CORRIGENDUM
https://doi.org/10.1071/PY23208_CO

K LA TROBE

srmary o
Corrigendum to: Exploring the feasibility of a gambling harm screening
model in general practice and community service settings in Fairfield:
a pilot study

Andrew Reid, Nick McGhie, Thi Huyen Linh Nguyen, Uday Yadav, Patricia Cullen, Leon Booth and Amy Bestman

This article corrects Australian Journal of Primary Health 30, PY23208.
doi:10.1071/PY23208

The authors advise that the full name and affiliation of the fourth author is incorrect in the author list shown above and in the
published paper. The corrected author and affiliation lists are as follows:

Andrew Reid*®C%P, Nick McGhief, Thi Huyen Linh Nguyen®, Uday Narayan Yadav®, Patricia Cullen®, Leon Booth! and Amy
Bestman!

ACentre for Health Equity, Training, Research and Evaluation (CHETRE), Liverpool, NSW 2170, Australia.

BPart of the UNSW Australia Research Centre for Primary Health Care and Equity, Sydney, NSW 2001, Australia.
CA Unit of Population Health, South Western Sydney Local Health District, Liverpool, NSW 2170, Australia.
PIngham Institute, Liverpool Hospital, Locked Bag 7103, Liverpool BC, NSW 1871, Australia.

ESouth Western Sydney Primary Health Network, Campbelltown, NSW 2560, Australia.

FNational Centre for Aboriginal and Torres Strait Islander Wellbeing Research, National Centre for Epidemiology and
Population Health, Australian National University, Acton, ACT 2601, Australia.

SSchool of Population Health, Medicine & Health, University of New South Wales, Sydney, NSW 2001, Australia.
HThe George Institute for Global Health, Barangaroo, NSW 2000, Australia.
ISchool of Health and Society, University of Wollongong, Wollongong, NSW 2522, Australia.

Reid A et al. (2024)
Corrigendum to: Exploring the feasibility of a gambling harm screening model in general practice and community service settings in Fairfield: a pilot study. Australian Journal of
Primary Health 30, PY23208_CO. doi:10.1071/PY23208_CO

© 2024 The Author(s) (or their employer(s)). Published by CSIRO Publishing on behalf of La Trobe University.


https://doi.org/10.1071/PY23208
https://doi.org/10.1071/PY23208_CO
https://www.publish.csiro.au/py
https://www.publish.csiro.au/
https://doi.org/10.1071/PY23208_CO

PUBLISHING

RESEARCH PAPER
https://doi.org/10.1071/PY23208

Australian Journal of

Primary Health LA TROBE

 ma Ry

/

Exploring the feasibility of a gambling harm screening model in
general practice and community service settings in Fairfield: a

pilot study

Andrew ReidB<D*
Leon Booth"

For full list of author affiliations and
declarations see end of paper

*Correspondence to:

Andrew Reid

Centre for Health Equity, Training, Research
and Evaluation (CHETRE), Liverpool,
NSW 2170, Australia

Email: Andrew.Reid@health.nsw.gov.au

Received: 3 November 2023
Accepted: 24 January 2024
Published: 15 February 2024

Cite this:

Reid A et al. (2024)

Australian Journal of Primary Health 30,
PY23208.

doi:10.1071/PY23208

© 2024 The Author(s) (or their
employer(s)). Published by

CSIRO Publishing on behalf of

La Trobe University.

This is an open access article distributed
under the Creative Commons Attribution-
NonCommercial-NoDerivatives 4.0
International License (CC BY-NC-ND).

OPEN ACCESS

, Nick McGhie®
and Amy Bestman

, Thi Huyen Linh Nguyen® (9, Uday Yadav" (%, Patricia Cullen®© @),

G,

ABSTRACT

Background. Gambling is a growing public health issue in Australia. However, limited research has
examined the role of primary health care and social services in routine screening for gambling harm
in Australia. This research aimed to explore the enablers and barriers to implementing a co-designed
gambling screening model in Fairfield, New South Wales — an area with high gambling expenditure.
Methods. A co-designed gambling screening and referral model for GP and community-based
organisations was implemented in Fairfield in 2020. Follow-up interviews were conducted with
nine health care professionals who implemented the screening in 130 patients. Thematic analysis
generated key barriers and enablers for implementation of this model. Results. Key enablers for
the screening model implementation included structural factors (alignment of the screening model
with current work), process factors and staffing factors (staff empowerment). However, we also
noted process factors as a barrier to implementation, particularly the referral pathway following
screening. Other barriers included social and structural factors, such as the complexity of gambling
harm and project funding. Conclusions. Embedding routine screening in primary and community
care settings can play a role in treating, reducing and preventing gambling-related harm, and reducing
stigma in Fairfield and beyond. Additionally, screening models such as this provide health
systems with clear evidence on the level of gambling harm in their community (particularly
important in culturally and linguistically diverse communities who are underrepresented in
research). This evidence is important for addressing system-level drivers of harm and advocating
for political reform to reduce the impact of gambling on communities.

Keywords: culturally diverse communities, gambling harm, health services, implementation
research, public health, qualitative methods, screening.

Introduction

Gambling causes significant health and social harm in Australia and internationally
(Hilbrecht et al. 2020; Wardle et al. 2021; Hing et al. 2022). Recognising the broader
impacts of gambling on individuals, families and communities (Browne et al. 2017; Price
et al. 2021), there has been a shift towards a public health approach to address gambling
harm (Wardle et al. 2019; Hing et al. 2022). A considerable proportion of gambling-related
harm now comes from low- or moderate-risk gamblers, in addition to ‘problem gamblers’,
which is a term frequently used to describe people who experience significant gambling
harm (Dowling et al. 2015; Miller 2017; Riley et al. 2018).

Assessing gambling harm

Current models assessing gambling harm in Australia may be inadequate due to the reliance
on self-disclosure to health care providers (Browne et al. 2016), with only a small
proportion of patients (1%) seeking help for gambling-related harm (Australian Institute
of Health and Welfare 2023). This is a challenge for culturally and linguistically diverse
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(CALD) community members who may refrain from discussing
gambling harm with health care providers due to the associated
stigma (Dickins and Thomas 2016). Gambling screening in
primary care settings can provide opportunities to discuss
gambling, identify at-risk individuals and improve treatment
outcomes (Browne et al. 2017, 2023; Roberts et al. 2019).
However, limited research to date has explored the use of
screening in Australian CALD communities (Dickins and
Thomas 2016; Rowlatt et al. 2023). Implementing gambling
screening in general practice (GP) settings could help to
overcome gambling stigma and support CALD communities.
Although there is some guidance for general practitioners
(GPs) on initiating conversations about gambling, there is a
need to assess the acceptability of this approach in CALD
communities (Oei et al. 2019).

Screening measures for gambling harm may also be
suitable for non-health community services in disadvantaged
and CALD communities. There is an established link between
gambling harm and harmful alcohol consumption (Currie
et al. 2013), family violence (Abbott et al. 2014; Dowling
et al. 2014, 2016), and financial harm (Marko et al. 2023).
In Australia, due to the high comorbidity between gambling
harm and related issues addressed in primary care and
community services, implementing gambling screening
measures in these contexts is likely to be beneficial.

Co-designing a screening model for
gambling harm

This research was based in the Fairfield local government area
(termed Fairfield from this point forward), in urban NSW.
Fairfield is known for its high level of disadvantage, ranking
in the lowest decile for socioeconomic status in Australia, and
considered the most disadvantaged area in the Greater Sydney
area (Australian Bureau of Statistics 2016). The area is highly
culturally diverse, with nearly 60% of residents born overseas
and 76% speaking a language other than English at home
(Australian Bureau of Statistics 2016). Gambling is a significant
issue in this area, with the 3841 electronic gambling machines
(as of 2022) resulting in a daily loss of AU$1.7 million
(Rachwani 2023).

In 2017, the Fairfield City Health Alliance established the
Gambling Working Group, consisting of key stakeholders
from local government, South Western Sydney Local Health
District, South West Sydney Primary Health Network, multicul-
tural gambling service, social service providers and academics,
to address gambling harm in Fairfield, NSW. Through
community consultation, a knowledge gap among service
providers regarding gambling harm and a lack of empowerment
to address harms were identified. The current research was part
of a larger study that utilised a co-design approach and a
literature review to address these gaps, and create a gambling
screening and referral model for GP and community-based
services in Fairfield, NSW (Nguyen and McGhie 2020). The
co-designed screening model, implemented by GPs and

community workers for 13 weeks in 2020, was developed for
CALD communities, and materials were translated into three
languages (Arabic, Assyrian and Vietnamese). Additionally, a
training and resource kit was developed for professionals
delivering the model (Nguyen and McGhie 2020).

The screening model asked individuals to complete the
three-item Problem Gambling Severity Index short form
assessment (Volberg and Williams 2012) and the Concerned
Others Gambling Screen to identify individual harm caused
by someone else’s gambling (Sullivan et al. 2007). If the
screening indicated harm, the provider initiated a
conversation and provided a list of gambling help services
for them to contact. As the pilot focused on local cultural
groups, referrals were often made to the NSW multicultural
problem gambling service (Nguyen and McGhie 2020).

During implementation of the screening model, 130
patients completed the online screening, with follow-up actions
(such as referral to help services) administered by providers.
Quantitative analysis of the screening data revealed that 40%
had no risk of gambling harm, 17% were considered at-risk
due to their gambling behaviour and 20% due to someone
else’s gambling behaviour (Nguyen and McGhie 2020). Just
under one-quarter of patients (23%) were identified as being
at risk of gambling harm from both personal and someone
else. These rates of gambling harm are substantially higher
than the 2019 NSW state prevalence survey, which reported
1% of the NSW population as problem gamblers and 9.4%
of participants classified as being either low- (6.6%) or
moderate- (2.8%) risk gamblers (Browne et al. 2019). One-
third of patients (37%) were provided with information about
support services, and 10% were referred to help services
(Nguyen and McGhie 2020).

Following the implementation of the model, a qualitative
evaluation was conducted with providers to examine the
enablers and barriers to the model’s implementation, given
the high rates of gambling harm identified. This paper
reports on these findings.

Methods

Design and setting

As described above, the present study is part of a larger project
that aimed to co-design, implement and evaluate a gambling
screening model using mixed methods. Here, we report the
findings of qualitative interviews with providers to understand
their perspectives on the feasibility, acceptability, barriers and
enablers of the gambling screening model implementation in
routine practice.

Recruitment and data collection

The sample for this study were the GPs and community
workers who administered the screening model (n = 12).
Following the implementation of the model, two participants
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dropped out due to lack of capacity to implement the
screening, and another withdrew for personal reasons. These
results report on the perspectives of the remaining partici-
pants who implemented the model. To showcase some of
the various stakeholders and perspectives, we have
assigned each a participant number in the results.

All participants received a Participant Information Sheet
and Consent Form. In July 2020, the project team conducted
eight interviews with nine participants, including two GPs
and seven community workers from five local organisations.
Open-ended questions explored implementation experiences,
including barriers faced, observed effects and perceived
usefulness of the model. The 1-hour interviews were con-
ducted remotely via phone or video conferencing software.
Participant data were de-identified before analysis, and the
findings were reported in a manner that protects individual
participant anonymity.

Data analysis

Data were analysed using a thematic approach (Braun and
Clarke 2021), focusing on acceptability, feasibility, factors
that facilitated or hindered intervention implementation and
drawing lessons for public health. This study was conducted
in 2020 during the COVID-19 pandemic. Consequently, project
implementation was adjusted to meet participant needs, such
as using telehealth appointments. We have examined and
reported these impacts in our current paper.

Ethics approval

This project received ethical approval from the South Western
Sydney Local Health District ethics committee.

Results

Fig. 1 is a summary of the key themes identified from partici-
pant responses. More prominent themes are presented first in
each list. Below are further descriptions of these themes.

Enablers to implementation

Structural factors facilitated the screening model implemen-
tation. Participants noted screening for gambling harm was
congruent with the subject matter of the services, such as drug
and alcohol services or domestic violence services, and the
specific activities of the service, such as enquiries about living
situation, employment, health and health behaviours. This
commentary highlighted the positive addition of screening
to holistic patient care. For example, one GP identified that
questions about gambling harm could be integrated into their
practice as part of their overall comprehensive approach,
similar to asking about smoking or alcohol consumption.
While a participant from a community-based organisation
stated:

Enablers 4 ) N .
to Structural Process Staffing
implementation Alignment with services ;
G TS Online format Staff empowerment
Embedding into practice Ease of use Increased staff knowledge
Accessible Brief Conversation starter
Alignment with systems Training module Workciggscdtr)ﬁgrlg with

Barriers
to Process

implementation

Referral pathways and next
steps

Lack of follow-up questions

Clinical nature of model
Cultural tailoring

Clinical process

Under 18s not included in
model

. /

Social factors Structural

Community and clients
may not perceive gambling
as an issue

Lack of long-term funding

Potential for future

Complexity of gambling BT

and treatment

Fig. I. Summary of key themes.
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Because it’s just another thing that you can add in. Because
if we’re going to check up on people’s different areas of
their life that they may be struggling in or if they’ve come
in for a ‘no interest loan scheme’, and something shows up
in their income statement where there’s large bulks of
money going in and out, then there’s a way that you can
actually talk to them about it. To go look, this is what
I've identified. There seems to be a pattern of behaviour
happening. Can we explore this a bit more? That way you
can end up using the tool [model] that way. To say, ‘Look,
we’re here not to judge you. We’re here to support you’.
(Participant #1 — Community Worker)

The alignment of the model with the provided services
facilitated staff’s ability to embed the screening into
standard protocols to better engage with clients and provide
support in a range of aspects of their life:

[For example] link with services and say, ‘Just be careful,
this might become a problem. You might start substituting
your drinking or your drugs for gambling, and if you're
getting a couple of wins, they’re going to entice you then
to spend more’. So, it’s just put in that way, to be more
aware of things that are affecting young people and how
easy it could be to swap one [harmful behaviour] for the
other. (Participant #2 — Community Worker)

During COVID-19, paper-based screening questions were
adapted for telehealth services into an online format.
Participants perceived this increased accessibility of the
screening model for patients. Additionally, administering the
survey online aligned with existing processes and workload.
Integrating screening into the intake or standard consulta-
tion procedures for GPs and community workers made
it easier to access and utilise. GPs supported embedding
screening into computer systems, making it convenient to
remember to ask gambling questions consistently.

Participants also noted entering screening results into an
online survey was convenient. However, community workers
expressed challenges conducting the screening over the phone
during telehealth appointments (during COVID-19), as they
believed face-to-face interactions allowed for a more
supportive environment to ask sensitive questions and interpret
nonverbal cues. They anticipated that data collection would
be more suitable once in-person appointments resumed.
Participants appreciated the ability to receive feedback
through the online platform, such as email updates on the
number of clients screened, which served as motivation to
continue the intervention.

Moreover, participants highlighted the model’s ease of use,
particularly noting the brevity of the three-item screening
questionnaire and use of validated instruments for identi-
fying gambling harm, simplifying the implementation process.
None of the participants found the process challenging. The
training module and resource kit provided at the beginning

of the pilot project served as crucial process-related
enablers. Participants reported their involvement in the pilot,
particularly the training, improved their understanding of
gambling issues and increased their comfort in initiating
conversations about gambling with clients. The webinar
and access to recorded content received positive feedback,
and participants found additional training resources, such
as follow-up emails, valuable. The resource Kkit, available in
English, Arabic, Assyrian and Vietnamese, was user-friendly
and provided a model for effective communication with
clients. Some participants highlighted the resource kit’s ability
to initiate discussions about gambling in a non-stigmatising
manner.

The third enabling theme was the staffing factors related to
implementing the screening model. All nine participants
expressed positive responses to their involvement in the
pilot project. A key theme that emerged was screening served
as a supportive entry point for discussing gambling with
clients (or patients). Although some participants emphasised
the project’s impact on their confidence in addressing
gambling harm, one GP stressed the importance of building
patients’ comfort during discussions on gambling harm, while
a community worker stated, ‘I feel like I can help — I feel
confident in conducting assessments and providing referrals
and information.” Another community worker mentioned
participating in the pilot project enabled them to gain
experience in broaching the topic of gambling with clients,
and increased their confidence to continue these discussions
beyond the project. One GP commented:

To be honest it probably wasn’t something that I addressed
or raised or dealt with often enough beforehand, and
probably was something ... wouldn’t have always initiated
on my own unless it was brought up to me ... In that sense
[being involved in the pilot], it’s probably something I'm a
little bit more comfortable bringing up, and just mentioning
it and doing that sort of very even basic discussion ... So
yeah, a little bit more — a bit more on my radar now. I'm
doing it a bit more. (Participant #4 — GP)

Barriers to implementation

The first barrier pertained to the referral processes of the
screening model, including the unclear process for service
providers to support patients through referrals in this model.
A community service participant preferred to offer clients the
option of making a joint call to services for information before
making a referral. Another community worker suggested a
clear online referral system instead of a list of contacts.
Additionally, a service provider noted that although the
materials and cultural groups chosen for the study were
appropriate, they limited engagement with other populations.
They recommended ongoing consideration of target audiences
and continuous material updates, as needed.
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The second barrier was the brevity of the screening model.
Although the model’s brevity was generally seen as useful,
some practitioners found the short and formal interaction
made it difficult to engage in meaningful discussions with
clients. In response, some participants opted to take a more
conversational approach to the questionnaire rather than
adhering to the strict question-and-answer format. One
participant recommended providing additional support and
more detailed follow-up questions to community workers.

Another barrier related to the need for workers to
remember to administer screening to all patients. One GP
shared specific challenges related to their current practice
systems, highlighting the necessity for reminders to complete
the screening model. They proposed integrating the model
into medical software to surmount these barriers and seam-
lessly incorporate the model into routine clinical practice
for continuous screening. One suggestion was to have an iPad
in the waiting room for patients to self-administer question-
naires that automatically link into practice medical records.

The screening model used in the current model was
designed for adults aged >18 years. Some community workers
raised concerns about this limitation, as they often work with
children affected by others’ gambling or who engage in
gambling themselves. However, it is worth mentioning that
some participants in the pilot felt empowered to utilise
their training to initiate conversations about gambling with
youth. As one worker stated:

So just opening up that, so I found that that was a really
good way to just start building on that relationship
regarding gambling. (Participant #2, Community Worker)

Another barrier was related to social factors impacting the
implementation of the screening model. Two key themes
emerged. First, some clients did not recognise their gambling
behaviour as harmful, and some were unaware that their
actions constituted gambling. This initially hindered support,
especially for those seeking help from alcohol and other drug
services. Second, gambling harm and treatments were complex.
Community workers emphasised the need to prioritise other
pressing issues, such as financial harm, domestic violence and
homelessness, particularly for individuals affected by others’
gambling. One worker ensured clients received emotional and
mental health support while providing information about
gambling help services. Therefore, addressing gambling-
related concerns was often not the top priority, rather a
secondary issue.

The final barrier relates to the structural factors that
hindered the model implementation. Participants noted that
the absence of dedicated long-term funding for gambling
screening creates uncertainty about the continuation of
screening resources, and developing procedures for screening
in GP and community service settings. This was perceived as
impacting the continuation and scaling up of the intervention,
and also on intake procedures for gambling screening harm

within both GP and community service settings. More
funding needed to address these concerns was noted.

Discussion

Gambling harm is a significant public health concern (Wardle
etal. 2019, 2021; Hilbrecht et al. 2020), profoundly impacting
specific populations, including those within the Fairfield
community (Nguyen and McGhie 2020). Given gambling
harm is caused by the complex interplay of individual, social,
environmental and commercial dimensions (Browne et al.
2017; Hing et al. 2022), population-based screening tools
(such as part of routine primary care) provide an important
opportunity to capture data on gambling harm (Blythe and
van Schalkwyk 2021). The current research supports the
role of primary health care screening as an entry point to:
(1) identify the level of gambling harm within community
settings, (2) support active referral of those experiencing
gambling harm to support services, (3) support a holistic
approach to patient care by addressing gambling as part of
comorbidities, and (4) de-stigmatise gambling harm.

However, it should be noted that screening alone is not
sufficient to reduce harm caused by gambling. Highlighting
the prevalence of harm at the local level, particularly in
culturally diverse areas, can signal the need for action on
gambling harm. This should be underpinned by a comprehen-
sive public health framework to prevent gambling harm
(Thomas et al. 2023). The feasibility of a local, primary
care-delivered screening model for gambling harm presents
key opportunities. This research raises the following areas
for discussion.

First, through discussions with primary health care
workers and those working in social services in this pilot
study, it was clear that staff were unprepared and lacked
confidence in discussing gambling harm, despite these issues
being prevalent among their clients. This is particularly
critical given the high levels of gambling harm observed in
this study. Therefore, all staff in this region must be adequately
trained to engage in conversations around gambling harm,
recognise indicators of gambling harm, and provide the
appropriate referral and help-seeking pathways. Incorporating
gambling screening models into standard practice can
empower health care professionals to engage in this harm
mitigation strategy. However, adequate and long-term funding
of the screening model (including training, implementation
and monitoring, and evaluation) should be supported. One
proposal to further enable uptake of the model was to embed
screening tools into practice management software systems.
Future research should examine the feasibility of this, including
the availability of long-term funding to ensure sustainability.

Second, primary health care professionals engaging in
conversations about gambling harm can play an important
role in de-stigmatising gambling issues, and reducing
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individual and community stigma associated with help-
seeking (Dickins and Thomas 2016). In line with Australian
research (Dickins and Thomas 2016; Brown and Russell
2020), the present findings suggest stigma poses a significant
barrier to gambling treatment in CALD settings. However, the
examined model assisted health and community workers to
have open and non-stigmatising discussions around gambling
harms, which appeared to increase community members’
openness to engage in these conversations. Integrating the
screening model into standard practice is likely to facilitate
productive conversations about gambling, and holds promise
for potentially mitigating gambling-related shame within
CALD communities, such as Fairfield. Based on the findings
of this research, we propose this approach as being appro-
priate to culturally diverse community needs. Furthermore,
we recommend that discussions should adopt a public health
perspective to gambling harm and avoid placing blame on the
individual, but instead highlight the role of the environment
in gambling harm (Miller et al. 2018). Doing so could foster
shifts in community attitudes to gambling harm that place
more responsibility on industry rather than individuals.

Third, the project was focused on delivery of the screening
model in GPs and social community services. However, a key
component of this is ensuring patients who indicate gambling
harm are appropriately supported and referred to gambling
help services. Analysis of raw data revealed that 32% of
patients exhibited indications of gambling harm (Nguyen
and McGhie 2020), levels that are much higher than the
NSW state average (Browne et al. 2019). These results may
have occurred for several reasons. First, the population
screened in this larger project were predominantly from
CALD backgrounds, a population group often missing in
gambling research studies. Second, the screening model
also sought to identify patients who might be affected by
another person’s gambling behaviour. Third, although the
screening model was offered to all patients within a service,
those who experience gambling harm might be more likely
to choose to participate in the screening. Future research
should seek to examine gambling harm prevalence in this
area further. However, regardless of the reasons for these
high positive screens, any future implementation of screening
in general practice and community services must have
appropriate referral pathways in place to support patients.
This was an area of weakness in our study, with no specific
defined referral pathway besides providing patients with
materials for gambling support services. Future research
should explore how referral mechanisms can be integrated
into the model in a culturally appropriate way. As noted by
some participants in this study, this includes whether it is
feasible for health professionals to sit with patients while
they connect to services (i.e. through calling gamblers
help). Special attention should also be dedicated to offering
adequate support for cases involving violence and financial
hardships.

Finally, key limitations of this study should be noted. First,
the pilot project evaluation sample was limited due to time
constraints within clinical settings. Consequently, this sample
only included nine participants. We also note a gap in the
range of participants, and in future would like to seek the
perspectives of practice nurses and practice owners involved
in implementing the model. Second, because of the first wave
of the COVID-19 lockdown in NSW, face-to-face engagement
was severely restricted, adversely affecting project recruit-
ment, uptake and overall implementation. Although there
was online engagement in the delivery of the model, the
absence of face-to-face interaction hindered our capacity to
establish the necessary relationships with professionals to
engage in the project. Future research should seek to further
evaluate the screening model on a larger scale to examine the
effectiveness of the model in supporting gambling harm
reduction in CALD communities. Finally, future research
should seek to examine the feasibility and acceptability of the
screening model with consumers, particularly those from
different cultural backgrounds. This is particularly important
given the screening tools have not been validated specifically
for the communities this project sought to work with (Arabic,
Assyrian and Vietnamese).

Conclusions

Primary healthcare and community service settings can play a
role in screening for and mitigating gambling harm within
communities. From the perspective of health and community
workers, this screening model has shown real promise for
addressing gambling in health and community settings. Future
work should focus on addressing the barriers identified to the
model and evaluating the impacts of the model on community
members, particularly those from different cultural backgrounds,
to ensure that the model is culturally appropriate and effective.
Finally, screening for gambling harm in local care settings can
provide important data on the extent of gambling harm. This is
an important tool to support harm reduction and regulatory
change to reduce and prevent gambling harm.
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