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An individual who experienceshar m as a result o
gambling. For example, this might be a partner, family member or
friend.

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

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 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 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 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.

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.

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.

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.

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 The Problem Gambling Severity Index is the standardised measure
Index (PGSi) 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 The PCGS is a primary care-based pilot service located in Southeast
Service (PCGS) 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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1l 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 i an NHS Partnership led by practicing GPs in London i 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.

@m IFF Research
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Primary Care Gambling Service (PCGS) Evaluation

Patient Journey Map

1 Referral to PCGS

REFERRAL PATHWAYS

Most Direct referrals through GamCare idgntifies patient§ with mental health issues that could bel better treated by
PCGS and discuss them with the PCGS team at weekly MDT meetings. If PCGS agree Days
Corf“moln GamCare to support the patient, GamCare arranges a Hhetiveenr al
referral
pathway Self-referral via the PCGS Patient cqmpletes s_elf-refer_ral regis_tration f(_)rm on PCGS webs_ite and consents to refetrrlarl] anl?h
X share their contact information. Patients typically searched the internet and found the mental hea
website PCGS website and self-referral form. assessment.
eConsult asks patients whether they gamble more than they can afford. If they answer
6yeso6, the patientds GP sees details of PCGS d
about the patientés response to this questio
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. Median: 7
Gordon Moody identifi tients with i that fit the referral criteria for PCGS and Mean: 12
f ordon Moody identifies patients with issues that fit the referral criteria for an
Least i il il Carelam discusses cases with the PCGS team. If it is decided that a referral is appropriate,
common Moody Gordon Moody staff complete a referral form and email it to PCGS.
referral Health care i i i
. professionals (e.g. GPs, nurses, social prescribers etc.) are able to refer
pathway e R fr'om hicaliblcare patients directly to PCGS via its website. All the information is recorded on EMIS, the
professionals clinical system used to record all episodes of care.
3 Treatment planning
A member of the PCGS team calls the . N
patient to undertake an initial The patientds case
assessment. This focusses on the discussed at the weekly MDT
patientods medical, person: meeting, attended by the
N\ \ gambling history. Y PCGS team, staff from
N\ [ ] P9 [ ] GamcCare, and sometimes the
N\, The patient administered three ’d therapists supporting patients.
assessment questionnaires to
determine their pre-treatment scores. The purpose of these
This is generally done over the phone, meetings is to discuss patient
Days to in a conversational manner. treatment plans and plan next
treatment steps.
Problem Gambling Severity Multiple treatment options are available
PRE Index (PGSi) depending on the nature, severity, and
- treatment compl_exity of _the pati ent 9§
Median: 35 cores Psychlops patient preference and history.
Mean: 42
Core-10
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ENABLERS &
SUCCESSES

o
\V

wi @vier ialh(E8%) aft i ent
patients contacted within

b the target of 7 days.

Most patients were

pleased by the speed of

CHALLENGES
& BARRIERS

actio
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.

s Informal style of
= assessment put patients
at ease and built rapport.

MDT meetings working
well to develop
relationships between
PCGS and GamCare.

Each patient has an

b individual treatment plan
designed for their specific
needs.

b 74% of patients receive

Js teaimeqt ¥v|th|n tgestargwte
of a'month. Patients were
pleased at this speed.




4 Treatment

Core-10, PGSi, and
Psychlops are
administered during
treatment to assess

Median: 134
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MID POINT

treatment
scores

progress.

Days of
treatment

Mean: 144

Case management involves the service administrator or mental Case Management Most
health nurse informally checking in on how a patient undergoing common
other PCGS support is managing. Delivered remotely. treatment

CBT delivered by external providers with the number of sessions
varying according to individual need, minimum 8 sessions per
patient. Delivered via Zoom.

Cognitive Behavioural
Therapy (CBT)

External therapists deliver psychotherapy, with the number of
sessions varying according to individual need, between 20 and
25 sessions per patient. Delivered over Zoom.

Psychoanalytic
psychotherapy

G a mC a rGandbing Recovery Course delivers group therapy
to patients, delivered online during the pandemic. This includes
group discussion, exercises, and roleplay.

Social providers to link patients with local support services in
their community which take a
wellbeing, e.g. creative outlets such as art classes.

ndi vidual s

An opioid antagonist prescribed to a very small number of Prescription for Naltrexone v
patients for whom psychological therapies have not worked.

Least
The PCGS team can make direct referrals to the NPGC where Referral to National Problem common
this is felt to be appropriate. treatment

Gambling Clinic

5 Discharge and Follow-up

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.

1y 3 ) 6

MONTH MONTHS MONTHS

Psychlops Psychlops

END/POST
treatment
scores

12

MONTHS

Psychlops,
PGSi, Core-10

The Covid-19 pandemic
prevented face-to-face
treatment, which
patients viewed as a
potential area for
service improvement.

Remote treatment
options considered in
response to the Covid-
19 pandemic, which
expanded the pool of
potential referrals.

Patients receiving
treatment positive about
friendly and personalised
approach.

Mid-point treatment
scores inconsistently
collected by therapists.

Stigma and logistical
issues (e.g. timing and
location) prevented group
therapy take-up.

Patients wanting ongoing
support after their
sessions end.

Post-treatment scores
inconsistently collected
by therapists.

Post treatment scores
(where available) show
promise of improvement.

Follow-up supported
offered in almost all
cases, and patients value
this support.



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
shouldberefer r ed and how to juggle that with other
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 ofreferral s fr om GamCare and the serviceds
are also now beginning to see patientsé6é referrals t

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
di sengagement is not surprising though, given
disengagement rates of other, similar gambling support services, including Leeds and York

Partnership Foundation Trustés (LYPFT) Northern

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

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
wi | | be i mportant to monitor and track changes
increases.
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2 Il ntroducti on

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 individual és physical and me
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.?

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.? The review

n

estimated that the cost of gambling-related harms in England are likelytobedii n excess of A1l.

b i | Iltinated 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
concl ud & therd abeand intgiventions to improve this situation, harmful gambling is likely to
make existing health inequalities worse. The harms identified and the cost to society suggests that

moreneceds to be done to prevent and reduce the harms ¢
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 A
and its treatment within the NHS: A guide for healt
professionals to be aware of problem gambling and common comorbidities, and specifically
highlighted the needforieducati on and training in the diagnosi s,
treatment of gambling problems.3to be addressed withi

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.

lAmanda Roberts et al., 6Gambling and negative | i Adgicieevents i n
Behaviours 75 (December 2017): 95-102, https://doi.org/10.1016/j.addbeh.2017.07.002

2Public Health Emnglanedd da@amsl i Geblinheetedcharmeeviderce @view: 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)
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The Hurley Group i an NHS Partnership led by practicing GPs in London i 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.# 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 settlement® 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 15t 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

_ =
Scoping 8N Data collection: % Data collection: %"_&] Analysis @

and set-up &_4& Qualitative interviews Quantitative survey
A Inception i | A 11 interviews with AlSOonImesurvey A Framework |
‘ meeting x2 Do stakeholders from the ! responses from ; 3 analysis of
3 A Programme P Hurley Group, : : GPs in England qualitative
{ document . GamCare and Gordon S ””””” d ””””””””””” i data 3
i b Mood ; econdar :
. review P _ y ) ) ; analvsis Y g ' A weighting and
i A Data mapping | A 16 interviews with oo y 77777777777777777777777 ; 3 sub-group
' A Revised logic | ! PCGS patients 3 ' A Coding and i | analysis of GP |
: model and ‘ | ana_\IySIS of the 3 ! survey data
evaluation patient tracker: 103 3 o
framework PCGS patients and | | A Descriptive
: . b ; 3 four affected others : analysis of
3 A Scoping L | A Comparison with : DRF and PT
! summary | ; ; data

DRF data where
possible

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

November 2021 January 20221 March
- January 2022 2022 April 2022 May 2022

4 A peer support worker was in post between October 2020 and April 2021, but at the time of writing the role was vacant.

*Gambling Commission, 6Gambling licence information, guidance
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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 servicebds |l ogic model
documents summarising the referral processes, O
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 asses,withtalioeusdhCGS6 del i
whether and how the data could be used to answer the evaluation objectives. This focussed

on the servicebds Pat irackerisanbExa $peadsheefcorgainiBgat i ent T
information about PCGS patients including demographic information, information about their

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

Reviewed and updated the logic model and evaluation framework that had been
developed by IFF Research during the feasibility study in 2020.¢ 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.

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.” 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
perceptionsontheser vi ced6s 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.

" 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 i 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.

Between 28" March and 6% 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.® 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
gualification 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.®

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

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
2022.19 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.

° 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.
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3 Programme t heory: PCGS | ogi

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 personébés support is coordinated by
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.

Gambl ers can be reached by the PCGS referral pat |
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 i 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), Corel0, and
Psychlops scores).

Impacts

Long-term impacts are the ultimate, high-level effects that the service is working towards. PCGS is
6contributing tod their achi ev ennothetireathaassbomied with an &6 c aus
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

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

GambleAware research!! 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):

9 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);

9 1.44 million adults (2.8%) scored eight or higher on the PGSi,*? classifying them as a
problem gambler; and

91 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,
6Probl em Ga mb IPioblegn geéBnblinesereess,- 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).

@ IFF Research

and


https://www.gamblingcommission.gov.uk/statistics-and-research/publication/problem-gambling-screens

Figure 4.1 Prevalence of gambling, and associations with co-morbidities
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Source: Annual GB Treatment and Support Survey 2021

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.
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Figure 4.2 GP support for a service like PCGS in their area

GPs views on the need for a service
like PCGS in their area

Strongly agree _ 32%

Tend to agree 50%
Neither agree not disagree- 11%
Tend to disagreel 4%

Strongly disagreel 1%

Don't know I 2%

Source: IFF GP Survey (n=150)

GPs views on how likely or not they would
be to refer to a service like PGCS

Not very likely I 5%

82%

Not at all likely | 1%

Don't know I 2%

92%

@“l IFF Research




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).

AfA challenge is] not knowing of services locally to
there that | dondt know about. o

GP

Figure 4.3 GP awareness of gambling harm treatment and prevention services

9EGSYld (2 6KAOK | INBS 2NJ RAALIl 3

| am aware of the gambling harm treatment and prevention services of patients in my area.

| have enough information about the gambling harm treatment and prevention services in my area.

H Agree Neither/nor m Disagree Don't know

Source: IFF GP Survey (n=150)

Awareness of specific gambling support services varied (Figure 4.4), with most GPs having heard of
Gambl er 6 s A86%)rapdrsarmbteAware (79%). However, the level of awareness was low:
most GPs aware of these services sai d they only knew 6a littled or 0a

only 15% said they know 6a | ot or fair amountd about
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
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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).

Overall, it is a positive sign that more GPs agreed than disagreed that it was their responsibility to
discuss gambling harms with patients, though only just over half (55%) agreed. Considering the
ongoing Covid recovery pressures on GPs, it is positive that four in ten (40%) felt that helping patients
with gambling harms was a priority, though a similar proportion (36%) felt that it was a low priority
given other priorities and pressures on primary care staff time and capacity.

Ailt is a challenge to find time to have tvyweenoaronver sat
pl ates. 0

GP

Male GPs were more likely to say that helping patients with gambling harms was a low priority for
them given other pressures on primary care staff (48% of males GPs agreed, compared to 28% of
female GPs).

@J' IFF Research



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.

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

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

resource) | would be able to offer very little
GP
Across all of the survey questions covering the above topics, around a quarter of GPs selected the
deither agree nor disagreeboption, 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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Looking ahead, GPs need access to more, practical information to make it easier for

them to refer to PCGS.

There was an appetite for a range of practical support and information that GPs could either provide
to patients or that they could use to understand how the service works and could be of benefit to their

patients (Figure 4.6, overleaf). GPs would welcome more support and guidance to identify patients
risk and to develop their confidence in framing conversations about gambling harms with patients.

Al There is] uncertainty about how to identif
training [is] required. o
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Figure 4.6 Suggestions for making the identification and referral of patients to PCGS easier
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5 Establtiteeh i M@GS

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 PCGS6 partners (GamCare and Gordon Moody) .

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:

9 the need to pause pilot operations between March and June 2020, just six months after it
first began setting up;

9 moving to remote service delivery;

9 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;

9 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.

ACovid has had such an i mpact on what we could del i ve
really proud of what we have achieved given the circud

PCGS staff member
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PCGS6 status outside the NGTS influenced par

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.

Al dm stil]l not c¢clear how the PCGS compares with the r
woul d be helpful to know when | should refer to the N

PCGS partner

Rel ated to this, GambleAwareds treatment service fund
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 PCGSd remit, how it fits with
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 PCGS6 consultant psych

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.

il think it hascobleleanb oar arteiaolnl yangdoowde have | earnt a | ot
continues to develop and we see more referrals. o

PCGS partner
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6 Patient engagement and profi

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

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 9t May 2020 and 22" 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 el sebs gamkt
ot her s6 wer eesendcé. Ear exanmple, 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

23

2022

QlmQ2mQ3mQ4

Source: PT: month of referral (n=103)
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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 DRF3 (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
minorities4 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 i age, gender and ethnicity

Age

PCGS NGTS|

Average age 36 36

Maximum age 71 20

Minimum age 16 15

NGTS

m Male

Gender

70%

23%|1%

30%

Femalem Transgender

Ethnicity

® White ¢ Ethnic minority/Other

2%

Source: PT: age, gender and ethnicity (n=10BRf age, gender and ethnicity (n=8323).

PCGS has supported patients with more complex needs than initially anticipated!®>. Amongst those
referred to the PCGS, all had a co-morbidity8, 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.

¥ Gunstoneet al ., OAnnual

GB Treat ment and

Support Survey

20216

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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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 i gambling with
negative consequences and a possible loss of control i 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

22.0 17.8 +4.2

18.8 17.9 +0.9

Source: Rtient Tracker initial Corel0 and PGScores for 93 and 92 patients respectively at the first appointment: DRF
score at first appointment where available (n=5258 for the iRG& 6199 for Cord0) and based on care plans.
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7 PCGS delivery and patient ex

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.

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

REFERRAL PATHWAYS
Direct referrals through
GamCare s
Self-referral via the PCGS
website
GP referral through screening
question on e-Consult e

Self-referral via PCGS telephone
or National Gambling helpline

Direct referrals through Gordon
Moody
Direct referrals from health care
professionals
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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

Gamcare | 70 (55%)
pccs website| I 20 2o

eConsult . 7(7%
Primary care practitionersl 3(3%
Gordon Moody I 2(2%

PCGS phoneling] 1 (19

Source: PT: referral source (n=103).

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.!” 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
PCGS?8;

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.

YeConsul t, 6 (htps:#ecoBsuliunet/prienary-care/evidence/case-studies (Accessed 27 May 2022)
BeConsult, o6eConsul teCpnsulpldtform updateplagd éCensult HepgCenbre (27 May 2022)
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https://econsult.net/primary-care/evidence/case-studies
https://help.econsult.health/en/articles/5402776-econsult-platform-updates-log

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
staffl®. 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 events?, 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 fe a san@dfi st r a i g h with patients repdréing the handover
process to be quick and smooth from GamCare and the website referral formfi s i mgl e 0
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

fpleasantly surprisedd0 when, a few days | ater, the PCGS ment
patient to discuss what the PCGS was and what support and treatment they could offer. See

Chapter 8 for more detail on waiting times.

Al think it [the referirmdt hpirnog etsos ]c owoprlkaeidn raebad uty. owe | |
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.
2pul se LI VBbhoutBusbkldUEVidual Event 2021 (pulse-live.co.uk) (Accessed 27 May 2022)
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https://www.pulse-live.co.uk/about-pulse-live/

Al didndédt want to | eave [ GamCare] at f iuesaboutbecause it
having to start something newél wasnod6t sure | wanted
having these problems. 0

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 gquest i onn aingthequestibrimaresaesimply,ceds ai n
easily and comfortably as possible has been achieved, with patients describing the process as a
AfriendifAygicvhiantgd my hi storyo.

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

TREATMENT PATHWAYS

Cognitive Behavioural Therapy
(CBT)
Referral to National Problem
Gambling Clinic

@ IFF Research



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 individualuebsswledsartbei ng
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 i called case management i 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

cer I 5 >
pyschotnerapy [N 21 >+
Case Management_ 11(17%

Referral to GP/Social Prescribel- 4 (5%
Prescription for Naltrexone. 2(2%
Referral to Gordon Moody. 2(2%

Referral to the NPGCI 1(1%

Source: PT: patients that have received treatmen8{#)=
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.

AA sincere friendly service. She [psychotherapist] wa

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.

nShe [PCGS staff member ] reassured m<eardng.cShet t he treat
explained everything. She really took the time to listen to me and understand my own
crcumst anceséo

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

AnAt first, I was so negative. I said no to everything
had CBT before, and it was rubbishé But afworgr two or
and that helped change my mindset. 0

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.

i was initial

I l'y anxious about having therapy online,
|l i ked to see [th

e therapist] in person if Covid had &

PCGS CBT patient

Patients who received CBT or psychotherapy referrals were typically happy with the number of
sessions offered, except for some who felt i v u | n eandafibul nesou p pooce 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.

AAl't hough | knew the sessions were coming to an end,
didnét know where to go to for other support.o

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.

@W IFF Research



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).

il was leasedawhdnyheysaid | could have more sessions, because they were really good and |
had more stuff to talk about. o

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 &érunning in
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.

ilt is good they are going to check in, because it wi

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 evodeoomesf

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.

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 cases?! 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 outliers??) 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 parther 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.?3

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.

2 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.

2 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

—— ——
@Targetz 7 days @Target: 30 days

Min= less l Max= 101 Mmin= 1 l Max=
than 1 days day 371
day Median= Median= days

7 days Mean= 19 days Mean=

12 days 35 days

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.

AWi thout such a quick call/l [from PCGS], I would have

Al was surpriysetd Wwewéqui thbught it could be 6
PCGS patients

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.

fi D o iCBTgopened up my eyes, made me aware of why | gambled...The reasons | was doing it and

mont hs

why |1 couldndédt stop and why | always started againé

PCGS CBT patient

2 Base number = 67.

@m IFF Research



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 |l i ke o60treatmentd in a medical sense.

il felt rel axed. | di dnot fe@l t hreatened. She was a

PCGS patient

Yet nearly a third (32%) of patients had disengaged with the PCGS at some point during their service
use. This |l evel of disengagement is not surprising, d
disengagement rates of other gambling support services:

the Leeds and York Partnership Foundation Trust 6:
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.2®

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.

PCGS staff spoke positively of supporting papientsod n
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.

i had support fCrG&Emamat IGapmeCapled bRt it didndt feel |
linked and they knew what each other was doing. 0

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.

% 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

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
guestionnaires. 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 range?5;

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

problems?’.

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

17.3 12.8 (-4.5) 6.2 (-6.6) -11.1
18.3 15.5 (-2.8) 9.5 (-6) -8.8
18.2 15 (-3.2) 4.8 (-10.2) -13.4

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.

il 100% f eel better and know what to do know i

PCGS patient

% The categories for Core-10 scores are: Less than 10 i non-clinical range; 11 to 14 i mild psychological distress; 15 to 19 i
moderate psychological distress; 20 to 24 i moderate-to-severe psychological distress; 25 or above i 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.
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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).

There is less evidence to indicate that treatment plans have been completed as designed. Within the
Patient Tracker, 42 patms (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, whethettreatment plans changed, in what ways and at what pobdsausenf Patient

Tracker data quality.
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9 Concl usiiompsl lamat i ons

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 Hurl ey Group has taken the opportunities that the
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 referralsi s omet hi ng that could have been the case
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
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 oft h e s e rrole witleidthe 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 20222°
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.

2 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
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1I0Appendi ces

Appendix A: Methodology detail

Table A.1 chieved number of patient interviews i total number of interviews = 16

T s I

Gender Male 12
Female

4
Age 1871 24 1
2571 34 7
357 44 7
457 55 1

Referral source GamCare 12
Self-referral via PCGS website 3
e-Consult 1
Treatment received (as [Ne{=jF 9
_?_:1;222:1) on the Patient 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 i total number of interviews = 11

Hurley Group 7
GamcCare 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 i building
upwards from the views of participants. All interviews were written up in detail, including verbatim
guotes, 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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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 postveighted profile, of doctors.

Table A.3 GP survey weighting profile

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%
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%
UK 77.27% 81.00% 76.50% 77.00%
EEA 5.00% 5.00% 4.95% 5.00%
Outside UK and 17.73% 13.00% 17.55% 18.00%
European Economic

Area (EEA)

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.

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

Perceptions of the challenges/barriers to

Stakeholder interviews

each referral pathway? each referral pathway (HG, GC, GM)
Perceptions of the enablers/successes of Stakeholder interviews
each referral pathway (HG, GC, GM)
Weekly MDT enablers/barriers Stakeholder interviews
(HG and GC)
What lessons can be learned to help Lessons learnt from overcoming/mitigation | Stakeholder interviews
improve referrals, especially less challenges/barriers to each referral (HG, GC, GM)

serious gambling harms?

pathway

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, Corel0)?

Patient experience of and views on ease of
completing each assessment

Patient interviews,
stakeholder interviews

(HG, GC, GM)
Stakeholder perceptions on the suitability Stakeholder interviews
and ease of completing each assessment (HG, GC, GM)

Suggestions for improving patient
experience of assessments

Patient interviews,
stakeholder interviews
(HG, GC, GM)

@“I IFF Research

How do patients experience treatment
and support (including wider than
PCGS where relevant)?

Perceptions of treatment received (e.qg.
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




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
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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




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

Practitioner learning taken from the
outreach activities

Suggestions for improving outreach activity

2 interviews with PCGS
staff

Review of documents
relating to outreach
activity

What is known about PCGS and what
would help practitioners refer into
PCGS?

Marketing/outreach activity undertaken to

HG stakeholder

raise awareness of PCGS interviews
Number of primary care practitioners GP survey
aware of PCGS (and other gambling

services) and how they learned about it

Perceived challenges/barriers to making GP survey
referrals to PCGS

Suggestions for increasing practitioner GP survey

referrals to PCGS

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?
-6Replicatingd the

n/a

Review of all the study
findings and share on an
ongoing basis

Best practice learnings
identified and
communicated
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Append

ix 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 settlement3! 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;3?

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.

SGamb |
2EMI S,

ing Commi ssion, 6Gambling |icence information, guidance

6 A Bwut tis | EMIS(emishealth.com) (Accessed 27 May 2022)
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https://www.emishealth.com/about-us

Figure A.1 Delivery context timeline

PCGS setup
hOid: Wmao
Pilotmobilisation
phase

WY WYHnY

PCG#®ilot open to
patients

1

al N3 wuny _J "céo WHH Y

Covid19 pandemic
and GPs begin
prioritising Covid
response; first
lockdown.

Pilot paused.

Ritchielnquest.

N~

F'LINJ WHHY

PCGStarts new
contract and funding
with GambleAware

v NHS decision to no longer
acceptfundingfrom

Wdzy QHnY gamblingindustry.
PCGS rstarts with
mostly remote offering

Covid pandemic ongoing
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Appendix D: Additional detail on the PCGS intended delivery model

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.

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.3 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.

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 frequencydepe nded on t he patientsd circumstan
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

pat i ent needs, with all calls recorded on the patientos

BPsychl op s htp:/ovinvepserdops.org.uk/ (Accessed 27 May 2022)
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Appendix E: Suggested updates to the PCGS 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 wasthatit he PCGS team are able to engai
practitioners with gambling awareness raisingthacti viti
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 assumptionaroundi Ga mb|l er s are not already aware of treat ment
were they may not see t he meedsdobérefinea tocetiestshe dhgBGands uppor t o
holistcnatur e of a pat i ent 6escosmmuendtharthis agsomptiomis rgphraséteto be

iGambl ers or affected others see the additional val ue |
aware or have previously accessed treatment or support forgambl i ng har ms. 0

Another assumption that needs to be refined isaroundi Gambl er s can be reached by th
pat hways, and those that do haThere atelwe points of gldrificétionrneeds f or
here. Firstly, it has proved more challenging that anticipated to reach patients via the PCGS referral

pat hways. I'n relation to the second part of the assump:
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. o

Activities and outputs

An activity that requires updatingisie Consult gambl i ng questi onWhigithtish user s
was true before October 2021, since then, patients are signposted to the PCGS. So this has been

updatedtoie Consult gambling question directs users to PCGS
access to other GP clinical systems. 0

It is recommended that the outputof i Ga mCar e and Gordon Moody engage with
ser vi ce igsplitimtostworandds currently conflates two slightly different concepts. It is

recommended that the output is rephasedtobefi Ga mCar e and G omgadeomthekeeoatland e
assessment pr oc e s,ssahss reflects their role iR @fer&is and decision-making around

support patients receive, but does not include them in direct service delivery.

The evaluation also found that the activity aroundfi s i g mgptocstext er nal t r evastnehent pr ovi
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 opt:
recommended that the activity around external treatment providers is removed and the activity around

treatment types is updated to i S ervtreatment types including signposting are available through PCGS,

which can be provided face-to-f ace, onl i ne or over the phone. 0
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Throughout the logic model, i p a t ihasrbées @pdatedtofi pat i ent s and toadflécettet ed ot her
role of PCGS in supporting affected others.

Outcomes

It is recommended that the short-term outcomeof ir educed time to first access su
t r e at imsepatated 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 i r e d utime waé not clearly

understood. It is therefore recommended that the outcome be changedtol)iPat i ents are cont ac!H
PCGS staff, in most cases, within seven days of being referred to the servicedcand2)iWai t i ng t i mes
between PCGS mental health assessment and the start of specialist treatment are short and meet patient

needs. 0

The other outcome which requires refinementisi Recei ve hol i stic and integrated
gambl i ng/ r e IThetinelasiomoétieedesm 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:

APCGS work coll aboratively (wher e n ecaadlafiedt¢dothess pr ovi de h
gambling/ r el ated needs. 0

Itis also recommended thatfi a f t e is ephasedias i f o dulpo w u pnpthe médaum-term outcome
around receiving continuity of care to reflect the language used by the PCGS staff.

Theimpactofidev el op ment -wide integratel seg/iceamhich offers accessible, consistent

and joined-up patient-c ent red gambl i ng har m sisp@omendedtobepeat i ent s i n
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 i PCGS t o wor k
together and complement other national service provision to offer accessible, consistent and joined-up

patent-c ent r ed gambling harm support to patients in need. o

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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Primary Care Gambling Service Pilot Evaluation:

Final Report

PCGS updated logic model

Funding from April
2022 to be provided
by Gamble Aware,

Memorandum of
Understanding
(MOU) with Gordon
Moody (GM)

MOU with Gamcare —

Hurley Group multi- __4

disciplinary team of —1

GPs, mental health __ |
nurses, treatment

practitioners and ——
therapists

External treatment
providers (e.g. other
NHS services and
National Gambling
Treatment Service
(NGTS))

Advisory group

Independent
evaluator (IFF
Research)

Competency
framework

RCGP lead for
gambling
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Agree and maintain
MOUs with GamCare
and GM

(including GamCare

representative)

question di
PCGS whe
within t

Complete patient
questionnaires/
assessments
(Pyschclops, PGSI,
Corel0)

Deliver short-and
longer-term

interventions for

patients/affected
otheres experiencing

gambling harms

Streamlined referral
processes from

Patients/affected
others referred to
PCGS via 6 pathways

Patients at risk/
experiencing
gambling harms (incl.
affected others)
access PCGS

Seven treatment
types including
signposting are

available through

PCGS, which can be
provided face-to-
face, online or over
the phone

Patients offered
support for up to one
year with 3/6/12
month post-
assessment check-ins

Achieved following
engagement with PCGS

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

Patients are contacted
by PCGS staff, in most
cases, within seven days
of being referred to the
service

Waiting times between
PCGS mental health
assessment and the

start of treatment are

short and meet patient
needs

Feel comfortable and
motivated to engage
with the service

PCGS work
collaboratively (where
needed) to provide
holistic care for
patients’ gambling/
related needs

Achieved within a year
of engaging with PCGS

Complete treatment
plan as designed

Receive continuity
of care, including
follow-up

Improved PGSI,
Corel0and
Psychlops scores

Achieved after
engagement with PCGS
has finished

Holistic treatment
plans are sustained

Fewer and shorter
gambling relapses

Fewer patients with
complex gambling
harms

PCGS to work
ther and
complement other

national service

provision to offer

consisten
joined-up patient
centred gambling
harm support to
patients in need
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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

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 specification?, 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 i f GamCare are invo
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 PCGS6 added valu
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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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.

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.
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Appendix G: Evaluation tools

J11619 Primary Care Gambling Service Pilot Evaluation | GambleAware 1
Patient Topic Guide (v1) Date 25/5/22
c.45-60 minutes Zoom/Telephone/Teams/ F2F
A Interview purpose and principles

A1  This guide is for use with one-to-one depth interviews with patients who are currently, or have
previously been, supported by the PCGS. Interviews will take place between late January and March
2022.

A2 This research forms one strand of a pilot evaluation focusing on patients’ experiences of PCGS. The
research objectives and questions relevant for this audience are:

N° Evaluation objectives Research questions Proposed approach
1 | Understand the referral | « What is the profile of the patients | 16 interviews with pilot patients
pathways and the referred from each of the referral
enablers and barriers to pathways: GPs, Gambling
each pathway referring Treatment Services: GamCare &
patients into the service Gordon Moody, eConsult, PCGS
website and helpline?
« What are the enablers and
barriers to each referral pathway?
« What lessons can be learned to
help improve referrals, especially
less serious gambling harms?
2 | Understand patient « How do patients become aware of | 16 interviews with pilot patients
journeys into (and where PCGS?
relevant) out of PCGS, « How do patients experience
and the enablers and assessments?
barriers to a supported | « How do patients experience
journey treatment and support (including
wider than PCGS)?
« What do patient suggest to
improve the accessibility and
usefulness of the service?

A3  This guide is intended to he used with a mix of individuals with varying characteristics and
backgrounds. As such, it does not contain pre-set questions, but rather lists the key themes and sub-
themes to be explored with participants in each interview. Words or short phrases are instead used to
indicate the study issues and allows the researcher to determine the formulation of questions and how
to follow up. This encourages the researcher to be responsive to the situation and most crucially to the
terms, concepts, language and behaviours used by the participants.

A4 It does not include comprehensive lists of follow-up questions like ‘why’, ‘when’, ‘how’, etc. as
participants’ contributions will be fully explored in response to what they tell us throughout in order to
understand how and why views and experiences have arisen. The order in which issues are
addressed and the amount of time spent on different themes will vary between interviews but the key
areas for discussion are the same.

A5  Questioning and probing will be framed to ensure we understand participants’ situations as they view
them. Researchers will adapt the approach, as much as possible, to suit the needs of each participant.
The prompts provided are not exhaustive, but rather indicate the types of content we would expect to
be covered — this may vary across participants with different characteristics.

A6 The themes in this guide are intended to be covered across the patients taking part in this stage, rather
than in detail in every interview.

Secunty: CONFIDENTIAL
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J11619 Primary Care Gambling Service Pilot Evaluation | GambleAware 2

AT

A0

B1

B2

B3

Bia

B3

Ba

BT

Safeguarding and interviewer wellbeing (please see separate Safeguarding document, saved here -
Wiffdfe. iffresearch.com\FileServices\Secure Files\11619Field\Common Files)

75 minutes have been allowed for the interviews — this is to ensure patients have the time and space
they need to discuss this potentially sensitive issue, including taking a break if they need to. Actual
interviews are likely to last up to an hour. Not all patients will be able to answer, or speak in detail
about every topic e.g., some patients will not remember completing the questionnaires or be able to
distinguish between each of them, others who have just started receiving supportf reatment may feel
they do not have much to say about cutcomes. As such, interview lengths will vary and many are likely
to be under an hour. In cases where patients are able to speak on each topic raised, interviewers will
keap the interview length to a minimum by limiting probing around each question.

Please protect 30 mins before each interview to engage with patient characteristics and consider how
the guide will be used in that interview. Patient details can be found in the *PCGS Patient Tracker
Anonymised” spreadsheet here Wifdfs iffresearch.com\FileSernvices\Secure Files\11619Field\Common
Files

Please block at least 30 mins after the interview, to process what was learmed and decompress if
needed. These interviews are likely to be very difficult emotionally we need to ensure everyone is well-
supported. The budget reflects this.

Everyone who has a scheduled interview can (if they choose) have a named buddy for that day who
can get in touch to ask how the interviewer is feeling, offer to have a chat to give the interviewer time
o process what has been said.

Researcher introduction (c. 5 mins)

Thanks & Introduction: Introduce yourself and IFF Research — independent research agency

About the client: GambleAware are a charity that funds gambling prevention and treatment services.
They are also funding this research to better understand how the Primary Care Gambling Service (or
PCGS for short) is running and how it might be helping those who are being supported by it.

About the research and purpose of the interview: The purpose of this research is to understand
your views and experiences of receiving support from the PCGS, what has worked well, what might
have worked less well and how the service could be improved in the future.

If patients ask for more detail, add: These discussions will help us to understand how people first learn
about the service, how they engage with the service, what they like and dislike about it, and how, if at
all, it has changed the way they feel or behave. This information will help us to make recommendations
about how the PCGS could be improved in the future.

Anonymity and confidentiality: Please be assured that anything yvou say during the interview will be
treated in the strictest confidence and we won't include anything in any written documents that could
e uemed to identify you.

How their information will be used: IFF Research operates under the strict guidelines of the Market
Research Society's Code of Conduct. Only the core members of the research team will have access to
any of your details. We will not pass any of your personal details on to the client or any other
companies and all the information we collect will be kept in the strictest confidence and used for
research purposes only.

Right to data: You have the right to have a copy of your data, change your data, or withdraw from the
research at any point. You can find out more infarmation about your rights under GDPR regulations by
gaing to hitps:ifwww.iffresearch.comigdpr. We can also email this to you if you'd like.

Reassurances:
Participation is voluntary — you do not have to take part.

Security: CONFIDENTIAL
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B8

B9

B10

B11

B12

B13

B14

You can choose to take a break, stop the discussion or withdraw from the research at any time
without giving a reason.

There are no right or wrong answers — we are simply asking for people’s views and opinions.

It's really important that you are honest with us, so we can understand your experience of the
service and if there is anything that could be improved.

However, if | ask you anything that you do not feel comfortable answering, or don't have an answer
to, that is absolutely fine, just let me know and we can move on.

Disclosure policy: If we see or hear something which causes concern about your physical safety, we
have a duty to act to make sure you are protected; for example, if you tell us something may cause
significant harm to you or another person. If this was to happen, we would talk to you about what to do
first — e.g. we would encourage you to talk to someone who can help, or agree that we would talk to
support agencies on your behalf. That is the only exception. Otherwise, what you say will stay
confidential.

Duration: The interview should take between 45 and 60 minutes, depending on how much you have
to say. We are happy to talk for longer if you prefer, so that you do not feel rushed. You may not feel
you have a lot to say on each topic, or you may not want to talk about something, that is completely
fine — please just let me know and we will move on.

Incentive: As a thank you for your time, and for taking part, we will send you a £50 Amazon voucher.
This can take up to 2 weeks.

Any questions/concerns?

Reminder about audio recording: the discussion will be recorded so that we can accurately capture
their views, and so researchers can listen back when analysing the data. The recorder is encrypted
and only the research team will have access to the recordings.!

Confirm happy to proceed on this basis of information heard and recording.

Start recording: acknowledge consent for being recorded.

1 If using Zoom, remember to use a business account and save the recording to the cloud.
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C Participant introduction and warm-up (c. 5 mins)

Ask all:
To start off with, it would be great to hear a bit about you.
C1 Whereabouts do you live? What do you like about your area? Do you live alone or with others?

C2 How do you typically spend most of your time? E.g. work, caring responsibilities, hobbies.

D Initial service awareness and referral experience (c.15-
20 mins)

Ask all:
Later on, we will discuss your experiences of being supported by the PCGS in more detail but first, it
would be helpful to get an overview of how you first learned about the service.

D1 How did you first hear about PCGS?

« From whom, or what? (e.g., google, website, leaflet)
« Roughly when?
« Briefly, what was going on for you around that time?
©  Were you receiving any type or treatment or support at the time?
« What were you told about/ did you learn about the service at that time?
« What did you do after you first heard about the service? (e.g., talk to anyone about it, google it)

D2 What were your initial thoughts about PCGS when you first heard about it?

« How did it feel to be thinking about accessing support and treatment through the PCGS?
« What (if anything) appealed to you?

« What (if anything) did not appeal to you?

« What type(s) of support did you expect the service to provide?

« What (if any) questions or concemns did you have?

« What (if any) other information would have been useful at this stage?

D3 In what ways, if any, did you expect PCGS to help you? Listen out for our intended outcomes
below.
« Help to reduce or stop gambling
« Anincreased understanding of gambling harms and behaviours

« Support with other personal challenges that impact gambling (e.g., physical or mental health
problems, housing or financial issues)

« Opportunity to meet and speak with others who have had similar experiences with gambling

Security: CONFIDENTIAL

@' IFF Research



w

J11619 Primary Care Gambling Service Pilot Evaluation | GambleAware
« Improved wellbeing/ quality of life

D4  So, you've learned about this service. What happened next?
Note to interviewer — for info, the five pathways are:

1. Direct referrals, available via the PCGS website and all information is recorded on EMIS, the clinical
system used to record all episodes of care

2. Patient referral from the new screening question on eConsult
3. Self-referrals by the patient and/or family through the PCGS website
4. Self-referrals by the patient and/or family through the PCGS telephone (or via National Gambling

Helpline if received out of hours 4pm to 8am)
3. Direct referrals by other support services, like GamCare or other agencies or services

D5 Can you briefly talk me through how you were referred to PCGS?

o Who referred you?
o through GP
o self-referral
o family referral
o through other support services

D6 Who else was involved at this point in time? What was their involvement?
D7 What was involved in that referral process?

« Information sharedfrequested
« Extent of involvement in this
« Anything else?

D8 How involved in the decision to be referred were you?

« To what extent did you feel you had a choice about whether to use the service?
D9 How did you find this process? What went well/ less well?
« What, if anything, put you off participating? (e.g., time commitment, type of support offered, not having
enough information)

« What, if anything, made it difficult for you participate? (e.g., time, support from friends and family,
concems about the service)

« What additional information would you have liked to know at this stage?

« What, if any, worries or concerns did you have at this stage? What helped (or could have helped) to
reassure you?

D10 If not yet covered: Why did you agree to be referred?
D11 Are you currently being supported by PCGS in any way?

o lfyes:
© How long have you been supported by PCGS?
o What treatment/support are you receiving?
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=« [fno

o How long were you supported by PCGS?

o When did you last receive support from PCGS?

E Experience of questionnaires (c. 10 mins)

Mote fo inferviewer: for info, there are three guestionnaires that are used fo assess patienis upon referral to
the service: DO NOT PROMPT

1. Corei0 — a validated moniforing fool covering anxiely, depression, ftrauma, physical problems,
functioning and risk to seif. Patients are asked fo self-assess ten different aspects of mental distress
over the past week.

2 PGSi — the Problem Gambling Seventy Index is the standardised measure of af risk behaviour in
problem gambling. Patients are asked fo seif-assess their gambiling behaviour over the past 12 months
by scoring themselves against nine questions.

3. Psychlops — a menfal health oufcomes measure fool wsed in primary care or community care settings
and is self-completed. It measures mental health problems, quality of life, social functioning, and
wellbeing, primarily by asking patients fo define and assess the severily of problems they face. It is
not yet validafed but is increasingly used in the gabling support sector. If can be used hefore, during
and after the course of any psychotherapeutic infervention.

Ask all:

I'd now like to talk about what happened after you were referred to the service and you decided to
engage with the service.

{If needed) Are you happy to continue talking to me? Please let me know at any point if you have any
questions for me or would like to take a break.

E1 Can you tell me about what happened next?
E2  What communication, if any, did you have with PCGS at this stage?

« From whom? \Was this the same each time?

« Through what channels? (e.g., email, phone, letter)

« What was the nature of this communication?

+ How did you feel about this communication?

« What, if anything, made it difficult for you fo communicate with PCGS?

« Did you have any communication with anyone else at this stage? If so, who? (e.g., GP, other services,
family, friends)

Mote fo inferviewer — the aim of this E3 is to gain an understanding of which of the three quesfionnaires the
patient has completed, so that we can then ask specifically about each after. Listen out for clues as to which
quesitionnaires they recall completing, as patients are unlikely fo remember/ refer fo the names. Some
patients may have very litfle to say in this secfion.

E3 Do you recall completing any questionnaires?

« How many did you complete?
s« What do you recall about what was asked — what kinds of questions did these include?
+ How did you complete them? (e.g., online, paper copy)
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+ Did you complete them by yourself or with someone else? Who? (e.q., with someone from PCGS, with
a family member or friend, with your GP)

If needed:

» Do you recall completing a questionnaire with 10 questions that asked about different aspects of your
mental distress over the past week? (Core10)

« Do you recall completing a guestionnaire with 9 guestions that asked about your gambling behaviours
aver the past 12 months? (PGSi)

s Do you recall completing a questionnaire which involved writing about and scoring problems that you
experience in your life? {(Psychlops)

Ask for each questionnaire they recall complefing
E4  Ovwerall, how did you find completing this questionnaire?

+ How easy or difficult did you find it o complete it?

« What would have made it easier for you?

« How did you find completing it online/ over the phone/ face-to-face?
« How else would you have preferred to complete it?

« Roughly how long after being referred did these take place? How did this compare to your
expectations?

» Before you started completing it, how clear was it to you what the assessment would involve?
+ What kind of information were you given about the questionnaire? By whom?

s What other information, if anything, would you have liked at this stage?

Ask if mentioned completing the quesfionnaire by themselves:

s How did you find this?

« Would you have preferred to have someone with you? Who?

Ask if mentioned completing the questionnaire with someone else from PCGS/ other clinical professional:
» How did you find it completing the questionnaire with this person?

Ask if mentioned completing the questionnaire with a family member or friend:

s How did this help you?

« How clear was it what the next steps would be?

« What, if anything, could have improved your experience of completing this questionnaire?

F Treatment experiences (c. 10-15 mins)

Mote fo inferviewer — for info, the support/ treatment offered are:

» Line worker support

s« F2F or online Cognitive Behavioural Therapy
« Referral for psychoanalytic psychotherapy

« Referral for lifestyle classes
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o Group therapy

« Referral to National Problem Gambling Clinic

Participant is likely to use their own language to describe these.

Note to interviewer — some patients may have very littie to say in this section, if, for example, they have only
Just started receiving support/ treatment. Therefore, expect that for some patients, this section will take less
time than indicated.

Ask all:

I'd now like to talk about your experience of any support or treatment you have had through PCGS so
far.

If needed: Are you happy to continue talking to me? Please let me know at any point if you have any
questions for me or would like to take a break.

F1  What support or treatment do you recall being offered through PCGS?

« By whom? When?
« What was offered?

« What were your initial thoughts?

F2  Can | briefly check what treatment/ support you have had through the PCGS so far? PROMPT IF
NEEDED
« Therapy (individual or group, Cognitive Behavioural Therapy or psychotherapy)
« Support from a link worker
« Lifestyle classes
« Peer support
« Medication
For each type of treatment/ support described, explore:

Experience:

« Broadly, what was involved in this support?
o How far into the support are you?

« How was the support infroduced/explained to you?

« How soon after referral did this support start, roughly?

« How does that timescale compare with your expectations?

« Who provided the treatment/ support?

« Who else, if anyone, was involved in the treatment (e.g. other patients in peer support)

« How was the support provided? (e.g., online, face to face, combo)
©  How did you find this format?
o How appropriate was it for your needs?

Views and suggestions:
« What additional information, if anything, would you have liked?
« What did you like/ dislike about it?
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+ What, if any, has stopped you engaging in with this treatmentf support?

« How appropriate did it feel for you? Was it specific enough to your circumstances?

Ask of those who received both online and face to face support/ treatment:

F3  Were there any differences between the support! treatment you received online vs face-to-face?

« What worked well' less well?
s Which format did you find more appropriate for your needs?
« What did you find helpfull unhelpful about these formats?

Ask all:

F4  Whilst receiving the support/ treatment we just discussed, did you have to repeat your personal
circumstances/ story to different people?

« How did you find this?

+ How confident did you feel that your personal circumstances and medical information were being
treated confidentially?

G Follow-up check-ins after treatment (c. 5 mins)

Ask only to those who have completed any support/treatment:
G1  If needed. check whether patient has completed any PCGS treatment.
G2 How did you know your treatment was concluding?

« What were you told?
« Howiwho fold you that?
o How did you feel at this time?

G3 What has happened since your treatment concluded?

s« Whether received any information/communication from PCGS
o Whatffrom who?
o What did it involve?
« Views on any information/communication received
o How did/do you feel about this?
o Owerall, was it positive, negative or neither?
o Like/dislike about this stage?
o What, if any, has stopped you attending these follow up or check-in appointments?

H Outcomes of PCGS (c. 10-15 mins)

Mote fo inferviewer — below is the list of intended patient oufcomes. DO NOT PROMPT, these are for
information only
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Reduced time in first accessing support

Reduced times b/w assessment& receiving treatment

Travel’ shorfer distance fo access support

Understand service is confidential

Aware of negaiive impacts of gambling

Holistic freatment of gamblingdrefated needs

Complete 8 therapy sessions

Receive continuity of care, incl. aftercare

9. Reduced PGS! & Core10 scores, and improved Psychiops scores
10. Deliver peer support

Mote to interviewer — some patfients may have very littie to say in this section, if, for example, they have only

Jjust starfed receiving support/ treatment. Therefore, expect that for some patients, this section will take less
time than indicated.

G0N D R

Ask all:
Mow | would like to ask you about how taking part in PCGS has affected you.

If necessary: for patients still in PCGS, it may be too early to say in which case focus on how you
anticipate being affected by the service.

H1 How has your engagement with PCGS affected you?
For each effect mentioned, explore:

« Description of the effect

s [ unclear: quality of effect e.g. positive/negative
+ Relevance of effect to their needs at the time

s Importance of the effect to the participant

« What they think brought about the effect (listen out for features of PCGS e.g., follow up check-ins,
online therapy, ease of referral from GP).

o The type of treatment?

o The way it was delivered?
- Ease of access?

o Who it was delivered by?

o The frequency?
o Knowledge that the service is confidential?

| Final comments and wrap-up / participant care (c. 5
MiNS )ask ai:

1 What are your suggestions for improving the service?
+ How could the service be made more impactful for you, or others like you?

* How could the service be made easier to access for others?

12 Any final comments or recommendations.
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13 Thanks, and reminder of confidentialty and anonymity and that they can get in touch if they think of
anything else that is important to evaluate and improve the service.

14 Incentive — can | just double check that we have the correct email address to send this to?

Mote fo inferviewer — read out email address from the recruitment spreadsheet and mark in the incentive
column whether or not this is correct.

15 Ensure participants leave the interview in a good state: Thank them for their time; emphasise the
importance and value of the research in helping to improve support and services for other people

6 If necessary: check in on how they are feeling. As needed — let them chat for a bit: What are they
doing later, do they have anyone to talk to. (They can call Samaritans on 116 123)
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Stakeholder Topic Guide (v1)

c.45 minutes

Date 16/6/22
Zoom/Telephone

A

A1

Interview purpose and principles

This guide is for use with one-to-one depth interviews with key stakeholders involved in the delivery of

PCGS: Hurley Group stakeholders delivering the service and Gordon Moody and GamCare
stakeholders involved primarily in referring patients into the service. Interviews will take place in

January 2022.
A2

This research forms one strand of a pilot evaluation focussing on the implementation of the PCGS

from the perspectives of the different stakeholders who have been involved in delivering the pilot thus
far. The research objectives and questions relevant for this audience are:

N° ' Evaluation objectives

1 | Understand the referral
pathways and the enablers
and barriers to each
pathway referring patients
into the service

Research questions

L]

.

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?

What are the enablers and
barriers to each referral
pathway?

What lessons can be learned
to help improve referrals,
especially less serious
gambling harms?

Proposed approach

« 3 interviews with GamCare
stakeholders (unchanged)

e 2 interviews with Gordon Moody

stakeholders (new)

7 interviews with Hurley Group

stakeholders (expanded from 5)

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?

How do patients experience
assessments?

How do patients experience
treatment and support
(including wider than PCGS)?
What do patient suggest to
improve the accessibility and
usefulness of the service?

15 patient interviews (unchanged)

—sample to be discussed, though

likely to include one of the affected
others and at least 2 patients who

have left the service

4 | Understand the implications
of the model for future
delivery, to shape
GambleAware’s wider
understanding around
primary care interventions

Were other approaches
considered for the pilot and if
so, what can we learn from
those?

What are the key
considerations for:

- Sustainability of the
programme

- Growing the model
-‘Replicating’ the model
elsewhere

12 qualitative interviews with
Hurley Group, GamCare and
Gordon Moody

A3

This guide is intended to be used with a mix of individuals with varying characteristics and

backgrounds. As such, it does not contain pre-set questions, but rather lists the key themes and sub-
themes to be explored with participants in each interview. Words or short phrases are instead used to
indicate the study issues and allows the researcher to determine the formulation of questions and how
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A4

A5

AB

A7

to follow up. This encourages the researcher to be responsive to the situation and most crucially to the
terms, concepts, language and behaviours used by the participants.

It does not include follow-up questions like ‘why’, ‘when’, ‘how’, etc. as participants’ contributions will
be fully explored in response to what they tell us throughout in order to understand how and why views
and experiences have arisen. The order in which issues are addressed and the amount of time spent
on different themes will vary between interviews but the key areas for discussion are the same.

Questioning and probing will be framed to ensure we understand participants’ situations as they view
them. Researchers will adapt the approach, as much as possible, to suit the needs of each participant.
The prompts provided are not exhaustive, but rather indicate the types of content we would expect to
be covered — this may vary across participants with different characteristics.

The themes in this guide are intended to be covered across the stakeholders taking part in this stage,
rather than in detail in every interview.

For any specialist terms used, please prompt for definitions.
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B

B1
B2

B3

B3b

B4

BS

B6

B7

B8

B9
B10
B11

B12

B13

Researcher introduction (c. 5 mins)

Thanks & Introduction: Introduce yourself and IFF Research — independent research agency
About the client: GambleAware are funding this Pilot Evaluation of the PCGS

About the research and purpose of the interview: The purpose of this pilot evaluation is to
understand how the service has been implemented. The focus of the discussion will be about your
experiences of the PCGS and views on lessons learned for delivery.

If stakeholders ask for more detail, add. Insight from these discussions will enable us to understand
how each of the PCGS’s referral pathways are working (or not), identify the enablers and barriers to
each, understand outcomes for patients thus far, understanding outreach work, and make
recommendations for improving the future delivery of the PCGS.

Anonymity and confidentiality: Please be assured that anything you say during the interview will be
treated in the strictest confidence and results will be anonymised in any reporting. However, as few
people are involved in the service, it may be possible for someone who knows you to identify you from
your comments.

How their information will be used: IFF Research operates under the strict guidelines of the Market
Research Society’s Code of Conduct. Only the core members of the research team will have access to
any of your details. We will not pass any of your personal details on to the client or any other
companies and all the information we collect will be kept in the strictest confidence and used for
research purposes only.

Right to data: You have the right to have a copy of your data, change your data, or withdraw from the
research at any point. You can find out more information about your rights under GDPR regulations by
going to iffresearch.com/gdpr. We can also email this to you if you'd like.

Reassurances: No right or wrong answers - we are simply asking for people’s views and opinions;
you may not know or have a view on something — just let me know and we can move on; comfort — let
me know if you'd like a break at any time.

Duration: Up to 45 minutes. Check that still suits them.

Health warning: We have a lot to cover in the interviews and we are conscious of not taking too much
of your time, so at points we may have to move the discussion along to ensure we cover everything.

Reminder about audio recording: the discussion will be recorded so that we can accurately capture
their views, and so researchers can listen back when analysing the data. The recorder is encrypted
and only the research team will have access to the recordings.!

Confirm happy to proceed on this basis of recording.

Any questions/concerns?

Start recording: acknowledge consent for being recorded

1 If using Zoom, remember to use a business account and save the recording to the cloud.
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C Participant introduction (c. 5 mins)

ASK THOSE WHO HAVE NOT PREVIOUSLY BEEN INTERVIEWED

C1 Roles and responsibilities

® About their role, incl. responsibilities, outside PCGS
® Any other roles related to their work at PCGS e.g. advisory, volunteer

® Role/responsibilities in relation to PCGS (Interviewer note whether they are directly involved in
the referral process)

C2 Briefly, how they became involved in PCGS

® How did they first hear about the PCGS?
® \What were their first impressions of the service?

® What were they expecting from it?

ASK PREVIOUSLY INTERVIEWED PARTICIPANTS

C3 Whether/how their role and responsibilities with PCGS have changed since we last spoke to them
last year

ASK ALL

C4 Brief overview of their experience with the PCGS to date, explaining the rest of the interview
will discuss their experiences in detail
® How they would describe their experience in a few sentences
® One key success from their perspective

® One key challenge from their perspective
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D Referral pathways (c. 15-25 mins)

Note to interviewer: Explain a core objective of our work is to understand the different referral pathways into
the service and how they are working. Go through each of the five referral pathways in turn, as relevant for
the stakeholder; not all stakeholders will be familiar with all pathways. For info, the five pathways are:

1. Direct referrals, available via the PCGS website and all information is recorded on EMIS, the clinical
system used to record all episodes of care

2. Patient referral from the new screening question on eConsult

3. Self-referrals by the patient and/or family through the PCGS website

4 Self-referrals by the patient and/or family through the PCGS telephone (or via National Gambling
Helpline if received out of hours 4pm to 8am)

5. Direct referrals by other support services, like GamCare or other agencies or services

ASK ALL
D1  What referral pathways are you involved in

® Briefly describe role in that/those pathways

ASK SENIOR PARTNER and LEAD GP
D2 Explore whether criteria for patients accessing PCGS has changed in the last year
® |nclusion criteria

® Exclusion criteria

Note to interviewer: discuss each pathway in turn and as relevant to the stakeholder, based on their
response above. Share screen with participant to show SHOWCARD 1: referral pathways

1. Direct referrals through PCGS website

ASK HURLEY GROUP PARTICIPANTS WHO ARE INVOLVED IN THE REFERRAL PROCESS

® Overall, how well does the direct referral process through the website work
* Quality/accuracy of EMIS recorded info
e Barriers to successful referrals

® \What is the profile of the patients from direct-referrals — any particular ‘types’ of person, any
differences between other referral methods (e.g. more/less engaged with the treatment process)

® Any differences in patient outcomes between direct referrals and other referral methods

® \What lessons have you learned about direct referrals through the website
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2% Patient referral through eConsult

ASK HURLEY GROUP PARTICIPANTS WHO ARE INVOLVED IN THE REFERRAL PROCESS

NB. eConsult question is: ‘In the last year have you bet more than you can afford to lose? Or has someone
in your household bet more than they could afford fo lose?’

® Overall, how well does the one eConsult question work in identifying people in need of PCGS
support?

« Whether question phrasing has changed
+ Whether eConsult referrals translate to service referrals
« Barriers to this type of referral
® \What patient trends, if any, have you noticed with patient referrals through eConsult?

® How do patients respond to being referred via a screening question? Any differences in
engagement level / uptake versus other pathways?

® \What lessons have you learned about eConsult referrals

3. Self-referral through PCGS website

ASK HURLEY GROUP PARTICIPANTS WHO ARE INVOLVED IN THE REFERRAL PROCESS

@ Overall, how well does the self-referral process through website work?
® \What patient trends, if any, have you noticed with patients who self-refer through website?
® Any differences in patient outcomes between website self-referrals and other referral methods

® What lessons have you learned about referrals through the website

4. Self-referral through PCGS telephone or National Gambling Helpline

ASK HURLEY GROUP PARTICIPANTS WHO ARE INVOLVED IN THE REFERRAL PROCESS

® Overall, how well does the self-referral through the phone work
® \What patient trends, if any, have you noticed with patients who self-refer?

® Any differences in patient outcomes between self-referrals through phone and other referral
methods

® \What lessons have you learned about referrals through the telephone/helpline
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5. Direct referrals through GamCare and Gordon Moody - PRIORITY

ASK LEAD GP, DIRECTOR OF OPERATIONS & MENTAL HEALTH NURSE
® Explore understanding of their agreement with GamCare and Gordon Moody

® Explore expectations of working with them, generally
® Explore expectations of how referrals from them into PCGS would work
® Explore whether/how expectations of working with them, generally, were met
® How does the referral process work in practice

« How is it decided whether a patient is referred

« Who is involved in referral decision making

« Whether/how a patient is involved in the referral decision making

« Once decided, who actually does the referral

« Timescales involved in referral decision making and actual referral

« What information is captured in the referral to PCHS

« How is that information stored

¢ How is information shared with PCGS

« Whether/how do you know what has happened with the patient after the referral
® Overall, how well does the referral process work
® |essons learned for improving referrals into PCGS
ASK GAMCARE AND GORDON MOODY
® Explore understanding of their agreement with Hurley Group
® Explore expectations of working with PCGS, generally
® Explore expectations of referring patients into PCGS
® Explore whether/how expectations of working with PCGS, generally, were met
® Approximately how many referrals made to date
® \What is the profile of the patients referred
® How does the referral process work in practice

e« How is it decided whether a patient is referred

« Who is involved in referral decision making

« Whether/how a patient is involved in the referral decision making

« Once decided, who actually does the referral

« Timescales involved in referral decision making and actual referral

« What information is captured in the referral to PCHS

¢ How is that information stored

¢ How is information shared with PCGS

« Whether/how do you know what has happened with the patient after the referral
® Overall, how well does the referral process work through each partner

« Whether duplication of roles/responsibilities

= |fso, how it can be avoided

® |Lessons learned for improving referrals into PCGS
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ASK ALL
D3  Overall, which pathway is most/least effective at identifying patients; reasons

® Reasons related to COVID

® Other reasons separate to COVID

D4 What lessons have been learned to support referrals

® For any referrals
® For referrals of patients with less serious gambling harms, specifically

® |fthey could go back in time, what one change (other than covid!) would they make to their referral
process

E Patient assessments (c. 10 mins)

ASK HURLEY GROUP PARTICIPANTS WHO ARE INVOLVED IN ASSESSMENTS

E1 Can |l just check, are you involved in conducting assessments?
E2 Explore how PGSI, Core10 and Psychlops assessments are working together

® Please describe the process for conducting these — how each work

® How well is the 7 day target for conducting the initial assessment working

® How do assessment results come together

® How are assessments used by PCGS practitioners to monitor patient progress
® \Whether/how they complement or contradict each other

® \What is working well/less well

E3 How do patients experience each assessment? For each, explore:

® Ease of understanding what assessments are asking e.g. questions on what they mean/are asking

® Ease of completion e.g. length of time; any sense of duplication?

F Patient treatment (c. 5 mins)

ASK PARTICIPANTS WITH KNOWLEDGE OF PATIENT TREATMENT

F1  Can I check, are you familiar with treatments being offered?

F2  What treatments are more/less offered now, reasons?
® Line worker support

® F2F orlonline CBT

® Referral for psychoanalytic psychotherapy
® Referral for lifestyle classes

® Group therapy

® Referral to National Problem Gambling Clinic
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F3 How does provision compare to expectations of treatment offered when PCGS launched?

® \Whether/how provision differs
® Reasons they think provision differs

F4 Under what circumstances are remote treatment or in-person treatment more/less effective

F5  Whether/what feedback have patients shared about their treatment experience

G Implications of the model for future delivery (5 - 10 mins)

ASK SENIOR PARTNER, LEAD GP AND DIRECTOR OF OPERATIONS

G1 Understand whether alternative models or activities were considered

® Before the PCGS, did you consider any other models for treating those suffering gambling harms?
« Ifyes,
= What were these
= Why were they ruled out
= What lessons, if any, did you take from these for PCGS design?

¢ Ifno, why did you think the model, in its current form, was most appropriate?

ASK SENIOR PARTNER AND CLINICAL PSYCHIATRIST ONLY
G2 Explore the rationale for Naltrexone’s introduction

® \Why was Naltrexone introduced as a treatment option?

® How does Naltrexone complement other PCGS treatment options?

ASK ALL

Interviewer read out: Thinking about your recommendations for improving the future delivery of the PCGS:
G3 What key considerations or principles would be needed to sustain the model as it currently is?

® \Who would need to be involved in delivery?
® \What kind of knowledge, skills or expertise would they need?
® \What resources would be required?

® Any other requirements?

G4  What would be needed to expand and grow the PCGS beyond the pilot area?

® \Who would need to be involved in delivery?
® \What kind of knowledge, skills or expertise would they need?

® \Who would need to be involved in a larger-scale partnership? (What type of person /
organisation?)
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® \Who else would ideally need to be on board? E.g. for engagement / outreach?
® \What resources would be required? Who should provide these?
® \What kind of timescales would be realistic, e.g. to set up, for outreach activities etc?

® Any other requirements?

H Final comments and wrap-up (c. 2 mins)
H1  If you could give your past self one piece of advice about PCGS, what would it be?
H2  Any final comments or recommendations

H3  Thanks, and reminder of confidentiality and anonymity and that they can get in touch if they think
of anything else that is important to evaluate and improve the service

H4  If necessary, briefly mention next steps
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