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Abstract

Excessive gambling is increasingly understood in medical terms. Instead of criticizing this process as 

“medicalization” and an enlargement of the medical profession’s area of influence, we question this 

understanding from the context of the Finnish non-medical model of addiction. Group interviews with 

seven groups of general practitioners (GPs) and eight groups of social workers in Finland (altogether 66 

participants) were conducted. Film clips portraying gambling problems served as a discussion stimulus. 

Neither of the professional groups medicalized the issue, but both interpreted it as a social problem. 

However, participants still held individual gamblers responsible for overcoming the problem. GPs con-

test their responsibility to treat problem gambling, whereas social workers claim a position of caring for 

those harmed by the person’s problem gambling, rather than for the gambler him-/herself. We argue 

that a medical framing of excessive gambling would risk limiting social workers’ efforts even further. In 

the context of the Finnish non-medical model of addiction, this would coincide with a medical profes-

sion unwilling to fill the gap, leaving problem gambling unattended by both professions. Finally, we 

question the frequently made equation between medicalization and individualization.

Keyw ords:  Finland, general practitioners, medicalization, problem gambling, social workers.

Introduction

Professions are often accused of attempting to en-

large their turf (e.g. Abbott 1988). The widening of 

the medical profession’s realm of influence has 

been referred to as “medicalization” and has been 

the subject of severe criticism: the widening of the 

medical sphere of control has been perceived as 

unjustified, driven by the interests of the medical 

industry, individualizing the blame for problems, 

and targeting women and men differently (e.g. 

Conrad & Schneider 1992; Davis 2009; Fingarette 

1988; Illich [1976] 1995; Peele 1989; Riska 2003; Zola 
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1972). The medicalization thesis, however, has also 

been subjected to criticism and reframing. It has 

been called “a cliché of critical social analysis” 

and argued to falsely assume a single agenda for 

medicine (Rose 2007a, 700). Advances in medi-

cine bear promises and modify our conceptions of 

life, and medical expertise is indeed desired rather 

than forced upon us (Helén 2002). Even the same 

authors who earlier wrote about expertise-led 

medicalization have pointed out that lately con-

sumers themselves have also become “engines” 

of medicalization (Conrad 2005). The uniformity 

of the interests and understandings of medicine 

has been questioned in empirical studies, such as 

the study by Kari Tikkinen and colleagues (2012) 

which showed that Finnish doctors disagree on 

what states of being can be defined as diseases. 

In this study, we focus on problem gambling. Most 

of its symptoms are of a social nature, and hence it 

cannot be integrated into the medical field as eas-

ily as a physical problem, such as a broken arm. 

This places problem gambling at the intersection 

of two professions: general practitioners (G P s) 

and social workers. Elsewhere, Michael Egerer 

(2014) has identified G P s and social workers as 

“gate keepers”. These professionals are often the 

first officials to come into contact with addictions 

and addiction-like behaviours, and have the re-

sponsibility to decide on further measures. In 

Finland, the gate-keeping position is particularly 

pronounced, as general practitioners in primary 

healthcare centres, and social workers in munici-

pal social offices, provide basic health and social 

services and refer clients to the appropriate spe-

cialists. The specialists in Finnish addiction treat-

ment, in turn, are mainly social caseworkers (e.g. 

Ahonen 2007; Satka 1995). This particular division 

of labour in addiction treatment in Finland, to-

gether with the social framing of addiction, has 

been identified as the “Finnish non-medical 

model of addiction” (Bruun 1971; Stenius 2007; 

Takala & Lehto 1992). This approach still serves 

Finnish medical, social and treatment personnel 

as a framework for making sense of alcohol prob-

lems (Egerer 2012; Egerer et al. 2012; Pennonen 

& Koski-Jännes 2010), yet, the question of which 

profession is responsible for dealing with problem 

gambling is still somewhat open. Responsibilities 

are distributed on the basis of local circumstances 

rather than a planned programme. The list pro-

vided to those who need help for a gambling 

problem includes a great variety of providers and 

professions: health centres, social offices, Gam-

blers Anonymous groups, psychologists, nurses 

and social workers (T H L  2011). This makes the 

positioning of GPs and social workers in relation 

to problem gambling an intriguing issue.

Gambling is a very popular pastime in Finland, and 

the country has one of the highest household ex-

penditures for gambling in Europe (Besson 2005). In 

2011, gambling expenses added up to 1.7 billion eu-

ros, which means that each Finn (15–74 years) spent 

on average 2.2 % of their monthly net income on 

gambling (Turja et al. 2012). Three state monopolies 

control gambling: one for slot machines and casino 

games (Slot Machine Association, RAY), one for lot-

teries (Veikkaus) and one for tote betting (FinToto). 

The prevalence rate of problem gambling in Fin-

land is 2.7 % (3+ SOGS points), one of the highest 

in Europe (Turja et al. 2012; Williams et al. 2012).1 

Furthermore, problem gamblers seem to “con-

taminate” their wider social network; in a cross-

sectional population study in Finland, Anne H. 

Salonen and colleagues (2014) identified nearly 

every fifth respondent as concerned about the 

problem gambling of a significant other. 

In the context of growing awareness of gambling 

problems in Finland, the two groups of clinical 

1    See, however, Monika Sassen and colleagues (2011) 

concerning the limited comparability of pathological 

gambling prevalence rates.
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professionals, GPs and social workers (Scott 2008), 

need to make sense of and react to their clients’ 

gambling problems without “textbook knowledge” 

readily available to guide their decisions. To com-

pensate for the lack of official guidelines, they refer 

to the already available “scripts” of their profes-

sion, to standard practices when available, and 

to common sense on gambling issues. In order to 

simulate encounters with clients’ problem gam-

bling, focus group interviews with Finnish GPs and 

social workers were conducted, using short film vi-

gnettes to present instances of gambling problems 

as discussion stimuli (Sulkunen & Egerer 2009). 

If the standard medicalization thesis held, GPs 

would refer to their medical expert knowledge 

and engage in enlarging their profession’s realm 

of influence. Social workers, on the other hand, 

would have a hard time supporting their profes-

sion’s claim of a “social” definition of problem 

gambling. However, if the Finnish non-medical 

model had a stronger impact, a social framework 

would be prominent also in the GPs’ comments.

In our analysis of the group discussion, we dem-

onstrate the weaknesses of the standard medicali-

zation thesis in professionals’ understandings of 

gambling. We suggest that the focus on power and 

the interests of the medical professions should be 

abandoned as the supposed engines of medicali-

zation. Instead, we propose that the given insti-

tutionalized setting and the division of labour 

of welfare professions is an important factor in-

volved in the process of medicalization. 

Medicalization and the 
Conceptualization of Problem 
Gambling
Peter Conrad and Joseph W. Schneider (1980) de-

scribe the process of medicalization as a progress 

from establishing a medical terminology for a 

problem, to achieving the leading positions in in-

stitutions, and to working towards integrating the 

problem into everyday medical practice. Medical-

ization can be simply described as the process of 

understanding a former moral and social problem 

as one that demands medical attention (Conrad & 

Schneider 1992). “Medicalized” problems are also 

situated within individuals (bodies) rather than 

in society (Nye 2003). This change in conceptual-

ization is accompanied by a change in the agents 

involved in handling the issue: from priests or the 

police towards the medical profession.

The critique of medicalization can be categorized 

into several variants. The first critiques addressed 

the shift in the agents of social control. Before medi-

calization, priests or the police were often the ex-

perts that judged and controlled many deviant be-

haviours; via medicalization the doctor has become 

the main agent of social control (e.g. Zola 1972). The 

second main critique of medicalization can be 

traced back to Ivan Illich’s book Medical Nemesis 

from 1976 (Illich [1976] 1995), where he claimed that 

what is disguised as medical altruism is in fact the 

economic interest of the medical industry or the 

medical profession. Nikolas Rose (2007b) follows 

a similar stream by critically discussing the rise of 

the bio-technology industry. Alan Petersen and 

Deborah Lupton (1996), on the other hand, aban-

doned the concept of medicalization but concen-

trated their critique on the diffusion of questions 

of health into all areas of life. A feminist variant of 

the discussion has pointed out that issues related to 

sex and/or gender and reproduction have also be-

come objects of medicalization (for example, Kohler 

Riessman 2003). 

Until fairly recently, processes of medicalization 

have been discussed mainly as interest-driven and 

as a matter of power (e.g. Bernhard 2007). For ex-

ample, the discussion on the de-medicalization of 

homosexuality illustrates power struggles in the 

success story of lobbying, together with changing 

coalitions and the empowerment of civil rights 
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groups (e.g. Conrad & Schneider 1992). The influ-

ence of scripts, habits, taken-for-granted prac-

tices and institutional dispositions of acting (e.g. 

Gronow 2011) have, however, seldom been in focus. 

Although a part of the critique of medicalization 

originates from the critique of mental asylums as 

total institutions (Goffman 1961; Szasz 1961), the 

role of institutionalized practices in the process of 

(de-)medicalization itself has remained neglected. 

Gambling has a long history of being considered 

a moral issue that causes social problems (e.g. 

Bernhard 2007; Rosecrane 1985). Gerda Reith 

(2006b) describes the conceptualization of prob-

lem gambling as a prime example of medicaliza-

tion, progressing from a sin through conceptions 

of irrationality and criminality, to a pathology. 

Peter Ferentzy and Nigel Turner (2013) point out 

the power of metaphors when describing prob-

lem gambling in medical terms. At the latest with 

the integration of pathological gambling into the 

D S M -I I I  (Diagnostic and Statistical Manual of 

Mental Disorders) of the American Psychiatric 

Association in 1980, a medical vocabulary to de-

scribe the problem was manifested. By analysing 

a successful “insanity plea” (on the grounds of 

pathological gambling) in a US court case, Brian 

Castellani (2000) demonstrates that this shift of 

the boundaries of the medical profession’s area 

into the legal profession’s turf had real conse-

quences. In the recent DSM-V2 , gambling disor-

der is included in addictive disorders. In line with 

other addictions, GPs’ offices are named as suit-

able places for the early identification of and in-

tervention to problem gambling (Miller 1996; Pas-

ternak & Fleming 1999; Sullivan et al. 1998). This 

2    Although the DSM is important in scientific re-

search, it is not used by Finnish practitioners. Instead, 

the ICD-10 (International Statistical Classification of 

Diseases and Related Health Problems) of the World 

Health Organization is consulted by medical practitio-

ners (Castrén et al. 2014). 

would make problem gambling a part of everyday 

medical practice. Despite these medicalization 

tendencies, social workers are also considered ac-

tors in dealing with problem gambling (e.g. Grif-

fiths 2013; Gross 2004; Momper 2010; Murto 2010; 

Rogers 2013a; 2013b). Gambling problems often 

relate to monetary problems, and treating prob-

lem gambling needs then to also address problem 

gamblers’ finances, which is an established field 

of social work (Mesch 2011; Murto 2010; Rogers 

2013b). In comparison to many other countries, 

specialized social workers are the leading pro-

fession in the Finnish non-medical approach to-

wards addictions, and are involved in everyday 

treatment practice (Ahonen 2007). This makes the 

Finnish case an interesting one to follow.

The Finnish Case of the Division of 
Welfare Professions

Social work as a profession is younger than the 

medical profession. It has never managed to 

achieve a similar position, and its status as a pro-

fession has been a matter of debate since the early 

20th century (Flexner 2001). Social work has always 

been a “female” profession, and Pamela Abbott 

and Claire Wallace (1990; see also Davies 1996) 

identified the gender aspect as one reason for so-

cial work’s weak position as a (caring) profession. 

The history of social work demonstrates how 

this profession has not reached equality with the 

medical profession. In Finland, manifold origins 

of social work have been identified and include, 

among others, early charity institutions of the 

church, poor relief and orphanages (e.g. Jaakkola 

et al. 1994). The Welfare Acts (Huoltolait) of 1936 

established paid professionals in poor relief, and 

these acts can be interpreted as the beginning of 

professional social work in Finland (Toikko 2005). 

Earlier, poor relief had been run by voluntary lay-

men, who exercised patriarchal power over the 
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needy, and women were encouraged to partici-

pate in the practical work of these boards due to 

their “caring nature” (Satka 1994; 1995). With the 

rise of the welfare state after the Second World 

War, the professionalization of social work was 

given a boost. However, this was more due to the 

institutionalization of the welfare worker as an 

agent of the state, and should not be directly in-

terpreted as an expression of professional power. 

Welfare workers were educated in administration 

and law and showed loyalty towards the state (Sat-

ka 1995). In comparison with physicians, several 

paths lead to becoming a social worker in Finland, 

and even a career change into a social office from 

another educational background is possible (e.g. 

Murto 2005).

The medical profession, in comparison, is well 

established. It has been the most efficient profes-

sion in securing a monopolized position within 

the division of labour concerning the enhance-

ment of citizen’s wellbeing (e.g. Abbott 1988; 

Freidson 1970; Gallagher & Searle 1989). Its ex-

pert professional knowledge, as well as the his-

tory of medical success in treating illnesses in 

the last two centuries, serve as the main justifica-

tions for its authority (e.g. Freidson 1970). In Fin-

land, medical doctors and medical knowledge 

have had a remarkable role in nation-building 

and public administration, which may also have 

reinforced their status (Helén & Jauho 2003). 

Medicalization critiques (e.g. Conrad & Schnei-

der 1992; Illich [1976] 1995) describe, however, the 

success story as less a matter of medical interven-

tions, and more of improvements in food secu-

rity and sanitation. Furthermore, Eliot Freidson 

(1970) has questioned whether the medical turf 

could be secured by exclusive medical specialist 

knowledge. Instead, he suggests that undisputed 

medical authority lies more in its deeply institu-

tionalized position of power within the system 

of the bureaucratic nation-state and its welfare 

system.

In Finland, primary healthcare is organized and 

secured by the municipalities. Doctors’ train-

ing follows a clear career path; they have always 

been servants of the state. As civil servants, their 

responsibility covers the society as a whole. Fol-

lowing the Public Health Act of 1972, the Finnish 

welfare state established health centres employ-

ing general practitioners. The Public Health Act 

had important consequences for professionals’ 

autonomy and the doctor–patient relationship. 

The new institutional setting caused a high turn-

over of doctors and limited the duration of the 

doctor–patient relationship (Hakosalo 2010; c.f. 

Helén & Jauho 2003). This kind of medical setting, 

also called “clinic organization” (Freidson 1970), 

is known to hinder continuity in medical care 

and in the personal relationship between doctors 

and their patients (e.g. Baker 1997; Hakosalo 2010; 

Hjortdahl 1992; Kearley et al. 2001; Mayntz 1970). 

These structural characteristics remain part of 

the Finnish healthcare system, although attempts 

have been made to institutionalize more conti-

nuity in doctor–patient contacts (e.g. assigning 

personal nurses and GPs to clients). Nowadays, 

most G P s work in municipal or occupational/

private health centres, where the emphasis is on 

pharmacological treatment of somatic and bod-

ily conditions. In sum, GPs, on the one hand, are 

responsible for the welfare of society as a whole, 

and their medical practice, on the other hand, is 

strongly centred on their patients’ somatic con-

cerns.  

To conclude, the case of these two professions in 

Finland closely resembles analyses from many 

other countries, where medical doctors have also 

been more successful in securing their turf and in 

enlarging their professional boundaries (e.g. Ab-

bott 1988; Freidson 1970). Nevertheless, we expect 

that the division of labour in the Finnish welfare 

state and especially in addiction treatment will 

leave its marks on the approach the professions 

take in relation to problem gambling.



S o s i o l o g i a  4 / 2 0 15 3 6 9

Method and Data
In the group interviews, where we applied the 

Reception Analytical Group Interview (RAGI) 

method, participants were asked to interpret 

and discuss three3  film clips showing gambling 

problems (Sulkunen & Egerer 2009). Based on 

reception studies, we consider that the mean-

ing of the presented film clips is not fixed, but 

instead forms in the audience’s interpretation 

(Barthes 1977; Fish 1980). Although not fixed 

in meaning, the stimulus clips are not “blank 

slates” either, into which anything could be read 

(e.g. Sulkunen 2007; Törrönen 2002). Instead, 

new experiences – such as viewing the clips we 

presented in the interview situation or having a 

client with gambling problems – are interpreted 

based on previous knowledge (e.g. Boulding 

1956). From this perspective, the interviewees’ 

reactions are not a report on the clips, but an 

interpretation triggered by the proto-narrative 

offered in the vignettes. This is similar to directly 

asking interviewees about how they understand 

problem gambling or who should be responsible 

for dealing with it, as interviewees also have to 

decode and interpret the questions from a sur-

vey or interviewer. However, the film clips as 

an audio-visual stimulus are more powerful in 

triggering respondents’ reflections than written 

questions. They represent a more natural trigger 

for openly discussing one’s opinions with col-

leagues. Opinions and meanings are not readily 

waiting in respondents’ minds to be asked for; 

research enquiries themselves are part of a con-

tinuous meaning-making and re-interpretation 

process (Sulkunen & Egerer 2009). During a 

group interview situation, participants are en-

couraged to interactively create meaning and 

to become aware of their implicit perspectives 

(Morgan 1988). In the case that the medicaliza-

tion theory is valid, we would expect that the 

3    The original study also contained six other clips about 

alcohol problems and eating disorders (see Egerer 2010). 

general practitioners use the group discussion 

to construct their medical view as the correct un-

derstanding of the shown gambling problems, in 

order to justify their authority over the problem. 

Social workers, in contrast, might promote their 

hold over the problem by establishing an image 

of being the protector of citizens’ social welfare. 

However, professional expert knowledge is not 

the only source for making sense of the world, 

as one’s own lay experiences also help to form 

an interpretation of the problems shown in the 

film clips (Egerer 2014, Livingston 2014). In fact, 

expert knowledge itself is also not only the result 

of education, but knowledge interpreted by what 

the professionals know and experience in their 

“lay” lives (Livingston 2014). 

The three clips were chosen after a long and 

thorough process involving trial interviews with 

students (see Egerer 2010; 2014 for details). They 

follow the themes of loss of control, neglect of 

duty and cue dependency,4  all characteristics 

strongly associated with addiction (Egerer 2010). 

In clip one, the protagonist Dan Mahowny con-

tinues to gamble until he loses everything, in 

spite of having just beaten the casino at a table 

of baccarat (from the film Owning Mahowny, di-

rected by Richard Kwietniowski, 2003). Clip two 

discusses the neglect of family duty and shows 

Rose, an older woman, gambling away her house 

and her son’s inheritance, even though she had 

promised to quit gambling (from the film Bord de 

mer, directed by Julie Lopes-Curval, 2002). Clip 

three tells the story of Laura, a successful busi-

nesswoman and loving mother, who cannot pass 

the fruit section in a supermarket without being 

reminded of slot machines; she then gambles at 

the shop’s slot machine, forgetting her groceries 

(from the film Going for Broke, directed by Grae-

me Campbell, 2003). 

4    A situation where a problem gambler reacts to a stimu-

lus (i.e. cue) instantaneously like a reflex (e.g. Elster 1999).   
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The RAGI follows a protocol that lists the order of 

the clips and the time remaining for discussion. 

The interviewees receive a set of orienting ques-

tions intended to facilitate discussion. These ques-

tions are: a) What happens in the scene, and who 

are the persons in the film? b) What happened 

before this event? c) What happens immediately 

after it? d) How will the same person appear ten 

years later? e) Can something like this happen in 

real life? f) Should someone do something about 

the problem shown? The interview moderator, 

however, instructs that these questions need not 

be explicitly answered – they are, again, meant to 

facilitate discussion. Besides running the clips, the 

moderator is not involved in the discussions. To 

introduce the interview setting and explain the ex-

pected character of the discussion, we often used 

the metaphor of a coffee lounge talk between col-

leagues. Even if interviews are always somewhat 

artificial, the interaction that occurs can be consid-

ered natural (Demant 2012). The interviews lasted 

ca. 90–120 minutes. We video-recorded the ensuing 

discussions and transcribed them verbatim.

A total of 15 group interviews with GPs (7 groups; 

35 participants) and social workers (from now on 

referred to as SWs) (8 groups; 31 participants) were 

conducted in major Finnish cities between May 

2008 and February 2011. The exclusion of profession-

als from rural areas from our dataset is a limitation 

that should be taken into account when reading the 

results and interpreting our conclusions. The partic-

ipants were recruited by contacting the heads of mu-

nicipal social and health centres, as well as by post-

ing advertisements in major professional journals. 

This recruitment strategy resulted in both “natural” 

groups and groups who met for the first time at the 

interview. The recruitment took place in the context 

of the Images of Addiction research project, in which 

other teams focused on the lay population or treat-

ment specialists (e.g. Hirschovits-Gerz et al. 2011; 

Pennonen & Koski-Jännes 2010). The present study 

took GPs and SWs as subjects of its enquiry. These 

professionals have the first contact with addiction 

problems but do not have specialized training on 

the matter. The study focused on how these profes-

sionals in the Finnish welfare system, with its spe-

cific division of “welfare labour”, viewed addictions, 

and we therefore attempted to recruit homogenous 

groups of professions. Most of the participating SWs 

(27/31), as well as the GPs (23/35), were women. The 

GPs and SWs differed only slightly in age, with the so-

cial workers being younger (median: 50 years [GPs] 

and 46 years [SWs]). The SWs were not specialized in 

addiction treatment, but were recruited from gen-

eral social offices of the municipality, mostly from 

adult social work and family services.5  This was to 

ensure their position as gate-keepers of addiction 

(Egerer 2014). 

Like in previous studies on similar data (e.g. 

Egerer 2014; Pöysti & Majamäki 2013), the inter-

view transcripts were analysed in three steps: first, 

we followed predefined categories as sociologi-

cally constructed codes (Strauss 1987) in order to 

organize the interview data. These categories are 

reasons, consequences and therapies,6  and they 

are further separated into biological, psychologi-

cal and social discourse frames. In the second 

step, a numerical overview was established in 

the tradition of quasi-statistics in order to organ-

ize our data before the qualitative and thematic 

analysis (Becker 1970; Silverman 2001). 

Results
Perceived Reasons for Problem Gambling 

The S W s took their daily work experiences as a 

starting point to explain the existence of problem 

5    One social worker working in addiction treatment par-

ticipated in focus group no. 4.

6    We included in the category of therapies all the func-

tions that interviewees deemed necessary in the recovery 

from problem gambling.
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gambling. They employed a social framework and 

referred to the downsides of modern society. 

I4: I guess this kind of detachment, which in a way 

[results from] people leaving their roots and are 

kind of ... there are an awful lot of lonely people 

here. You can’t really do anything, although you 

see that the person is destroying him-/herself. But 

you can’t do anything because this right to auton-

omy has gone a bit too far. People don’t dare to 

interfere anymore. In the past the whole family 

was there to support…

(SW group 5)

This perspective quite closely resembles the 

writings of Alain Ehrenberg (2004) and Bruce K. 

Alexander (2000) in that they describe addiction 

as an ontological phenomenon of post-moder-

nity and capitalism. Due to the stress of life in 

the current anonymous society, some people 

suffer from addictions as a kind of inappropri-

ate means of coping. Ehrenberg (2004) consid-

ers addiction as the alternative to depression; 

Alexander (2000) goes into detail about how the 

free market economy is the underlying cause of 

addiction.  

Similarly to alcohol problems (Egerer et al. 2012), 

the S W s regretted the fading of the traditional 

“Gemeinschaft” and the traditional welfare state. 

The social workers frequently discussed psycho-

logical mechanisms as a source of problem gam-

bling, but still inflated their profession’s impor-

tance by deploying a social interpretation of the 

problem. This led to rather contradictory state-

ments combining different explanations, such as 

the following.  

I5: I am really convinced that these addictions 

have social roots, their roots are in society, yes it 

is true, the gambling starts or the alcoholism starts 

because…they are a certain kind of people. 

(SW group 6)

Although only “certain kind of people” in the 

same environment become problem gamblers, 

interviewee 5 was nevertheless convinced that ad-

dictions have social roots. The observation that 

only a minority of people in similar conditions 

become addicted, whereas the majority do not, 

led also Alexander (2000) to distinguish between 

the severely dislocated and the dislocated in order 

to retain a contextual explanation of addictions. 

The SWs’ reasoning may also be an expression of 

the growing internalization of addictive problems 

and the rise of a therapeutic authority (Hellman 

2010; Miller & Rose 2008), and an attempt to strug-

gle with this challenge to the SWs’ expertise.

G P s claimed that the reason for problem gam-

bling lies in emotional and cognitive shortcom-

ings. In comparison to the SWs, the GPs, however, 

explained these shortcomings less by wider soci-

etal circumstances. Their reasons for the appear-

ance of problem gambling related more to the 

person and to the game’s characteristics, as well 

as to the immediate surroundings of the gambling 

activity (such as a cheering audience).

I1: Well, I suppose the feeling of winning brought 

pleasure and that is one thing one is addicted to, 

the feelings in the situation. The same occurred 

when the surrounding world and people were shut 

out quite totally, that he focused so strongly on 

that thing. “Go away, this is my thing.” 

I3: But simultaneously I was thinking about, there 

was the audience, what is the significance of the 

audience in this. In a way the whole community 

accepts this way of being. A part of it is that every-

one is like [interviewee lifts thumb], let’s sacrifice 

one person so that everyone gets excited. Like in 

the old days and wherever similar things have ex-

isted. In a way the gang encourages you. Maybe 

one thing is how to stay in the gang?

 […]
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I8: The touch with the machine, she nearly hugged 

it.

I2: To let off steam for a while.

I3: Yeah, it can be something like that. 

(GP group 5)

The structural characteristics of the game, such as 

the lighting and the noise of the coins when win-

ning, have been identified as contributors to the 

addiction risks related to slot machines (Parke & 

Griffiths 2007). However, besides these structural 

characteristics, the GPs also discussed the situa-

tional characteristics, such as the cheering crowd 

around Dan Mahowny in the clip from Owning 

Mahowny. The discourse on the reasons for prob-

lem gambling seems to be partly individualizing, 

but not medicalizing. Whereas GPs embrace a cog-

nitive psychological framework as obviously being 

closer to their métier, SWs struggle with such an in-

ternalization of addiction and addictive behaviours 

in contemporary Finnish society (Hellman 2010). 

The Consequences of Problem Gambling

The interviewees from the two professional groups 

expressed similar views concerning the conse-

quences of problem gambling. They discussed 

most of all the negative social outcome of prob-

lem gambling for the gambler and his/her close 

relationships. Taking the stimulus subtext as given, 

the clip from Going for Broke especially resulted in 

quite similar reactions from GPs and SWs. 

I2: Yes, but she, she did not get any food for the 

family, as she had gambled away all her money. 

(GP group 3)

I5: Well, you do get hungry. There are children who 

stay hungry, when the mother gambles away all 

the money. 

(SW group 3)

In comparison to perceptions of alcohol prob-

lems in a previous study (see Egerer 2012, 

Egerer et al. 2012), which focused heavily on 

the family and close relationships, the social 

harm of problem gambling was discussed by 

both groups – GPs and SWs – by also taking into 

account the misery of the problem gamblers 

themselves. Problem gamblers are lonely fig-

ures who lose their money and property and 

end up in debt. Money, perhaps unsurprisingly, 

has been identified as an important factor in 

gambling: as a medium for participation in the 

game and an indicator of gambling skills (see 

e.g. Oldman 1974, Reith 2006a). Its importance 

in distinguishing social gambling from prob-

lem gambling became obvious in the following 

statement from a GP focus group, a reaction to 

the clip from Bord de mer (see also Egerer & 

Marionneau 2015 on details concerning this 

topic).

I1: Then she wins the whole jackpot and buys the 

whole retirement home [laughs].

I7: Hardly [laughs]. Somehow I understood it more 

clearly with this old lady. When she plays, she 

doesn’t play to win, it is only the supposed reason. 

She plays to play. The playing has her on a leash. 

I2: She seems really fragile and lonely. 

(GP group 5)

Concentrating on the social side effects of excessive 

gambling did not, however, mean that the interview-

ees did not talk about consequences for health. 

These comments, nevertheless, not only remained 

low in quantity, but were also controversial. 

I4: Yes, is this a medical problem? Do we let them 

handle it themselves?

I3: In my opinion this looks very little like a medi-

cal problem.
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[…]

I6: It is not directly a health risk if all the money 

that is supposed to buy food goes. Though there 

is a risk of starving to death, if one does not get 

social assistance. You do not necessarily get help 

from the social office if they know that you have 

some income.   

(GP group 1)

The GPs were sceptical about the medical status 

of problem gambling. Furthermore, as the quote 

above shows, although they discussed the health 

risk of starving to death, they did not use it to es-

tablish a medical ownership over problem gam-

bling. They might have touched upon the concep-

tual level of medicalization (Conrad & Schneider 

1980), but did not use it as a resource to claim it as 

their field of intervention. Instead, social offices 

were mentioned as a place where the problem 

could be handled. Even after mentioning social 

offices, they still limited the social worker’s turf 

by remaining sceptical about the social office’s 

capacity to deal with the issue.

The SWs, on the other hand, conceptualized even 

physical reactions as fundamentally related to 

morality and social harm, and in this way rather 

clearly claimed problem gambling as an issue for 

their profession.

I4: He physically reacts to the situation and that ex-

actly [shows] how morally inappropriate it is that 

he endangers his whole job and career, it is exactly 

the issue in severe dependency that one does not 

think about the next moment at all. 

I2: No, and he has a lot of compulsive movements.

(SW group 6)

The SWs’ discussions, however, were not limited 

to the conceptual level, but addressed integrating 

the problem into social work. This also occurred 

in their discussions about their profession’s role 

in handling problem gambling. 

Actors in the Recovery of  
Problem Gambling

Especially when the stimulus clips concerned 

questions of monetary issues, the SWs’ discussion 

included their own profession as possible actors 

and the social office as the right place to handle 

problem gambling. 

I1: Should be placed in a support group. And if 

they lose their houses, they should be placed un-

der custody. 

I3: Yes. There are measures that could prevent 

her bankruptcy, a weekly allowance, which can 

be used for food. Most likely there is no other way 

to help.

I6: If houses are lost, yes, probably some social of-

fice can transfer money into her account weekly.

(SW group 7)

The excerpt above shows how social workers in-

tegrate dealing with problem gambling into their 

realm of everyday practice. Clients’ financial prob-

lems indeed have an important negative influence 

on their social welfare, and consequently, social 

workers can more easily claim jurisdiction in this 

field. GPs, on the other hand, may often face clients 

with financial problems, but their everyday practice 

is not supposed to be concerned with this matter, 

nor would they have the means to help with finan-

cial issues. 

I3: And, I have never seen that we would have the 

resources for something like that. Well, perhaps 

one gets Slot Machine Association’s [RAY] money 

for that, but at least never from the municipality 

budget. 
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I6: Well, of course it is going to end up badly as he 

works in a bank and gambles with his customers’ 

money. 

I3: Yes, he will be released from prison in ten years.

(GP group 1)

Interviewee 3 mentioned the lack of resources 

as a reason for not dealing with problem gam-

bling in primary healthcare. As understand-

able as this explanation is, it was, however, not 

pursued in the following discussion in order to 

promote the medical profession. The lack of 

resources remains a fact that is not challenged 

by demanding additional financial support for 

municipal health centres. Instead, the same in-

terviewee used one of the orienting questions 

(“How will the same person appear ten years 

later?”) and returned to talking about the ad-

verse social consequences of problem gambling 

(possible imprisonment) . 

The SWs may be eager to integrate problem gam-

bling into their realm of expertise when discuss-

ing their profession’s involvement, but they also 

deemed the will of the problem gamblers them-

selves as paramount. They argued that without 

the gambler’s participation, external interven-

tions are in vain.

I6: Yeah. Should somebody do something about 

it? Well, there was already something done. I think 

the casino employee already tried there. But it is 

the person himself who makes the decision, and 

the decision was this.

I3:  It was probably indeed a good description 

of how an outsider’s intervention might be for a 

substance and alcohol addict. You tell them to 

stop drinking and they take a bottle and continue 

drinking. Triumphant social workers’ interven-

tion.

(SW group 7)

The quote above seems to contradict the initial 

claim of responsibility by the SWs, as it remains 

rather pessimistic about the possibility for social 

work to successfully intervene. However, Anja 

Koski-Jännes et al. (2012) pointed out that it is 

necessary to look at the difference between as-

signing responsibility for recovery and the belief 

in the ability to successfully achieve this goal. It 

is rather common to hold addicts responsible for 

their recovery while questioning their capacity 

to succeed on their own (ibid.). The GPs also ex-

pressed the need for individual mental strength – 

a highly valued character trait in Finland (see also 

Hirschovits-Gerz et al. 2011) – to start the recovery 

process. However, they elaborated more on the 

possibilities of the social context for intervention. 

They discussed regulations and outside control 

(by the family or the shop clerks7 ) as measures 

in problem gambling prevention and recovery.

I1: There should be a limit, a maximum of five 

coins per customer. [laughs]

I8: I have seen a good one in a supermarket, there 

was a remote control. I saw the cashier turning 

off the machines when boys – they were minors 

– were about to gamble.

I5: That is a good system.

I8: Yeah.

I5: You could make a deal, if you had problems. 

On a good moment you could say that if you see 

me approaching that machine, please turn it off. 

[laughs]

(GP group 5)

7    In Finland shop personnel are responsible for con-

trolling the slot machines placed in the shop’s premises 

(Warpenius et al. 2012). The provider, the Slot Machine 

Association (RAY), is nevertheless the monopoly holder. 
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However, ending the statement with laughter im-

plies scepticism towards whether the described 

measure is useful or realistic. This suspicion is 

well-founded, since the control of slot machines 

in shops and gas stations seems to be indeed in-

sufficient (Warpenius et al. 2012). Yet this scepti-

cism is not used to promote a medical interven-

tion. 	

Although internal psychological mechanisms 

seem to have some importance in the GPs’ and 

S W s’ explanations of the existence of problem 

gambling, psychologists or psychiatrists as actors 

of the recovery phase were rather seldom explic-

itly mentioned. SWs, however, sometimes men-

tioned (unspecific) therapy/care when promoting 

their profession’s realm in their statements about 

the Finnish municipal outpatient units for addic-

tion treatment, called A-clinics, which are often 

led by social workers (Ahonen 2007).

Conclusion

In this study we have analysed general practi-

tioners’ and social workers’ approaches to prob-

lem gambling. The GPs employed a withdrawal 

strategy by using socio-psychological terminol-

ogy, and questioned whether they had the nec-

essary knowledge and resources to help patients 

with their gambling problems. Accordingly, the 

GPs were very critical of the idea that they would 

have a role in the handling of problem gambling. 

The SWs, on the other hand, engaged in integrat-

ing problem gambling into their profession’s 

realm by using social terminology to describe it. 

However, they only touched on the integration of 

problem gambling into the daily practice of so-

cial work, and were unsure about their own role 

in actually handling the matter. They acknowl-

edged a role in helping and preventing social 

harm (e.g. to the family) caused by the problem 

gambler. Due to their lack of knowledge and 

experience with problem gambling, the social 

workers were unsure about their possibilities to 

help with the actual issue of problem gambling 

itself.

Ferentzy and Turner (2013) describe the contradic-

tory situation of problem gambling: on the one hand, 

it is conceptualized via a medical model, whereas on 

the other hand, non-medical professionals define 

and treat the problem. The situation seems to be dif-

ferent in Finland. The framing of problem gambling 

follows the traditional Finnish non-medical model 

of addiction, where social problems are in focus and, 

consequently, social workers primarily handle the 

issue. This social frame, however, does not seem to 

contradict the individualizing perspective on prob-

lem gamblers’ recovery. Tanja Hirschovits-Gerz 

and colleagues (2011) have identified the reliance 

on individual strength to overcome hardships as an 

important value in Finnish culture. Such a focus on 

the individual and the internal mind might be an ex-

planation of the importance of cognitive psychologi-

cal explanations for the cause of problem gambling 

for both professions. Further studies need to look 

into this issue, as well as revisit the frequent inclu-

sion of psychiatry and psychology under the frame 

of medicalization.

Our findings show the need to distinguish three 

concepts that are often used interchangeably: 

medicalization, individualization and addiction. 

Ferentzy and Turner (2013) have reminded us that 

medical terminology is not only part of the indi-

vidualized disease model, but also enables a public 

health perspective. The medicalization critique has 

often criticized the individualization of problems, 

for example, liberating alcohol or game providers 

from their due responsibility in causing problem 

drinking or gambling. This study has shown that 

the individualization of a problem does not neces-

sarily involve the use of medical terminology. Fi-

nally, conceptualizing something as an addiction 

has often been equated as medicalization of the 
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problem. In the context of the Finnish non-medical 

model of addiction and the findings in this study, 

such an equation becomes questionable. This is 

illustrated in the translation of the DSM-5 crite-

ria of Gambling Disorder into Finnish: the term 

“gambling dependence” (“rahapeliriippuvuus”) 

has been chosen instead of directly translating the 

psychiatric term “disorder” (Castrén et al. 2014). 

We therefore conclude that the Finnish non-

medical model of addiction acts as a counterforce 

against the medicalization of problem gambling. 

In the Finnish context, the G P s’ institutional 

framework concerning addictions is twofold: a) 

they are not involved in the everyday treatment 

of addictions, nor are they the leading profession 

in that area. They are, furthermore, b) practicing 

in a clinic organization, which hampers obtaining 

a holistic view of the patient, but which neverthe-

less assigns them with a societal responsibility in 

the Finnish arrangement of primary healthcare. 

This institutional context regarding addictions, 

with its distinct dispositions of acting, serves GPs 

as a blueprint for the conceptualization of prob-

lem gambling in a social framework. This turns the 

commonly expected progression of medicaliza-

tion around. The G P s do not proceed from first 

establishing the correct medical terminology and 

then institutionalizing the medical understanding 

into everyday practice. Instead, both the position 

of general practice in the Finnish welfare state and 

the institutionalized non-medical approach to ad-

diction are used as a framework to make sense of 

upcoming new issues, such as problem gambling. 

One reservation to this conclusion is the weak po-

sition of the profession of social work itself. Social 

workers might feel more of a need to struggle in 

the name of their profession in general than GPs, 

whose profession is already firmly established. 

Our aim in this study was not to decide on the 

appropriateness or the functionality of the medi-

calization of problem gambling, but to suggest a 

new reading of the medicalization thesis. In the 

area of addiction, E. Morton Jellinek (1960) and 

Kettil Bruun (e.g. 1971) have supported the disease 

concept of alcoholism. However, they did so not 

because they considered alcoholism to be a dis-

ease, but because the disease concept can remove 

shame and responsibility from the alcoholic. Bo J. 

Bernhard (2007), for his part, remains sceptical of 

whether the medicalization of problem gambling 

has really eliminated moral judgements about 

gamblers. Furthermore, this study does not aim to 

and cannot predict the future of problem gambling 

as a medical matter in Finland. Pia Rosenqvist and 

Kerstin Stenius (2014) have identified a shift to-

wards a more medical and individualized concep-

tualization of drug problems in Finnish addiction 

treatment. The conceptualization of a behavioural 

addiction such as gambling may follow a different 

route, but progress in pharmacological medica-

tion of problem gambling could indeed boost its 

medicalization. The pharmaceutical industry has, 

indeed, become a major engine for medicalization 

(Conrad 2005). Furthermore, the ability to pre-

scribe medication fits well into everyday medical 

practice. Then again, Finnish GPs have been rather 

reluctant to be involved in the treatment of alcohol 

dependence (e.g. Egerer 2012), despite the avail-

ability of pharmacological measures. 

Our practical advice from the results of this study 

is to exercise caution when adopting the domi-

nant Anglo-Saxon medicalization discourse of 

problem gambling into the Finnish discourse. 

This is because the usage of medical terminology 

risks limiting social workers’ efforts to address 

problem gambling, while GPs are unable and/or 

unwilling to deal with the problem. 
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