
INTRODUCTION
International governments, universities, 
and health and social care organisations 
celebrated the 40th anniversary of the Alma-
Ata Declaration in October 2018. Alma-
Ata1 was a landmark global commitment 
to primary health care (PHC), which 
conceptualised health, not only as provision 
of biomedical care, but also emphasised the 
importance of social and economic factors. 
This anniversary has been marked with the 
publication of the Astana Declaration in 
Kazakhstan 25–26 October 2018,2 which will 
contribute to events next year supporting 
‘universal health coverage’ (UHC) and the 
2030 Agenda for Sustainable Development 
Goals (SDG).

BACKGROUND
Primary care is positioned by the World 
Health Organization (WHO) as one 
important pillar of UHC. The three main 
principles of UHC are equity of access; 
ensuring health services are of sufficient 
quality to improve the health of recipients; 
and protection of patients from financial-
risk resulting from healthcare access. The 
WHO Global Action Plan to achieve the 2030 
Sustainable Development Goals3 promotes 
alignment of financing and resources; 
accountability for healthcare delivery; and 
accelerated progress to collectively bring 
together resources and expertise.

Alma-Ata 40th anniversary celebrations 
coincide with the 70th birthday of the 
NHS. Both have striven to promote PHC 
delivery which is universal (open to all); 
comprehensive (patients can present any 
problem or illness); and free at the point of 
access. Both celebrations, however, mark 
an important point in history at which the 
success and development of PHC might 
either flourish or perish.

ARTICULATING PRIMARY HEALTH CARE 
IN 2018
We know from many studies following the 
work of Barbara Starfield4 that effective 

primary care enables efficient, cost-
effective, and high-quality healthcare 
delivery to those in need. Iona Heath has 
developed the concept of ‘gatekeeping’ in 
primary care at two levels, reflecting not 
only the interface at which a referral is made 
to another service, but also the process of 
negotiation and differentiation during patient 
consultations: navigating with patients 
between stressful experiences, illness, and 
medicalised disease.5 This highlights the 
balance required between identifying and 
treating patients’ biomedical needs, while 
avoiding overdiagnosis, investigation, and 
treatment, ultimately prioritising patients’ 
above commercial needs.6 This approach 
aims to maximise health and wellbeing 
across global society, rather than aiming 
to detect and treat all disease. Richard 
Wilkinson and Kate Pickett7 have pioneered 
examination of the impact of social 
inequalities on both physical and mental 
wellbeing across all individuals in society, 
highlighting the impact of inequality on both 
rich and poor in relation to the existence of 
social and economic disparity.

CONTEMPORARY CHALLENGES TO 
PRIMARY HEALTH CARE
Alma-Ata states that, ‘Primary health care 
... reflects and evolves from the economic 
conditions and sociocultural and political 
characteristics of the country and its 
communities ...’. The influence of policy is 
crucial to consider here in relation to both 
international and national acceptance and 
implementation of the Alma-Ata principles 
and more recent Astana Declaration 
recommendations.

Astana includes both service and 
healthcare education priorities. Across 
both, the importance of collaboration 
and sharing of expertise and knowledge 
is emphasised, at both national and 
international levels. Many countries 
are, however, currently trying to deliver 
increasingly compartmentalised (and often 
privatised) PHC systems, and promoting 
individualisation rather than collective 
responsibility for health. In combination with 
a global rise in nationalism, this provides 
significant challenges for the effective 
exchange and delivery of knowledge at 
local, national, and international levels.

PATIENT PERSPECTIVES AND 
PARTICIPATION
The Alma-Ata 19781 states that the ‘... 
people have the right and duty to 
participate individually and collectively in 
the planning and implementation of their 
health care’, already hinting at ways in 
which patient involvement might contribute 
to research and delivery of care. The 
more recent Astana2 refers to supporting 
‘people in acquiring the knowledge, skills 
and resources needed to maintain their 
health or health of those for whom they 
care, guided by health professionals’. This 
guidance and support is crucial to attend 
to, in order to ensure that ‘empowerment’ 
is not about distributed accountability 
to vulnerable patient groups, but rather 
authentic shared involvement in the 
organisation, enquiry, and delivery of health 
care.

FUTURE HEALTHCARE PROFESSIONALS
While the Astana declaration refers to 
information rather than personal continuity 
of care and the use of technologies in 
surveillance and delivery of care, it does also 
prioritise capacity building of healthcare 
professionals. Astana explicitly calls on 
the international community to minimise 
the existing ‘international migration’ 
phenomena. This requires significant work 
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to maximise communication of globally 
relevant principles of PHC delivery, but 
also to make visible the variety of ways in 
which these are adapted and applied in 
different contexts. Healthcare professional 
training institutions need to attend not 
only to the social accountability of each 
school in relation to their own local patient 
population, but also the distribution and 
exchange of knowledge across borders.

Astana calls for a commitment to health 
‘across all sectors’, referring to a ‘Health in 
All Policies’ approach. This has important 
implications for the design and delivery of 
PHC service and education, to ensure that 
relevant knowledge is connected across 
disciplines, and both work and curricula 
is designed to enable fluidity across 
disciplinary boundaries.

CONCLUSION
In summary, the global collaboration of 
individuals and countries represented 
within the Astana Declaration, and the 
reaffirmation of many Alma-Ata principles 
underpinning international PHC delivery, 
has to be encouraged as a positive step. 

However, careful consideration is required 
to negotiate many of the ideological tensions 
which exist between ambitions towards 
comprehensive and equitable PHC, within 
today’s political and social contexts. Finding 
ways to maximise patient- and inter-
professional connectivity at local, national, 
and international levels, will help support 
opportunities for both the development and 
exchange of knowledge both within service 
delivery and the development of healthcare 
professional education.
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DURATION OF TRAINING PROGRAMMES 
IN EUROPE
European legislation obligates member 
states to have a full-time postgraduate 
GP specialty training for ≥3 years, with a 
minimum of 6 months spent in general 
practice. Across Europe, GP specialty 
training varies from 3 years (for example, 
in the UK and the Netherlands) to 6 years 
(Finland), with training time in general 
practices varying between 6 months 
(Austria) and 4 years (Norway). Recently, 
across Europe a strong movement in favour 
of extending the minimum duration of GP 
specialty training from the current 3 years 
to 4 or even 5 years has developed.1,2 
Supporters of this measure state that this 
will ‘build the same level as specialty as 
other disciplines’ and therefore strengthen 
GPs’ standing across Europe.3,4 This is 
important because a strong primary care 
is needed to have a high-quality healthcare 
system accessible for all citizens, in 
which GPs function as key stakeholders.5,6 
However, not every country values GPs 
in this way. Across Europe GPs’ positions 
vary from being a strong gatekeeper with 
free access for patients to easily accessible 
secondary care and paid GP visits. Another 
argument for extending the duration is 
that more time spent in training will give 
trainees ‘greater exposure to real world 
setting’, and therefore better developed 
competencies important for future 
GPs.2 Recently, extension of GP training 
programmes in Scotland and the West of 
Ireland reported positive results, whereby 
trainees from these programmes felt 
better prepared for independent practice.7,8 
The extended period of general practice 
training in particular (2 years instead of 1) 
was valued by the trainees. Although we 
recognise that becoming a GP takes time 
and requires the mastery of a broad range 
of competencies,2,4 in this editorial we will 
argue that merely extending GP specialty 
training might not be the right measure to 
better prepare trainees or to enhance GPs’ 
standing.

DIFFERENCES IN TRAINEES’ 
COMPETENCIES
Individual competency development, rather 
than time spent in a training scheme, 
should determine the duration of a training 
programme. We have the following reasons 
to support this argument.

First, trainees differ with regard to 
obtained competencies prior to residency. 
For example, they may have gained previous 
experience as a junior doctor not in training, 
in a PhD programme, or in transferable 
work experience outside the medical field. 
These competencies can be developed 
further during their training, and this may 
even lead to a shortening of their time in 
training.

Second, trainees’ capability to master 
competencies depends on context.9 Most 
postgraduate learning occurs in the 
workplace, where trainees learn ‘by doing’. 
Clinical experiences are the foundation 
of trainees’ learning: trainees depend on 
the availability of relevant experiences 
to master competencies. However, 
workplaces are chaotic environments 
and therefore do not guarantee that all 
necessary experiences are encountered.10 
It is questionable whether mere exposure 
will truly lead to more successful learning. 
Therefore, it would be better to increase 
the educational value of these workplaces 
by critically looking at the relevance of the 
workplace for learning primary care skills. 
For example, the duration of training in a GP 
setting could be increased at the expense of 
hospital training. Alternatively, self-directed 
learning (SDL) could be promoted or faculty 
development programmes organised. 

A third reason is that trainees differ in 
their ability to learn.11 To reach the full 
potential a workplace offers, trainees 
need to engage with their learning. This 
engagement depends, at least partly, on 
trainees’ motivation and self-regulation 
abilities.12 Self-regulated learning focuses 
on setting learning goals, identifying and 
employing learning strategies to fulfil 
those goals, and reflecting on this process. 
Motivated trainees with well-developed 
self-regulation skills will learn faster and 
more deeply; however, not every trainee has 
the same motivation or abilities to regulate 
their learning.13 Hence, the time to learn the 
same competence differs between trainees 
and training settings. 

These factors call into question the 

logic behind extending the GP specialty 
training to enhance the quality of GPs or 
better prepare trainees. Quality of time in 
practice should take priority over quantity, 
as the time it takes trainees to master 
competencies is variable.12

CUSTOMISING THE CURRICULUM
Duration of training should be based on 
educational needs; however, in recent 
history most decisions regarding time spent 
in training have been political in nature.14 For 
example, recent governmental regulations 
in the Netherlands forced medical specialty 
training to shorten their programmes by an 
average of 6 months in order to save costs. 
Of course, changing to a competence-
based, time-variable GP specialty training 
is easier said than done, and will require 
time and funding.15 To fully equip future 
GPs with the competencies needed in 
our modern, fast-changing healthcare 
systems a more personal, customisable 
curriculum is needed.16 Moreover, we have 
to acknowledge that learning does not stop 
at the end of specialty training. In our view, 
competency-based, time-variable training 
may help to create GPs who are lifelong 
learners, deliver high-quality care, and have 
a high standing in their healthcare systems. 

As stated before, we believe that it is time 
to improve GPs’ standing across Europe. 
Next to improving GP specialty training, this 
can be achieved with other measures, of 
which there are four components. First, it is 
important that students get acquainted with 
general practice at an early stage of their 
medical training. Therefore it is important to 
have a strong position in the pre-graduate 
curricula and this contributes to the positive 
view students have of GPs.17 Unfortunately, in 
some countries it is still possible to become 
a medical doctor without experience in a 
primary care setting.17 Second, as in many 
other specialty programmes, GP trainees 
should be educated in academic skills. A 
strong academic base and development of 
evidence-based guidelines will improve the 
quality of primary care. Third, GPs should 
be encouraged to keep up their knowledge 
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and skills by continuous professional 
development. This can be part of a 
revalidation system. Finally, strengthening 
the GP workforce can be accomplished by 
creating special fields of interest to extend 
primary care knowledge and organisation of 
care. Dutch GPs, for example, can develop 
themselves in a specific area (for example, 
emergency care) and become ‘a GP with 
a special interest’. These GPs can support 
other GPs by consultation, lecturing, and 
contributing to the organisation of care in 
their field of specialisation. 

CONCLUSION
In summary, we believe that imposing 
an extended GP programme will not 
automatically or necessarily lead to a better-
qualified GP workforce. Quality should 
be prioritised over quantity. Deliberate 
use of time in training, with good-quality 
workplaces and coaching of trainees’ 
SDL skills, can enhance the quality of a 
specialty training programme. Sometimes 
an extension or shortening is warranted, 
which should always be informed by GP 
trainees’ educational needs. To strengthen 
the position of GPs, other measures, such 
as enhancing quality through revalidation, 
ensuring a strong academic standing, and 
developing reliable, high-quality guidelines, 
can be taken without changing European 
legislation regarding the minimum duration 
of GP specialty training. 
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SELF-HARM AS A RISK FACTOR FOR 
SUICIDE
Self-harm is the strongest risk factor for 
suicide.1,2 Globally, suicide is the second 
most common cause of death among 10– 
to 24-year-olds after road traffic incidents.3 
Recent evidence indicates that the incidence 
of self-harm may be increasing among 
adolescents.4 Older people who self-harm 
have an increased suicidal intent,5 and, 
although repetition rates are low compared 
with middle-aged adults, self-harm is more 
often fatal in older adults.6

Tyrell et al 7 identify antidepressants and 
analgesics as common drugs used by young 
people for self-poisoning. Overdose as a 
form of self-harm may be with prescription-
only or sales-restricted drugs, often in 
combination with alcohol.8 Depression is 
also a key risk factor for suicide.9 Older 
adults with previously diagnosed comorbid 
mental and physical health conditions have 
an increased risk of self-harm.6,10 

THE INVERSE CARE LAW
Recent evidence also suggests that the 
Inverse Care Law,11 whereby quantity or 
quality of healthcare service provision 
is inversely associated with the level of 
healthcare need, operates in the clinical 
management of self-harm in all age groups. 
Thus, self-harm incidence is elevated across 
the life-course in practice populations in 
deprived areas.4,10,12 Among children and 
adolescents,4 and adults of working age,13 
the incidence of self-harm is highest 
and the likelihood of referral to specialist 
services following self-harm is lowest in 
practices in the most deprived localities. 
Poisonings show a close relationship with 
deprivation, with the incidence of poisoning 
from all substances rising with increasing 
socioeconomic deprivation.7

PATIENT SAFETY
The National Institute for Health and Care 
Excellence (NICE) guidance for the long-
term management of self-harm (CG133)14 
states that: 

‘When prescribing drugs for associated 
mental health conditions to people who 
self-harm, take into account the toxicity 
of the prescribed drugs in overdose. 
... In particular, do not use tricyclic 
antidepressants, such as dosulepin, 
because they are more toxic.’ 

The clinical importance of this statement 
is underlined by the fact that it was only one of 
three (among a total of 57 recommendations 
in CG133) to be emphasised as a ‘Do Not 
Do’ recommendation.15

Despite this unequivocal warning, three 
recent studies in UK primary care patient 
cohorts, conducted by the same research 
team, demonstrated a high frequency of 
tricyclic antidepressant (TCA) prescribing, 
medication that is known to be potentially 
fatally toxic in overdose.4,10,13,16 Thus, 6.2% of 
adolescents (10–19 years),4 9.6% of adults 
(15–64 years),13 and 11.8% of older adults 
(≥65 years)10 were prescribed a TCA within 
12 months of their index self-harm episode. 
The proportion of cohort members aged 
15–64 years prescribed a TCA did not fall 
discernibly across the 12-year observation 
period.13 Therefore, although CG133 was 
published in November 2011, from 2012–
2013 8.8% of cohort study participants still 
received this highly toxic antidepressant.13 
In that study, 70.4% of patients had 
a diagnosis of depression prior to their 
first TCA prescription, and 10.4% had a 
diagnosis of depression recorded on the 
same day as this prescription was issued.13 
It is not known from these studies whether 
the TCAs were prescribed for depression or 
pain; although the latter would be unlikely 
in young people, it would be a possibility in 
older adults. Whatever the diagnostic label, 
however, the prescription of TCAs potentially 
compromises patient safety. In addition, the 
study reported the rate of opioid prescribing 
in the year following self-harm was 13.5% in 
adults of working age.13 Conversely, 10.9% 
of working age adults who had self-harmed 
had a psychiatric diagnosis documented, 
but were not subsequently prescribed 
medication or referred to specialist 
services.13 The observed trends for higher 
likelihood of psychotropic medication 
prescribing and lower likelihood of referral 
to specialist services with increasing levels 
of deprivation provides strong evidence for 
the Inverse Care Law.11 

IMPROVING CARE
Elevated self-harm risk in the first 28 days 
of starting and stopping antidepressants 
emphasises the need for careful monitoring 
of patients during these periods.17 After 
self-harm in any patient, but particularly in 
an older adult,10 consideration of referral for 
psychological therapy or psychiatric opinion, 

and consideration of alternative medication, 
with particular avoidance of TCAs, might 
reduce the risk of escalating self-harm 
behaviour and associated mortality risk. 
Clinicians working with more deprived 
practice populations might particularly 
be reminded to consider alternative 
management options to prescribing.

The Safer Prescribing toolkit produced 
by the National Confidential Inquiry into 
Suicide and Safety in Mental Health18 
highlights 3 points relevant to patient safety 
following self-harm: 

1. encourage the safer prescribing of 
opioids;

2. ensure that there is a service in place for 
people with complex depression; and

3. be alert to people with markers of risk 
such as frequent consultation, multiple 
psychotropic medication, and specific 
drug combinations.

The toolkit suggests that GPs should be 
aware of the dangers associated with the 
prescribing of TCAs.18

MANAGING PEOPLE FOLLOWING SELF-
HARM
Self-harm is a complex and often ingrained 
behaviour.14 People who have harmed 
themselves may be fearful of disclosing 
their behaviour due to stigma and shame 
(IM Troya et al, unpublished data, 2019). 

The clinician should show empathy for, and 
understanding of, the patient who has self-
harmed, offering support and exploring the 
needs and expectations of the individual. 
This should include an exploration of 
mood, social factors, and risk of self-harm 
repetition, as well as consideration of the 
physical consequences of self-harm and 
injury.18 Consideration of referral for further 
care is also needed, particularly in more 
deprived areas, and has the potential to 
reduce the inequality of access to care for 
people who have harmed themselves.10,13 
In addition, recognition of the role of third-
sector services in supporting people who 
self-harm is crucial and may plug the gap 
in service provision in more deprived areas 
(IM Troya et al, unpublished data, 2019). 

Also vital is the need to prescribe 
carefully, particularly avoiding the use of 
TCAs, which can be lethal in overdose.16 
While this is a clear ‘Do Not Do’ NICE 
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recommendation,15 it is of concern that 
it is not being effectively implemented in 
practice. A simple alert on the primary care 
computer system would go a long way to 
reminding prescribers about the NICE ‘Do 
Not Do’ recommendation and the dangers 
of TCAs in people who have one or more 
self-harm episodes recorded in their notes.

The authors hope that this Editorial will 
highlight this patient safety concern and 
stark example of the Inverse Care Law, and 
draw attention to current recommendations 
for the management of people who have 
harmed themselves.
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DISORDERED GAMBLING
Gambling was reclassified from an 
impulse control disorder to a behavioural 
addiction in the DSM-5 (Diagnostic and 
Statistical Manual, 5th edn).1 Conservative 
estimates indicate that approximately 1% 
of the UK population exhibit gambling 
behaviour that warrants a diagnosis of 
‘disordered gambling’,2 where disordered 
gambling refers to the useful term 
proposed in the DSM-52 re-classification 
encompassing ‘problem’, ‘pathological’, 
and ‘compulsive’ gambling.1 The negative 
effects of disordered gambling can include 
mental health problems, financial crises, 
relationship breakdown, domestic violence, 
and self-harm or suicide, and tend to 
cluster with other high-risk behaviours 
such as smoking and drug taking.3

GAMBLING AND PRIMARY CARE
Disordered gamblers use NHS services 
extensively, being twice as likely to 
consult their GP, five times as likely to 
be hospital inpatients, and eight times as 
likely to have psychological counselling.4 
Despite over-representation in healthcare 
services, patients are reluctant to disclose 
when gambling has become problematic. 
Primary care is an established context 
for addressing high-risk behaviours, 
although previous research reported 97% 
of primary care, foundation, and mental 
health trusts in the UK did not provide 
specialist support for individuals seeking 
help for gambling problems, and only one 
trust offered dedicated specialist help for 
gamblers.5 Although most individuals with 
gambling problems do not seek specialist 
services, they do access general health 
care, therefore GPs have the opportunity 
to identify gambling disorders and refer 
affected patients to appropriate services 
before they reach crisis point.

GP SURVEY
There are limited data regarding disclosure 
of gambling problems by patients and 
awareness of gambling-related symptoms 
and treatment options among GPs. A recent 
UK study determined the extent of gambling 
problems among patients attending GP 
services, and reported a gambling disorder 
in 5% of patients.4 While reinforcing the 
potential for GP practices to be used 
for disorder detection, the study did not 
specially measure GPs’ awareness of either 

gambling disorder symptoms or established 
care pathways for those experiencing the 
disorder.4 To this end, data were collected 
via an online survey from 85 GPs (34 female) 
from across the UK. Responders had been 
a GP for an average of 14.67 years (standard 
deviation [SD] 9.58, range 1–40 years). 

GPs were asked to estimate the 
percentage of patients who had disclosed 
gambling, smoking, alcohol, and drug 
problems over the previous 6 months. 
Estimates indicate that <1% of patients had 
disclosed gambling problems (mean 0.67, 
SD 2.30). By comparison, GPs estimated 
that approximately 25% of patients 
(mean 24.57, SD 23.80) admitted smoking, 
just under 10% disclosed alcohol-related 
problems (mean 8.09, SD 14.18), and 
approximately 5% disclosed drug problems 
(mean 4.90, SD 9.98). Therefore, GPs 
estimate that patients are less likely to 
disclose gambling problems than substance 
use disorders. However, approximately 
25% of GPs thought gamblers would 
spontaneously disclose gambling-related 
issues, identifying a disconnect: GPs 
significantly overestimate the likelihood of 
gamblers discussing gambling problems 
unprompted. This overestimation may 
be related to the fallacious assumption 
that patients will be willing to talk about 
anything during consultation. A similar 
trend is noted in sexual health, which has 
also been recognised as a difficult topic for 
discussion in consultation.6

Additionally, GPs were presented with 
a range of non-physiological symptoms 
associated with disordered gambling and 
asked which symptoms they would identify 
as indicative of a gambling disorder, based 
on prior knowledge and experience. Over 
75% of responders identified financial 
hardship, anxiety and depression, 
preoccupation with gambling, stress, lies 
to conceal extent of gambling involvement, 
and previous failed attempts to cut down 
on gambling as symptoms indicative of 
gambling problems. GPs confirmed that 
they would look out for, on average, 7.89 
(SD = 2.66) of the 11 listed symptoms; it 

would therefore appear that, within our 
sample, GPs are able to identify gambling 
symptoms. 

However, when asked to identify a care 
pathway for a gambler, the answers are 
less encouraging, ranging from an offhand 
‘not a GP problem’, or a basic ‘tell them to 
just stop’, to referring to other appropriate 
services. Overall, only 35% of GPs surveyed 
were able to identify, from prior knowledge, 
a recognised gambling treatment provider. 

DISCUSSION
As for other high-risk behaviours, primary 
care may provide an important environment 
for the early detection of gambling 
problems.7 As spontaneous disclosure by 
problem gamblers is low, GPs need to 
routinely ask about gambling addiction, 
just as they do for substance abuse. Early 
detection prior to crisis-driven help-seeking 
could potentially reduce the severe mental 
and physical health issues associated 
with disordered gambling, thus reducing 
demand on NHS services. In a recent 
think tank policy report, it was estimated 
that disordered gambling costs the NHS 
hundreds of millions of pounds through use 
of primary and secondary mental health 
services and hospital inpatient care.8 In 
the alcohol field, routine practice includes 
screening for instances and severity; for 
low-risk drinkers, brief intervention delivery 
is a cost-effective approach, whereas 
specialist referral is required for those 
who are alcohol dependent.9 The same 
approach could be adopted for gambling, 
with significant cost implication for the NHS.

However, there are several points of 
contrast with substance use disorders that 
suggest the need for careful consideration 
of the role of GPs in identifying and 
addressing gambling disorders. For alcohol, 
severity dictates the level of intervention; in 
relation to gambling, however, there are 
no recognised strategies for identifying 
risk behaviours before serious harms have 
occurred (analogous to hazardous drinking), 
while existing screening tools are only 
suited for identifying disordered gambling 

Should GPs routinely screen for 
gambling disorders?

Editorials

226  British Journal of General Practice, May 2019

“… spontaneous disclosure by problem gamblers is 
low …”



(analogous to alcohol dependence). 
The Problem Gambling Severity Index 
(PGSI)10 does offer a spectrum of harm 
categorisation; however, it was originally 
developed to measure general population 
problem gambling prevalence based on 
self-reported gambling behaviour rather 
than determinants of physiological or 
psychological harm, and may be too long to 
administer in a busy primary care practice. 
Shorter, more practical screening tools 
have been assessed for use in mental 
health services, although none in a UK 
population.11 

Furthermore, on establishing the 
occurrence and severity of a gambling 
problem, GPs need to know the options 
available for treatment. Our pilot data 
suggest that, currently, this is not the case. 
It has been reliably demonstrated that 
psychological interventions for pathological 
gambling are consistently associated with 
favourable outcomes, both on a short- 
and long-term basis.12 Specialist service 
referrals could include the National 
Problem Gambling Clinic in London, 
online and telephone counselling through 
GamCare, or intensive residential therapy 
at the Gordon Moody Association. However, 
the best efforts of these treatment providers 
notwithstanding, the geographical sparsity 
and location, infrequency of support groups, 
and intensity of residential treatment result 
in the existing infrastructure for specialist 
gambling support being inadequate for 
the likely increase in referrals should GPs 
routinely screen for disordered gambling.

CONCLUSION
Despite the increasing number of gamblers 
in the UK and the overuse of NHS services 
for associated physical and mental 
health harms,2 external agency problem 
identification for problem gamblers is still 
very limited. As with alcohol and drug 
misuse, GPs can have a critical role in 
early detection of disordered gambling 
and in referral to enable early intervention 
before crisis point. However, in the absence 
of suitable identification and accessible 
intervention strategies for gambling, there 
are legitimate reasons for debate regarding 
the appropriate role of GPs.
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