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Objective

To assess smoking, problem drinking, other drug use
and gambling in Asian students and New Zealand pa-
tients using a multi-item lifestyle screening tool.

Methods

The setting was three Asian language schools and urban
and rural general practices, 2002-2003. Participants (246
Asian students plus 2543 consecutive adult patients of
randomly selected general practitioners and practice
nurses) completed the screening tool and evaluation form.

Results

The tool was highly acceptable to all participant groups,
with response rates similar for patients from different
settings. Significantly more Asian student ‘youth’ (aged
16-25) than patients expressed the need to reduce their
alcohol intake (p<0.001), recreational drug use (p<0.001)
and gambling concerns (p<0.001). More Asian students
than patients wanted help with the issue of concern, ei-
ther immediately or at a later date. For gambling, 6.5%
wanted assistance (compared with 0.5% ‘youth’ patients).
Some differences were age-related, but comparing Asian

student and Auckland patients, both genders had had
significantly more drug use and gambling concerns, and
male students more concerns about cigarette smoking
than their patient counterparts.

Conclusions

A minority of Asian students appear to have significant
lifestyle-related concerns. Gambling treatment centres
see predominantly males, indicating females are not ac-
cessing necessary care.

Implications

Some young Asian students arrive with large disposable
incomes; sudden access to licensed gambling premises; in-
creased freedom and little parental supervision. We rec-
ommend appropriate orientation on arrival with inter-
sectorial agency co-ordination of healthy lifestyle education.
Issues around gambling, smoking, alcohol and recreational
drug use should be addressed by students’ educational in-
stitutions with ongoing support and pastoral care.
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Introduction

Screening for lifestyle and mental
health risk factors is increasingly
advocated as a public health meas-
ure aimed at early detection and
intervention of problematic behav-
iours and mood disorders which
negatively impinge on health. A
number of screening tools are avail-
able for specific factors - for exam-
ple the Alcohol Use Disorders Iden-
tification Test (AUDIT);' the Drug
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Abuse Screening Test (DAST),? the
South Oaks Gambling Screen instru-
ment (SOGS) for the identification
of problem gambling;’ the Beck De-
pression Inventory;* the Partner Vio-
lence Screen;® and the Conflict Tac-
tic Scale (measuring use of
reasoning, verbal aggression and
physical violence in resolving con-
flict).® However these tools are gen-
erally too lengthy for routine use
in clinical settings.”®
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Furthermore, questioning about
sensitive lifestyle behaviours is em-
barrassing or objectionable to some
people. For example, there are a
number of studies examining wom-
en’s acceptability of domestic vio-
lence questioning which show huge
variability in the percentage of
women who object - ranging from
15 to 579%.>°""° Similarly, most stud-
ies indicate that the majority of pri-
mary health care workers are not in



favour of screening for partner
abuse'12,20—23

To address these issues in the pri-
mary care setting, a short two-sided
A4 screening tool for lifestyle and
mental health risk factors (smoking,
alcohol use, other drug use, prob-
lem gambling, depression, anxiety,
stress, abuse, anger, physical inac-
tivity, and eating problems) has been
developed that adults can either self-
administer or have administered by
their practitioner.

The tool was designed by the lead
author in collaboration with a team
including general practitioners, uni-
versity researchers, a psychologist
and a community-based brief inter-
vention educator of primary health
care providers. A literature search
of screening tools for the areas of
interest was conducted. Where pos-
sible, existing short screening tools
(for example, the two-question de-
pression screen?*** and the question
assessing sedentary behaviour?®) or
key questions from longer tools (for
example, the AUDIT?) were incor-
porated into the screening tool. The
gambling question ‘Do you some-
times feel unhappy or worried after
a session of gambling?’ is derived
from the ‘Eight’ screen.”®

It was anticipated that screening
for a number of potentially sensitive
issues generically

Asian students as well as undergo-
ing evaluation in three general prac-
tice settings.

The aims of this paper are firstly,
to present data focused on Asian stu-
dents’ concerns about their smoking,
alcohol and recreational drug use,
and gambling behaviour and com-
pare these with responses from pri-
mary care patients; and secondly, to
report the acceptability of the tool
measured by the evaluation in the
above settings. Full details of the tool
development and the primary care
evaluation are the subject of a sepa-
rate publication.”

Method

The tool was used by Asian students
attending Auckland English language
schools. The schools were recruited
by Asian Services, Problem Gambling
Foundation of New Zealand (PGF)
who offered a free workshop on prob-
lem gambling to these institutions.
This course, entitled ‘Live well; study
well’ briefly addressed a number of
lifestyle issues but predominantly fo-
cused on gambling. At the comple-
tion of the workshop students were
invited to participate in the study.
Those who consented completed the
MIST and feedback evaluation forms.
Chinese and Korean translations of
the forms were available. The students

were given the names

would reduce the
likelihood of people
feeling ‘singled out’
and offended, yet al-
low collection of im-
portant information.
This brief multi-item
screening tool
(MIST) contains a
section for respond-
ents to indicate
whether they would

It was anticipated that
screening for a number
of potentially sensitive
issues generically would
reduce the likelihood of
people feeling 'singled
out’ and offended, yet
allow collection of
important information

and contact details of
appropriate agencies
such as the Problem
Gambling Founda-
tion of New Zealand
and Lifeline tele-
phone counselling in
Chinese, should the
screening tool raise
issues that they
would like addressed.

The tool had also

like help, either im-

mediately or at a later date, with any

problem area they have identified.
While designed primarily for use

in primary care, the MIST also has

possible uses in other settings. It has

been used in language schools for

been assessed by pri-
mary health care providers in three
settings: 20 randomly selected gen-
eral practitioners (GPs) in Auckland
city; 20 randomly selected practice
nurses (PNs) in urban and rural cen-
tres in Otago in the South Island; and
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Key Points

e Screening for lifestyle and
mental health risk factors is
increasingly advocated as a
public health measure aimed at
early detection and interven-
tion of problematic behaviours
and mood disorders which
negatively impinge on health.

® Ashort two-sided A4 screening
tool for lifestyle and mental
health risk factors has been
developed that adults can either
self-administer or have adminis-
tered by their practitioner.

e Asian students had highly
significant increased positive
responses to feeling the need
to cut down on their drinking,
recreational drug use and
gambling compared to the
patients in that age range.

e The screening tool was well
accepted by both Asian student
and patient populations, with
less than 1% objecting to any
of the questions apart from
recreational drug use.

11 out of 13 rural GPs in the Hawkes
Bay region. Randomisation of prac-
titioners was achieved using a com-
puter-generated random number ta-
ble. Fifty consecutive adult patients
were recruited per practitioner. All
consecutive patients aged 16 years
and over attending the practice (in-
cluding those attending as caregiver
of another patient) were invited to
complete the MIST and the evalua-
tion sheet. Exclusion criteria were the
inability to understand English or
mental impairment that precluded
meaningful participation.

The MIST was either self-admin-
istered by patients in the waiting
room, or administered by a PN prior
to the patient’s consultation. All pa-
tients also completed the feedback
form which asked whether they ob-
jected to any of the questions con-
tained in the MIST.
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Multi-centre ethics approval was
obtained from the Auckland, Hawkes
Bay and Otago ethics committees.

Data analysis, using descriptive
statistics and non-parametric bino-
mial (chi-squared tests) was con-
ducted using the SPSS-10.0 statisti-
cal package. Data included
demographic information; positive
responses to each screening ques-
tion; number of respondents request-
ing assistance concerning risk fac-
tors; objections to questions, and
estimation of respondent and practi-
tioner satisfaction with the resource.

Results

Three language schools accepted the
free workshops and one school re-
quested to be contacted at a later date.
The response rate of attending stu-
dents from the three schools who
consented to participate was 94.3%
(246/261). A total of 2543 consecu-
tive patients, 20 urban doctors, 20
practice nurses and 11 rural doctors

Table 1. Percentage ethnicity of GP patient sample

Auckland Otago Hawkes Bay Total
NZ European 68 92.8 62.8 76.7
Maori 7.2 3 32.8 10.9
Pacific People 14.6 0.8 0.8 6.3
Asian 4 0.9 0.1 2
Other 6.2 25 3.5 4.1

participated in the initial primary
care study. Three general practition-
ers and two nurses declined partici-
pation, giving a 910% practitioner
participation rate.

The respondents were 58% male
in the Asian student setting and about
66% female in all three GP locations.
The ethnicity of the Asian students was
87.2% Chinese, 9.3% Korean and 3.5%
‘other Asian’ The ethnicity of the pa-
tients varied considerably in the three
different settings (see Table 1).

Within the three GP settings, re-
sponse rates were similar for nearly

Figure 1. Age of Asian students and patients
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all items, with few significant differ-
ences between settings. Comparing the
Asian students and GP patients, there
was a significant difference between
those who felt the need to cut down
or stop cigarette smoking (76/239,
31.8% and 441/2036, 20.2% respec-
tively, (p<0.001); to cut down on their
alcohol drinking (65/222, 29.3% com-
pare 270/2506, 10.8%, p<0.001) and
on their recreational drug use (68/238,
26.5% compare 72/2536, 2.89%,
p<0.001). Significantly more Asian
students also admitted to sometimes
feeling unhappy or worried after a
gambling session (22/241, 9.1% com-
pare 80/2519, 3.2%, p<0.001).

The questionnaire was well-ac-
cepted by both students and patients,
with the highest rate of objection
being to the question on recreational
drug use for both groups - three stu-
dents (1.2%) and 22 patients (0.9%).
This was to be expected, given that
it was the one question asking about
an illegal activity. Objections to ques-
tions on other issues ranged from 0.4
to 0.8% for both the student and pa-
tient populations.

While the Asian students identi-
fied significantly more problems re-
lating to their alcohol and other drug
use and gambling behaviour, it is
recognised that these are two very
different populations of people. In
particular, the Asian students are a
young population with a mean age
of 21 years (range 13 to 42 years),
whereas the patients ranged from 16
to 96 years, with a mean age of 47
years (see Figure 1).

The vast majority of the Asian
students (218/246, 88.6%) were aged
between 16 and 25, therefore it was



decided to look at subsets of students
and patients aged 16 to 25 years (des-
ignated ‘youth’). The mean age for
the youth sub-samples was 20.9 years
for Asian students and 20.8 years for
patients. Comparing patient youth
with older patients (aged over 25
years) the youth identified signifi-
cantly more problems with smoking
(85/295, 28.8% compare 356/1741,
20.4%, p=0.001); drinking alcohol
(58/296, 19.6% compare 212/2210,
9.6%, p<0.001) and other drug use
(18/294, 6.1%, compare 54/2242,
2.4%, p<0.001). However there was
no difference between the youth and
older patients regarding gambling
concerns (10/296, 3.4%, compare 70/
2240, 3.1%, p=0.81).

Comparisons of responses for
Asian student and patient youth are
presented in Table 2. It can be seen
that the Asian students had highly sig-
nificant increased positive responses
to feeling the need to cut down on
their drinking, recreational drug use
and gambling compared to the patients
in that age range. There was no sig-
nificant difference in the need to cut
down on cigarette smoking between
the Asian and patient youth.

The Asian students were much more
likely to identify an item as an issue
with which they would like help, ei-
ther immediately or at a later date (see
Table 3). Regarding alcohol use, 9.3%
wanted help either immediately or at
a later date, compared with 2.4% of
patients (p<0.001). Eight per cent of
students wanted either immediate or
later assistance with their recreational
drug use, compared with 0.3% of pa-
tients (p<0.001) and 6.5% of students
wanted help with their gambling, an
issue with which none of the patient
youth indicated they needed assist-
ance (p<0.001).

Given that the Asian students re-
sided in Auckland, Asian student
youth (N=210; 126 males and 84 fe-
males) were compared with Auck-
land patients youth (N=120; 47
males and 73 females), with re-
sponses broken down by gender. In
this comparison (see Table 4) the
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Table 2. Positive responses to screening questions

Asian students | GP patients

N (%) N () | Pvalue
Feel the need to cut down on 71/210 85/295 0.23
smoking? (332.9) (28.8)
Feel the need to cut down on 60/195 58/296 0.005
drinking? (30.8) (19.6)
Feel the need to cut down on other 65/209 18/294 <0.001
drug use? (30.1) (6.1)
Unhappy or worried after gambling 22[211 10/296 0.001
session? (10.2) (3.3)

Table 3. Youth (aged 16 to 25) wanting help for specific problems
Yes but not today Yes, today Yes today
or later

Smoking 18/216 28/295 71216 15/295 0.32
(8.3) (9.5) (3.2) (5.1)

Alcohol 10/214 6/296 10/214 1/296 <0.001
(4.7) (2.0) (4.7) (0.3)

Other drugs 9/210 1/294 8/210 0/294 <0.001
(4.3) (0.3) (3.8) (0)

Gambling 10/216 0/294 41216 0/294 <0.001
(4.6) (0) (1.9) ©)

% responding ‘No" to help = 100% minus (% wanting help not today + % wanting help today)

male Asian student youth had sig-
nificantly more worries about their
cigarette smoking, recreational drug
use and gambling than their patient
counterparts, and the female students
also were significantly more con-
cerned about their gambling and
their recreational drug use than the
young female patients.

Discussion

The screening tool was well accepted
by both Asian student and patient
populations, with less than 1% ob-
jecting to any of the questions apart
from recreational drug use.

In the patient population, there
was no difference in response to the
question on problems with gambling
between youth and older adults but
the youth admitted to significantly
more problems with smoking, alco-
hol and other drugs.
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The Asian students as a group ad-
mitted to significantly more problems
than the patients, but some of this was
explained by age. When the youth
sub-group (age 16-25) of Auckland
patients was compared with Asian stu-
dents in this same age range, the stu-
dents of both genders had a signifi-
cantly greater problem with other
drug use and gambling, and male stu-
dents also identified more concerns
about their cigarette smoking than
their patient counterparts.

Asian people including students
attending Auckland treatment centres
for problem gambling are predomi-
nantly male.*® That many female
Asian students may have a problem
with gambling is a situation not pre-
viously detected.

Some important caveats should
be noted. The screening tool incor-
porates validated questions from
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Table 4. Asian student and Auckland patient youth responses by gender

Asian

students
N (%)

Male

Auckland
patients
N (%)

Pvalue

Asian
students
N (%)

Female

Auckland
patients
N (%)

Feel the need to cut 47/122 5/47 0.0003 24/89 11/73 0.08

down smoking? (38.5) (10.6) (27.0 (15.0)

Feel the need to cut 35/122 12/47 0.8 22/84 12/73 0.2

down drinking? (27.8) (25.5) (26.2) (16.4)

Feel the need to cut 39/124 447 0.0015 25/80 173 <0.001

down other drug use? @31 (8.5) (29.8) (1.4)

Unhappy after gambling? 14123 1/47 0.045 8/83 1/73 0.023
(11.5) (2.1 (9.6) (1.4)

other tools but the composite MIST
tool has not yet been validated and
its sensitivity and specificity has not
been determined. Validation of the
tool is currently under development.

The students and patients are two
very different populations. The
screening took place in different
contexts. For the students, screen-
ing followed a workshop on gam-
bling which may have raised their
awareness of this issue, but would
not be expected to affect the oth-
ers. However, even if the student and
patient populations are considered
too heterogeneous to allow com-
parison, the stand-alone Asian stu-
dent data is cause for alarm. In fact
the present results are consistent
with the findings from the literature
review on Asian mental health®' and
the report by the Asian Public
Health project team in Auckland.*
A significant minority of the Asian
students identified concerns about
their smoking, drinking, drug-tak-
ing and gambling behaviours, and
many indicated that they would like
help with these problems. Asian stu-
dents may be more honest, moti-
vated to maintain their health and
wellbeing in a new culture or over-
report concerns about these issues.
Qualitative interviews are needed to
explore these aspects.

It should also be noted that the
Asian student population is not a
homogeneous group, and only a mi-

nority indicated lifestyle problems.
As a whole, ‘the majority of students
study hard, make a genuine attempt
to integrate with the host community,
love the people they meet and enjoy
their life experiences in New Zea-
land.”® They make a considerable fi-
nancial and social contribution to
New Zealand. In the year to July
2002, the economic impact of inter-
national students on New Zealand
was estimated to be approximately
$1.7 billion.** Asian students also
provide an opportunity for develop-
ing cross-cultural skills between stu-
dents and the wider host community.

Implications

Nearly 10% of Asian students identi-
fied wanting help with gambling prob-
lems (4.7% immediately and 4.7% at

and they may be relatively isolated
and lonely.

We recommend that these students
receive appropriate orientation on
arrival in New Zealand with inter-sec-
torial co-ordination of immigration,
educational and health agencies pro-
viding information on healthy lifestyle
choices. Issues around gambling,
smoking, alcohol and other drug use
should also continue to be addressed
with good support and pastoral care
provided by the educational institu-
tions attended by these students.
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‘There has recently been a lot of foolish talk about something called “the new medicine". To the extent that it implies
a distinction from some form of old medicine, the phrase has no meaning at all. Medicine has crossed no watershed;
there has been no triumphant breakthrough, no quantum jump in science or technology or social application.

Yet there is, within medicine itself, a sense that things are different. It is difficult to define, for it is not the

consequence of change, but rather the fact of change itself.'

— Crichton M. In the foreword to Five patients. The hospital explained. London: Jonathan Cape Ltd; 1971.
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