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Abstract

Background: The effects of problem gambling are wide-ranging, affecting many aspects of health and negatively
impacting the person who gambles, their family and friends, and their community. People experiencing problem
gambling have low rates of help-seeking and perceive many barriers to treatment, although evidence suggests
that encouragement and support from friends and family can increase rates of help-seeking. Mental Health First Aid
Australia’s Conversations About Gambling course aims to teach members of the public evidence-based strategies for
recognising and responding to signs of problem gambling in a person they know.

Methods: This research evaluated the effects of the Conversations About Gambling course on participants knowl-
edge, confidence, stigmatising attitudes, intended helping behaviour and actual helping behaviour towards a person
experiencing problem gambling. Participants from Australia completed surveys before the course, immediately after
the course and six months later. Changes over time (pre-course to post-course, and pre-course to 6-month follow-up)
were assessed with linear mixed models. Descriptive statistics and content analyses of open-ended questions pertain-
ing to participants’satisfaction with the course were also produced.

Results: Between 2018 and 2020, 166 participants were recruited into this study. At 6-month follow-up 87 partici-
pants (52.4%) provided data. Participants knowledge about gambling and gambling problems, confidence, desire

for social distance and intentions to help a person experiencing problem gambling significantly improved from
pre-course to post-course, and from pre-course to 6-month follow-up. The quality of some actions taken to support a
person they knew who was experiencing problem gambling also improved from pre-course to 6-month follow-up, in
line with the teachings of the course. Participants perceived the course to be highly acceptable.

Conclusions: The results of this initial evaluation of Mental Health First Aid Australia’s Conversations About Gambling
course suggest that it is an effective and acceptable educational intervention for those who wish to support a person
experiencing problem gambling.
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addictive and lead to problem gambling, defined as dif-
ficulties in limiting money and/or time spent on gam-
bling, with subsequent negative impacts on the gambler,
their family and friends, or the community [2]. The term
“problem gambling” encompasses both a diagnosable
disorder and behaviours or symptoms which have a sub-
stantial adverse effect on the gambler’s life despite not
meeting the threshold for formal diagnosis. While the
international literature uses various terms and defini-
tions to describe this phenomenon, in this paper the term
“problem gambling” will be used, in line with Australia’s
national definition [2] and research outputs.

While more than 60% of Australian adults have stated
they partake in gambling, an estimated 0.4% of adults are
considered to have problem gambling, with higher per-
centages of adults at low (3.0%) or moderate risk (1.9%)
of problem gambling [3]. People with problem gambling
have reported experiencing financial and legal difficul-
ties, disruptions to work and/or study, psychological dis-
tress, and relationship conflict or breakdown [4]. They
are also at higher risk of developing other mental health
problems compared to the general population. An inter-
national systematic review found that there were higher
rates of substance use disorders (58%), mood disorders
(38%) and anxiety disorders (37%) amongst people expe-
riencing problem gambling [5]. Their family and friends
report experiencing relationship distress, financial and
legal difficulty, neglect of children, and intimate partner
and family violence [4]. Suicidal thoughts and behaviours
are also more prevalent in people with problem gambling
and their family members [6]. Problem gambling can also
affect the community through cultural harms (by limit-
ing participation in and engagement with cultural roles,
practices and communities), and increases in criminal
activity [4].

Despite the diverse and numerous consequences of
problem gambling, behaviours consistent with prob-
lem gambling can often be concealed from family or
friends, meaning that many people are unaware of the
magnitude of a person’s problem gambling, or that they
are gambling at all [7]. This makes it difficult for family
and friends to encourage the person to seek help. One
resource that has been developed to identify the signs of
problem gambling in the gambling venue is the Gambling
Behaviour Checklist [8—10]. This is a validated checklist
used by gambling venue staff to identify whether patrons
are displaying risky or problematic gambling behaviours
[8-10]. These include losing control over gambling, seek-
ing funds to gamble, gambling intensely, gambling for a
long duration, displaying superstitious behaviour, having
an emotional response to losing, and displaying unusual
social behaviour (e.g. avoidance of contact or conversa-
tion with other people). An evaluation of the Gambling
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Behaviour Checklist with gambling venue staff who have
limited work experience showed that it increased their
confidence in identifying and approaching gamblers and
the frequency of follow-up action, typically in the form of
an informal chat with the gambler [8].

People experiencing problem gambling typically have
low rates of seeking professional help and professional
help-seeking is typically preceded by seeking informal
help or self-help [11]. They perceive several barriers
that prevent them from accessing effective treatment,
including an unwillingness to admit to the problem
[12], feelings such as shame and embarrassment [12],
minimising the extent of their gambling problems [12],
stigma towards mental illnesses and problem gambling
[13], concerns about treatment quality and/or effective-
ness, and a lack of clarity around treatment options [12].
Research has found that rates of professional help seeking
increase with an increase in the number of symptoms of
problem gambling [14]. Motivators for seeking help often
revolve around the degree of harm caused to people in
the person’s life. The majority of people experiencing
problem gambling have sought help after experiencing a
crisis such as a financial or family crisis [15]. Declining
physical and psychological health is also a factor in seek-
ing effective treatment [15]. Encouragement from fam-
ily and friends also improves low rates of help seeking
behaviour, however, few receive this encouragement [16].
Recommendations made by Evans and Delfabbro [15]
and Hing, Nuske and Gainsbury [11] suggest that com-
munity training—involving family, friends and co-work-
ers—should be utilised to recognise the signs of problem
gambling and how to support, give advice, and encour-
age professional help seeking in a person with problem
gambling.

Mental Health First Aid (MHFA) is an early interven-
tion program that uses evidence-based guidelines to
inform the curriculum of its training courses [17]. MHFA
training, developed by MHFA Australia, educates mem-
bers of the public about mental illnesses such as depres-
sion, anxiety, psychosis and substance abuse, and mental
health crises such as suicidal thoughts and behaviours
and non-suicidal self-injury. It is also tailored to settings
(e.g. workplace and tertiary students) and to stages of life,
and is culturally sensitive, with specific courses for Abo-
riginal and Torres Strait Islander people. Evaluations of
the Standard and Youth face-to-face MHFA courses show
that participants report improved confidence in help-
ing someone experiencing a mental health crisis, greater
knowledge regarding mental health, fewer negative atti-
tudes, and demonstrate greater supportive behaviours
toward people with mental health problems [18, 19].

Given that the Standard MHFA course does not cover
problem gambling, and there is limited scope and time
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to adequately address this topic within the existing struc-
ture of the course, MHFA Australia have developed a new
course that specifically addresses problem gambling and
associated first aid skills. Using the Delphi expert consen-
sus method, Bond and colleagues [20] developed guide-
lines on how friends and family can help a loved one with
problem gambling. A total of 66 people (34 with lived
experience and 32 professionals) from Australia, North
America, New Zealand and the United Kingdom partici-
pated in the Delphi study. Results yielded 234 endorsed
statements from a total of 412 generated from a literature
search. These statements informed the development of
MHEFA Australia’s Conversations About Gambling course.
This course, formerly named MHFA for Gambling Prob-
lems, is a 4-h face-to-face course for the general public
that teaches practical skills to support someone with
problem gambling, including how to encourage profes-
sional help seeking.

Evaluating the outcomes of any course developed by
MHFA Australia is an important process to ensure par-
ticipants acquire and retain knowledge, attitudes and
skills that are consistent with the recommendations
made in the guidelines [20]. It also allows adjustments to
be made to the course curriculum, if necessary. The aim
of this evaluation of the Conversations About Gambling
course is to assess the participants’ knowledge about
gambling and gambling problems, their stigmatising atti-
tudes towards a person experiencing problem gambling,
their confidence in helping and quality of helping behav-
iours, and course satisfaction.

Methods

Intervention

Conversations About Gambling is a four-hour course that
teaches participants the skills and knowledge required to
provide appropriate support to a person who is experi-
encing problem gambling. The course is based on best
practice guidelines developed through the expert consen-
sus of international lived experience advocates and gam-
bling help professionals [21]. All community members
are eligible to enrol in this course, regardless of whether
they have completed other MHFA courses.

The course is facilitated by an Instructor accredited
by MHFA Australia. The course materials include Pow-
erPoint slides, videos, interactive group and individual
activities, and a handbook [22]. The course learning
objectives are:

+ To gain an understanding of the prevalence of gam-
bling in Australia

+ To gain an understanding about the continuum of
gambling and risk factors associated with problem
gambling
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+ To be able to identify signs that indicate someone
may be experiencing problem gambling

+ To understand motivations for gambling and the
relationship between problem gambling and mental
health problems

+ To be able to apply mental health first aid skills to a
person experiencing problem gambling

o To learn crisis first aid for suicidal thoughts and
behaviours

+ To understand relapse in the context of problem
gambling.

Procedures

Participants were recruited from Conversations About
Gambling courses that were conducted in Australia
between 2018 and 2020. A research officer contacted
MHFA Instructors for permission to collect evalua-
tion data from courses they were delivering in Austral-
ian capital cities. At the beginning of these courses, a
research officer invited participants to enrol in the study
and complete paper surveys before and immediately after
the course. Participants were also contacted via email
one week prior to the course and offered the opportu-
nity to complete the pre-course survey online (n=17).
Participants who agreed to participate in the study were
emailed a link to the follow-up survey six months after
the course. All online surveys were hosted by Survey-
Monkey. Participants who had not completed the follow-
up survey received three email reminders and one phone
call reminder.

Measures

Demographic information

The pre-course survey gathered demographic informa-
tion, information about previous training in mental
health and gambling problems, and personal and profes-
sional experience of gambling problems.

Knowledge about gambling and gambling problems

At each measurement occasion, participants were pre-
sented with 20 true or false statements about gambling
and gambling problems, derived from the course content,
and were asked to respond “Disagree’, “Agree” or “Don’t
know” A “Don’t know” response was marked as an incor-
rect response. Knowledge scores were calculated based
on the percentage of correct answers and could therefore
vary between 0 and 100. The coefficient alpha was 0.78.

Confidence in supporting a person experiencing problem
gambling

On each occasion of measurement, participants were
presented with a vignette about a woman named Patricia
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who is experiencing gambling problems (see Additional
File 1 for copies of the vignette and each survey). The
vignette was developed using DSM-5 criteria for a gam-
bling disorder. The same vignette was used at each time
point to enable a reliable assessment of change over
time, and to minimise potential confounders (e.g., dis-
crepancies in the difficulty or interpretation of differ-
ent vignettes). Participants were asked how confident
they were in their ability to help Patricia on a 5-point
Likert scale from “Not at all confident” (a score of 1) to
“Extremely confident” (a score of 5).

Social distance

At each measurement occasion, participants were
asked to what extent they agreed with seven statements
designed to measure social distancing attitudes (i.e. peo-
ple’s willingness to interact with or avoid) towards “peo-
ple like Patricia” Responses were reported on a 5-point
Likert scale ranging from “Definitely not” (a score of 1) to
“Yes, definitely” (a score of 5). This measure is based on
the Social Distance Scale by Link and colleagues [23] and
had a Cronbach’s alpha of 0.86.

Quality of intended helping behaviours

Intended help for a person with problem gambling was
measured by asking about the likelihood that participants
would take each of 19 actions in assisting a person like
Patricia. Responses were provided on a 5-point Likert
scale (“Very unlikely” to “Very likely”). Eleven actions
were consistent with the evidence and the teachings of
the course, while eight were not recommended. Sepa-
rate scales for recommended and non-recommended
actions were created. Concordance with the training was
assessed by calculating the number of recommended
actions participants rated themselves as “Likely” or “Very
likely” to do (range O to 11). Conversely, for actions that
were not recommended, concordance with training was
calculated by the number of actions participants rated
themselves as “Unlikely” or “Very unlikely” to do (range 0
to 8). A cut-off score of 80% of actions that were concord-
ant with training was set to indicate mastery of intended
support. For recommended actions, mastery was indi-
cated by scores of 9 and above. For non-recommended
actions, mastery was indicated by a score of at least 7 (i.e.
participants did not intend to do at least 7 of the non-
recommended actions). As these are criterion-referenced
tests, we calculated the agreement coefficient as a meas-
ure of reliability. We used Subkoviak [24] to estimate the
agreement coefficient based on a single administration
of the measure. The agreement coefficient was 0.76 for
recommended actions and 0.71 for non-recommended
actions. There was no significant correlation between
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recommended and non-recommended intended actions
(r=0.07, 95 CI: —0.09 to 0.23).

Confidence in and quality of actual helping behaviours

At pre-course and 6-month follow-up, participants were
asked whether they had known anyone showing signs
of problem gambling in the past 6 months and what
they had done to help the person they had had the most
contact with. Participants were asked how confident
they had been in their ability to help the person using a
5-point Likert scale.

Participants were also asked whether they had done any
of 20 actions to help the person showing signs of problem
gambling that they had had the most contact with. These
actions mirrored the intended help actions described
above, with one additional item (“I did not do anything”).
Eleven actions were consistent with the evidence and the
teachings of the course, while nine (including “I did not
do anything”) were not recommended. Separate scales
for recommended and non-recommended actions were
created. Concordance with the training was assessed by
calculating the number of recommended actions the par-
ticipant reported doing (range 0 to 11) and the number of
non-recommended actions they avoided doing (range 0
to 9). A cut-off score of 80% of actions that were concord-
ant with training was set to indicate mastery of support.
For recommended actions, a score of at least 9 indicated
mastery of the scale. For non-recommended actions,
mastery was indicated by a score of at least 8 (i.e. partici-
pants avoided doing at least 8 of the non-recommended
actions). The agreement coefficient was 0.93 for recom-
mended actions and 0.86 for non-recommended actions.
There was no significant correlation between recom-
mended and non-recommended actions (r=-0.07, 95 CI:
—0.26 t0 0.12).

Course satisfaction

In the post-course survey, participants were asked to rate
their satisfaction with the Conversations About Gambling
course. Using a 5-point Likert scale, they indicated how
new, how understandable and how relevant the informa-
tion was, how well it was presented and their satisfaction
with the course materials. They were also asked open-
ended questions about the strengths and weaknesses of
the course.

Statistical analysis method

The data were analysed with linear mixed models. Mod-
els included a fixed effect of time, and random effects
of participant and course, to adjust for the correlation
of responses within participants over time and within
courses. Mixed models retain all available data and
yield an intention-to-treat estimate of change under the
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assumption that data are missing at random [25]. Logis-
tic regression models investigated whether missing at
follow-up was associated with any demographic vari-
ables (gender, age, education, Aboriginal or Torres Strait
Islander, language spoken at home, previous training in
gambling problems, previous training in mental health)
or pre-course outcome variables. As participants with
previous training in mental health were significantly less
likely to be missing at follow-up, this variable was also
included as a fixed effect to help meet the missing at ran-
dom assumption. Where variables had skewed distribu-
tions that yielded skewed residuals and transforming
scores was not successful, bootstrapping and calculation
of bias-corrected parameter confidence intervals was
conducted to assess the robustness of conclusions
reached using conventional methods. The main interests
were in change over time between pre-course and post-
course, and change over time between pre-course and
6-month follow-up. Effect sizes (Cohen’s d) were calcu-
lated by dividing the difference between means by their
pooled standard deviation, and interpreted according to
Cohen’s criteria [26]. Where scales were formed from
multiple items, missing responses were imputed as mean
values when a respondent had answered at least 80% of
the items on the scale. Analyses were performed in Stata
16 and the significance level was set at p <0.05.

Results

Participants

Researchers attended 17 courses. Of the 174 course
attendees approached, 166 (95.4%) were recruited and
165 provided at least some data immediately after the
course. At the 6-month follow-up 87 participants (52.4%)
provided data. Participants with previous training in
mental health were significantly less likely to be miss-
ing at follow-up (39.6% vs 56.2%). No other predictors of
missingness were significant.

Table 1 shows participants’ demographic details. The
mean age was 41.3 years and nearly three quarters were
female. The majority had completed secondary school
and had additional formal post-secondary qualifications.
Most participants (87.8%) undertook the course for work-
place or professional reasons. Nearly a quarter (24.4%)
reported having had contact with someone showing signs
of problem gambling in the past. A minority nominated
supporting someone with problem gambling as the rea-
son for their attendance (16.4%). Over half of the par-
ticipants (55.5%) had previous mental health training and
just over one third (35.6%) had previous training about
gambling problems. Many participants also reported
having some experience with problem gambling. This
was most commonly with clients or customers (41.8%),
the broader community (30.3%) and family (27.3%).
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Table 1 Participant characteristics pre-course (n=166)

Variable
Age—M (SD) 41.3(13.1)
Gender—N (%)
Male 44 (26.5)
Female 122 (73.5)
Other 0(0)
Education—N (%)
Year 9 or lower 3(1.8)
Year 10,11, 0r 12 34(20.7)
Certificate, Trade or Apprenticeship 52(31.7)
University 75 (45.7)
Aboriginal or Torres Strait Islander—N (%) 12(74)
Language other than English—N (%) 27 (16.6)
Postcode—N (%)
Metropolitan area 64 (38.6)
Regional area 100 (60.2)
Missing 2(1.2)
Previous training about gambling problems—N (%) 58 (35.6)
Previous training in mental health—N (%) 91 (55.5)
Experience with gambling problems—N (%)
Clients or customers 69 (41.8)
Colleague 16 (9.7)
Myself 4(24)
Friends 37 (224)
Family 45 (27.3)
Broader community 50 (30.3)
None of the above 38 (23.0)
Rather not say 1(0.6)
Reason for learning MHFA for gambling problems—N (%)
Part of continuing education for workplace/profession 144 (87.8)
Part of training for a volunteer job 13(7.9)
To support someone with gambling problems 27 (16.4)
Past contact with someone with gambling problems 40 (24.4)
They have had gambling problems 3(1.8)
Other 9 (5.4)

Knowledge about gambling and gambling problems
Overall, participants showed a medium level of knowl-
edge about gambling and gambling problems before the
course (see Table 2). Knowledge significantly improved
immediately after the course and at follow-up, with
scores above 80% at both timepoints. These improve-
ments were large in size (see Table 3). Means and
standard deviations for knowledge measures are shown
in Table 2.
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Table 2 Observed means and standard deviations for outcome measures

Pre-course Post-course Follow-up

(n=166)" (n=165)* (n=87)*

Mean SD Mean SD Mean SD
Confidence in helping 2.71 0.96 395 0.67 3.86 0.79
vignette
Social distance 273 0.73 240 0.80 243 0.78
Knowledge about 68.11 19.01 85.56 10.28 82.26 12.03
gambling problems
Intended help—rec-  9.06 2.09 10.19 112 945 1.90
ommended actions,
number concordant
Intended help—non-  6.12 1.65 7.06 1.24 6.83 1.36
recommended actions,
number concordant
Help provided—rec-  4.39 297 5.28 2.95
ommended actions,
number concordant
Help provided—non- 851 0.74 891 0.34
recommended actions,
number concordant
Confidence in helping 2.62 1.1 362 093

person with problem
gambling

# Number of observations varies slightly due to missing data

Social distance

Desire for social distance (indicating a willingness to
interact with a person with problem gambling) signifi-
cantly improved post-course (p <0.001) and from pre to
follow-up (p<0.001; see Table 3). Improvements were
medium in size.

Quality of intended helping behaviours

Recommended actions

Table 4 shows the proportion of participants who
intended to do each recommended action at each time-
point. Prior to the course, 69.8% of participants showed
mastery of the recommended actions (see Table 4). Per-
centages generally ranged from 61% (suggesting to leave
bank cards and credit cards at home if going to a gam-
bling venue) to over 92% (talking about the behaviours
of concern). About half of the actions showed near 100%
endorsement immediately after the course, however, this
level of endorsement was not sustained at follow-up. The
proportion of participants meeting mastery on recom-
mended actions significantly improved from pre-course
to post-course (p<0.001), but not from pre-course to
follow-up (p=0.170; see Table 3). Furthermore, although
there were high rates of concordance with recommended
actions before the course (a mean of 9 out of 11 recom-
mended actions), there was a significant improvement
both after the course and at follow-up. This improvement

was medium-to-large post-course, but only small at fol-
low-up (see Table 3).

Non-recommended actions

Table 5 shows the proportion of participants who
intended to avoid doing each of the non-recommended
actions. Prior to the course, a little less than half of par-
ticipants showed mastery for non-recommended actions.
Concordance with actions that are not recommended
improved after the course and at follow-up. These
improvements were approximately medium in size (see
Table 3). The most common action prior to the course
was “telling the person what to do to change their gam-
bling’, which showed limited improvement after train-
ing. The proportion of participants meeting mastery on
non-recommended actions significantly improved from
pre-course to post-course (p<0.001), and pre-course to
follow-up (p=0.012).

Confidence in intended helping behaviours

Participants were asked about their confidence to assist
Patricia. Mean responses increased from 2.71 (SD 0.96)
before the course to 3.95 (SD 0.67) afterward and were
3.86 (SD 0.79) at follow-up. These increases in confidence
were large in size and statistically significant (p <0.001;
see Table 3).



Page 7 of 14

(2022) 10:78

Bond et al. BMC Psychology

suoned||das paddes1s100q 000z UO paseq sio1dweled paidaliod-selg ‘q
suonduwinsse [9pow 199w 0) B1ep PawlIojsuel] Buisn [9pow wouj s| anjep e

50" > d 40 |9A3] dduEedYIUBIS B 31eDIPUl SAN|RA Pap|og

60101290 960 100> ¥T'1 0V 10 L60 Buiiquied wisjqoid yum uosiad Buidjsy ul 9duspyuod
96001 [€0 €90 100° /Y0010 870 qHUBPIODUOD J3GUINU ‘SUOIIDE PRPUBLILIOI3I-UoU—papiroid djaH
79001 200— 0€0 6.0 €C101/00— 850 1UBPIODUOD J3GUINU ‘SUOIIDR PapUsWILLIOdaI—papiroid djsH
001610 S0 eE€0° 00'L O} L¥0 00 /800110 790 100> LTL0YeL0 1610 1JUBPIODUO JSGUINU ‘SUONDE PIPUIWWOI3I-UoU — djay papuaiu|
9%°0 01 00— 0C0 (A7) Y101 180 wo 06 015¥0 890 L0OO™> FLOVIS0 Pl JUBPIODUOD 13GUINU ‘SUOIIDE PapusWWIodal—d|ay papusiu|
[I'1019S0 €80  L0O> or9L01€86  PLEL 8ELOIIE0  vI'L 100> LE0Z O E0SL  £9LL swia|qosdbuljquied 1noge abpajmouy
€1'0—01990— 0¥0— 100> #l0—01/E0— GSCO0— LC0— O y90— €¥0— LOO> +C0— 01k 0— €€0— 9OURISIP [BID0S
95’1 1660 /CL 100> 6C'1 01560 Ll €101 1L /¥l 100> 6eLa0lL vl anaubiA buidjay ur eduspyuo)

1D %S6 P d 1D %S6 w 1D %S6 P d 1D %S6 W

dn-mojjo} 03 aid 1sod 01 31g

sjseljuod awli} 19A0 wm:m—._u uesy

dn-mo||04 03 35IN0D-31d pue 95IN03-150d 03 95IN0J-a1d WO WL JI9AO0 sabueYD Ued\ € d|qeL



Bond et al. BMC Psychology (2022) 10:78 Page 8 of 14
Table 4 Number and percent of participants who intended to do recommended actions to support Patricia®
Recommended actions Pre Post Follow-up

n % n % n %

5. Give Patricia some information about gambling help services

142 86.1 161 982 77 895

6. Point out some things that you appreciate about Patricia and your relationship with her 151 915 160 982 79 919

8. Talk with Patricia about the behaviours that are concerning you
12. Suggest she find activities she enjoys that do not involve gambling

13. Involve Patricia in activities that she enjoys that do not involve gambling

153 927 156 951 80 930
131 789 150 909 62 721
153 927 163 988 80 930

14. Encourage Patricia to get support from other people (e.g., family or friends) who are not involved in gambling 145 879 160 976 74 86.1

15. Encourage Patricia to self-exclude from gambling venues

117 705 133 806 60 698

16. Encourage Patricia to learn about the strategies that gambling providers use to keep people gambling 104 638 129 791 67 779
18.Tell Patricia that there is effective professional help available for gambling problem 148 902 161 976 79 919
19. Encourage Patricia to seek professional help for her gambling 150 909 161 976 81 942
20. Suggest she leave bank cards and credit cards at home if she is going to a gambling venue 102 618 143 867 74 86.1

Mastery on intended recommended actions®

113 698 150 926 67 779

a. Participant rated they were “Likely” or “Very likely” to do action

b. Participants rated they were “Likely or “Very likely” to do at least 9 recommendedactions

Table 5 Number and percent of participants who intended to do actions that are not recommended to support Patricia®

Non-recommended actions Pre Post Follow-up
n % n % N %

2. Wait and see if her problems go away 11 6.7 2 1.2 1 1.2
3. Wait and see if her problems get worse 12 74 6 37 2 23
4. Wait and see if Patricia says that she thinks she might have gambling problem 25 15.6 14 8.7 6 7.0
7.Tell Patricia what to do to change her gambling 37 226 31 19.3 16 186
9. Tell Patricia she should stop gambling 28 17.1 8 4.9 7 8.1
10. Go gambling with Patricia to show her how to gamble responsibly 6 37 2 1.2 2 23
11. Tell her you won't meet with her again until she stops gambling 3 1.8 2 1.2 1 1.2
17. Agree to give Patricia a loan if she promises to cut down or stop her gambling 6 37 3 1.9 2 23
Mastery on intended non-recommended actions® 75 47.2 115 728 55 64.0

a. Participant rated they were “Likely” or “Very likely” to do action

b. Participants rated they were “Unlikely” or “Very unlikely” to do at least 7 non-recommended actions

Confidence in and quality of actual helping behaviours
Before the training, 108 participants (62.6%) reported
knowing a person showing signs of problem gambling,
including 38 who knew two or three people, and 25
who knew four or more people. Of the 87 participants
who provided data at follow-up, 58 participants (66.7%)
reported knowing someone with problem gambling,
including 20 who knew two or three people and 19 who
knew four or more people. There were 54 participants
who reported knowing a person with problem gambling
at both timepoints. These individuals were most com-
monly a family member (20.4% pre-course, 22.4% at fol-
low-up) or friend (24.1% pre-course, 20.7% at follow-up)
of the participant.

Of those participants who knew a person with prob-
lem gambling in the 6 months prior to the course, a small
minority did not take any action to support the person
(5%). At follow-up, all participants who had known a per-
son with problem gambling since completing the course
took at least one action to assist the person.

Figure 1 shows the percentage of participants taking
particular actions before the course and at follow-up.
As shown in Table 6, no single recommended action
was done by more than 70% of participants. The most
common actions reported pre-course were encourag-
ing the person to get professional help (57.8%), giving
them information about gambling services (49.5%), talk-
ing with them about their behaviours of concern (49.5%)
and suggesting they find activities they enjoy that do not
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Talked with them about the behaviours of concern

Gave information about gambling help services

Encouraged them to seek professional help

Suggested they find activities they enjoy that do not involve gambling
Told them that there is effective professional help available

Pointed out things appreciated about the person and the relationship

Encouraged them to get support from others notinvolved in gambling

Encouraged them to learn about the strategies that gambling providers
use

Involved them in activities they enjoy that do not involve gambling

Suggested they leave bank cards and credit cards at home if going to a
gambling venue

Encouraged them to self-exclude from gambling venues
Told them what to do to change their gambling*

Told them they should stop gambling*

* Actions not recommended in the course.

Percentage of participants taking particular actions pre-course compared to follow-up
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20% 30% 40% 50% 60% 70% 80%
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Fig. 1 Percentage of participants taking particular actions at pre-course compared to follow-up

involve gambling (49.5%). These actions were also the
most common actions at follow-up, with an additional
common action at follow-up of telling the person that
effective professional help is available (53.4%). The largest
increase (of 20%) from pre-course to follow-up was talk-
ing with the person about behaviours of concern.

Prior to the course, a small minority of participants
showed mastery of recommended actions. From pre-
course to follow-up there was a small increase in help
provided that was concordant with recommended
actions, but this was not significant (see Table 3).

Table 6 Number and percent of participants who took actions to support a person that are recommended by MHFA training

Recommended actions Pre(n=109) Follow-up
(n=58)

n % n %
5.1 gave them some information about gambling help services 54 49.5 35 60.3
6.1 pointed out some things that | appreciate about the person and my relationship with them 36 330 28 483
8. | talked with them about the behaviours that were concerning me 54 495 40 69.0
12.1suggested they find activities they enjoy that do not involve gambling 54 49.5 31 534
13. linvolved them in activities they enjoy that do not involve gambling 28 257 22 379
14. 1 encouraged them to get support from other people (e.g., family or friends) who are not involved in gambling 45 413 25 43.1
15.1 encouraged the person to self-exclude from gambling venues 37 339 19 328
16. | encouraged them to learn about the strategies that gambling providers use to keep people gambling 30 275 22 379
17.1suggested they leave bank cards and credit cards at home if they are going to a gambling venue 29 26.6 21 36.2
19. 1 told them that there is effective professional help available for gambling problems 48 44,0 31 534
20. I encouraged them to seek professional help for their gambling 63 57.8 32 552
Actions concordant with guidelines/training® 11 10.1 10 17.2

a. Participants reported they had done at least 9 recommended actions
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Most participants showed mastery on non-recom-
mended actions prior to the course (indicating most did
none of the non-recommended actions, see Table 7).
The most common actions done pre-course were telling
the person they should stop gambling (12.8%) and tell-
ing them what to do to change their gambling (12.8%;
see Fig. 1). Very few participants reported doing any of
the non-recommended actions at follow-up. From pre-
course to follow-up there was a significant increase in
concordant responses for non-recommended actions,
which was a medium effect (see Table 3).

The proportion of participants meeting mastery on rec-
ommended actions did not significantly improve from
pre-course to follow-up (p=0.185), but there was a sig-
nificant increase in the proportion of participants meet-
ing mastery for non-recommended actions (p=0.033).

Participants also rated how confident they were in their
ability to help the person with problem gambling. Confi-
dence improved significantly from pre-course to follow-
up and this effect was large in size (see Table 3).
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Course satisfaction

Table 8 shows that participants rated all aspects of the
course quite highly, with average scores of at least 4 out
of 5 on most course satisfaction questions. The exception
to this was a question asking how new the course content
was; the average score was 3.7. This is consistent with
the rates of previous experience and training reported
by participants. It is also in line with evaluations of other
MHEA courses, and is unlikely to reflect a poor rating of
the course content. With an average rating of 3.9 out of
4, participants were also highly likely to recommend the
course to others.

Qualitative data (see Figs. 2 and 3 for a summary)
suggests that participants found the skills learnt in the
course, the films shown, and the number of explanations
and information provided to be the most helpful aspects
of the course. Interactive components such as role plays
and group discussions were also perceived as helpful.
Most participants who responded to the question of what
aspects of the course could be improved said that no

Table 7 Number and percent of participants who took actions to support a person that are not recommended by MHFA training

Non-recommended actions Pre (n=109) Follow-up (n=58)
n % n %
2.1 waited to see if their problems went away 3 28 0 0.0
3.1 waited to see if their problems got worse 3 28 0 0.0
4. waited to see if the person said that they think they might have gambling problems 10 9.2 2 34
7.1told them what to do to change their gambling 14 12.8 2 34
9.1told them they should stop gambling 14 12.8 0 0.0
10. 1 went gambling with the person to show them how to gamble responsibly 1 0.9 1 1.7
11. told them I would not have contact with them until they stopped gambling 0 0.0 0 0.0
18. I agreed to give the person a loan if they promised to cut down or stop their gambling 2 1.8 0 00
21.1did not do anything 6 55 0 0.0
Actions concordant with guidelines® 97 89.0 57 98.3
a. Participants reported they had avoided doing at least 8 actions that are not recommended
Table 8 Mean scores on course satisfaction measures
Course satisfaction measures Range n Mean (SD)
How new was the information in the course to you? 1 (not at all new) to 5 (mostly new) 165 3.7(0.91)
How much of the information in the program did you under- 1 (none of it) to 5 (most of it) 165 4.9(0.39)
stand?
How well did the instructor present the program? 1 (very poorly) to 5 (very well) 165 49(0.31)
How relevant was the content for you? 1 (not very much) to 5 (very much) 165 45(0.76)
Please rate how much you liked the following parts of the program:
The handbook 1 (not very much) to 5 (very much) 165 46(0.78)
The PowerPoint slides 1 (not very much) to 5 (very much) 165 46 (0.70)
The films 1 (not very much) to 5 (very much) 165 4.7 (0.53)
The activities 1 (not very much) to 5 (very much) 165 4.4 (0.79)
Would you recommend the course to others? 1 (definitely not) to 4 (definitely) 165 3.9(0.33)
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Word cloud: What was most helpful

video scenario

group discussion

powerpoint slide

role play
statistics

“All of it was useful and insightful.”
“The clear steps - ALGEE (action plan), crisis support, that | can follow when talking to someone”

Fig. 2 Summary of qualitative data on what was helpful

Word cloud: What needs improvement

“No the course was great and informative.”

“Statistics from other states not just Vic on coroner reports.”

“Maybe longer sessions would be good. It is a very big topic.”

Fig. 3 Summary of qualitative data on what could be improved

improvements were needed. A small minority suggested
the inclusion of more information (e.g. national statistics,
details of other mental health problems), and that the
course should be longer.

Discussion
This evaluation of the Conversations About Gambling
course used a pre-course, post-course and 6-month
follow-up design to measure the effects of the course
on participants’ knowledge about gambling and gam-
bling problems, desire for social distance, confidence in
supporting someone with problem gambling, and use
of the skills taught in the course. It also explored par-
ticipant satisfaction with the course. This study found
that the course increased knowledge and confidence,
decreased stigma and improved the quality of intentions
to help someone experiencing gambling problems. These
results are similar to the findings from other evaluations
of MHFA courses [18, 19, 27, 28]. Participants were also
highly satisfied with all elements of the course.

The evidence that the Conversations About Gambling
course positively influences actual helping behaviour is
less clear. This was also the case in a recent evaluation
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of the Mental Health First Aid for the Suicidal Person
course, and like that study, this could be partially due
to a low response rate, leading to insufficient statistical
power to assess this item at follow-up [28]. It is also pos-
sible that the Conversations About Gambling course does
not lead to substantial changes in participants’ behaviour.
Future research could aim to determine which explana-
tion is most likely to account for these results. This could
be achieved by basing power calculations on numbers
needed to assess changes in behavioural outcomes, and
employing study designs that can capture more instances
of first aid provision, e.g., ecological momentary assess-
ment methods.

Prior to the course, participants showed reasonable
knowledge about gambling and gambling problems, and
improvements were still significant both immediately
after the course and six months later. Participants also
had a reasonably high quality of helping intentions before
the course, which improved post-course. However, unlike
the sustained improvements in participants’ knowledge,
these improvements in helping intentions were not sus-
tained at follow-up. Future reviews of the course cur-
riculum could address this, perhaps by increasing the
amount of practise each participant is involved in during
the course, e.g. through additional role-plays or scenario-
based learning. Refresher courses designed to maintain
knowledge and skills should also be considered. Four-
hour refresher courses for Youth, Standard (adult) and
Aboriginal and Torres Strait Islander MHFA are cur-
rently offered every 3 years. The Conversations About
Gambling course may also benefit from the development
of short booster courses that can be delivered within
months after the main course.

The most common non-recommended action prior
to the course was “Tell Patricia what to do to change
her gambling,” and this action showed limited improve-
ment after training. Given the wide-ranging negative
consequences one might witness in relation to problem
gambling [4], this response to someone is understand-
able. However, telling the person what to do to change
their gambling is contrary to the best available evidence.
The Conversations About Gambling course recommends
making suggestions on what the person might do using
a non-judgemental approach, rather than telling them
what to do [20]. Under a reactance theory framework
[29], the way this discussion on changing gambling
behaviour is broached is important because resistance
to change may be activated if the person perceives that a
freedom is being threatened. This may then reduce moti-
vation for the person to change their gambling or seek
necessary treatment. It should be noted that although
telling the person what to do to change their gambling
was the most common non-recommended action, and
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the one that showed least improvement, less than a quar-
ter of participants expressed an intention to carry out
this action. Additionally, and perhaps more importantly,
very few participants reported employing this action with
someone they knew at follow-up. Nevertheless, given the
serious consequences of problem gambling and its strong
link with mental health problems [4, 5], delays in receiv-
ing professional treatment should be avoided. It is there-
fore important to ensure that the Conversations About
Gambling course is as effective as possible in improving
all participants’ understanding of, and helping intentions
regarding, how best to discuss a person’s problem gam-
bling with them. Future iterations of the course could
explicitly address how to frame such conversations or
options for changing behaviour, incorporating examples
of different terms and how people might react to them
(e.g., comparing “tell” with “suggest,” or “should” with
“could”).

Helping someone they knew who showed signs of prob-
lem gambling was a common experience for course par-
ticipants prior to the course and at follow-up. The types
of assistance given at both time points were similar, espe-
cially for actions recommended by the course. However,
after attending the course, very few participants reported
doing any non-recommended actions. There was also a
notable increase in talking about behaviours of concern
amongst participants. Other actions that were more
commonly taken by participants post-course included
discussing with the person things that they appreciated
about their relationship, involving them in activities that
did not include gambling, providing information on gam-
bling help services and encouraging the person to learn
about strategies that gambling providers used. It appears
that following the course participants were more confi-
dent in proactively talking with the person about their
behaviour and offering support, and perhaps in some
instances this was in place of telling the person outright
to stop gambling and how they should change their
behaviours (actions not recommended in the course that
were used less by participants between the course and
follow-up).

Actions that saw virtually no change from pre-course
to follow-up included encouraging the person to seek
professional help or support from others not involved
in gambling and encouraging them to self-exclude from
gambling venues. These recommended actions may be
seen as unnecessary or inappropriate in some instances
or not always the first port of call where other actions
suffice (e.g. self-exclusion from a venue is not applicable
if the person is gambling online). It is also possible that
despite the teachings of the course, known help-seek-
ing barriers are impacting the provision of help here,
for example shame, embarrassment or stigma [13, 30].
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However, given that the encouragement of professional
help from family and friends is one of the strongest moti-
vators for seeking treatment [11], a greater emphasis
on these areas may be needed in future updates to the
Conversations About Gambling course. To inform these
updates, future research could investigate the reasons
why course participants who helped a person experienc-
ing gambling problems chose, or avoided taking, specific
actions during their interaction.

The finding that improvements in mastery of helping
intentions post-course were not wholly sustained at fol-
low-up, and improvements in mastery of actual actions
taken were limited, suggests that future updates to the
Conversations About Gambling course should provide
more opportunities for course participants to practise
their skills to maintain mastery over time. A randomised
controlled trial would also provide a clearer picture on
whether the course effectively promotes helpful and rec-
ommended actions.

This research responds to calls in the literature for com-
munity training about gambling and problem gambling
[11, 15], with the findings suggesting that such training
benefits community members by increasing knowledge,
reducing stigmatising attitudes, and improving some
aspects of support offered to a person with problem gam-
bling. Courses such as Conversations About Gambling
may be one way of increasing awareness of the social cost
of gambling [31], its widespread effects on people other
than the gambler [4, 32], and the availability of effective
treatments for problem gambling and comorbid mental
health problems [33]. Future research could explore the
social and economic impacts of implementing and scal-
ing up community training programs, evaluating whether
they can increase rates of help-seeking for people with
problem gambling or reduce rates of harms such as finan-
cial hardship, intimate partner and family violence, and
legal difficulties.

Limitations

This research is not without limitations. There was no
control group, so changes may be attributable to fac-
tors that were not assessed in this evaluation. It is not
known whether gambling behaviour was changed in the
person who received help. A low response rate at fol-
low-up made it difficult to draw clear conclusions about
whether the course improved actual first aid actions
taken to support someone experiencing problem gam-
bling. The sample was primarily female, reasonably well
educated, did not typically speak a language other than
English at home and attended the course in a profes-
sional capacity, so it is unclear how well these results
would generalise to participant groups with different
demographic profiles. Finally, it is unclear whether
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implementing and evaluating the Conversations About
Gambling course in a different country would produce
similar findings. Although the course curriculum was
developed for the Australian context, the original Del-
phi expert consensus study involved panellists from
several high income countries whose populations may
also benefit from this course. Although the evaluation
findings of longer, more general MHFA courses are sim-
ilar across countries [20], future research should assess
whether this holds for specialised shorter courses,
and therefore whether the results of this research are
generalisable.

Conclusions

The release of MHFA Australia’s Conversations About
Gambling course responds to calls in the literature for
educational courses that teach members of the pub-
lic how to recognise and respond to signs of problem
gambling in a person close to them [11, 15]. The results
of this study provide initial evidence that the Conver-
sations About Gambling course is effective at reducing
stigma towards people experiencing problem gambling,
increasing participants’ knowledge and confidence,
and improving the quality of some first aid actions in
line with expert recommendations. Further research is
needed to better understand: (a) how long the course’s
effects on knowledge, stigmatising attitudes and con-
fidence persist for; (b) how to further improve partici-
pants’ first aid actions towards a person experiencing
problem gambling; (c) whether the effects of the course
on participants’ behaviour can be sustained over time;
(d) the effects of participants’ first aid on the behav-
iour of the person experiencing problem gambling; and
(e) whether the Conversations About Gambling course
demonstrates similar results in groups with different
demographic characteristics.

Abbreviation
MHFA: Mental Health First Aid.
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