.org.au

» Multicultural Problem Gambling Service of NSW: dhi.health.nsw.gov.au/mpgs
* NSW Government - gambling help: gamblinghelp.nsw.gov.au

This information is to be viewed by someone who has Health Resource Directory is an h n
received a diagnosis from their doctor. It is not designed to initiative of South Western
be used to diagnose a condition or as a substitute for Sydney PHN SOUTH WESTERN

ongoing medical care SYDNEY

An Australian Government Initiative


http://salvos.org.au
http://sjog.org.au
http://uniting.org
https://recoverypoint.org.au/
http://www.arabcouncil.org.au/
https://www.betterhealth.vic.gov.au/health/healthyliving/gambling
http://www.gansw.org.au/
http://www.gamblinghelponline.org.au/
https://www.dhi.health.nsw.gov.au/mpgs
https://gamblinghelp.nsw.gov.au/

O lnpl G of oS
5 MUJ‘ ng.hjb B)ALS.QJ‘ ;b:'-
ddlall b gasally H5lusd|
[ ]
dalasell  aglsedl gl
[ ]
[ ]
leladdl  § wlyne
I WERY

[ ]
Janlly oaadl e (355 6T

de oldll ol S5 Y
oy o0 e LA

ol pasd S &l Hdig
Hi ol Sa

Ol Olodf 9o Lo
QTS Lodie AsCinn 8y0liall ral Lgiuylos (pe 890l (3 dagane ;391 pandl o Loy cdgfune i Byaliall Gl jand (S

09> 0o e La jledll Oles] 35 OF 8w S . dudeally &1y duasesd) jasead] Bl Julass
Bielue Hlgd Hled)l Hae of ol Slaa) G il dusgd )¢5 13] d-lie Bus Ll

€ vl Jdas 1300

Judal e cbaelue) aslly 3lgelly Olosdl loiay Of cubs guged Hlail) Goda S 13|

Jb> ygaing Hledll cliulon 869 e elae sl J] lusb gl i $IBYI of aio
JoUsS - Hlat)l elaa) o 355 08 lSelan of (el (ST (e Lol ke Cllaius Y
Mo lydseall g1 Jg=SI

QWL sl o p g8y Bguns

Dbl el (il S e Slao Coull @

el e g el Byoliadl HBT dasdle e clidclw o

gdleg oSy BUAN Jio cliyaliny Blats 5,31 Ao Sline ST (o »

Bclius as ] ALY 00 0555 0 oS s ll 50 e e Jguaml) clill] o
Syl e Jguasl) of o yaliall

Byoliall e Wil ddyaa e Wi lund Ologlaall Sika o

Js> Sloglany Y] @5 Wil alall cludal (S 5T jasess Byolie 53t cuS13)
Dl o o) atel) d>ball el Wleds (1o il Sl Leeddl Lo Jguaxl 4aS

Ca 33.9? ol w&m (KY"

1 b OF gaiall (309 cdilises Gylag Bloell (o guaz po ol5e¥ e Byaliall 355
psdll oo S Bl Oy ehideluad b b 0 S35 . Lgis Cabgall ;3 of S Sde Lucall
oS Anye ) ] Jg> ol laads ) s .zl

o 555 O b oo e Wglomall S5 J) Zlioss B9 1 gy U8 8le (T kS 3yiinn
QU el 43 LaS i g2l

sl ) ol . haseall sl JgSIE 8paliall e datad ellazs Jalge 6l (3 Sl »
Byoliall (§ lilie) o @8I e elinelined wlgal by Jalgall oo (§ oSoutll 4448 Jg>
B bl

cligo o Blaxllg Loyl dglie § )lieiwdl dgloxs o

aladl el gy a6 o] (5T dnslie @

Byolaall 3laiell pgSokes s O9uy il Jolseadl ds-liall 3)lgall plisuil o

Sl o0 HBT

el ds bl @edl #1931 Jg> el ] Gdos lasdy (ol (28 OF ool (108 Wde ;3T s Bralie )3113)



Sd>liall peddl £1g31 (2 L
(Gambling HELP) ¢ yeliell Bsluns
VA« -+ AOA AOA (gl deludl jlae (e Grng Wilmo lacs puds 3hg gl 9 degSs (10 Ugas dods

Qoo O3 W giend dudoall dovsall dlilaie) @I 8yoliel! dellas ey

£Y0¢ 1 ilg)l . Jgnpid (fdiduns cdnidid] donall Bug 10l giall Adkaiall Syt (Ao dods ledll Glesl epyiliall (oSl Blxe
1

Cpyoliell Busluned 99119

WA=+ VoY QEA 1algll  Adoall ogilaniznag 32195 (G )32 O8ws (koY OBl cpo Hledll (qedka) e

W el ¢ gintad daalidl B poliall (souke Buslune dods

1Y) VE -+ 1Ulgl L y3Ble dahaie § uie pasels 63 s eed

(Bridge Program) zwuy zely

AY VY 0A o AVEY £0Y0 1 aslgdl Byoliall Glod) (ye dilme malyg e

dledl Bygduall fSiig0

salvos.org.au gdgall (e gMLIL @3 .8y0laall Gloslh (lass Sliw (0 O$ilay pad dblre Slods

29 d_gi 09> colw

sjog.org.au gdgell (e allol o AVET €€+ @8))1 e el .olodsdl e pgun) Gaad Hladll Olosly cpysliall (olsesdl es
Cpyoliall SliyY by deds

uniting.org 34! e @b\ji EAYAV. Ve @81 e Jsall .dxg) gzg9 ilgly CoiYl e Glome ped

Sl Oles] ZMa) G daslr Bole

YA+ EAY EAY Bl o Aol (uid] ale &S 0,005 (loxs @

(Recovery Point) &dlall ol Awl dlads

recoverypoint.org.au gdg)l e eMLIL o3 .Recovery Point Jds 3 S Oleusdly eedll e Eol

€ e gyl O oS @1 Al Lo

T e bl 13 JasT 3l [l leal Gleo] sias Busluall e Jguanl 3580 S ]

$ s dono JUast BT ol e o [ Sa-tall 2l bl b [

0 o s

Tuiell ddyao (NiSas oy
arabcouncil.org.au :JlAsd! d)z.” ESN I
betterhealth.vic.gov.au :8yelaell - Ju28Y dovsall U3 @

gansw.org.au :0¢lggxall Ogeliall @

gamblinghelponline.org.au 8isluall 448 - CAY e o yoliall Bacluns
dhi.health.nsw.gov.au/mpgs :3b9y gl 55 (§ WS Sodatiall (pyeliell Bicline dods- o
gamblinghelp.nsw.gov.au ¢y yeliell 8ueluns - b9 Ciglu 9.6 dogS> @

W&‘w&@{)}w:uuuwlbxm QAB).)L.AA}Q Z\M(@Iﬂl Jds phn
31 Ao o plasuidl daasas fE (B9 -paab (30 @ WY dmall dyle )l A SOUTH WESTERN
GM| dudall 2&3Lc).U QL“J.J..;S L_ﬁ"‘:*‘“’ Oy Ly SYDNEY

An Australian Government Initiative



(
South | lixoxso ,'n
Western
Sydney PHN

Coniso Ldil o\ w26
0al 28808 2 Kodh 1 Axoon HALY 100N o BN Jhey oNGek 1 Hanl Hal Roaiod Aven WAL we¥ HEEL 18aak
HHL el AN a5 aath o6 A aooy AL 25400 186039 ana HiliNodo LiKoAo L8658 Hig woLT0a0 (XA G

PENC IETLERA T
A8aRG) Al 0K (ZiBl 1896089 ai o 6205 ey AL BT o oA adakd en) | 2

N

("‘\.,'r'-!'- . l .":' ;%I.P?'
HMaimo Soave LGl | asoNagua (¥ Bda . esoiel axeny AT 254 0 ag Lda0NAL2 L 2
Aa3 . 62088 T a3 6n0iwl .aN (6NN o Aoy IRAL 6N L 6ALTy L daodang
A03 13ooao . 6ALT.E a3 Avony KAL) Aaa (6ALTAS 15 waldo Ao (ALY &5 2 16a A

Docandl LOAAE a1 (B0, L6 — Ax%eon 6208 LY AN 523 aal ANGy 158900 o Lk
PENC T 1Y IPISA DANE-YPR\-1T-
(L AL I &S0l3 lodn

tilas Wowdwo oo

5 NCEVV VTRV BV ANVEVERC APEE TNC I CLLEERNCEVISAPANNEYE BN-ENCEX-ERNCEYE W

58NS 25000 oX 1Kaxy 2im H)s ento Bxodx qod (idNaa 25800 A\ 0330 Leme *
Lodn ExNawio o H8argn EEaSAN Lo 2 Jodn e AEA0 L 1Kaded (Kain L 6N T8) L anaNixdy

* FESCBATETAN
15001) Huaiiald Aa’o-'* Axonn AL Aoa 0§ Xoa .« 6AENK | 6203000 (aataax 60X agu ©
(Hanl 4L % ISR 9% 1,853 2o 8 2IAY, . daaim] (Lilnl 186088 a4d Aoy IKMLT 2ol O 138 L 2

°
Ui gy al 18 Mooy (e, 194 ALl 16K iMade LOALATY L OALNS wald Aaa Nealaoxo

ECTCHRIELT G EVIT S SPE T T N NNV T

A%003 62080 AT wat Ao HAAT (0AN0d wa2d AaT (620N Tyod) ©

Noomy N
N = 0 ' A " AN NS N oA
&ANox IAx9Aaz0d Axam NI e

Hiidedo 18N MY 2524 m3 Ly X 1KaNab 348 aSolo LEila 258 wends X 813 1535 s Svany 1AL,
13 asdamy AL Ndso (83050,00 o\ 1K AN, L anaimia 03820 Aamy KMY o onadanl iKaigs 1Nd asd
H6:58 AX 825 a3l sl 30NN a4 18 B IKA $9% Ao 1Y . asaiei A, | avoyod . iKeuada Kain ALl 8Ke
Al .l A o 2302 1N aana 17088 a6y 1AM g0 X BonNo L5V 6 1Kmae 1 e KON
Hrd vl A8 828 238 19 > <asa 2Agn BAS ki ALNANS 2%00 230280 20 OANED L N6 TRG o
Avony HNIGH Léaad
LT CTE N ARSI E X
0'1;.* A—A—'m 4‘3625'3 ey As
ARaXaes axany AT
NACTREWELWVIFE ZHprX !

AN

o Nocand il asam ALY AN L oAais) w3ad r HAa\w al Mag e 0
<036 0 153N 13l L 60 L 6ALATAY La2i Mg HdEX | as0uol AN | goyod Li¥ad
A%00 20018 L as0Riad A5 (600 L 6AATADY L 650X Ag) amp Hibl . aseNagua

2382 0 asbom KNG 28800 A 23XAN 136 o 1n 1EAL 158 . pdmo L 600 L oaY
PECRRPI RN

IETERETACWEL LI VER- ERT- TN\

NCEVAVERUAN SUNRERCPELCLN .\dgo.‘;..bi:_x SN 1t wou s L 60 L oo ¢

Axooy ALY Ao wGndden L 6o AN iy WAy SEHL wal 16 AL 15039 wonXs (600 (o

<620i0l A% (00400 .« an0iX 6 Kade . eaadr oNo il (JHALD 186049 asa Axaoy AT Ml el (oA 138 L 2
B0 L BN L 6AL KD i Ao LidaX



Tleddos 8y Lo Msaie sl
Gambling HELP

1800 858 858 rixae AN . oan .paia (886 24 (NGEle NN Waio 15and a0 NSW o Ll Nex aia 28000 A\ 1k
South Western Sydney LHD Gambling Treatment Program

Mental Health Unit, :iXa0a .19 6Xa oX Anlicod (Kaioew AN i Aoy AL 3000 dd ol H frds (8L 16 il
9616 4354 xas AN . o0ao .Liverpool Hospital

Warruwi Gambling Help

1800 752 948 Liase AN . o0an .o36M3 288003 :EI 0 HNL Hiwls (Muxeiso (1 28 aems ALY 5 0s aie
Mission Australia Problem Gambling Service

4621 7400 pixae AN . oan .Macarthur 3 g oX Ha i wal 26 G Kaio

The Bridge Program

13 72 58 o 9743 4535 Lixax AN L 0ao Avamy AL 2500 (600 wal 16 LANY lysomo Maie

Moneycare Financial Counselling

salvos.org.au {8o%) . oamn Axan ALY 5800 «600A wal 18 Gl s,

St John of God

8746 4400 rinae A . oao 1Moo ANy 16 2048 a3 1A% Axon AL 25083 o H fxady 2L 18 I (Kaie
sjog.org.au 4%\ . 0am.H

Uniting Gambling Counselling Service

uniting.org {8ax\ . odze® o 4629 7070 Lixas AN . oo 1NN (X8 AL286.58 (Kaoado .62 AAT0 Agadal AL KL Kaio
USYD Gambling Treatment Clinic

1800 482 482 Lixaxo A\ . 080 .uapd LHog Aamd 1E8 Aol (8xday i3 iXadoeso KAy aie

Recovery Point

recoverypoint.org.au {8ax\ . oaz. .Recovery Point 3 Zixoso aX {awl M vo (xain (60 . ovaxw

fondl 20 (600 300 X 15607 wind

(198 X3 o K60 w30 1 < 3sa AAX oo [ w3003 1A 18 18ag s oo w23 I
fassamy (AL

fHoda Lidlams tons ol i 16 g 600 i [l clood o dasin st 1t 5o ik [

C230§ xaa A\xa WL P W
Arab Council of Australia: arabcouncil.org.au
Better Health Channel — gambling: betterhealth.vic.gov.au

o -po-

Gamblers Anonymous: gansw.org.au ®

Gambling Help Online — how to help: gamblinghelponline.org.au ®
Multicultural Problem Gambling Service of NSW: dhi.health.nsw.gov.au/mpgs *®
NSW Government — gambling help: gamblinghelp.nsw.gov.au ®
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Co Bac Co Hai

Co& bac cé hai la gi?

)
E‘Health South
Resource|Western

Sydney

Mot s6 ngudi co thé chai cd bac c6 trach nhiém, nhung nhimg ngui khac cam thay kho dimg lai. C& bac trd nén cé hai
khi né bat dau pha va cudc séng, gia dinh va céng viéc cia mot ca nhan. C& bac cé hai cling ¢6 thé anh hudng dén nhimg

ngudi xung quanh.

Néu chat lugng cudc séng cua ban dang bi anh hudng béi viéc ban hoac nguoi khac chai ¢ bac, thi da cé su giup do.

Bac si gia dinh cua t6i sé lam gi?
Néu ban gap van deé vdi co bac, bac si gia dinh ctia ban c¢6 thé cung cap cho ban
nhimg cong cu, tai nguyén va su ho trg, gitp ban cat giam hoéc bd c& bac. Bac si gia
dinh cta ban s& muén néi chuyén vai ban vé tan suat ban chai co bac va cam giac
cuia ban vé c& bac. Ban sé dugc yéu cau ndi vé bat ky triéu chimg hoac hanh vi nao
c6 thé anh hudng dén viéc chai c& bac cda ban - vi du: néu ban udng bia rugu hoac
dung ma tuy.
Bac si gia dinh cua ban ciing sé:
* N6i chuyén vai ban vé cach ban cé thé theo dai viéc co bac cia minh
* Gitip ban nhan thay viéc co bac ctia ban anh hudng dén ban va gia dinh ban nhu
thé nao
« Tim kiém va diéu tri bat ky méi quan ngai vé suc khde nao khac lién quan dén viéc
c& bac cua ban, chédng han nhu chimg lo 1dng va tram cam
* Gidi thiéu ban d& nhan dugc su ho trg thém. Viéc gidi thiéu nay co thé 1a mot
dudng day trg gitp vé van dé co bac hoac dé dugc tu van.
+ Cung cap cho ban théng tin gitp ban hi€u thém vé co bac
Néu ban dang bi anh hudng bdi viéc nguoi khac ¢ bac, bac si gia dinh cuia ban ciing
c6 thé& cung cap céc gidi thiéu va thong tin vé cach ban c6 thé nhan dugc su ho trg.
C6 nhiéu dich vu hé trg danh cho nhitng ngu®i bi &nh hudng bdi cd bac.

To6i c6 thé lam gi?

C& bac anh hudng dén moi ngudi t moi tang 1&p va theo nhing cach khac nhau. Ban cé
thé can mét s6 hinh thuc trg gitp dé dimng choi c& bac. Hay nhé rdng, bac si gia dinh cla
ban & day dé giup ban, va ludn c6 san rat nhiéu su hé trg. Hay noi chuyén véi bac si gia dinh
cla ban dé dugc gidi thiéu gap mot cd van.

Thay d&i mét thoi quen can co thai gian va cdng suc, va ban c6 thé can phai th mét vai lan
truéc khi ban co thé diing lai hoan toan. N6 c6 thé gitp ban:

« Suy nghi vé bat ky tac nhan nao khién ban phai dua vao c& bac, nhu rugu hodc ma tay.
Hay néi chuyén véi bac si gia dinh clia ban vé cach kiém ché nhiing tac nhan kich hoat
nay va yéu cau nhimng cong cu gitp ban déi pho vai su thoéi thic choi cd bac cla minh

« Lac quan. Nhiéu ngudi c6 thé khic phuc nhiing van dé vé ¢ bac va tré lai véi mot cudc
s6ng co chat lugng tét

« C6 gang duy tri hoat dong va khde manh

« Theo déi bat ky 16i gi6i thiéu nao ma bac si ciia ban cé thé da lam cho ban

C& bac c6 hai c6 thé xay ra
theo nhimg cach sau:

T6n that tai chinh va ap luc
Gia tang nhirng quan ngai
vé strc khoe thé chat va
tinh than

C6 hai cho cac méi quan hé
Kho khan trong tuong
tac xa hoi
Tac déng dén gido duc va
viéc lam
Co bac cé hai khong chi
anh hudng dén nguoi choi
cO bac, né con c6 thé anh
huéng dén nhimg ngudi
xung quanh.

Uéc tinh, d6i véi moéi ngudi
tham gia vao c¢ bac co
hai, sé c6 sau nguoi bi anh
hudng.

« S&rdung nhiing tai nguyén c6 sdn cho nhiing ngudi mudn thay d&i hanh vi cs bac ctia ho
Né&u ban dang bi anh hudng bai viéc ngudi khac danh bac, diéu quan trong la ban phai tim kiém su hé trg cho chinh minh. Hay néi
chuyén véi béc si gia dinh cia ban vé nhiing su ho trg san co.



Co Bac Co Hai

Nhirng sw ho tror san c6?

Gambling HELP (TRO GIUP Vé C& Bac)

Dich vu do Chinh Phai NSW tai trg cung cdp su hé trg mién phi va bdo mat 24 gid moi ngay. Dién thoai 1800 858 858.
Chuong Trinh Diéu Tri B6 C& Bac thudc Y Té Dia Phuong Vung Tay Nam Sydney

Mién phi cho nhiing ngudi bi anh hudng béi cd bac c6 hai. Dich vu toan vung. Dia diém: Khoa Stic Khde Tam Than, Bénh
Vién Liverpool. Dién thoai 9616 4354.

Warruwi Gambling Help (Trg Giup Vé C& Bac Warruwi)

H6 trg vé c& bac c6 hai cho ngudi dan va cong déng Thé Dan va Dao Dan Eo Bién Torres. Dién thoai 1800 752 948.
Dich Vu Vé C& Bac C6 Hai thuéc Mission Australia

HG trg mién phi cho bat ky ai séng & khu vuc Macarthur. Dién thoai 4621 7400.

The Bridge Program (Chuong Trinh Nhip Cau)

HO trg mién phi va cac chuong trinh danh cho c& bac c6 hai. Dién thoai 9743 4535 hodc 13 72 58.

Tu'Van Tai Chinh Moneycare

Dich vu mién phi cho nhitng ngudi cé quan ngai vé c& bac ¢ hai. Truy cap salvos.org.au

St John of God

Hb trg cho nhirng ngudi bi anh hudng béi c& bac ¢ hai. Lé phi ap dung. Bién thoai 8746 4400 hoac truy cap sjog.org.au
Dich Vu TuVan Bé C& Bac Uniting

HO trg truc tuyén, qua dién thoai va tryc tiép mién phi. Dién thoai 4629 7070 hoac truy cap uniting.org

Phong Kham Diéu Tri Bé C& Bac USYD

Hb trg mién phi dugc diéu hanh béi Trudng Tam Ly Hoc thudc Dai Hoc Sydney. Dién thoai 1800 482 482.

Recovery Point (Diém Phuc Héi)

Tim cac ho trg va dich vu khac trong thu muc Recovery Point. Truy cap recoverypoint.org.au

Nhimg cau hai t6i c6 thé hoi bac si cia minh?

B Lam cach nao t6i co thé nhan trg gitip cho van dé co I 76 nén 1am gi néu van de cua téi tré nén toi té hon?
bac cta minh?

. T6i c6 nén gap mét chuyén gia strc khée tam than?

. Lua chon diéu tri ndo cé san?

To6i co thé tim hieu thém & dau?
« H6i P6ng A-rap Uc Chau: arabcouncil.org.au
» Kénh Better Health Channel - ¢& bac: betterhealth.vic.gov.au
« Gamblers Anonymous (Nhitng Ngu&i Chai C& Bac An Danh): gansw.org.au
« Tro Gitip Truc Tuyén Vé C& Bac - cach thic giap d&: gamblinghelponline.org.au
« Dich Vu C& Bac C6 Hai Pa Van Héa NSW: dhi.health.nsw.gov.au/mpgs
« Chinh Pha NSW - trg gitip vé c¢& bac: gamblinghelp.nsw.gov.au

Théng tin nay sé dugc doc bdi mét ngudi da nhan dugc chan Danh Muc Tai Nguyén Y T€ Ia h n
doan tu béc si ctia ho. N6 khong dugc thiét ké dé dugc st mot sang kién ctia PHN Tay
SO

dung cho chan doan mét bénh vé stic khée hodc thay thé Nam Sydney syg&EYWESTERN

cho su chdam séc y té dang diénra

An Australian Government Initiative
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— 00 1 3H A R M BUR R e 3 R 5%, B R 24/ NI R 2 1) S F . 15 EHL1800 858 858,
& Je P R X AR R 7 DX 3 G T 1R

RS2 1) B TR T 1) N R AR P — T4 X Sl L (9 S 2R IR 55 o sl RIPDTER B PR B . 158 9616 4354,
Warruwi I8 1555 Bl

Ir) - 3 RO FE B it g o BNk X ARt 1) 1) AR S FE . T B 1800 752 948,

WPy (Mission Australia) [w) 3 1 AR &

HJE A fEMacar thur 1 X RAEAT AN SR L1 4 9% SCRFIRSS - 1B 4621 7400,

i il

i G TR AL G 9 SCRE R R B0 9743 4535 B 13 72 58.

Moneycarellf 55 #i kil ¥ 1]

NA ) R N SR — T e 3R IR 55 - 15 V7R salvos. org. au

St John of God

52 0] R TR e )N BRI R SRR DS . TR S AT B . 1B 8746 4400 B sjog. org. au
e T 1 5 i 55

TR IAELL . HUE AN [ SCRF. TS 4629 7070 BGiflA) uniting. org

USYDI 1397 12 B

H& e R0 7 2 B SR (R I e P S RE . 1B 1800 482 482,

K A (Recovery Point)
TEWRE 55 H e B R A SZ FERUIRSS . 16V recoverypoint. org. au
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FREE Mental Health Commissioned Services — For GPs

South Western Sydney PHN commissions a range of FREE mental health services in line with a
stepped care model. This means that services can be matched to the patients level of need.

For all mental health enquires please phone Mental Health Central Intake on 1300 797 746

GP Mental Health Referrals and Mental Health Treatment Plans can be downlaoded from
http://www.swsphn.com.au/formsandtemplates and are to be faxed to: 4623 1796

Please note: This is not a crisis service, for patients at high risk of suicide or harm to themselves or others,
please phone 000 or the Community Mental Health Emergency Team (CoMHET) on 1300 797 799.

Supporting Them to Achieve Resilience

STAR4Kids (3-12 years):

Psychological therapies for children aged 3-12 years with, or are at risk of developing childhood emotional or
behavioural concerns. Up to 12 Free sessions per calendar year delivered by a mental health professional
(psychologist, mental health nurse, mental health accredited social worker, occupational therapist).

Referral Process: SWSPHN GP Mental Health Referral and GP_Mental Health Treatment Plan for Children, see:
http://www.swsphn.com.au/formsandtemplates

National Youth Mental Health Foundation

headspace (12-25 years):

Support for young people aged 12 -25 for their mental health, physical health (sexual health), alcohol and other drugs
and work and study.

Referral Process: No referral required — patient to phone or visit their local centre:

e Bankstown: (02) 9393 9669 | 1/41-45 Rickard Rd, Bankstown
e Campbelltown: (02) 4627 9089 | Level 8, 171-179 Queen St, Campbelltown
e Liverpool: (02) 8785 3200 | 1/50 Macquarie St, Liverpool
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a ReFrame

ReFrame Youth Service (12-25 years):

Psychological therapies for young people aged 12-25 living in Wollondilly and Wingecarribee. Services are delivered
by youth mental health workers and youth mental health professionals (psychologists, mental health nurses and social
workers).

Referral Process: SWSPHN GP Mental Health Referral and GP Mental Health Treatment Plan, see:
http://www.swsphn.com.au/formsandtemplates

@ NewAccess

Developed by beyondblue
NewAccess:

6 mental health coaching sessions (+ 2 aftercare sessions) over phone, skype of face-to-face for anyone (18 years
and over) needing support to deal with day-to-day stress/life pressures or emerging depression or anxiety.

Referral Process: No referral required — patient to phone: 1800 010 630

You@Mind N

Psychological therapies for people with mild - moderate mental health concerns. Up to 12 sessions per calendar year
delivered by a mental health professional (psychologist, mental health nurse, mental health accredited social worker,
occupational therapist).

Eligible Groups (12 years +):

e People who identify as Aboriginal and/or Torres Strait Islander

e People who are from a Culturally and Linguistically Diverse Background

e Residents of Airds, Claymore and the 2168 postcode

e Residents of Wollondilly and Wingecarribee (with barriers to gaining support through Better Access)
e People experiencing financial hardship

¢ Women experiencing pre or postnatal depression

e People 65 years +

e People who identify as LGBTIQA+

Referral Process: SWSPHN GP Mental Health Referral and GP Mental Health Treatment Plan, see:
http://www.swsphn.com.au/formsandtemplates
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iiconnect

Personal | Peer | Group

Connect for Wellness:

Psychological therapies and peer support for adults with severe and persistent mental illness. Up to 20 sessions per
calendar year delivered by psychologist’s and peer workers.

Referral Process: SWSPHN GP Mental Health Referral and GP Mental Health Treatment Plan, see:
http://www.swsphn.com.au/formsandtemplates

Consultant Psychiatry Service:

Psychiatry support for people living with severe and persistent mental illness with barriers to accessing psychiatrists, as
well as support for GPs in the treatment and management of these patients. Service delivered as telehealth across SWS
(phone and web-based) and face-to-face at specific hubs (select General Practices in Bankstown, Liverpool, Fairfield,
Campbelltown and Wollondilly)

Referral Process: SWSPHN GP Mental Health Referral and GP_Mental Health Treatment Plan, see:
http://www.swsphn.com.au/formsandtemplates

Credentialed Mental Health Nurse Service:

Psychological therapies and coordination of clinical services for adults with a severe and complex mental iliness.
Unlimited sessions delivered by a credentialed mental health nurse.

Referral Process: SWSPHN GP Mental Health Referral and GP Mental Health Treatment Plan, see:
http://www.swsphn.com.au/formsandtemplates

Clinical Suicide
¥ Prevention Service Clinical Suicide Prevention Service:

Priority access to services for people who have attempted suicide or have suicidal ideation of low to medium risk. Up
to 10 sessions within 2 months delivered by a mental health professional (psychologist, mental health nurse, mental
health accredited social worker, occupational therapist).

Referral Process: SWSPHN Clinical Suicide Prevention GP Referral, see:
http://www.swsphn.com.au/formsandtemplates

Lifeline

Macarthur

Lifeline Crisis Support Suicide Aftercare Program:

Short term telephone crisis support to people (18 years +) who have attempted suicide. The service provides outgoing
phone calls to monitor an individual’s wellbeing and help keep the person connected. Phone calls are provided by an
accredited and experienced Lifeline Crisis Supporter.

Referral Process: Referal form available to download, see: http://www.swsphn.com.au/lifeline-macarthur
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Consultant Psychiatry Service

FOR GENERAL PRACTITIONERS (GPs)

South Western Sydney PHN has commissioned Dokotela to deliver the Consultant Pschiatry Service

About the Consultant Psychiatry Service:

The Consultant Psychiatry Service, delivered by Dokotela, provides FREE access to a psychiatrist for people
with severe and persistent mental illness who have barriers to accessing a psychiatrist, as well as providing
support to their GP in their patients treatment and care.

The service offers flexible delivery:

e Face to face at select practices in Bankstown, Fairfield, Liverpool, Campbelltown and Wollondilly. The
patient will be allocated to their nearest face to face practice (Hub). Typically utilised for an initial

assessment.
e Telehealth through telephone or Zoom conferencing, to any general practice in South Western
Sydney.
Eligibility:

People with a severe and persistent mental illness requiring support from a psychiatrist however, due to
barriers, are unable to access a psychiatrist. In addition, GPs requiring support in the treatment and
management of this patient cohort. This is not an emergency/crisis service.

The service is available to young people and adults.
How to Refer:

GPs can refer to the Consultant Psychiatry Service by completing the SWSPHN Mental Health Referral
form available to download from: http://www.swsphn.com.au/formsandtemplates

Referrals are to be faxed to SWSPHN Mental Health Central Intake (02) 4623 1796

Dokotela will then contact the patient and their GP to make an appointment. Future appointments may be
booked online or by calling Dokotela on (02) 8003 7668.

Contact:
Dokotela Specialists

Phone (02) 8003 7668 or email admin@dokotela.com.au

:
P Z
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MBS Items Claimable:

1. Items for organising a Case Conference

e MBS Item 735 Benefit: $86.55
e MBS Item 739 Benefit: $90.75
e MBS ltem 743 Benefit: $151.25

2. ltems for participating in a Case Conference

MBS Item 747 Benefit: $38.95
e MBS ltem 750 Benefit: $66.75
e MBS ltem 758 Benefit: $111.15

ltems 735-758 should generally be undertaken by the patient's usual general practitioner. This is a general practitioner,
or a general practitioner working in the medical practice, that has provided the majority of services to the patient over
the previous 12 months and/or will be providing the majority of services to the patient over the coming 12 months.

Examples of persons who, for the purposes of care planning and case conferencing may be included in a
multidisciplinary care team are allied health professionals such as, but not limited to: Aboriginal health care workers;
asthma educators; audiologists; dental therapists; dentists; diabetes educators; dietitians; mental health workers;
occupational therapists; optometrists; orthoptists; orthotists or prosthetists; pharmacists; physiotherapists; podiatrists;
psychologists; registered nurses; social workers; speech pathologists.

A team may also include home and community service providers, or care organisers, such as: education providers;
"meals on wheels" providers; personal care workers (workers who are paid to provide care services); probation officers.

The patient's informal or family carer may be included as a formal member of the team in addition to the minimum of
three health or care providers. The patient and the informal or family carer do not count towards the minimum of three.

3. Items for Patient Consultation
e MBS Item 23 Benefit: $37.60

Professional attendance by a general practitioner at consulting rooms (other than a service to which another item in the
table applies), lasting less than 20 minutes and including any of the following that are clinically relevant:

(a) taking a patient history;

(b) performing a clinical examination;

(c) arranging any necessary investigation;

(d) implementing a management plan

(e) providing appropriate preventive health care
:
P Y
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Call Central Intake Line
1300 797 746
(1300 SWS PHN)
For more information visit
www.swsphn.com.au/mentalhealthcommunity

Connector Hub supports people living
with severe mental illness to achieve ’
their goals and improve wellbeing.
Connector Hub is a psychosocial
program giving those with severe
mental illness support to live and

participate in the community the way

they want to. 00: :mn.ﬂo—‘ —I—:U

. ®
flourish South Western Sydney
AUSTRALIA
Mental Health Where mental wellbeing thrives
Health Care
One Door Mental Health in partnership with
Flourish Australia has been selected to
deliver the Om@ﬂﬂmm@.ﬁﬂmﬂzmc&mﬂw_ozis Western A Um<n—._0monmm_ mC_Q_QO—..n
Program helping you live
.v—.—: the life you want
SOUTH WESTERN
SYDNEY
An Australian Government Initiative
This service is supported with funding from the Australian
Government through the PHN Program




How do | access Connector Hub?

Who can access Connector Hub?

What is Connector Hub?

Connector Hub is a psychosocial
support program to help people with a

Anyone can refer an eligible person to the
program (with their permission) including:

Connector Hub is for people who:

mental illness live and participate in the
community the way they want to.

Working with a Recovery Support
Worker and Peer Worker, you can
develop the goals you want to achieve
and participate in a range of activities to
help you live your best life.

This program offers:

e Social activities, outings and
connecting people in your
community

e Groups focusing on understanding
your mental iliness, improving
physical health, & living the life you
want

¢ Individual support & assistance

e Linking you with services, supports
and health professionals that can
help you

e Support to reach your education,
employment & financial goals

* Live with severe mental illness which

cause some difficulties in your everyday
life

Aged 18+ years

Live in South Western Sydney local
government areas of: Bankstown,
Fairfield, Liverpool, Campbelltown,
Camden, Wollondilly & Wingecarribee

Are not receiving funding under the
National Disability Insurance Scheme
(NDIS)

Connector Hub is a FREE service in South West
Sydney.

* Self-referral
e Carers, family or friends

e Health Professionals

Call SWSPHN Mental Health
Central Intake Line

1300 797 746

(1300 SWS PHN)

For more information visit
www.swsphn.com.au/mentalhealthcommunity

SWSPHN does not directly provide the healthcare
services in this brochure. These services are provided
by external health practitioners who are commissioned
by SWSPHN.



STARAKids (3-12)
headspace (12-25)

ame <o=5. Service (12.
Refr You in Mind (12+) %)

.. . \ce |
Liy Clinicgy Suicide Prevention w%_a/_o%%
e WMacarthy, Regional Suicid® m




SO UTH WEST ERN
SYDNEY

AICOhOI & Other Drugs An Australian Govemment Initativ
Primary Health Network Commissioned Services

South Western Sydney PHN funds key organisations to introduce new or expand existing local support and treatment services
forpeople with alcoholor other drugconcerns. These services work with clients, their families and with GPs to provide withdrawal
management, rehabilitation, before and aftercare, and psychosocial counselling.

. headfyrst (12-25 years)

headfyrst is an innovative, integrated alcohol and other drugs (AOD) and mental health co-morbidity
: service providing free, high-quality treatment, counselling and support services for young people
: aged 12to 25.

The Salvation Army Youthlink, which provides early intervention, AOD recovery and intensive case
i management, is working with headspace youth mental health centres in South Western Sydney to
. provide the headfyrst service. The program also offers a SMART Recovery Group (Self Management

j Youthlink

headfyrst

. Referral Process
¢ To make an appointment, call headfyrst or complete the referral form

: «  Bankstown - call 9393 9669
i« Campbelltown - call 4627 9089
i« Liverpool - call 8785 3200

: Odyssey House NSW

¢ Providing psychosocial counselling, care coordination, after care and case management services for
: adult clients with co-occurring AOD and mental services are available in Campbelltown with outreach
- in Tahmoor, Bowral and Bankstown.

ODYSSEY HOUSE
NEW SOUTH WALES

. Referral Process
i Download Odyssey House referral form

: St Vincent de Paul

Delivers a six-week non-residential rehabilitation day program in Campbelltown to support clients
: including before and after care, psychosocial counselling, case management, psychosocial education

groups, and support groups for adults with AOD dependency and misuse. ‘ St Vincent de Paulj?;c:gz

. Referral Process
Referral to Rendu House Drug Health Day Program or self-referral call 4621 5500

DAMEC - Drug and Alcohol Multicultural Education Centre

: DAMEC works to reduce the harm associated with the use of alcohol and other drugs within culturally
¢ and linguistically diverse communities. DAMEC provides culturally appropriate support for individuals
: and families affected by drug and alcohol related issues through counselling, group programs, and
- education.

DAMEC

Referral Process Drug and Alcohol Multicultural Education Centre
i Complete the DAMEC referral form
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https://www.salvationarmy.org.au/youthlink/headfyrst/
https://www.odysseyhouse.com.au/
https://www.salvationarmy.org.au/scribe/sites/youthlink/files/Headfyrst_fillable_referral_form_23.06.17.pdf
https://www.odysseyhouse.com.au/wordpress/wp-content/uploads/2019/02/013-0006-Client-Referral-Form-Electronic-Version-11.pdf
https://www.salvationarmy.org.au/youthlink/headfyrst/
https://www.odysseyhouse.com.au/
https://www.vinnies.org.au/findhelp#!nsw
https://www.vinnies.org.au/page/Find_Help/NSW/Addiction/Rendu_House/
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Tharawal Drug and Alcohol Support

¢ Tharawal Drug and Alcohol Support is a specialist weekly drug and alcohol service for Aboriginal and/
: or Torres Strait Islander people with substance use issues. The Alcohol and Other Drug (AOD) Senior
Social Worker assists in providing cultural and clinical support to clients wanting assistance with a vast
¢ range of Mental Health and Drug and Alcohol issues, through use of specialist skills, and dedicated
expertise ensuring wraparound psychosocial support to individuals, couples and families.

. Referral Process
i Complete the referral form or call 4624 9430

South Western Sydney PHN and South Western Sydney LHD jointly fund the General Practice Drug & Alcohol Advice & Support
Service.

General Practice Drug & Alcohol Advice & Support Service

i This service is aimed at supporting GPs providing care to patients with AOD and associated health
: issues.

 +  Available weekdays 9am to 5pm (excl. public holidays)
i Direct Access to local consultant drug health clinicians (including medical team)
e Advice on clinical issues related to substance misuse

General Practice
Drug & Alcohol Advice
& Support Service

What we provide:

Understanding the complex nature of patients and the demand on general practice, this service aims
: to provide prompt advice when management issues arise during the course of a consultation.

A drug health nurse consultant will provide this telephone service and can advise on clinical issues and »
¢ referral pathways to relevant services. Ph: 0455 079 436

: We are happy to take calls regarding specific patient care at the time of the consultation, as well as

: calls about general issues in drug and alcohol medicine outside of consultations. g&;wm’*” %

Health
South Western Sydney
A Austaln Government e =eon | Local Health District

: «  Advice onreferral pathways

*  Allenquiries welcome from simple to complex cases
¢ o Available to GPs in South Western Sydney

e« Case conferencing available

Access the GP Drug & Alcohol Advice & Support Service:
: Call0455079 436
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https://www.swsphn.com.au/alcoholandotherdrugs
https://www.swsphn.com.au/alcoholandotherdrugs
http://tacams.com.au/drugandalcohol.html
http://tacams.com.au/Referral%20In%20Template.pdf
http://tacams.com.au/drugandalcohol.html

