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Glossary  

Term/phrase Definition  

Affected other  An individual who experiences harm as a result of someone elseôs 
gambling. For example, this might be a partner, family member or 
friend.  

Core-10 Core-10 is a short outcome measure containing 10 statements about 
how a patient has been feeling psychologically in the last week.  

Data Reporting Framework 
(DRF) 

The Data Reporting Framework (DRF) is a set of reporting guidelines 
developed by GambleAware that their funded treatment providers 
need to follow. GambleAware commissioned View It UK to 
independently collect and analyse this DRF treatment output and 
outcome data. Data is validated by checks and is made available to 
the NHS. The data is intended to support a range of activities 
including statistics and analysis of national data, policy development, 
commissioning, performance management, service planning and 
improvement. 

GambleAware GambleAware is an independent, grant-making charity 
commissioning prevention and treatment services across England, 
Scotland and Wales in partnership with expert organisations and 
agencies, including the NHS. 

GamCare GamCare provides information, advice and support for anyone 
affected by gambling harms. They operate the National Gambling 
Helpline. GamCare is a partner in the delivery of the Primary Care 
Gambling Service (PCGS). 

Gordon Moody Gordon Moody is a charity in the UK that provides support and 
treatment for gambling addiction. They offer residential treatment 
centres, recovery housing and a retreat counselling programme for 
those needing support. Gordon Moody is a partner in the delivery of 
the PCGS. 

Hurley Group The Hurley Group is an NHS Partnership led by practicing GPs, 
providing patient-centred care in London since 1969. Staff from the 
Hurley Group deliver the Primary Care Gambling Service.  

National Gambling Treatment 
Service (NGTS) 

The National Gambling Treatment Service (NGTS) is a network of 
organisations working together to provide confidential treatment and 
support to those experiencing gambling-related harms. Both 
GamCare and Gordon Moody are part of the network.  

National Problem Gambling 
Clinic (NPGC) 

 The National Problem Gambling Clinic (NPGC) is part of the NGTS 
and is jointly commissioned by GambleAware and NHS England. The 
NPGC treats problem gamblers living in England and Wales aged 16 
and over. The team assesses the needs of problem gamblers as well 
as those of their partners and family members. 

Patient Tracker The Patient Tracker is an Excel spreadsheet containing information 
about PCGS patients including demographic information, information 
about their gambling history, family and medical history, their 
treatment plan, dates of assessments and questionnaire scores.  
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Problem Gambling Severity 
Index (PGSi) 

The Problem Gambling Severity Index is the standardised measure 
of at-risk behaviour in problem gambling. It is a tool based on 
research on the common signs and consequences of problematic 
gambling.  

Primary Care Gambling 
Service (PCGS) 

The PCGS is a primary care-based pilot service located in Southeast 
London for adults aged 18 or over experiencing harm from gambling. 
It integrates primary care and third sector support to provide 
accessible, consistent and whole patient focussed support to 
gamblers.  

Psychlops  Psychlops is a one-page mental health outcome measure and can be 
used during the course of any psychotherapeutic intervention. It 
covers three main domains: problems, function and wellbeing. 
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1 Executive Summary 

Introduction  

This evaluation explores the implementation journey of the Primary Care Gambling Service (PCGS), 

a primary care-based pilot service located in South East London for adults aged 18 or over 

experiencing harm from gambling. It provides early lessons about establishing and delivering a new 

service, and early evidence on the impact of the service on the patients it supports.  

The Hurley Group ï an NHS Partnership led by practicing GPs in London  ï developed and delivers 

the PCGS. The service integrates primary care and third sector support to provide accessible, 

consistent and whole patient focused support to gamblers. The service is delivered by a 

multidisciplinary team consisting of two GPs, a mental health nurse, an addiction psychiatrist, a peer 

support worker, and externally-employed therapists.  The service works in partnership with GamCare 

and Gordon Moody.  

PCGS was funded by a regulatory settlement  from the Gambling Commission between October 2019 

and March 2022. From April 2022, GambleAware funds the service. 

GambleAware commissioned IFF Research to carry out a pilot evaluation of the implementation of the 

PCGS. The evaluation was conducted between November 2021 and April 2022, and involved 

qualitative discussions with service and partner staff, and patients, analysis of performance and 

management information and a survey of England-based GPs. 

Key findings 

The PCGS patient journey and the common enablers and barriers patients experienced are 

presented below.  
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Days 

between 

referral and 

mental health 

assessment.

Median: 7

Mean: 12

Referral to PCGS

Patient completes self-referral registration form on PCGS website and consents to 

share their contact information. Patients typically searched the internet and found the 

PCGS website and self-referral form. 

REFERRAL PATHWAYS

Self-referral via the PCGS 

website

Assessment

1

2

Self-referral via PCGS telephone 

or National Gambling helpline

GP referral through screening 

question on eConsult

Direct referrals through 

GamCare

Direct referrals through Gordon 

Moody

Patients can call the PCGS phone number to speak to someone, or can call the 

National Gambling Helpline if it is between the hours of 4pm and 8am.

eConsult asks patients whether they gamble more than they can afford. If they answer 

óyesô, the patientôs GP sees details of PCGS and needs to take action to liaise with them 

about the patientôs response to this question.

GamCare identifies patients with mental health issues that could be better treated by 

PCGS and discuss them with the PCGS team at weekly MDT meetings. If PCGS agree 

to support the patient, GamCare arranges a referral with the patientôs consent.

A member of the PCGS team calls the 

patient to undertake an initial 

assessment. This focusses on the 

patientôs medical, personal, and 

gambling history.

The patient administered three 

assessment questionnaires to 

determine their pre-treatment scores. 

This is generally done over the phone, 

in a conversational manner.

Core-10

Problem Gambling Severity 

Index (PGSi)

Psychlops 

The patientôs case is 

discussed at the weekly MDT 

meeting, attended by the 

PCGS team, staff from  

GamCare, and sometimes the 

therapists supporting patients. 

The purpose of these 

meetings is to discuss patient 

treatment plans and plan next 

steps.

Multiple treatment options are available 

depending on the nature, severity, and 

complexity of the patientôs needs, as well as 

patient preference and history.

PRE

treatment 

scores

Treatment planning3

Gordon Moody identifies patients with issues that fit the referral criteria for PCGS and 

discusses cases with the PCGS team. If it is decided that a referral is appropriate, 

Gordon Moody staff complete a referral form and email it to PCGS. 

Direct referrals from health care 

professionals 

Most 
common 
referral 
pathway

Health care professionals (e.g. GPs, nurses, social prescribers etc.) are able to refer 

patients directly to PCGS via its website. All the information is recorded on EMIS, the 

clinical system used to record all episodes of care.

Least 
common 
referral 
pathway

ENABLERS & 

SUCCESSES

CHALLENGES 

& BARRIERS

Over half (58%) of 

patients contacted within 

the target of 7 days. 

Most patients were 

pleased by the speed of 

support.

Informal style of 

assessment put patients 

at ease and built rapport.

74% of patients receive 

treatment within the target 

of a month. Patients were 

pleased at this speed. 

Each patient has an 

individual treatment plan 

designed for their specific 

needs.

Days to 

treatment

Median: 35

Mean: 42

Limited referrals from 

due a lack of awareness 

about PCGS and 

problem gambling in 

general. 

Governance challenges 

around accessing 

patients who are not 

registered with a Hurley 

Group practice. 

MDT meetings working 

well to develop 

relationships between 

PCGS and GamCare. 

Primary Care Gambling Service (PCGS) Evaluation

Patient Journey Map
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Treatment

Discharge and Follow-up

4

5

Prescription for Naltrexone

Case Management

Social prescribing

Psychoanalytic 

psychotherapy

Cognitive Behavioural 

Therapy (CBT)

Referral to National Problem 

Gambling Clinic

Group therapy

Core-10, PGSi, and 

Psychlops are 

administered during 

treatment to assess 

progress. 

When the patient is nearing the end of their prescribed treatment, this is discussed with them by 

their therapist. In some cases, if the patient, their therapist, and PCGS agree, it may be possible to 

extend treatment, for example with additional sessions. 

Core-10, PGSi, and Psychlops are administered at the end and post treatment to assess progress. 

The patient may be encouraged to seek out other forms of ongoing peer support, such as 

Gamblers Anonymous.

FOLLOW UP

The PCGS mental health nurse and 

administrator call to check in with former 

patients periodically to offer support and 

monitor their wellbeing.

3
MONTHS

6
MONTHS

12
MONTHS

1
MONTH

MID POINT 

treatment 

scores

Case management involves the service administrator or mental 

health nurse informally checking in on how a patient undergoing 

other PCGS support is managing. Delivered remotely.

END/POST 

treatment 

scores

CBT delivered by external providers with the number of sessions 

varying according to individual need, minimum 8 sessions per 

patient. Delivered via Zoom.

External therapists deliver psychotherapy, with the number of 

sessions varying according to individual need, between 20 and 

25 sessions per patient. Delivered over Zoom.

GamCareôsGambling Recovery Course delivers group therapy 

to patients, delivered online during the pandemic.  This includes 

group discussion, exercises, and roleplay.

An opioid antagonist prescribed to a very small number of 

patients for whom psychological therapies have not worked.

Social providers to link patients with local support services in 

their community which take a holistic approach to individualsô 

wellbeing, e.g. creative outlets such as art classes.

The PCGS team can make direct referrals to the NPGC where 

this is felt to be appropriate. 

Most 
common 

treatment

Least 
common 

treatment

The Covid-19 pandemic 

prevented face-to-face 

treatment, which 

patients viewed as a 

potential area for 

service improvement. 

Mid-point treatment 

scores inconsistently 

collected by therapists.

Post-treatment scores 

inconsistently collected 

by therapists.

Follow-up supported 

offered in almost all 

cases, and patients value 

this support.

Stigma and logistical 

issues (e.g. timing and 

location) prevented group 

therapy take-up.

Post treatment scores 

(where available) show 

promise of improvement.

Days of 

treatment

Median: 134

Mean: 144

Psychlops Psychlops

Remote treatment 

options considered in 

response to the Covid-

19 pandemic, which 

expanded the pool of 

potential referrals. 

Psychlops,

PGSi, Core-10

Patients receiving 

treatment positive about 

friendly and personalised 

approach.

Patients wanting ongoing 

support after their 

sessions end. 
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Establishing a pilot NHS service under challenging circumstances  

PCGS was established as a proof-of-concept NHS service. As the first of its kind in the country, there 

was no template to draw upon in setting it up. Shortly after the service was established, the Covid-19 

pandemic began and brought challenges, including the need to pause pilot operations, move to a 

remote service, remove co-location of two GamCare practitioners, and pause planned awareness 

raising and education outreach activities with GPs. These challenges and unexpected design 

changes greatly impacted the referral volumes from all intended referral pathways into the service, 

the composition of patients the service received, and the types of treatment and support provided.  

Until April 2022, PCGS was a NHS service not aligned with the National Gambling Treatment Service 

(NGTS). This status led partner organisation staff to question how it fitted within the system, who 

should be referred and how to juggle that with other system organisationsô requirements. Since 

GambleAware began funding the service in April 2022, it has worked with the PCGS team and other 

network services to align the PCGS to the wider support infrastructure and help other network 

services to understand how PCGS complements the available treatment and support provision 

available in England.  

Although referral numbers have been lower than targets set pre-Covid, the service has managed to 

secure a high number of referrals from GamCare and the serviceôs website. The other four pathways 

are also now beginning to see patientsô referrals to the service. Further work will need to continue to 

strengthen the referral pathways to support increasing numbers of referrals and a diversity of patients.  

The patient experience of being referred to the service has broadly been positive. Patients found the 

referral pathways easy and straightforward, and welcomed the ability to access support from PCGS 

without too much effort on their part.  

Patient experiences have been positive, though disengagement remains a risk to 
service delivery 

Patients were broadly positive about their experiences of the PCGS. The speed of patient access to 

support and treatment, and the personalised and welcoming approach were key drivers of this. This 

approach to service delivery has to date been possible due to the relatively small number of patients 

supported compared to the service size, and it will be important as the service grows to retain these 

unique selling points.  

Nearly a third of patients had disengaged with the PCGS at some point during their service use. This 

disengagement is not surprising though, given the complexity of patientsô needs and the 

disengagement rates of other, similar gambling support services, including Leeds and York 

Partnership Foundation Trustôs (LYPFT) Northern Gambling Service and the National Problem 

Gambling Clinic (NPGC). Disengagement remains though a key risk to the service achieving two of its 

mid-term outcomes: patients receiving treatment plan as intended and receiving continuity of care.  

There is early evidence of promise for the PCGSô impact on patient  

It is too early to say whether the PCGS is impacting patients as intended. However, the evaluation 

has found early evidence of promise for patients. There is no evidence of outcomes for GPs because 

the planned outreach work was paused during the Covid-19 pandemic.  

Qualitative evidence suggested that patients felt able to engage with the service because of the 

friendly and informal manner in which the service is delivered. The speed of support access, and 

personalised and friendly approach to treatment and support are viewed by patients and service staff 

as unique selling points of the service.  
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Core-10, is an outcome measure assessing psychological wellbeing, and is used by the service to 

assess changes to patient wellbeing across their treatment. Data was available for 14 of the 103 

patients because the service experienced difficulties in getting patients to complete the questionnaire 

midway through and at the end of treatment. At the time of writing, the service was reviewing how 

best to improve questionnaire completion. Although data was only available for 14 of the 103 patients, 

analysis indicates that, psychological distress had reduced for these patients. 

Recommendations for the future delivery of the PCGS 

Partnership and sector working: a key priority for the PCGS, working with GambleAware, will be to 

define the service offer (including eligibility) and position more clearly this with the national system. 

Once agreed, making sure this is clearly communicated to key partners will be important to further 

improve relationships and reduce some of the barriers to partners referring into the service.  

GP outreach activity: the evaluation evidence has clearly shown the need for a plan of engagement 

and outreach activities with GPs, once this is possible. This should help with GPs in the survey 

lacking awareness generally of gambling services and requesting more information about identifying 

patients at risk and developing their conversation in framing conversations about gambling harms with 

patients. It should also support greater awareness about how to refer, and so support an increase in 

referrals to PCGS via GPs.  

Referral pathways: although the evaluation has found that having a range of referral pathways is 

working well and is an aspect of the model that should continue, we recommend focussing (at least 

initially) on the following pathways that have the greatest potential to increase volumes of referrals:  

¶ GP outreach activity; 

¶ Increasing advertising within constraints to promote self-referrals through the PCGS 

website; 

¶ Continuing to explore ways to access more referrals via eConsult, given the high number of 

potential patients.  

As patient volumes increase, it will be important to ensure there is sufficient capacity within the PCGS 

team to meet demand and continue to deliver a high-quality service.  

Team capacity and composition: the consistent message from patients and PCGS staff was that 

the tailored and personal care provided is a key aspect of delivery, as is the speed of access to 

support. Whilst this is currently possible with the lower than anticipated number of referrals, 

maintaining the tailored and personal care, and speed of access, necessitates more staff time. Going 

forward, it will be important to review the capacity and confirm the ideal composition of the staff team 

needed to deliver the service effectively and efficiently.  

Monitoring patient engagement and experience: given the evaluation findings about the relatively 

high level of patient disengagement and some patients waiting longer than anticipated for treatment, it 

will be important to monitor and track changes in these indicators as the serviceôs referral volume 

increases.   
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2 Introduction 

This is the final report of the pilot evaluation of the Primary Care Gambling Service (PCGS). 

GambleAware commissioned IFF Research to evaluate the PCGS pilot to ensure lessons are learned 

to inform future practice in the service and elsewhere.  

Background  

Gambling is a serious public health issue in Great Britain. Problem gambling commonly has a 

negative impact on an individualôs physical and mental health, and that of their family and wider 

society. Problem gamblers report high rates of physical and psychiatric complaints, including various 

stress-related conditions, depression, anxiety spectrum disorders, substance misuse and personality 

disorders.1 

Public Health England carried out a recent evidence review looking at the prevalence, risk factors and 

public health harms associated with gambling, and its economic and social burden.2 The review 

estimated that the cost of gambling-related harms in England are likely to be ñin excess of Ã1.27 

billionò. It noted the most vulnerable groups in England have the lowest gambling participation rates, 

but the highest levels of harmful gambling, and they are also the most susceptible to harm. It 

concluded that ñif there are no interventions to improve this situation, harmful gambling is likely to 

make existing health inequalities worse. The harms identified and the cost to society suggests that 

more needs to be done to prevent and reduce the harms associated with gamblingò.  

Primary care is a potential context for addressing the health-related behaviours of gamblers, and 

there is an established view that more should be done to address gambling harms in primary care 

(and more widely in the NHS). The British Medical Association in its publication, óGambling addiction 

and its treatment within the NHS: A guide for health care professionalsô called for all health care 

professionals to be aware of problem gambling and common comorbidities, and specifically 

highlighted the need for ñeducation and training in the diagnosis, appropriate referral and effective 

treatment of gambling problems to be addressed within GP trainingò.3 

Overview of the Primary Care Gambling Service  

The PCGS is a primary care-based pilot service located in Southeast London for adults aged 18 or 

over experiencing harm from gambling. It integrates primary care and third sector support to provide 

accessible, consistent and whole patient focussed support to gamblers. Specifically, PCGS aims to: 

¶ Treat gamblers through pharmacological, psychological and peer group interventions; 

¶ Improve primary care practitioner awareness of how problem gamblers can present and 

knowledge of available support, and support practitioners to identify gamblers using 

validated questionnaires. 

  

 
 
1 Amanda Roberts et al., óGambling and negative life events in a nationally representative sample of UK men,ô Addictive 
Behaviours 75 (December 2017): 95-102, https://doi.org/10.1016/j.addbeh.2017.07.002   
2 Public Health England, óGambling-related harms: evidence reviewô, Gambling-related harms evidence review: summary - 
GOV.UK (www.gov.uk), (30 September 2021) 
3 Mark D. Griffiths, Gambling addiction and its treatment within the NHS: A guide for healthcare professionals (London: British 
Medical Association, 2007) 

https://doi.org/10.1016/j.addbeh.2017.07.002
https://www.gov.uk/government/publications/gambling-related-harms-evidence-review/gambling-related-harms-evidence-review-summary
https://www.gov.uk/government/publications/gambling-related-harms-evidence-review/gambling-related-harms-evidence-review-summary
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The Hurley Group ï an NHS Partnership led by practicing GPs in London ï developed the PCGS. 

The service is delivered by a multidisciplinary team consisting of a mental health nurse, two GPs, an 

addiction psychiatrist, a peer support worker, and externally-employed therapists.4 The PCGS offers a 

range of support either face-to-face (post Covid-19 restrictions), online or over the phone, with the 

service supporting gamblers, as well as those affected by the gambling behaviour of a family member 

or friend.  

PCGS was funded by a regulatory settlement5 from the Gambling Commission between October 

2019 and March 2022. The pilot mobilisation phase began in October 2019, and the service started 

receiving patient referrals in January 2020. The pilot paused in March 2020 because of the Covid-19 

pandemic and relaunched in July 2020. From 1st April 2022, GambleAware are funding the service, 

starting with a one-year funding agreement.  

Evaluation objectives  

The evaluation explored the process of implementing the pilot. The overarching objectives of this 

evaluation were to:  

¶ Understand how each of the referral pathways were working and identify the enablers and 

barriers to each. 

¶ Understand how patients experienced their PCGS journey. 

¶ Where possible, explore early emerging patient outcomes. 

¶ Make recommendations for improving the future delivery of the PCGS. 

Evaluation approach  

The evaluation approach for PCGS is summarised in Figure 2.1 below. Further detail about each 

element is also provided, and more technical details about the approach are in Appendix A.  

Figure 2.1 Summary of the evaluation approach 

 

 
 
4 A peer support worker was in post between October 2020 and April 2021, but at the time of writing the role was vacant.  
5 Gambling Commission, óGambling licence information, guidance and advice for businesses and individualsô 

Å Coding and 

analysis of the 

patient tracker: 103 

PCGS patients and 

four affected others

Å Comparison with 

DRF data where 

possible

Å 11 interviews with 

stakeholders from the 

Hurley Group, 

GamCare and Gordon 

Moody

Å 16 interviews with 

PCGS patients 

January 2022 ïMarch 

2022
April 2022

Data collection: 

Qualitative interviews

Å 150 online survey 

responses from  

GPs in England

Data collection: 

Quantitative survey

Secondary 

analysis

Created by Kirby Wu
from the Noun Project

Å Inception 

meeting x2 

Å Programme 

document 

review

Å Data mapping

Å Revised logic 

model and 

evaluation 

framework

Å Scoping

summary

Scoping 

and set-up

November 2021 

- January 2022

Å Framework 

analysis of 

qualitative 

data

Å Weighting and 

sub-group 

analysis of GP 

survey data

Å Descriptive 

analysis of 

DRF and PT 

data

Analysis

May 2022
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Scoping and set-up  

During the scoping stage, the evaluation team:  

¶ Held two inception meetings with GambleAware and PCGS staff involved in the design 

and delivery of the service to get an up-to-date understanding of the context, delivery 

progress to date, and potential challenges with the evaluation objectives and approach.  

¶ Reviewed and synthesised seven strategic and delivery programme documents to 

inform our review of the serviceôs logic model and evaluation approach. These included 

documents summarising the referral processes, ódid not attendô policies and the prescription 

of Naltrexone. Documents relating to the Gambling Competency Framework and a 

presentation on PCGS delivered by the Hurley Group for the Royal College of General 

Practitioners were also reviewed. Please see Appendix H for more information.  

¶ Reviewed existing data to assess the PCGSô delivery and impact, with a focus on 

whether and how the data could be used to answer the evaluation objectives. This focussed 

on the serviceôs Patient Tracker. The Patient Tracker is an Excel spreadsheet containing 

information about PCGS patients including demographic information, information about their 

gambling history, family and medical history, their treatment plan, dates of assessments and 

questionnaire scores. 

¶ Reviewed and updated the logic model and evaluation framework that had been 

developed by IFF Research during the feasibility study in 2020.6 The logic model and 

evaluation framework were reviewed against how the service had evolved since the 

feasibility study to ensure it remained fit-for-purpose. More detail on the logic model can be 

found in Chapter 3 and the evaluation framework can be found in Appendix B.  

An outcome of the scoping stage was recognising the need to revise the evaluation approach, 

particularly as the General Practitioner (GP) outreach activity had not progressed as planned due to 

the Covid-19 pandemic. Our updated evaluation design was outlined in the scoping summary and 

agreed with GambleAware and PCGS staff.  

Qualitative research  

Stakeholders  

Between January and March 2022, qualitative discussions were conducted with staff involved in the 

strategic and operational delivery of PCGS: seven interviews were undertaken with PCGS staff, three 

interviews with staff from GamCare and one interview from Gordon Moody.7 The interviews covered a 

range of topics, including how the PCGS referral pathways were working and the enablers and 

barriers to each, their experience of what is working well (or not) about service delivery, and their 

perceptions on the serviceôs outcomes for patients.  

  

 
 
6 Prior to this process evaluation, IFF had been commissioned by GambleAware in 2020 to undertake a feasibility study to 
understand the optimal evaluation design.  
7 From PCGS: the Clinical Director, Lead GP, Mental Health Nurse, Consultant Psychiatrist, Lead Administrator and the 
Director of Operations. From GamCare: the Interim Head of Clinical Services, the Director of Clinical and Communities and the 
Service Manager. From Gordon Moody, the Clinical Director. 
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Patients  

Between January and March 2022, qualitative interviews were conducted with 16 patients who had 

been supported by the PCGS between May 2020 and October 2021 ï representing 20% of the 79 

patients referred during that period.  

The interviews discussed how individuals first learnt about the service, how they engaged with the 

service, what they liked and disliked about it, and how, if at all, it had changed the way they feel or 

behave. The interviews lasted up to 60 minutes and patients received an incentive for taking part. See 

Appendix A for the achieved sample and Appendix G for the topic guide. 

Quantitative online survey of GPs 

Between 28th March and 6th April 2022, a quantitative online survey of 150 GPs practising in England 

was conducted. This involved email invites being sent to GPs via purchased sample and through a 

provider panel.8 The aim of the survey was to baseline GPs understanding of gambling harms, their 

awareness of support services (including the PCGS), potential challenges and barriers in referring to 

the PCGS, and what additional support is needed to improve their understanding of gambling harms 

and increase referrals for treatment. See Appendix G for a copy of the survey.  

To ensure findings were representative of all licensed doctors, weighting was applied using General 

Medical Council (GMC) population data on age, gender, and place in which primary medical 

qualification was gained. See Appendix A for the weighted profile of respondents.  

A sample size of 150 means that findings have a maximum margin of error +/- 8 percentage points at 

a 95% confidence interval.9  

Where a difference between subgroups is commented upon in the report, it can be assumed to be 

statistically significant. 

Performance and management information  

The evaluation team analysed management information collected by the PCGS service and recorded 

in its Patient Tracker. This is an Excel spreadsheet containing patient-level data, including 

demographics, treatment received and outcomes data for 103 patients between May 2020 and March 

2022.10 A separate, less detailed tracker including information about the four affected others was also 

analysed. 

Where possible, data from the Patient Tracker was compared to data held in the Data Reporting 

Framework (DRF). This included comparing the profile and demographics of PCGS patients and 

those in the DRF who had accessed support via the National Gambling Treatment Service (NGTS). 

Given the DRF only included data up until March 2021, and the Patient Tracker largely included 

patients treated after March 2021, it was decided to only include entries in the DRF from the 

beginning of May 2020 to the end of March 2021 to ensure data from as similar as possible 

timeframes was being analysed.  

IFF Research recommended in the scoping study that a flag was added to the DRF for PCGS 

patients for future impact evaluation. The flag was added by GambleAware for data related to 

timescales later than the period of time the analysis for this evaluation was conducted. This means 

that PCGS patients could not be separated in the DRF and so are included within the DRF data.  

 
 
8 A provider panel is a group of respondents recruited to take part in a number of market research sessions or projects over a 
period of time. For this evaluation, IFF Research used the GP provider panel operated by M3 - Medical Market Research | 
Physician Research - M3 Global Research. M3 sent the IFF-hosted survey link to GPs on their panel, until the target number of 
responses was reached.  
9 By this, we mean that if 50% of the sample of 150 agreed with a statement in the survey, we can be 95% confident that the 
response from all England-based GPs would lie between 42% and 58%. The margin of error falls to just +/- 7 percentage points 
for a survey result of 25% or 75%, and 5 percentage points for a survey result of 10% and 90%. 
10 Most patients recorded in the Patient Tracker received treatment after March 2021.  

https://www.m3globalresearch.com/
https://www.m3globalresearch.com/
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3 Programme theory: PCGS logic model 

This chapter presents the logic model for the PCGS pilot. A logic model was developed in 

collaboration with stakeholders from GambleAware, PCGS and GamCare during the feasibility study 

and it was updated at the start of this evaluation.  

What is a logic model? 

A logic model is a visual representation of how a service is intended to impact its beneficiaries. It 

outlines all the things that a service does for its beneficiaries, the ultimate impact that it aims to have 

on them, and all the separate outcomes that lead or contribute to that longer-term impact. It 

summarises the rationale for acting, sets out the inputs, activities, outputs, intended outcomes and 

impacts, and also tries to show some of the mechanisms by which change might come about. 

The PCGS logic model  

The updated PCGS logic model is presented overleaf, and it is discussed in more detail below.  
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Context and rationale 

The PCGS works with adults who are at risk of, or are experiencing, gambling harms. The service 

seeks to address the issue that these gamblers do not have easily accessible, consistent and whole-

patient focused support. PCGS support is expected to be more consistent and focused on the whole 

patient because a personôs support is coordinated by the service, working in partnership with their 

treatment team, including their GP, case worker or therapist. 

Assumptions 

There are five circumstances that PCGS assumes will, and need to, occur for the outcomes and 

impacts outlined on the right side of the model to be achieved: 

¶ Gamblers are not already aware of treatment or support options because if they were they 

may not see the need to access PCGS support.  

¶ Gamblers can be reached by the PCGS referral pathways, and those that do have the órightô 

needs for the PCGS.  

¶ PCGS treatment options are sufficient for the needs of gamblers referred and are an 

effective approach to addressing gambling harms amongst adults. 

¶ The memorandum of understanding (MOU) with GamCare and Gordon Moody operate as 

anticipated and support the delivery of the PCGS.  

¶ Within the context of Covid and the associated demand on the time of primary care 

practitioners, the PCGS team are able to engage primary care practitioners with gambling 

awareness raising activities and training on how to support gamblers. Primary care 

practitioners are also able to apply this information and resources in their work to help them 

identify and signpost gamblers to relevant support. 

Inputs  

The PCGS received funding from the Gambling Commission until the end of March 2022 and has 

then received funding (initially for a period of one year) from GambleAware. This funding is used to 

employ a multidisciplinary team of health care practitioners to deliver the PCGS, including GPs, a 

mental health nurse, treatment practitioners and externally-employed therapists.  

Activities   

Activities that are part of the ongoing development of the PCGS pilot include agreeing and 

maintaining the MOUs with GamCare and Gordon Moody for the referral of patients between the 

services. Scoping the different ways patients could access the service also included developing a 

screening question at the front end of eConsult to identify patients at risk or currently experiencing 

gambling harms. Weekly multi-disciplinary team (MDT) meetings, with both PCGS and GamCare 

representatives, are also held to discuss patients that could be suitable for referral to PCGS.  

Ongoing marketing of the PCGS is also a key activity, with the aim of raising awareness of the service 

and engaging patients and practitioners. The future plan is for a wider, more formal communications 

strategy to be developed and current materials refined to support engagement work. 
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Outputs  

It is hoped that through the MOUs with GamCare and Gordon Moody and regular meetings, both 

organisations will engage with the PCGS and support its delivery. Work will also be ongoing to 

streamline referral processes from GamCare and Gordon Moody to PCGS.  

It is also intended that patients will be referred to the PCGS via six referral pathways. Patients who 

access PCGS will be offered support either face-to-face, online or over the phone for up to one year, 

with regular post-assessment check-ins.  

It is anticipated that, Covid-19 allowing, education and training activity will be delivered to primary 

care practitioners and that ongoing communication with practitioners will increase awareness of the 

PCGS and how it can be accessed.  

Outcomes 

Short-term outcomes 

Short-term outcomes are the changes for practitioners and patients the PCGS expects to happen 

quickly, in the weeks or months following engagement with the PCGS activities and outputs.  

It is anticipated that following patient referral to PCGS and the offer of treatment (the outputs), 

patients will have an increased awareness of the negative impacts of gambling and the role it plays in 

their lives. The PCGS team also aim to contact patients and initiate assessment and treatment within 

a week of referral, meaning patients should benefit from a reduced waiting time to first access and 

receive treatment. As a result, it is hoped that patients will feel comfortable and motivated to engage 

with the service and so benefit from the holistic and integrated support offer.  

In terms of practitioners, it is anticipated that through engaging in education and training delivered by 

the PCGS team, they will have increased awareness of the signs of gambling harms and feel they 

have the knowledge and confidence to discuss gambling behaviour with patients and feel that it is 

their responsibility to do so. 

Medium-term outcomes 

Medium-term outcomes are the outcomes expected to take longer to emerge ï approximately within a 

year of engaging with the PCGS, and are likely if positive changes from short-term outcomes are 

sustained. For practitioners, this is anticipated to be continuing to improve their knowledge of 

gambling harms. Practitioners embedding gambling support is also expected to be a pre-condition for 

the impacts of the PCGS to be seen.  

For patients, medium-term outcomes could be many and varied, depending on the unique needs of 

the patient. To focus patients and service priorities, during the feasibility study, the PCGS team 

identified four priority medium-term outcomes for their patients. These relate to treatment scope and 

intensity (e.g. complete eight therapy sessions and receive good and uninterrupted aftercare), and 

health and social improvements (e.g. reduced Problem Gambling Severity Index (PGSi), Core10, and 

Psychlops scores). 

Impacts 

Long-term impacts are the ultimate, high-level effects that the service is working towards. PCGS is 

ócontributing toô their achievement rather than ócausingô it. Impacts cannot be directly associated with 

or referenced as a sole direct result of the programme, as it is likely that there are a number of other 

influencing factors contributing to any impact.  

The PCGS aims to bring about positive change to the profession, its service, and the patients it 

supports.  
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If the intended practitioner and wider profession outcomes are realised, the PCGS hopes to contribute 

to improving the capabilities and capacity of primary and secondary healthcare practitioners to identify 

and treat gambling harms. 

An intended unique selling point of the PCGS is its focus on holistic, patient-centred care. If this 

approach leads to patient improvements, the service hopes these improvements are sustained and 

that patients will have fewer and shorter gambling relapses. Ultimately, if the service provides the right 

support early enough to patients in need, it expects to change the profile of gamblers, with fewer 

patients with complex gambling harms. This has to be balanced with other comorbidities such as 

severe trauma, mental health diagnosis, family support and aftercare support. 

If the PCGS operates as intended and achieves the priority patient outcomes, it hopes to scale 

service delivery beyond South East London to England. The aim is for an England-wide, integrated 

service that offers accessible, consistent, joined-up patient centred gambling harm support to people 

in need. 
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4 Gambling support demand and awareness 

This chapter discusses demand for gambling support, and explores the perceptions, current levels of 

awareness and confidence in supporting problem gamblers amongst the GPs surveyed for the 

evaluation.  

Gambling support demand and awareness: Headline messages 

¶ Gambling is a serious public health issue in Britain, with over half (59%) of adults living in 

Britain participating in some form of gambling activity in the previous 12 months. Among 

these, approaching 1.5 million can be classified as problem gamblers. This highlights the 

clear need for gambling support services, such as the PCGS. 

¶ GPs recognised the need for specialist gambling and support services, with over four in five 

(82%) agreeing that there is a need for a service like PCGS in their area.  

¶ However, only a quarter (25%) of GPs reported being aware of gambling harm treatment 

and prevention services in their area.  

¶ A quarter of GPs (25%) had heard of PCGS, which is a large proportion given that the new 

service is still a pilot and that planned awareness raising activity among GPs was limited 

due to the Covid-19 pandemic. 

¶ There was an appetite for a range of practical support and information that GPs could 

provide to patients or use to understand how the service works and how it could be of 

benefit to their patients. 

Gambling is a serious public health issue in Britain and there is clearly a need for 
gambling support services, such as the PCGS. 

GambleAware research11 into demand for treatment and support services among gamblers and 

affected others from November 2021 highlighted that (and also represented in Figure 4.1 overleaf):  

¶ Over half (59%) of adults living in Britain reported participating in some form of gambling 

activity in the previous 12 months (equating to around 30.5 million adults);  

¶ 1.44 million adults (2.8%) scored eight or higher on the PGSi,12 classifying them as a 

problem gambler; and 

¶ There is a a need for a holistic approach to support problem gamblers, as they had 

increased prevalence of other addiction problems, mental distress and physical co-

morbidities. 

  

 
 
11 Briony Gunstone et al., Annual GB Treatment and Support Survey Report 2021 (London: YouGov, 2021). This study was 
conducted by YouGov with its online research panel. It was completed by 18,038 British adults.; Gambling Commission, 
óProblem Gambling Screens,ô Problem gambling screens - Gambling Commission (12 April 2021) 
12 The PGSi consists of nine questions about gambling, each of which is assessed on a four-point scale (never, sometimes, 
most of the time, almost always). 

https://www.gamblingcommission.gov.uk/statistics-and-research/publication/problem-gambling-screens
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Figure 4.1 Prevalence of gambling, and associations with co-morbidities 

 

GPs also recognised the need for specialist gambling and support services. Figure 4.2 below shows 

that of the GPs who completed the online survey as part of this evaluation most (82%) agreed that 

there was a need for a service like PCGS in their area. A higher proportion (92%) agreed that if they 

were aware of a service like the PCGS in their area, they would be likely to refer patients into it. 

ñThere is definitely a need for services like this and if I knew what was available, I think it could only 

be valuable to use when appropriate.ò  

GP 

Figure 4.2 GP support for a service like PCGS in their area 
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Despite acknowledging the need for gambling support services, awareness was 

generally low amongst GPs.  

A quarter of GPs surveyed (25%) reported they were aware of gambling harm treatment and 

prevention services in their area, and only one in ten (10%) agreed they had sufficient information 

about services in their area (Figure 4.3).  

ñ[A challenge is] not knowing of services locally to signpost to and there may be other services out 

there that I donôt know about.ò  

GP 

Figure 4.3 GP awareness of gambling harm treatment and prevention services 

 

Awareness of specific gambling support services varied (Figure 4.4), with most GPs having heard of 

Gamblerôs Anonymous (86%) and GambleAware (79%). However, the level of awareness was low: 

most GPs aware of these services said they only knew óa littleô or óalmost nothingô about them, and 

only 15% said they know óa lot or fair amountô about Gamblerôs Anonymous, and only 21% said the 

same for GambleAware. 

Awareness of other gambling support services was lower, with the next known service being the 

NGTS (42%), before awareness levels fell further for the PCGS, GamCare and Gordon Moody 

services.  

A quarter of GPs (25%) had heard of PCGS, which is a large proportion given the new service is still 

in the pilot stage, and its planned GP awareness raising activity was limited due to the Covid-19 

pandemic. 

GPs from a White background were less likely to have heard about available gambling services than 

GPs from an ethnic minority, with the exception of GambleAware and GamCare where there were no 

statistically significant differences.  

White GPs were also more likely to say they have not heard of Gordon Moody than GPs from an 

ethnic minority (92% compared to 74%), PCGS (80% compared to 59%), NGTS (63% compared to 

43%), and GambleAware (95% compared to 72%). 
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Figure 4.4 Awareness of specific gambling support services 

  

GP views varied about whether it was their responsibility and a priority for them to 
support patients with gambling, and even those who wanted to support patients 
generally had low confidence in doing so. 

Although most GPs had an appetite for engaging with gambling services, their views on whether they 

were responsible for helping patients with gambling problems, how high a priority this was for them 

and how confident they felt in being able to support gambling problems varied (Figure 4.5, overleaf).  
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There was generally low confidence though amongst GPs about their ability to support gambling 

problems. Four in ten GPs (40%) felt able to recognise the signs of gambling harms among patients, 

though slightly fewer (36%) were confident about initiating conversations about gambling harms with 

patients and even fewer (26%) agreed that they knew what questions to ask patients within these 

discussions.  

ñI have not had any training in this [supporting patients with gambling], and so would not be aware of 

the subtle cues to be aware of. Also due to lack of experience here, I would not feel confident having 

this discussion with the patient, as feel other than signposting (and googling for the appropriate 

resource) I would be able to offer very little else.ò  

GP 

Across all of the survey questions covering the above topics, around a quarter of GPs selected the 

óneither agree nor disagreeô option, suggesting they do not have a strong opinion either way. This will 

be important to monitor in future surveys to see if future outreach activity impacts this. 

Figure 4.5 GP perceptions of their responsibilities and knowledge of gambling harms 
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Figure 4.6 Suggestions for making the identification and referral of patients to PCGS easier 

 
 

 

  

Ways to make identifying and referring patients to PCGS easier

Source: IFF GP Survey (n=150)

82%

82%

77%

72%

63%

Having supporting information 
I could provide to patients

Information on how to refer a 
patient into the service

Information about how the service 
could benefit my patients

Support with identifying patients at risk of 
or experiencing gambling harms

Support with discussing gambling 
harms with patients



Primary Care Gambling Service Pilot Evaluation: Final Report 

 
 

11469  |  Controlled  |  Page 27 of 99 

5 Establishing the PCGS  

This chapter discusses the implementation of the PCGS, including the significant contextual factors 

that impacted its implementation. It also covers the set-up of governance and partnership working 

with PCGSô partners (GamCare and Gordon Moody).  

Establishing the PCGS: Headline messages 

¶ The PCGS service is the first of its kind in the country and was established as a proof-of-

concept in October 2019. Shortly after the service was established, the Covid-19 pandemic 

began. The challenges of setting up and delivering a new NHS service under such 

circumstances should not be underestimated.  

¶ The main challenges brought on by social distancing restrictions, primary care staff 

shortages and GPs prioritising the Covid-19 response included the need to pause pilot 

operations between March and June 2020, move to remote service delivery, and pause 

planned awareness-raising and educational outreach activities with GPs. 

¶ These challenges and unexpected design changes greatly impacted the referral volumes 

from all intended referral pathways into the service, the composition of patients the service 

received, and the types of treatment and support provided.  

¶ The Hurley Group has formed good working relationships with GamCare, though the status 

of the PCGS outside the NGTS (from pilot launch until end of March 2022) influenced 

whether and how much NGTS partners, like GamCare and Gordon Moody, felt able to refer 

into it. 

The PCGS service is the first of its kind in the country and was established as a proof-of-concept in 

October 2019. Shortly after the service was established, the Covid-19 pandemic began. The 

challenges of setting up and delivering a new NHS service under such circumstances should not be 

underestimated. The main challenges brought on by social distancing restrictions, primary care staff 

shortages and GPs prioritising the Covid-19 response included: 

¶ the need to pause pilot operations between March and June 2020, just six months after it 

first began setting up; 

¶ moving to remote service delivery; 

¶ not being able to implement the intended plan for two GamCare practitioners to be 

physically co-located in pilot GP surgeries two days a week; 

¶ pausing planned awareness-raising and educational outreach activities with GPs. This was 

an important activity for supporting referrals into the service and for achieving intended 

impacts among GPs.  

These challenges and unexpected design changes greatly impacted the referral volumes from all 

intended referral pathways into the service, the composition of patients the service received, and the 

types of treatment and support provided. Additional information on the context in which the PCGS 

was implemented can be found in Appendix C.  

ñCovid has had such an impact on what we could deliver and how we could deliver itéthough Iôm 

really proud of what we have achieved given the circumstances.ò  

PCGS staff member 
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PCGSô status outside the NGTS influenced partners understanding of its remit  

As an NHS service that was funded by a regulatory settlement from the Gambling Commission (from 

pilot launch to the end of March 2022), PCGS sat outside the NGTS during its first 29 months of 

operation. This status influenced whether and how much NGTS partners, like GamCare and Gordon 

Moody, felt able to refer into it. For example, it was unclear to partner stakeholders how PCGS 

compares with the responsibilities of the NHS clinics in the NGTS, which provide partners with access 

to clinical advice. Partner staff interviewed for the evaluation queried when they should refer into NHS 

clinics or access NHS clinical advice and when they should refer into PCGS.  

ñIôm still not clear how the PCGS compares with the responsibilities of the NHS clinics in the NGTS. It 

would be helpful to know when I should refer to the NHS clinics, and when I should refer to PGCS.ò  

PCGS partner 

Related to this, GambleAwareôs treatment service funding terms may have limited NGTS partnersô 

ability to refer to PCGS at the volume that was originally anticipated, and that the Hurley Group hoped 

for. Some partners felt they had received clear guidance from GambleAware in the past to refer within 

the national system, and so they are unclear how and when they should refer to PCGS.  

Questions about how the PCGS fits into the gambling treatment and support landscape underpinned 

confusion about the eligibility criteria for patient referrals into PCGS. The Hurley Group will accept any 

patient not requiring intensive support, like residential care. Partners and patients interviewed for the 

evaluation understood the service to be for individuals who gamble and who have comorbidities, 

particularly serious mental health issues.  

Since GambleAware began funding PCGS in April 2022, it has been working with PCGS and NGTS 

partners to clarify the PCGSô remit, how it fits within the national systemôs referral pathways, and how 

it can complement existing treatment and support. 

Developing a partnership  

Within this broader operating context, the Hurley Group has formed good working relationships with 

GamCare. While the pandemic has limited their ability to be co-located in GP surgeries, both 

organisations have shared patients, and assessed and agreed appropriate treatment plans for 

presenting patients, in weekly multidisciplinary team (MDT) meetings. PCGS and GamCare are 

committed to working together to benefit patients, and the relationship continues to evolve as the 

service beds in. The weekly MDT meetings, chaired by one of the lead GPs, has provided 

opportunities for relationship building and communication, as have the monthly meetings that are also 

attended by therapists and the PCGSô consultant psychiatrist.  

The Hurley Group also has terms of reference agreed with Gordon Moody, and has shared 

knowledge about each service (e.g. PCGS staff have done a site visit to their residential service). The 

PCGS has received two referrals from Gordon Moody to date and Hurley Group and Gordon Moody 

stakeholders anticipate more referrals.  

ñI think it has been a really good collaboration and we have learnt a lot from each otheréI hope it 

continues to develop and we see more referrals.ò  

PCGS partner 
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6 Patient engagement and profile 

This chapter discusses patient engagement and the profile of patients who were referred.  

Patient engagement and profile: Headline messages 

¶ Referral numbers have increased over time but remain lower than anticipated before the 

pandemic. The service had hoped to support between 150-180 patients during its first two 

and a half years of operation. Between 9th May 2020 and 22nd March 2022, 103 patients 

and four people that experienced harms because of someone elseôs gambling were 

referred to the PCGS . 

¶ Comparing data in the PCGS Patient Tracker and the DRF showed that patients referred to 

both PCGS and the NGTS were predominately white, male and on average, 36 years old. 

¶ PCGS have supported patients with more complex needs than initially anticipated. 

Amongst those referred to the PCGS, all had a co-morbidity, with depression being the 

most common (60%). Patients referred to PCGS also reported more severe gambling 

problems and higher levels of psychological distress, than those who had accessed the 

NGTS. 

Referral numbers have increased over time, but remain lower than anticipated before 
the pandemic. 

On its launch, before the Covid-19 pandemic, the PCGS hoped to support between 150 and 180 

patients during its first two and a half years of operation. Between 9th May 2020 and 22nd March 2022 

(including a four-month pause in service delivery due to the pandemic), 103 patients and four people 

that experienced harms because of someone elseôs gambling, commonly referred to as óaffected 

othersô were referred to the service. For example, this might be a partner, family member or friend.  

Referral numbers have increased over time (Figure 6.1), with most referrals made after the service re-
opened following a pause in delivery due to the pandemic. Thirty-four patients were referred in the 
first half of 2021, and 23 patients were referred in the first quarter of 2022. 

Figure 6.1 Count of referrals per quarter 
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The profile of patients referred into PCGS was similar to patients who had accessed 
the NGTS.  

Comparing data in the PCGS Patient Tracker and the DRF13 (Figure 6.2) showed that patients 

referred to both PCGS and the NGTS were predominately white, male and on average, 36 years old. 

Though, there were a few differences in the profiles of patients between the two datasets:  

¶ Patients referred to PCGS were more likely to be from an ethnic minority group (28% PCGS 

compared with 12% NGTS), though it is currently unclear why this is the case. This is 

positive for the PCGS as evidence points to higher levels of gambling amongst ethnic 

minorities14 and also challenges that can be faced in encouraging those from ethnic 

minorities to access support, like cultural barriers and the stigma associated with receiving 

support. 

¶ Patients referred to the service were less likely to be in employment (24% unemployed at 

the time of referral) compared to those who had accessed NGTS (11% unemployed at the 

time of referral).  

Table 6.1 Patient demographics ï age, gender and ethnicity 

 
PCGS has supported patients with more complex needs than initially anticipated15. Amongst those 

referred to the PCGS, all had a co-morbidity16, with depression being the most common. (60%), 

followed by anxiety (44%).  

More than half (53%) of the patients referred to the service reported having no other addiction 

problem, but of those who did, alcohol (23%) and drug misuse (21%) were the most common 

addictions.  

While physical health issues were not as prevalent as mental health issues among PCGS patients, 

almost a fifth (18%) had a long-term chronic condition (e.g., diabetes, hyperthyroidism etc.) and one in 

ten (12%) had mobility issues. 

  

 
 
13 As a flag for PCGS patients was not added to the DRF data covering the evaluation timescales, PCGS patients could not be 
separated in the DRF and so are included within the findings reported for the DRF. 
14 Gunstone et al., óAnnual GB Treatment and Support Survey 2021ô 
15 The PCGS team anticipated that patients supported by the service would be problem gamblers living with low to medium 
level harms, and that the service would act as the bridge between NHS primary and specialist (secondary care) services. 
Patients with complex needs and serious co-morbidities, or those who required intensive, specialist interventions such as 
residential care, were intended to be referred to secondary care services. 
16 Defined as the simultaneous presence of two or more diseases or medical conditions in a patient. 
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Source: PT: age, gender and ethnicity (n=103) & DRF: age, gender and ethnicity (n=8323).
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Patients referred to PCGS reported more severe gambling problems and higher 

levels of psychological distress, than those who had accessed the NGTS.  

Core-10 is a 10-item wellbeing monitoring scale the PCGS uses to access the changes in patient 

psychological distress throughout treatment. It covers anxiety, depression, trauma, physical problems, 

functioning and risk to self. The average score for a PCGS patient was in the range of moderate to 

severe for range of psychological distress, which was significantly higher than patients referred to the 

NGTS (the average score was in the moderate range). 

The Problem Gambling Severity Index (PGSI) is a standardised measure of at-risk behaviour in 

problem gambling, based on the common signs and consequences of problematic gambling. Those 

referred to both the PCGS and NGTS were in the highest category of severity ï gambling with 

negative consequences and a possible loss of control ï though the average score for PCGS patients 

was higher (+0.9). 

These findings support the view shared by PCGS staff that they have supported patients with more 

complex needs than initially intended. It is likely that this complexity is being driven by patients being 

most commonly referred to the service via GamCare.  

Table 6.1 shows the comparison between PCGS and NGTS patients as measured through secondary 

analysis of the Patient Tracker and DRF.  

Table 6.1 Levels of psychological distress and gambling harm  

Type of Treatment Mean PCGS score Mean NGTS Score Difference  

Core-10 22.0 17.8 +4.2 

PGSi 18.8 17.9 +0.9 

Source: Patient Tracker: initial Core-10 and PGSi scores for 93 and 92 patients respectively at the first appointment. DRF: 

score at first appointment where available (n=5258 for the PGSi and 6199 for Core-10) and based on care plans. 
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7 PCGS delivery and patient experience  

This chapter discusses the delivery of the PCGS, including patient experiences of referrals and 
treatment. It also describes how delivery deviated from the intended delivery model. Detail on the 
intended delivery model can be found in Appendix D.  

PCGS delivery and patient experience: Headline messages 

¶ Most patients were referred by GamCare (68%) and through the PCGS website (19%), 

though numbers are slowly increasing across other referral pathways.  

¶ Most patients had a positive experience of their referral to the PCGS, with the process 

described as ñeasyò and ñstraightforwardò.  

¶ Most patients praised the PCGS team on the highly personal and informal manner in which 

the mental health assessment and referral questionnaires were delivered. The 

questionnaires also appeared to be working well together when administered upon referral, 

however the service has found it difficult to secure completed questionnaires midway 

through and at the end of treatment. 

¶ Specialist treatment and support have evolved in response to new opportunities to support 

patients. The most common treatment received by PCGS patients was CBT (52%), with 

psychotherapy (24%) the second most common. 

¶ Patients were typically positive about their treatment, with the friendly and informal manner 

of support delivery benefitting patients in a range of ways. 

¶ Experience of follow-up support varied, though most patients were reassured by the 

friendly and informal ongoing calls.  

 

Referrals to PCGS: intended delivery 

Figure 7.1 shows the six pathways through which patients were intended to access the PCGS. 

Figure 7.1 PCGS referral pathways 

 

Patient completes self-referral registration form on PCGS website and consents to 

share their contact information. Patients typically searched the internet and found the 

PCGS website and self-referral form. 

REFERRAL PATHWAYS

Self-referral via the PCGS 

website

Self-referral via PCGS telephone 

or National Gambling helpline

GP referral through screening 

question on e-Consult

Direct referrals through 

GamCare

Direct referrals through Gordon 

Moody

Patients can call the PCGS phone number to speak to someone, or can call the 

National Gambling Helpline if it is between the hours of 4pm and 8am.

e-Consult asks patients whether they gamble more than they can afford. If they answer 

óyesô, the patientôs GP sees details of PCGS and needs to take action to liaise with them 

about the patientôs response to this question.

GamCare identifies patients with mental health issues that could be better treated by 

PCGS and discuss them with the PCGS team at weekly MDT meetings. If PCGS agree 

to support the patient, GamCare arranges a referral with the patientôs consent.

Gordon Moody identifies patients with issues that fit the referral criteria for PCGS and 

discusses cases with the PCGS team. If it is decided that a referral is appropriate, 

Gordon Moody staff complete a referral form and email it to PCGS. 

Direct referrals from health care 

professionals 

Health care professionals (e.g. GPs, nurses, social prescribers etc.) are able to refer 

patients directly to PCGS via its website. All the information is recorded on EMIS, the 

clinical system used to record all episodes of care.
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In practice, most patients were referred by GamCare and through the PCGS 
website, though numbers are slowly increasing across other referral pathways.  

Most patients were referred to PCGS from GamCare: 70 of 103 (68%) patients (Figure 7.2). PCGS 

staff felt this reflected the positive and collaborative partnership developed between PCGS and 

GamCare, and the productive nature of the MDT meetings to identify appropriate patients for referral.  

The PCGS website was the second most common pathway: 20 of 103 referrals (19%). Referrals 

started coming through this pathway in September 2020, suggesting the limited service awareness 

activities PCGS could undertake during the Covid-19 pandemic were starting to lead to referrals.  

Figure 7.2 Volume of referrals across different pathways 

  

The Hurley Group learned lessons from the other four referral pathways and took steps to mitigate the 

challenges experienced.  

eConsult is live across 3,247 GP practices in the UK, providing over 29 million NHS patients with 

digital access.17 Yet, the number of referrals from eConsult have been small (seven in total). PCGS 

staff discussed four challenges limited eConsult referrals:  

¶ Prior to October 2021, eConsult signposted patients to the National Problem Gambling 

Clinic (NPGC), not the PCGS. This has been updated and eConsult now signposts to the 

PCGS18; 

¶ Governance issues meaning the PCGS can only access patients registered with the Hurley 

Group, due to patient consent and data sharing agreements;  

¶ GPs either not noticing the flag for gambling behaviour or not following it up due to other 

priorities. PCGS staff noted that this will be covered in any future GP awareness raising 

activity; 

¶ Patient hesitation to disclose gambling behaviours through the question, potentially because 

of fear it will be added to their medical record.  

 
 
17 eConsult, óCase Studiesô, https://econsult.net/primary-care/evidence/case-studies (Accessed 27 May 2022) 
18 eConsult, óeConsult platform updates log,ô eConsult platform updates log | eConsult Help Centre (27 May 2022) 
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The PCGS has received two referrals from Gordon Moody to date. This was largely felt to be due to 

the drop in patients being referred to Gordon Moody resulting from the Covid-19 pandemic and the 

small volume of patients who meet the eligibility criteria for PCGS as perceived by Gordon Moody 

staff19. PCGS and Gordon Moody staff anticipated more referrals as the partnership develops. 

GPs were expected to one of the main referral sources, but the Covid-19 pandemic limited the 

planned GP engagement activities. Hurley Group instead has shared promotional service materials by 

email to all South East London surgeries, and many voluntary services and Universities. Hurley Group 

staff were also regularly presenting at industry workshops, seminars and conferences, including at 

Pulse events20, a nursing conference, and at GambleAware events. 

PCGS staff suggested that patients actively seeking support by phoning a helpline might be too 

daunting for them, and the existence of the more widely publicised National Gambling Helpline may 

also be limiting referrals via this pathway.  

Most patients had a positive experience of their referral to the PCGS.  

Patients interviewed for the evaluation included individuals referred by GamCare, the PCGS website 

and eConsult. Across all three pathways, patients recalled:  

¶ The referral process being ñeasyò and ñstraightforwardò, with patients reporting the handover 

process to be quick and smooth from GamCare and the website referral form ñsimpleò to 

complete.  

¶ The PCGS being positioned to them as support for mental health and gambling, and their 

initial impressions were mixed. There was general agreement that they appreciated that the 

service was free to access, and that support was delivered by qualified healthcare 

professionals.  

¶ Understanding that by sharing their contact details, or GamCare sharing on their behalf, 

they had agreed to be contacted by the PCGS team to schedule an assessment.  

¶ Finding the information about the PCGS provided to them being informative. Patients liked 

the clear and concise detail provided about the service offer and the process.  

¶ Being impressed with how quickly a PCGS staff member contacted them. This was 

especially the case for referral via eConsult and the PCGS website, where patients were 

ñpleasantly surprisedò when, a few days later, the PCGS mental health nurse called the 

patient to discuss what the PCGS was and what support and treatment they could offer. See 

Chapter 8 for more detail on waiting times.  

ñI think it [the referral process] worked really well ï nothing to complain about.ò  

PCGS patient 

The main difference in patient experience by referral pathway was that patients referred by GamCare 

were initially more hesitant and anxious because they were moving to a new service, and there was 

some reluctance to access support from a different organisation. Although this is not an uncommon 

response from patients with complex needs when moving to a new service, GamCare staff noted that 

the move to PCGS can sometimes be a challenging sell to patients, who often did not want another 

organisation involved in their care, did not feel they would benefit from PCGS support, or did not want 

an NHS organisation involved in their care because of their concern of their gambling problem being 

on their medical record.  

 
 
19 A patient who complex physical health needs and does not require residential care. 
20 Pulse LIVE, óAboutô, About Pulse LIVE Virtual Event 2021 (pulse-live.co.uk) (Accessed 27 May 2022) 

https://www.pulse-live.co.uk/about-pulse-live/
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ñI didnôt want to leave [GamCare] at first because it had been really good and I wasnôt sure about 

having to start something newéI wasnôt sure I wanted it on my [NHS medical] record that I was 

having these problems.ò  

PCGS patient 

Most patients praised the PCGS team on the highly personal and informal manner in 
which the mental health assessment and referral questionnaires were delivered. 

Patients often did not recall the assessment questionnaires in detail or distinguish between the three 

different questionnaires. This was largely because of the conversational and informal manner they 

were administered by the PCGS team. Patients also recalled answering questions over the phone or 

a Zoom call that focussed on their gambling and their mental health but were unaware that these had 

been three separate questionnaires. The serviceôs aim of administering the questionnaires as simply, 

easily and comfortably as possible has been achieved, with patients describing the process as a 

ñfriendly chatò or ñgiving my historyò.  

The questionnaires also appeared to be working well together when administered upon referral, 

however the service has found it difficult to secure completed questionnaires midway through and at 

the end of treatment. None of the patients recalled having been asked by their therapists to complete 

questionnaires at later points in their treatment. At the time of writing, PCGS staff are currently 

exploring ways to make it mandatory for therapists to submit these questionnaires.  

Specialist treatment and support has evolved in response to new opportunities to 
support patients. 

Figure 7.3 summarises the currently available treatment and support options offered to PCGS 

patients.  

Figure 7.3 PCGS available treatment and support options 

 

  

CBT delivered by external providers with the number of sessions varying according to 

individual need, between 6 and 12 sessions per patient. Delivered via Zoom.

TREATMENT PATHWAYS

Cognitive Behavioural Therapy 

(CBT)

Group therapy 

Psychoanalytic psychotherapy 

Case management

Social prescribing 

Case management support involves the service administrator or mental health nurse 

informally checking in on how a patient undergoing other PCGS support is managing. 

Delivered remotely.

Prescription for Naltrexone

Referral to National Problem 

Gambling Clinic

External therapists deliver psychotherapy, with the number of sessions varying 

according to individual need, between 20 and 25 sessions per patient. Delivered over 

Zoom.

GamCareôsGambling Recovery Course delivers group therapy to patients, delivered 

online during the pandemic.  This includes group discussion, exercises, and roleplay.

An opioid antagonist prescribed to a very small number of patients for whom 

psychological therapies have not worked. 

Social providers to link patients with local support services in their community, which 

take a holistic approach to individualsôwellbeing, e.g. create outlets such as art classes. 

The PCGS team can make direct referrals to the NPGC where this is felt to be 

appropriate. 
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PCGS delivered its specialist treatment and support as intended (see Appendix D), with three notable 

differences.  

¶ The prescription of Naltrexone was introduced after the launch of the pilot. Naltrexone is a 

medication originally used to combat opioid and alcohol addiction, but in recent years has 

been considered by some psychiatrists in reducing the compulsion to gamble among 

problem gamblers. The medication was prescribed to two patients who received it alongside 

psychological interventions.  

¶ PCGS planned to refer patients to lifestyle classes as part of holistic care plans. Since pilot 

launch, this support has evolved to referrals to social prescribing. Social prescribing takes a 

holistic approach to individualsô wellbeing and may include creative outlets such as art 

classes, or more practical advice, like how to apply for benefits and other financial aid.  

¶ Patients have been offered more treatment sessions than initially planned. For example, 

patients were intended to receive between six and 12 CBT sessions. In practice, PCGS now 

begin with eight sessions, and reassess patient needs after eight sessions, to determine 

when more session would be beneficial.  

The most common treatment received by PCGS patients was CBT, with 
psychotherapy the second most common. 

Over half of patients have received CBT (52% or 45 patients), and nearly a quarter have received 

psychotherapy (24% or 21 patients) (Figure 7.4). It was rare for patients to be prescribed Naltrexone 

(2% or 2 patients) or referred to the NPGC (1% or 1 patient).  

Patients typically received multiple treatments, either concurrently, or one after the other. However, 

Patient Tracker data makes it difficult to know when each treatment began or was completed, and 

likely underrepresents the number of patients who received the informal check-ins provided by PCGS 

staff ï called case management ï because PCGS staff reported most received this at some point in 

their service engagement. Therefore, Figure 7.4 summarises the main treatment PCGS patients 

received.  

Figure 7.4 Volume of patients receiving each treatment 
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Referral to the NPGC

Source: PT: patients that have received treatment (n=87).

Excludes patients that disengaged from the service prior to treatment and those currently awaiting 
assessment. 
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Patients were typically positive about their treatment, with the friendly and informal 
manner of support delivery benefitting patients in a range of ways.  

Overall, patients who took part in one-to-one support, either talking therapies delivered by external 

therapists, or less formal check-ins from PCGS staff, were positive about having someone to talk to 

about their own experiences and complimented the professionals who delivered the support for being 

friendly and reassuring.  

ñA sincere friendly service. She [psychotherapist] was very knowledgeable and really helped.ò  

PCGS psychotherapy patient 

Patients interviewed with experience of case management felt this element helped reassure them of 

what was involved in the service and support them to engage with other PCGS treatment.  

ñShe [PCGS staff member] reassured me about the treatment, that it's not all self-learning. She 

explained everything. She really took the time to listen to me and understand my own 

circumstanceséò  

PCGS case management patient 

Patients with previous experiences of counselling initially felt hesitant about their CBT or 

psychotherapy referrals; they were either nervous or sceptical about its benefits. Yet, once they 

engaged with the treatment, these patients felt they were beneficial because of therapistsô knowledge 

and skill, and the focus on exploring the impact of past trauma on the gambling behaviours.  

ñAt first, I was so negative. I said no to everything. I thought the sessions wouldnôt help because I'd 

had CBT before, and it was rubbishé But after two or three sessions, I could see it started to work, 

and that helped change my mindset.ò  

PCGS CBT patient 

Specialist treatment was delivered remotely because of social distancing restrictions due to the 

pandemic. While patients understood this, some still suggested they would prefer the option of face-

to-face sessions. 

ñI was initially anxious about having therapy online, but it actually worked ok, but I still would have 

liked to see [the therapist] in person if Covid had allowed.ò  

PCGS CBT patient 

Patients who received CBT or psychotherapy referrals were typically happy with the number of 

sessions offered, except for some who felt ñvulnerableò and ñunsupportedò once these sessions 

ended. Most felt they would have benefitted from knowing where they could access additional support 

once the sessions had ended and the PCGS team could look to provide more post-support 

signposting information.  

ñAlthough I knew the sessions were coming to an end, I really missed talking to [the therapist] and 

didnôt know where to go to for other support.ò  

PCGS CBT patient 

The number of specialist, external therapy sessions a patient receives is reviewed in the weekly MDT 

meetings. Hurley Group and GamCare practitioners discuss the opportunities of extending treatment 

alongside any perceived risk of patient reliance on the support. If they agree to offer further sessions, 

this is discussed and agreed with the therapist and patient.  
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It was common for more sessions to be offered: more than a quarter of patients who received CBT 

received more sessions than planned (30%, or 13 of 44 patients) and nearly one in five accessing 

psychotherapy received more sessions (18%, or 4 of 22 patients). The latter is likely because the 

number initial psychotherapy sessions offered was higher than CBT (20-25 sessions compared with 

eight for CBT).  

ñI was really pleased when they said I could have more sessions, because they were really good and I 

had more stuff to talk about.ò  

PCGS CBT patient 

Group therapy was a less popular option among patients interviewed, with all but one patient 

interviewed turning down this offer. This reflects the few patients who accessed group therapy noted 

in the Patient Tracker (eleven) and the 10 patients out of 21 patient who declined group therapy after 

initial specialist treatment. Patients declined group therapy for two main reasons; practicalities of 

attending sessions at a specific time that was not convenient and concerns about stigma and lack of 

anonymity in a group setting. The fear of órunning intoô a group member in a local setting was a 

recurring view.  

Experience of follow-up support varied, though most patients were reassured by the 
ongoing calls.  

After treatment is completed, the service offers patients support for up to one year, with post-

assessment check-ins being conducted at three, six and nine months, though this is flexible and more 

frequent contact is offered as needed.  

Patients described these phone calls as friendly and informal, with the main aim being to reassure the 

patient that they have not been forgotten. One patient noted that the expectation of receiving a follow-

up call contributed to him maintaining his recovery. 

ñIt is good they are going to check in, because it will help me not fall back into it [gambling].ò  

PCGS CBT patient 

A less common experience among those interviewed was that they reported having no further contact 

from PCGS after their treatment concluded. While some accepted that this was because their 

treatment had concluded, few mentioned they would have welcomed ongoing check-ins.  

Data in the Patient Tracker confirms that this experience is uncommon, with all but one of the 24 

patients who had completed treatment (and therefore eligible for follow-up support) receiving follow-

up at the intended intervals. The one patient disengaged from the service after the second follow-up 

and asked not to be contacted.  
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8 Early evidence of outcomes  

This chapter discusses the early evidence of the outcomes of PCGS, drawing on qualitative depth 

interviews and analysis of patient Core-10, PGSi and Psychlops scores at referral and the end of their 

treatment.  

Early evidence of outcomes: Headline messages 

¶ It is too early to say whether the PCGS is delivering its intended impacts for patients. 

However, the evaluation has found early evidence of promise.  

¶ Most patients were quickly contacted following referral to complete their assessment, and 

in just over half (53%) of cases the target waiting time of seven days was met. Within the 

qualitative interviews, patients praised how quickly they were contacted after being referred 

to the service, especially when comparing this to their experiences of waiting times for 

other NHS services.  

¶ Patients engaged with the service and treatment because of the interpersonal skills of the 

PCGS team and therapists. They reported feeling comfortable discussing their 

circumstances openly and honestly, and often more so than with previous professionals. 

¶ Nearly a third (32%) of patients had disengaged with the PCGS at some point during their 

service use. This level of disengagement is not surprising, given the complexity of patientsô 

needs and the disengagement rates of other gambling support services. 

¶ All 14 patients for whom data was available saw an improvement between their initial and 

exit scores across all three questionnaires (Psychlops, Core-10, PGSi).  

¶ There is no evidence of outcomes for GPs because the planned outreach work was paused 

during the Covid-19 pandemic.  

Short-term outcomes 

Reduced time to first access support and receive treatment  

Most patients were quickly contacted following referral to complete their assessment, and in just over 

half (53%) of cases21 the target waiting time of seven days was met (see Figure 8.1). The mean 

waiting time between referral and mental health assessment was 12 days and the median (often a 

more useful calculation of the average in datasets with outliers22) was seven days.  

Waiting times were quickest for referrals where PCGS had direct control (i.e. via the website and 

eConsult), compared with those from their partner GamCare. Patients who were referred through 

eConsult typically waited just three days to be contacted, compared to six days for those who self-

referred via the website and 15 days for those who were referred by GamCare.23  

PCGS staff noted that waiting time for referrals via GamCare were impacted by the time taken for 

assessment forms to be completed and the time elapsed when waiting for the next weekly MDT 

meeting. At the time of writing the Patient Tracker does not contain data on the date of the initial point 

of contact by the PCGS team. Adding this would help monitor, more granularly, the time PCGS is 

taking to contact patients once they have the information needed.  

 
 
21 Base number = 87.  
22 These were often flagged in the Patient Tracker as where patients wanted space to reflect on the PCGS offer or felt it was 
not the right time for them to engage. 
23 Note the number of referrals via other pathways were too small to make any analysis meaningful.  
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For most patients (73%)24, the target of patients starting specialist, external treatment (i.e. not 

including case management with PCGS staff) within one month was met. The mean waiting time 

between referral and mental health assessment was 35 days and the median was 16 days. In some 

cases, delays resulted from patients preferring to wait for specialist treatment to start due to personal 

circumstances. 

Psychotherapy often required the longest wait due to the time required for the PCGS team to find an 

appropriate, specialist therapist. The mean average was 24 days, compared to CBT with a mean 

average of 19 days. This points to the need for the PCGS team to explore adding more 

psychotherapists to their available list of external therapists.  

Figure 8.1 Waiting times  

 

Source: PT: date of referral & PCGS mental health assessment (n=87); date of PCGS mental health 

assessment & start of specialist treatment (n=67). 

Within the qualitative data, patients praised how quickly they were contacted after being referred to 

the service, especially when comparing this to their experiences of waiting times for other NHS 

services.  

ñWithout such a quick call [from PCGS], I would have lost my nerve.ò  

ñI was surprised how quickly it wasé I thought it could be 6 months or 12 months.ò  

PCGS patients 

Increased awareness of the negative impacts of gambling and the role it plays in their life 

Patients interviewed that accessed CBT and psychotherapy found the process of exploring their 

gambling history and talking about its consequences on their mental health, finances and 

relationships helped them to improve their understanding of the impacts of gambling on their lives and 

the reasons reducing their gambling was important for them.  

Patients also reported developing the emotional tools to identify and counteract the mindset that led 

them to gamble and engage in other damaging behaviours. 

ñDoing CBT opened up my eyes, made me aware of why I gambled...The reasons I was doing it and 

why I couldnôt stop and why I always started againé Made me think of things in a different way.ò  

PCGS CBT patient 
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Patients feel comfortable and motivated to engage with the service 

Patients engaged with the service and treatment because of the interpersonal skills of the PCGS 

team and therapists. They reported feeling comfortable discussing their circumstances openly and 

honestly, and often more so than with previous professionals. Support received was described by 

patients interviewed as delivered in a friendly, informal and non-judgemental way, meaning it did not 

feel like ótreatmentô in a medical sense. 

ñI felt relaxed. I didnôt feel threatened. She was a friendly face.ò  

PCGS patient 

Yet nearly a third (32%) of patients had disengaged with the PCGS at some point during their service 

use. This level of disengagement is not surprising, given the complexity of patientsô needs and the 

disengagement rates of other gambling support services:  

¶ the Leeds and York Partnership Foundation Trustôs (LYPFT) Northern Gambling Service 

showed that of the 73 patients for whom an end reason for treatment was available, 14 (or 

19%) were reported to have dropped out;  

¶ the NPGC run by Central and North West London NHS Foundation Trust showed that of 

data available for 96 patients, 51 (or 53%) had either dropped out or declined treatment.25  

Disengagement with PCGS was higher amongst the youngest patients (6 of 8 16-24 year olds 

disengaged, compared with 4 of 9 patients over 55) and those from an ethnic minority background (a 

third of whom disengaged from the service (12 of 36 patients), compared to just under a quarter of 

White patients (16 of 67)).  

PCGS staff should monitor the level of disengagement as the number of referrals to the service 

increases and work to improve the recording of reasons for disengagement because disengagement 

rates will influence the mid-term outcomes. Analysis of the reasons for disengagement would also be 

useful to highlight potential areas for service improvement. 

Receive holistic and integrated treatment of gambling and related needs  

PCGS staff spoke positively of supporting patientsô needs in a holistic way through offering joined-up 

and integrated support alongside other services. This was particularly the case with GamCare, where 

patients needs were jointly supported by both services and treatment plans were discussed in MDT 

meetings.  

Patients echoed the PCGS staff view that the support received supported them with their life and 

current challenges holistically. This included signposting and referral to other sources of support, 

including social prescribing, their own GP, and debt or employment support to name a few.  

ñI had support from both people [PCGS and GamCare] but it didnôt feel like different because it was 

linked and they knew what each other was doing.ò  

PCGS patient 

Due to the limitations of the current Patient Tracker, it is not possible to accurately quantify this 

activity, but patients described it as being very important in helping them to start to address all of their 

problems that were causing them to gamble, and hopefully help them to sustain positive outcomes in 

the longer-term.  

 
 
25 This split was 28 treatment declined and 23 dropped out. The LYPFT data recorded no-one as having declined treatment.  
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Mid-term outcomes 

Reduced PGSi, Core10 and Psychlops scores 

The evidence for demonstrating patient outcomes achieved within a year of engaging with the service 

comes from comparing the mid-point and end-point assessment scores with the scores at the point of 

referral. Given that there were only 14 patients for whom this data was available, these findings 

should be interpreted very cautiously, though for the very small sample of patients for which data is 

available (14 patients), scores across all three questionnaires improved (Table 8.1):  

¶ All 14 patients saw an improvement between their initial and exit scores across all three 

questionnaires. Overall, the difference between the initial to exit scores for Psychlops, Core-

10 and PGSi were -11.1, -8.8 and -13.4 respectively; 

¶ Core-10 scores moved from moderate/ severe distress to the non-clinical range26; 

¶ PGSi scores moved from gambling with negative consequences to a moderate level of 

problems27.  

Table 8.1 Comparison of overall initial, mid and exit point scores  
 

Source: Patient Tracker: Patients with all three scores available (n=14). 

The key mechanisms behind these changes were reported qualitatively as being related to the 

treatment and support received e.g., with the support feeling better able to cope, possessing the tools 

needed to deal with various life challenges and being more self-aware. 

ñI 100% feel better and know what to do know if I feel bad again.ò  

PCGS patient 

  

 
 
26 The categories for Core-10 scores are: Less than 10 ï non-clinical range; 11 to 14 ï mild psychological distress; 15 to 19 ï 
moderate psychological distress; 20 to 24 ï moderate-to-severe psychological distress; 25 or above ï severe psychological 
distress.  
27 The categories for PGSi scores are: 0 - Gamblers who gamble with no negative consequences; 1-2 - Gamblers who 
experience a low level of problems with few or no identified negative consequences; 3-7 - Gamblers who experience a 
moderate level of problems leading to some negative consequences; 8 or more - Gambling with negative consequences and a 
possible loss of control.  

  Initial score 

average 

Mid-point score 

average 

Exit point average  Difference initial 

to exit 

Psychlops  17.3 12.8 (-4.5) 6.2 (-6.6) -11.1 

Core-10 18.3 15.5 (-2.8) 9.5 (-6) -8.8 

PGSi 18.2 15 (-3.2) 4.8 (-10.2) -13.4 
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Receive continuity of care, including follow-up 

As discussed in the previous chapter, after treatment is completed, the PCGS team have offered all 

patients follow-up support as intended. Patients reported that these calls were reassuring and had in 

some cases, helped them to sustain their recovery (though this is not currently possible to measure 

within the data available in the Patient Tracker). 

Complete treatment plan as intended 

There is less evidence to indicate that treatment plans have been completed as designed. Within the 

Patient Tracker, 42 patients (41%) were marked as having been discharged from the service. It is not 

always possible to determine whether this discharge was due to treatment plans being completed as 

intended, whether treatment plans changed, in what ways and at what points because of Patient 

Tracker data quality.  
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9 Conclusions and implications 

Overall, patients and those involved in the delivery of the Primary Care Gambling Service (PCGS) 

were positive about the service and its model of delivery. The evaluation also demonstrated there is 

GP demand for a service like PCGS and that the PCGS model has a role to play in the support 

network individuals can draw upon to manage their gambling. However, there are key areas that 

could be improved, and recommendations to consider in future delivery of this and other gambling 

support services.  

Referral pathways 

The pilot was established shortly before the Covid-19 pandemic which led to unavoidable changes in 

the delivery model, most significantly that their partner, GamCare, could not be co-located and GP 

outreach activity has not taken place. These changes, and the ongoing delivery during the pandemic, 

greatly impacted the volume and profile of patients accessing the service, and the type of treatment 

and support offered during the pilot. 

The Hurley Group has taken the opportunities that the pandemicôs challenges presented to develop 

the delivery model. Notably, the absence of opportunities for GP outreach activity focussed the team 

on developing relationships with GamCare, resulting in this being the most effective referral pathway 

to date. This is a positive sign for the future development of the service, as it means the service is not 

overly reliant on GP referrals ï something that could have been the case given the serviceôs position 

as an NHS provider.  

Patient experiences of service delivery  

Patients are broadly positive about their experiences of the PCGS. The speed of patient access to 

support and treatment, and the personalised and welcoming approach are key drivers of this. Most 

patients were satisfied with the number of sessions of treatment they received and in many cases, 

patients have received more sessions than originally intended.  

Waiting times between key stages of the PCGS patient journey did not always meet targets set by the 

service. This was a more common patient experience between referral and mental health assessment 

where just over half of cases met the seven-day target. This compares to nearly three-quarters of 

cases which met the target of 30 days between mental health assessment and when specialist, 

external treatment started. Nonetheless, these waiting times were viewed positively amongst patients 

and compare favourable to waiting times experienced to access other NHS services.  

Early evidence of patient outcomes  

PCGS is still on an implementation journey, and improvement to patient and GP outcomes will 

necessarily take time to become evident. Nonetheless, the evaluation found promising early evidence 

of progress towards the patient outcomes outlined in the logic model. Patients feel better able to cope, 

in possession of the tools to deal with various life-challenges (including gambling) and more self-

aware of the impact of gambling on their lives. Going forward, a greater volume of patients accessing 

and completing treatment, and consistent and complete collection of demographic, service and 

outcome data, will be necessary for the service to demonstrate its impact on patients. 
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Recommendations for the future delivery of the PCGS 

Partnership and sector working: a key priority for the PCGS, working with GambleAware, will be to 

define the service offer, including eligibility, and position more clearly this with the national gambling 

treatment system. Once agreed, making sure this is clearly communicated to key partners will be 

important to further improve relationships and reduce some of the barriers to partners referring into 

the service. PCGS staff continuing with their speaking engagements to promote the work of the 

service will be an important component of this.  

GP outreach activity: the evaluation evidence has clearly shown the need for a plan of engagement 

and outreach activities with GPs, once this is possible. This should help with GPs in the survey 

lacking awareness generally of gambling services and requesting more information about identifying 

patients at risk and developing their conversation in framing conversations about gambling harms with 

patients. It should also support greater awareness about how to refer and in turn lead to an increase 

in GP referrals to PCGS.  

This evaluation builds on recent research that showed GPs were less likely to identify a care pathway 

for a gambler if they were to disclose to the GP.28 Future research is needed to better understand GP 

barriers to awareness of and referral to gambling support services, like PCGS, and why they might 

not see it as their responsibility and priority to support patients with gambling.  

Referral pathways: although the evaluation has found that having a range of referral pathways is 

working well and is an aspect of the model that should continue, we recommend focussing (at least 

initially) on the following pathways that have the greatest potential to increase volumes of referrals:  

¶ GP outreach activity; 

¶ Increasing advertising within constraints to promote self-referrals through the PCGS 

website; 

¶ Continuing to explore ways to access more referrals via eConsult, given the high number of 

potential patients.  

As patient volumes increase, it will be important to ensure there is sufficient capacity within the PCGS 

team to meet demand and continue to deliver a high-quality service.  

Team capacity and composition: the consistent message from patients and PCGS staff was that 

the tailored and personal care provided is a key aspect of delivery, as is the speed of access to 

support. Whilst this is currently possible with the lower than anticipated number of referrals, 

maintaining the tailored and personal care, and speed of access, necessitates more staff time. Going 

forward, it will be important to review the capacity and confirm the ideal composition of the staff team 

needed to deliver the service effectively and efficiently.  

Monitoring patient engagement and experience: given the evaluation findings about the relatively 

high level of patient disengagement and some patients waiting longer than anticipated for treatment, it 

will be important to monitor and track changes in these indicators as the serviceôs referral volume 

increases. More detail on how the monitoring and evaluation of the service could be improved can be 

found in Appendix F.  

  

 
 
28 Amanda Roberts, Henrietta Bowden-Jones, David Roberts and Stephen Sharman. Should GPs routinely screen for gambling 
disorders? British Journal of General Practice 2019; 69 (682): 226-227. 
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Implications for replicating the service  

This evaluation has concluded that the PCGS is a promising model of delivering support to those 

experiencing gambling harms. An impact evaluation is needed to assess the impact of the service on 

patients, and GPs, and the causes of any observed changes. This evaluation captured successes and 

challenges for delivering the PCGS, and these lessons have implications for any similar services.  

The need for integrated working: the service offers bespoke and tailored support provided by a 

multi-disciplinary team with specialist skills and expertise. Integrated working is a key mechanism for 

provide this type of support, and helps to limit the need for the patient to access multiple, and often 

siloed, support services. Patients and service staff discussed the benefits of the a service integrated 

within primary care and this as an important setting to consider for future services.   

The importance of the serviceôs role within the national gambling support system: any new 

gambling support services need a clearly communicated role and purpose within the context of the 

national system. It is important to clearly define the service offer, including eligibility criteria, at the 

outset and make sure this is clearly communicated to all key stakeholders within the system for 

system providers to feel confident in referring to the service. The NHSE decision in February 202229 

to stop participating in dual commissioning and funding to treat people experiencing gambling harms 

must also be factored into decision making about how a service like PCGS is funded.  

The need for promotion and awareness raising activity: promotion activities are important for any 

new service to ensure patients are referred and can be supported to manage their gambling. Diverse 

promotion and outreach activities are essential at the start of implementing a new service and on-

going.  

  

 
 
29 Murdoch, C., (2022) Ceasing of the dual commissioning and funding by GambleAware f the NHS elements of the problem 
gambling treatment pathway. NHS England » Ceasing of the dual commissioning and funding by GambleAware of the NHS 
elements of the problem gambling treatment pathway 

https://www.england.nhs.uk/publication/ceasing-of-the-dual-commissioning-and-funding-by-gambleaware-of-the-nhs-elements-of-the-problem-gambling-treatment-pathway/
https://www.england.nhs.uk/publication/ceasing-of-the-dual-commissioning-and-funding-by-gambleaware-of-the-nhs-elements-of-the-problem-gambling-treatment-pathway/
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10 Appendices  

Appendix A: Methodology detail  

Table A.1 chieved number of patient interviews ï total number of interviews = 16 

N= 16   

Gender Male 12 

Female 4 

Age 18 ï 24 1 

25 ï 34 7 

35 ï 44 7 

45 ï 55 1 

Referral source GamCare 12 

Self-referral via PCGS website 3 

e-Consult 1 

Treatment received (as 

outlined on the Patient 

Tracker) 

CBT 9 

Psychotherapy  4 

Case management  3* 

Comorbidities Mental health condition 16 

Physical health condition 8 

Other addiction 9 

*Note this is likely to be an underestimation, as discussed in the report. This relates to three patients 
who did not have any specialist external treatment, and only had case management with PCGS staff.  
 
Table A.2 Achieved number of stakeholder interviews ï total number of interviews = 11 

N=11  

Hurley Group 7 

GamCare 3 

Gordon Moody 1 

Stakeholder and patient qualitative interviews  

Our approach to the analysis of the qualitative data to date has been iterative and inductive ï building 

upwards from the views of participants. All interviews were written up in detail, including verbatim 

quotes, in an analytical framework in Excel. The framework was structured around the logic model 

and research questions, with a research question per column, and detail from each qualitative 

interview entered individually per row. The framework also included key sample data, to allow for 

comparison of findings by different characteristics. The data was analysed to search for themes and 

trends, both present and absent.  

Initial analysis was undertaken for the interim report (March 2022), with further, more-detailed 

analysis and triangulation taking place during the analysis for the final report.  
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GP survey  

The final GP survey dataset was weighted to ensure that results were reflective of the population of 

licensed doctors by age, gender, and place in which primary medical qualification was gained.  

The following table shows the demographic profile achieved in the survey, the weighting 

targets, and then the post-weighted profile, of doctors. 

Table A.3 GP survey weighting profile 

Profile category GMC 
population 

Survey 
completes 

Weighting 
targets30 

Weighted 
profile 

Age Under 45 44.00% 56.00% 39.60% 40.00% 

Over 45 56.00% 34.00% 50.40% 50.00% 

Prefer not to say N/A 10.00% 10.00% 10.00% 

Gender Male 45.00% 46.00% 44.10% 44.00% 

Female 55.00% 52.00% 53.90% 54.00% 

Prefer not to say N/A 2.00% 2.00% 2.00% 

PMQ area UK 77.27% 81.00% 76.50% 77.00% 

EEA 5.00% 5.00% 4.95% 5.00% 

Outside UK and 
European Economic 
Area (EEA) 

17.73% 13.00% 17.55% 18.00% 

Prefer not to say N/A 1.00% 1.00% 1.00% 

The survey data was reviewed by two team members and tables were produced for each survey 

question. The tables and charts were reviewed by members of the project team, with a particular 

focus on statistically significant differences between GP characteristics. 

Patient Tracker and DRF secondary analysis  

The qualitative data within the Patient Tracker was coded against the DRF specification. This then 

enabled the evaluation team to combine the data from both datasets into one SPSS file for descriptive 

analysis. The data in the final file was cleaned and checked for consistency before analysis.  

 

 
 
30 Weighting targets are the population figures, re-percentaged to take account of unknowns and prefer not to says, this 
enables more accurate comparisons 
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Appendix B: Evaluation framework 

 
Note evaluation aim three was not included within the re-scoped evaluation because the work was unable to be delivered by PCGS due to the Covid-19 
pandemic.  
 

Key evaluation aim Key research questions Measures Recommended 
evidence sources  

1) Understand the referral pathways 
and the enablers and barriers to each 
pathway referring patients into the 
service 

What is the profile of the patients 
referred from each of the referral 
pathways: GPs, Gambling Treatment 
Services: GamCare & Gordon Moody, 
eConsult, PCGS website and 
helpline? 

Number and profile of patients accessing 
PCGS through each type of pathway (and 
changes over time) 

Analysis of patient data 
tracker 

Threshold criteria for entering PCGS or 
being referred on to other support e.g. 
Gordon Moody Service, GamCare or 
National Problem Gambling Clinic 

Stakeholder interviews 
(HG, GC, GM) 

Demographics, gambling history, treatment 
type, referral source(s) of PCGS patients 
and compared to other non-PCGS 
gamblers 

Analysis of patient data 
tracker and comparison 
with DRF data 

What are the enablers and barriers to 
each referral pathway? 

Perceptions of the challenges/barriers to 
each referral pathway 

Stakeholder interviews 
(HG, GC, GM) 

Perceptions of the enablers/successes of 
each referral pathway 

Stakeholder interviews 
(HG, GC, GM) 

Weekly MDT enablers/barriers Stakeholder interviews 
(HG and GC) 

What lessons can be learned to help 
improve referrals, especially less 
serious gambling harms? 

Lessons learnt from overcoming/mitigation 
challenges/barriers to each referral 
pathway  

Stakeholder interviews 
(HG, GC, GM) 

Best practice learnings identified  Stakeholder interviews 
(HG, GC, GM) 

Suggested ways to make it easier to 
identify and refer patients to PCGS 

GP survey  
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Primary care practitioner perception of the 
need and demand for the PCGS 

GP survey  

2) Understand patient journeys into 
(and where relevant) out of PCGS, 
and the enablers and barriers to a 
supported journey 

How do patients become aware of 
PCGS?  

Ways in which patients became aware of 
PCGS  

Patient interviews 

Patient understanding about how they can 
access PCGS 

Patient interviews 

Perceptions of ways to improve patient 
awareness of PCGS 

Patient interviews, 
stakeholder interviews 
(HG, GC, GM) 

How do patients experience the three 
PCGS questionnaires (Psychlops, 
PGSI, Core10)? 

Patient experience of and views on ease of 
completing each assessment 

Patient interviews, 
stakeholder interviews 
(HG, GC, GM) 

Stakeholder perceptions on the suitability 
and ease of completing each assessment  

Stakeholder interviews 
(HG, GC, GM) 

Suggestions for improving patient 
experience of assessments  

Patient interviews, 
stakeholder interviews 
(HG, GC, GM) 

How do patients experience treatment 
and support (including wider than 
PCGS where relevant)? 

Perceptions of treatment received (e.g. 
likes, dislikes, ease, efficiency) 

Patient interviews, 
stakeholder interviews 
(HG, GC, GM) 

Number, duration and types of treatment(s) 
for each PCGS patient (and compared with 
non-PCGS patients) 

Analysis of patient data 
tracker and comparison 
with DRF data 

Expectations and actual estimates of wait 
time to access PCGS (and in comparison 
to other services) 

Patient interviews, 
analysis of patient data 
tracker and comparison 
with DRF data 

Number and types of patients referred to 
external treatment providers (and reasons 
for this) 

Analysis of patient data 
tracker and HG 
stakeholder interviews 

Comparison of PCGS support received 
with other gambling support 

Patient interviews, 
analysis of patient data 
tracker and comparison 
with DRF data 
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What do patient suggest to improve 
the accessibility and usefulness of the 
service? 

Suggestions for improving patient 
experience of the service 

Patient interviews, 
stakeholder interviews 
(HG, GC, GM) 

Best practice learnings identified  Patient interviews, 
stakeholder interviews 
(HG, GC, GM) 

3) Understand the outreach work 
delivered by PCGS, including 
rationale for activities undertaken 
and views on what helps to raise 
awareness of the service and of 
gambling harms 

What outreach activities were 
delivered, how and to who?  

Number, content and format of outreach 
activities delivered  

2 interviews with PCGS 
staff  
 
Review of documents 
relating to outreach 
activity  
 
2 observations of 
outreach activity 
sessions 

Number and types of practitioners 
attending the outreach activities  

2 interviews with PCGS 
staff  
 
Review of documents 
relating to outreach 
activity 
  

What factors influenced the intended 
outreach activities? 

Approaches to engaging practitioners with 
the outreach activities and perceived 
success of each method 

2 interviews with PCGS 
staff  
 
Review of documents 
relating to outreach 
activity  

Challenges/barriers impacting on outreach 
activities  

2 interviews with PCGS 
staff  

Perceptions of the impact of Covid on 
delivery of outreach activity and the 
changes this has resulted in 

2 interviews with PCGS 
staff  
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Best practice learnings identified  2 interviews with PCGS 
staff  

How did participants experience the 
outreach activities? 

Previous training and 
knowledge/understanding about gambling 
harms 

GP survey  

Perceptions on the usefulness of the 
outreach activities  

2 interviews with PCGS 
staff  
 
Review of documents 
relating to outreach 
activity  
  

Practitioner learning taken from the 
outreach activities 

Suggestions for improving outreach activity 

What is known about PCGS and what 
would help practitioners refer into 
PCGS? 

Marketing/outreach activity undertaken to 
raise awareness of PCGS 

HG stakeholder 
interviews 

Number of primary care practitioners 
aware of PCGS (and other gambling 
services) and how they learned about it  

GP survey  

Perceived challenges/barriers to making 
referrals to PCGS 

GP survey  

Suggestions for increasing practitioner 
referrals to PCGS 

GP survey  

4) Understand the implications of the 
model for future delivery, to shape 

Were other approaches considered 
for the pilot and if so, what can we 
learn from those? 

n/a Stakeholder interviews 
(HG, GC, GM) 
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Gamble ware's wider understanding 
around primary care interventions 

What are the key considerations for: 
- Sustainability of the programme?  
- Growing the model? 
-óReplicatingô the model elsewhere? 

n/a Review of all the study 
findings and share on an 
ongoing basis 
 
Best practice learnings 
identified and 
communicated 
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Appendix C: Additional contextual information  

As the first of its kind in the country, there was no template to draw upon in setting up the PCGS. It was 

established as a proof-of-concept service, funded by a regulatory settlement31 from the Gambling 

Commission between October 2019 and March 2022. The Hurley Group undertook the following main 

activities to design and set-up a new NHS pilot service: 

¶ getting a prescribing number and EMIS number - the clinical system used to record all episodes 

of care;32 

¶ getting data protection, safeguarding and governance processes in place;  

¶ agreeing the composition of the PCGS team, writing job descriptions, drafting contracts and 

recruiting to the team; and 

¶ developing promotional materials for the service. 

Four other contextual developments (summarised in Figure 10.1) also influenced the service and the 

context in which it has operated to date: 

¶ The Ritchie Inquest in February 2022 into the suicide of Jack Ritchie highlighted that primary 

care health practitioners may lack the training to be able to recognise, diagnose or treat 

gambling disorders.  

¶ The NHS released a statement in February 2022, stating that it will no longer accept funding 

from the gambling industry to treat people experiencing gambling harms.  

¶ In April 2022 the PCGS started on a new one-year funding agreement from GambleAware.  

¶ A review and reform of UK gambling laws is forthcoming, with government proposals expected 

at the time of publishing this report.  

  

 
 
31 Gambling Commission, óGambling licence information, guidance and advice for businesses and individualsô 
32 EMIS, óAbout Usô, About us | EMIS (emishealth.com) (Accessed 27 May 2022) 

https://www.emishealth.com/about-us
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Figure A.1 Delivery context timeline 
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Appendix D: Additional detail on the PCGS intended delivery model  

Intended profile 

The PCGS team anticipated that patients supported by the service would be problem gamblers living with 

low to medium level harms, and that the service would act as the bridge between NHS primary and 

specialist (secondary care) services. Patients with complex needs and serious co-morbidities, or those 

who required intensive, specialist interventions such as residential care, were intended to be referred to 

secondary care services. 

Assessment  

When a patient is referred to a member of the PCGS team, a mental health assessment is intended to be 

undertaken within seven days of referral. The case is discussed in a weekly MDT meeting involving 

PCGS and GamCare staff. Direct referrals into the PCGS via the website/telephone are also discussed at 

this meeting. 

Patient assessment is undertaken using the Clinical Outcomes in Routine Evaluation measure (Core-10), 

PGSi and Psychlops.33 Core-10 is a validated monitoring tool with items covering anxiety, depression, 

trauma, physical problems, functioning and risk to self. Psychlops is a mental health outcome-

measure tool used in primary care or community care settings and is self-completed. It measures mental 

health problems, quality of life, social functioning, and wellbeing, and is not yet validated but increasingly 

used in the gambling support sector. For example, the Gordon Moody Association uses Psychlops. The 

PGSi is the standardised measure of at-risk behaviour in problem gambling. It is a tool based on research 

on the common signs and consequences of problematic gambling.  

Treatment and support  

Following the assessment and MDT meeting to discuss the needs of the patient, a care plan was 

developed. Patients were offered support from the PCGS mental health nurse and/or peer support worker 

and they can be offered access to one-to-one psychological treatment, group therapy, medical support or 

if needed onward referral to the NPGC, as appropriate for their needs. This decision-making process in 

relation to the types of therapy offered is overseen by lead GP for the service. Face-to-face assessments 

and treatments were also intended to be available to patients seeking care, though less common during 

the pandemic. 

The weekly check-in case management calls were generally delivered by the PCGS team on the phone 

or over video conference and the frequency depended on the patientsô circumstances. Patients received 

more frequent calls at the start of the their engagement with PCGS, anywhere between once a week to 

once a month. As intended, the number and frequency of case management calls was flexible to meet 

patient needs, with all calls recorded on the patientôs clinical record.  

  

  

 
 
33 Psychlops, óHomeô, http://www.psychlops.org.uk/ (Accessed 27 May 2022) 

http://www.psychlops.org.uk/
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Appendix E: Suggested updates to the PCGS logic model  

What changes are needed to the logic model? 

Reflecting on the evaluation findings, the logic model developed at the outset broadly remains fit for 

purpose. However, there are some refinements recommended to better reflect how the PCGS operates in 

practice and to improve the chances of achieving outcomes for patients and practitioners.  

Assumptions  

One of the assumptions of the logic model was that ñthe PCGS team are able to engage primary care 

practitioners with gambling awareness raising activities and training on how to support gamblersò. As the 

GP outreach activity has not taken place as planned and has not been covered by this evaluation, this 

activity has been removed from the logic model. Once the outreach activity does begin, it will be important 

to develop an updated understanding of how this will work and what the intended outcomes are and 

reflect this in a revised logic model.  

The assumption around ñGamblers are not already aware of treatment or support options because if they 

were they may not see the need to access PCGS supportò needs to be refined to reflect the ongoing and 

holistic nature of a patientôs support journey. We recommend that this assumption is rephrased to be 

ñGamblers or affected others see the additional value and need to access PCGS support, even if they are 

aware or have previously accessed treatment or support for gambling harms.ò  

Another assumption that needs to be refined is around ñGamblers can be reached by the PCGS referral 

pathways, and those that do have the órightô needs for the PCGSò. There are two points of clarification 

here. Firstly, it has proved more challenging that anticipated to reach patients via the PCGS referral 

pathways. In relation to the second part of the assumption (that patients have the óright needsô), the 

eligibility criteria for PCGS is an area that would benefit from further clarification. There is also recognition 

that patients have typically had more severe gambling harms that initially anticipated and there is a 

relatively high level of disengagement. It is therefore recommended that this assumption be refined as 

"Patients can be referred to PCGS via the pathways established and are able to benefit from the support 

available.ò 

Activities and outputs 

An activity that requires updating is ñeConsult gambling question with users directed to NGTSò. Whilst this 

was true before October 2021, since then, patients are signposted to the PCGS. So this has been 

updated to ñeConsult gambling question directs users to PCGS where possible within the confines of 

access to other GP clinical systems.ò 

It is recommended that the output of ñGamCare and Gordon Moody engage with PCGS and support 

service deliveryò is split into two and is currently conflates two slightly different concepts. It is 

recommended that the output is rephased to be ñGamCare and Gordon Moody engage in the referral and 

assessment processes within PCGSò, as this reflects their role in referrals and decision-making around 

support patients receive, but does not include them in direct service delivery.  

The evaluation also found that the activity around ñsignposting to external treatment providersò was not 

widely understood and does not reflect the integrated nature of PCGS delivery. Rather, this sits under the 

treatment types, with signposting an integral part of line worker support. Referrals to GPs, social 

prescribers etc. are also made under the treatment option of óreferral to lifestyle classesô. It is therefore 

recommended that the activity around external treatment providers is removed and the activity around 

treatment types is updated to ñSeven treatment types including signposting are available through PCGS, 

which can be provided face-to-face, online or over the phone.ò 
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Throughout the logic model, ñpatientsò has been updated to ñpatients and affected othersò to reflect the 

role of PCGS in supporting affected others.  

Outcomes  

It is recommended that the short-term outcome of ñreduced time to first access support and receive 

treatmentò is separated into two outcomes. As the evaluation evidence has shown, waiting times and 

patient satisfaction can differ between referral and first contact from PCGS, and between first contact with 

PCGS and the start of specialist, external treatment. It was also noted that ñreducedò time was not clearly 

understood. It is therefore recommended that the outcome be changed to 1) ñPatients are contacted by 

PCGS staff, in most cases, within seven days of being referred to the serviceò and 2) ñWaiting times 

between PCGS mental health assessment and the start of specialist treatment are short and meet patient 

needs.ò  

The other outcome which requires refinement is ñReceive holistic and integrated treatment of 

gambling/related needs.ò The inclusion of the term integrated has become somewhat confused and rather 

than integrated, it is more about PCGS working collaboratively with other organisations to ensure patients 

receive the holistic support they require. It is therefore recommended that the outcome is re-worded to: 

ñPCGS work collaboratively (where needed) to provide holistic care for patientsô and affected others 

gambling/related needs.ò 

It is also recommended that ñaftercareò is rephased as ñfollow-up supportò in the medium-term outcome 

around receiving continuity of care to reflect the language used by the PCGS staff.  

The impact of ñdevelopment of an England-wide integrated service which offers accessible, consistent 

and joined-up patient-centred gambling harm support to patients in needò is recommended to be re-

phrased to reflect the need for PCGS and GambleAware to work together to clarify the PCGS offer and 

how it complements other national service provision. This impact has therefore become ñPCGS to work 

together and complement other national service provision to offer accessible, consistent and joined-up 

patient-centred gambling harm support to patients in need.ò 

An updated logic model is presented below. Any future changes to the PCGS should be reflected in a 
revised logic model.
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PCGS updated logic model
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Updated logic model assumptions:  

¶ Gamblers or affected others see the additional value and need to access PCGS support, 

even if they are aware or have previously accessed treatment or support for gambling 

harms. 

¶ PCGS treatment options are sufficient for the needs of gamblers referred and are an 

effective approach to addressing gambling harms amongst adults. 

¶ The MOUs with GamCare and Gordon Moody operate as anticipated and support the 

delivery of the PCGS.  

¶ Patients can be referred to PCGS via the pathways established and are able to benefit from 

the support available. 
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Appendix F: Improvements to the monitoring and evaluation of the PCGS  

Building on the Patient Tracker  

The current Patient Tracker is a great source of information for monitoring performance and 

evaluating the service. Going forward, PCGS should aim to tie any new developments to it to the logic 

model, and further refine the data fields and response options.  

Another overarching recommendation for developing the Patient Tracker will be for the qualitative 

data to be coded into data that is suitable for quantitative analysis. The evaluation team did this for 

the purposes of the secondary analysis using the DRF specification1, as a guide to aid comparison 

with the NGTS.  

Other suggestions that the PCGS team may want to consider, include: 

¶ Making it clearer when patients have received multiple treatments and who these have been 

provided by;  

¶ Adding a column to evidence if patient treatment plans have been completed as designed;  

¶ Adding a column to indicate if GamCare are involved in the patientôs support and a separate 

column to indicate their role;  

¶ Adding a column for initial point of contact by PCGS; 

¶ Adding additional variables covering previous patient treatment and support, including 

(where available) dates of previous treatment, the treatment provider and the intensity of 

support would help to evidence PCGSô added value within the lifecycle of a patientôs support 

journey; 

¶ Making it clearer the final amount of support that a patient has received, as this will be 

important to understand the dosage of the intervention for future impact evaluation work; 

¶ Making it clearer which stage of the PCGS journey the patient is currently in would help 

understanding of the volume of delivery; 

¶ Adding a column to capture reasons for patient disengagement, where available, and 

having a separate columns to flag patient disengagement;  

¶ Improving the formatting of the Patient Tracker spreadsheet, including formatting dates 

correctly and not combining qualitative and quantitative data in one cell. 

  

 
 
1 Jane Rigbye and Alan Jamieson, GambleAware Data Reporting Framework: Specification,  (London: Responsible Gambling 
Trust, 2015) 
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Gathering patient feedback  

PCGS and GambleAware should consider opportunities to incorporate regular monitoring of patient 

satisfaction and experience with the service delivered. This could be administered in the form of a 

short, paper, online or SMS/text patient satisfaction questionnaire or a therapist-administered verbal 

questionnaire. Opportunities for more in-depth topic-specific discussions with patients, should any 

particular successes or challenges highlighted by patients, need to be explored further.  

Improving questionnaire completion and tightening up eligibility criteria  

Experimental impact evaluation should be feasible in the future, once patient volumes increase. 

Considerations before this could be undertaken include:  

¶ Improving completion of all assessment questionnaires (referral, midpoint, endpoint) and 

including unique identifiers for each patient; 

¶ Establishing an appropriate comparison group, for example using DRF data. This could only 

be achieved with clear and consistent eligibility criteria; 

¶ Less critical (at least at an early stage) is establishing consent to recontact patients for the 

purposes of evaluation and ideally by an external third party, and ensuring patient contact 

details are stored.  

  



Primary Care Gambling Service Pilot Evaluation: Final Report 

11469  |  Controlled  |  Page 63 of 99 

Appendix G: Evaluation tools  

Patient topic guide
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Stakeholder topic guide 
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Online GP Survey Questionnaire

 














