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This paper describes a Practice Review Activity to pro-
vide interventions for problem gamblers and their fami-
lies attending the practices of nine Auckland based gen-
eral practitioners (GPs). GPs received a training manual
and brief training to address patients’ problem gambling
issues. Patients were screened using the EIGHT gambling
screen and for the effects of another’s gambling using

the COGS Screen. Those identified as screen positives

were offered a brief intervention. Following one month
of screening/interventions GPs participated in a focus

group to discuss the process, followed by a second month
of screening and follow-up individual key informant in-
terviews. They found interventions for problem gamblers
and their families became easier and their skills and con-
fidence increased over time. In most cases they incorpo-
rated strategies into their practice to address problem

gambling. However the time required to address gam-
bling issues and the high level of co-existing depres-
sion, remained a concern.
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Introduction

Pathological Gambling Disorder is estimated to affect
between 1% and 3% of the adult population, while a
further unknown additional percentage of the popula-
tion are affected by less severe, but still substantial, ‘sub-
clinical’ gambling problems that impact upon the health
of both the gambler and their families."* Problem gam-
blers experience financial problems as well as a high
incidence of co-existing depression, anxiety and alco-
hol and drug problems.?

Problem gambling detection and intervention is at-
tracting growing recognition as a legitimate role for pri-



mary health professionals in New Zea-
land**® and overseas.”® Those affected
by problem gambling are often re-
luctant to access specialist services

and usually do so at a late stage in

the progression of the problem.>° The
potential has been recognised by the
Ministry of Health:?

‘There is the opportunity in pri-
mary care settings to provide an in-
tegrated package of service provision
and to intervene at an earlier stage
in the harm continuum, with screen-
ing and assessment for people with
gambling problems and advice about
healthier lifestyles. This will require
workforce development in primary
health care settings on screening and
brief and early intervention.”

A previous survey identified that
GPs regarded problem gambling in-
terventions as being within their
mandate, including interventions for
the family of problem gamblers, but
there was less confidence in their
ability to raise the issue with patients,
and in their ability or training to in-
tervene successfully.*

Methods

A practice review activity to provide
interventions for patients affected by
their own, or another’s gambling, was
approved by the Royal New Zealand
College of General Practitioners, and
was made available to GPs within an
Auckland-based PHO participating in
a substantial screening survey of pa-
tients for problem gambling; (paper
in preparation). This qualitative pa-
per reports the experiences and con-
clusions of the nine GPs who par-
ticipated in the practice review ac-
tivity and screening process.

The practice review activity in-
volved training GPs to provide brief
interventions for gambling problems:
completion of a brief baseline ques-
tionnaire about problem gambling:
attending a focus group to discuss
the process and findings: and the
completion of an outcome question-
naire. Much of the brief intervention
training involved reading and apply-
ing strategies from a manual produced

and provided by a problem gambling
treatment specialist.”

Following this, problem gambling
patients were identified by the Eight
Gambling Screen,'*" and those af-
fected by the gambling of another
through the Concerned Others Gam-
bling Screen (COGS).!* GPs, at their
discretion, provided a brief interven-
tion to those identified patients. In-
terventions included the offer of feed-
back on the screening results, refer-
ral to a specialist treatment service,
support, and addressing co-existing
issues that may impact upon the gam-
bling behaviour.

After approximately one month
of screening, GPs discussed the proc-
ess at a focus group and provided
written comments, received feedback
from the investigators (who were
trained problem gambling treatment
specialists), then continued screen-
ing and intervention process for ap-
proximately a further month. Final
feedback was obtained from the GPs
by written input and by individual
key informant meetings with two of
the investigators.

Results

Nine GPs, all practising in Auckland
and belonging to the same Primary
Health Organisation, elected to par-
ticipate in the practice review activ-
ity. All received the manual, attended
brief training and provided feedback
at the focus group and key inform-
ant meetings.

Initial focus group feedback

Almost half of the GPs had not pre-
viously provided help for problem
gambling patients, which may have
been attributable to a range of fac-
tors, including the lack of overt
symptoms. Several GPs indicated
their surprise at the number of pa-
tients that were identified as affected
by problem gambling. Some com-
ments were as follows:

‘I had not considered that, apart
from one patient I knew about, that
there were likely to be any problem
gamblers within my practice.
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Key Points

Patients were receptive to
enquiries about gambling.

e Some GP surprise at numbers
of patients with gambling
problems.

® Most GPs felt their interven-
tions were effective.

® Most GPs referred to specialist
problem gambling treatment
services.

e GPsintended to adopt strate-
gies to identify problem
gambling.

e GPswould prefer more training.

e The largest GP barrier was time
required to address gambling
issues including co-existing
depression.

‘I'm surprised at the level of prob-
lem gambling and family levels of
affect’

‘I have never in 10 years previ-
ously seen anyone who has said they
have a gambling problem.’

‘My perception had been that very
few Asian women gamble and I'm sur-
prised in terms of there being a fairly
even spread in terms of gender.

However other GPs had expected
problem gambling to be an issue for
their patients:

‘I'm not particularly surprised at
the results; I expected quite a number
of problem gamblers in this area
(South Auckland).

and...

‘I'm not particularly surprised at
the results, and I've taken the op-
portunity to discuss it with patients
who were positive on the screens.

All GPs responded that they found
their patients receptive to their en-
quiries about their gambling, and most
GPs felt they were able to help those
experiencing gambling problems.
Mostly GPs responded that they re-
garded themselves as legitimate help
providers and considered that their
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patients saw them as appropriate help-
providers for problem gambling.

Most GPs would prefer to have
more skills to intervene, and the ma-
jority intended to integrate strategies
to address problem gambling into
their practice. There were mixed re-
sponses as to whether patients with
gambling problems should be referred
to specialist treatment organisations,
perhaps indicating responses to the
problem were still being developed.

The largest barrier identified by
the majority of GPs was that it was
time-consuming to intervene with the
identified, and patients invariably did
not present for that issue. One stated:

‘I was surprised by the number of
depressed patients — most positives
(for problem gambling) had to have a
Sfollow-up appointment.

Another who was uncertain
whether to incorporate problem gam-
bling intervention strategies in their
practice noted:

‘Time (was a problem, and there
was) - need to prioritise.

Final key informant feedback

Most GPs responded that raising the
issue of problem gambling with pa-
tients, and providing an intervention,
had become easier over the period
of the review activity. Some comments
are as follows:

‘[ think the Pacific patients have
been more willing to talk about their
gambling than others.

‘Patients who were positive have
not required very much in terms of
information.’

‘The majority of those who have
been positive of the gambling screen
have not considered that they have a
problem and have not wanted to talk
about it further. However, quite a
number of patients have agreed to take
away the information to read.’

This perception was less certain
where the patient was a family mem-
ber of a problem gambler, although
half of the GPs believed interventions
with family members had become
easier over time.

‘Those that scored positively on the
family screen were less forthcoming.’
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There was mixed support for the
belief that patients saw enquiries
about gambling as an appropriate
enquiry for their GP to make:

‘Patients with gambling or alco-
hol problems are very hard to identify
and it isn’t something they would want
to talk with their family doctor about.’

In almost all cases, GPs believed
their skills had increased in helping
those affected by gambling problems,
and had incorporated strategies into
their practice to enquire about pa-
tients’ gambling problems.

‘I've offered patients the oppor-
tunity to be rung back to ask how they
were progressing and if there was
Sfurther help they wanted they could
be connected with in respect of alco-
hol and smoking and am considering
whether to offer this with problem
gambling also.

‘T've placed a note on the patent’s
file to raise the issue again on the
patient’s return.’

‘Howevet, this is something I
don’t remember to do as often as I
should - I need to be reminded.’

In most cases, GPs’ strategies in-
cluded referral of patients with gam-
bling problems to specialist problem
gambling treatment services.

‘T've found those that scored posi-
tively on the gambling screen to have
been quite open to discussing it fur-
ther, and two agreed to seek coun-
selling.’

Most GPs thought that identifi-
cation of problem gambling issues
amongst their patients was also a cue
to check other issues that commonly
co-existed with problem gambling.

‘Many patients who would have
identified as problem gamblers would
have many other problems such as
alcohol and other drugs.’

‘I'm not surprised at the rate of
depression that is showing up in the
practice either.

Most GPs believed they were in-
strumental in helping patients with
problem gambling issues. However,
it was a universally held view that
providing an intervention for pa-
tients was time consuming, with some
indicating that a further appointment
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had to be made for some patients to
address both the presenting issue,
and the identified gambling issues.

‘I found it increased the workload
for a 15 minute consultation mark-
edly. It wasn’t just a referral to spe-
cialist services.

‘The same old problem, an in-
creasing amount to do and pressure
to take less time. Frankly issues such
as gambling have a hard road in the
face of changing general practice. But
is among the next wave of GP pre-
ventative care — perhaps improvement
in the software we will use will prompt
us to encompass them all.’

Conclusions

This qualitative pilot suggests that
the Practice Review Activity in-
creased the skills of the participat-
ing GPs and many had incorporated
strategies into their practices to ad-
dress problem gambling identified in
their patients.

Despite initial surprise at the pres-
ence of gambling problems amongst
their patients, and half having not
dealt with gambling problems in the
past, there was a perception that most
patients were receptive to GPs’ enquir-
ies on the topic, although less so where
the patient was a family member of a
problem gambler.

The final key informant interviews
and written GP comments provides
evidence that the Practice Review
Activity improved skills of raising
the issue and providing interventions,
together with checking for co-exist-
ing disorders.

Previous research* has called for
more training for GPs to enable them
to better help problem gamblers and
their families. The Practice Review
Activity reported here appears a suc-
cessful way of improving the skills
and attitudes of GPs. However the
question of role legitimacy still needs
further study.

The largest barrier appears to be
insufficient time. This may have arisen
because patients were identified with
another issue (problem gambling)
other than their presenting problem.
In addition, depression was a common



co-existing problem. Where a longer
consultation may be appropriate, or
where the patient wishes the matter
to be addressed ‘in-house’, problem
gambling counsellors who could visit
general practices to provide therapy
would be a valuable resource and
should perhaps be provided by PHOs.
The Gambling Act places respon-
sibility on the Ministry of Health to
minimise gambling-related harm, and
the Ministry has identified within its
strategic plan® that primary health
care settings are important second-
ary intervention resources in mini-

mising gambling-related harm. This
study suggests that appropriately
trained GPs would be able to pro-
vide this service.
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Cognitive impairment in older practising doctors

‘As many as 8000 physicians in current practice are likely to have some form of cognitive impairment, and the existing medical

literature provides little guidance. Only five articles on the subject have been published in the last two decades, according to the

results of a study presented here at the annual scientific meeting of the American Geriatrics Society.

“Based on our own experience clinically of having cared for and evaluated physicians who either were suspected of, or turned out to

have dementia, we started thinking about the problem of how you deal with this with respect to people who are actually still

practicing clinical medicine,” Greg A. Sachs, MD, told Medscape. Dr. Sachs is professor of medicine and chief of the Section of

Geriatrics, Department of Medicine, at the University of Chicago Hospitals in lllinois. “When we went to do a formal literature review,

we found that there was very little actually in print that directly addressed this.”

Hyer R. Cognitive Impairment in Older Physicians May Be Widespread. Medscape Medical News. http://www.medscape.com/viewarticle/

532007?sre=mp (accessed 18 May 2006).
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