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ABSTRACT
Since the mid-2010s, public health has increasingly been recognised in the UK as one of

many gambling harms affecting individuals and society at a time when public health teams
had just moved into local government.

There is no legal requirement for local public health teams to be involved in decisions on
licencing gambling premises, and several gambling activities (such as the National Lottery
and online gambling) fall outside of local government’s direct influence. Consequently,
these teams must find innovative ways to tackle these growing threats to health.

My research aimed to identify levers and barriers that local authorities in London can adopt
to address health-related gambling harms. It used a mixed method approach to identify the
underlying “mechanisms” that can support or hinder this approach.

| found an increasing concentration of gambling outlets in deprived areas but also a
dominant discourse that conceptualises gambling as a “fun” leisure activity and legislation
that seek to confine local government within the narrow silo of land-based licensing.
Surveys and interviews with local public health teams revealed a broad range of interests
and influences on gambling policy, but effective action was hindered by their lack of power,
financial resources, and knowledge of effective interventions. A poor evidence base
exacerbated the situation, much industry-funded and thus downplaying effective measures.
The underlying mechanisms identified in the mixed methods analysis were a tolerance of
harm by society, influence exerted by the gambling industry, disempowerment of local
government, and heterogeneity (of local government, of public health teams, and of
gambling products). These mechanisms can counteract, moderate, or reinforce each other
and whether they lead to action is highly context-dependent.

| have used these findings to create a list of recommendations for local public health teams.
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Chapter 1 Introduction

1.1 What is this thesis about?

This thesis asks what role public health teams in local government in England can play in
tackling gambling harm. Gambling harm has been defined as “any initial or exacerbated
adverse consequence due to an engagement with gambling that leads to a decrement to the
health or wellbeing of an individual, family unit, community or population”[1]. In the UK,
gambling harms are increasingly conceptualised as a public health issue by national
organisations [2, 3] reflecting growing awareness of their impact not only on the individual
but on their family and friends and wider society and the disproportionate risk of harm to
some vulnerable groups. Given that a significant proportion of the UK’s “land-based
gambling” (such as bookmakers, arcades and bingo outlets) is found within the Greater
London area [4], this thesis focuses on London’s local government, although it also looks to
other metropolitan areas of the UK to understand how gambling harms are already being
addressed. Furthermore, the thesis marries my own personal academic interests in public
health and localism and my wish to gain a deeper understanding of local government in my
role as a community clinician, as we are now expected to work together under the umbrella

of an integrated care system.

1.2 Public health in Local Government

1.2.1 Atime of change
This thesis is timely, having been undertaken at a time of immense change within England's

national public health structure. In 2021, Public Health England (PHE) was broken up,
creating two new organisations: the UK Health Security Agency (UKHSA), which oversees
threats “such as infectious diseases”, and the Office for Health Improvement and Disparities
(OHID), that covers health determinants “including obesity and nutrition, mental health
across all ages, physical activity, sexual health, alcohol and tobacco, amongst other
areas”[5, 6]. This latest reorganisation of public health comes less than a decade after the
2012 Health and Social Care Act, which created PHE and moved public health services from
the NHS into local government structures. Under the Act, local public health teams were
also given responsibility for a number of clinical activities, including sexual health, smoking
cessation and child surveillance, and a Director of Public Health (DPH) was appointed to

each local public health team [7].



Although the public health structure in local government will not be altered directly by
these national changes, it is an appropriate time to examine how public health teams can
influence policy in local authorities. Firstly, under the 2012 Act, public health teams in local
government were given “the responsibility for improving the health of their population” and
“driving health improvement”[7], and as such, local public health teams play a crucial role
both in terms of activities that fall within their scope of action and through the advice that
they offer to their elected members. Secondly, how health determinants are conceptualised
nationally by the OHID will impact the prioritisation and delivery of interventions to tackle
these determinants at the local level. At present, gambling is set to fall under the remit of
the Director of Addictions within the OHID, alongside alcohol, tobacco, and drugs, as

opposed to under the Director of Public Health Policy, Innovations and Systems [8].

The Health and Social Care Act also did not specify where local public health teams should
be ‘placed’ within local government structures. Peckham et al. found considerable variation
in their locations [9]. A 2020 Kings Fund report concluded that public health teams are “well
embedded” and “in the right place” in terms of being situated within the local government

structure [10].

However, the variation in the ‘place’ of individual public health teams within local
government remains a crucial factor influencing their overall effectiveness. This issue is
highlighted in organisational management theory, such as McKinsey’s 7S structure, which
emphasises the importance of the ‘hard S’s’ of Structure, Staff, Systems and Strategy (see
Fig 1) [11], and Mendelow’s Stakeholder Analysis that considers both power and interest
(Fig 2) [12].

Figure 1-1 Visual Representation of McKinsey’s 7S Framework Model
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Figure 1-2 Mendelow’s Matrix of Stakeholder Analysis
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1.2.2 Health in All Policies

Health in All Policies (HiAP) recognises that many policies other than those primarily focused
on health can impact the population's health. The World Health Organisation (WHO) defines
it as “an approach to public policies across sectors that systematically takes into account the
health implications of decisions, seeks synergies, and avoids harmful health impacts to
improve population health and health equity”[13, 14]. A conceptual framework for

implementing a HiAP framework is displayed below (Fig 3).

Figure 1-3 Conceptual framework of a Health in All Policies (HiAP) approach
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The HiAP approach has attracted widespread support from local government. For example,
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understanding of health and health inequalities across the council, a common way of
analysing the health impact of the range of council functions and a common commitment to
maximising the positive health impact of all of these functions”[16]. The Greater London
Assembly (GLA) also advocates a HiAP approach as part of its Health Inequalities

strategy([17].

Many published case studies have used a HiAP approach to address issues not classically
defined as a ‘public health problem’. The King’s Fund has described examples where public
health teams “had managed to innovate...outside its usual remit...in violent crime, for
example”[10]. One frequently cited example is the Scottish government’s approach to knife
crime in which “working in partnership with other local agencies...developed a
comprehensive approach to prevention with measures in the areas of education and law
enforcement that sought to intervene early in the journey of individuals who may be
affected”[18]. Public health professionals are increasingly involved in a far wider range of
service areas, covering children’s services, parks and green spaces, transport, economic
policy, libraries, and housing policy [19], and a HiAP approach can support public health

teams’ integration into such projects.

Notwithstanding the widespread support for HiAP approaches, there are still considerable
challenges in implementing them at local government level. Molnar and colleagues suggest
that implementation can be facilitated by adopting shared language, agreeing on shared
outcomes, and undertaking health impact assessments of policies in other areas [15].
Without a HiAP framework embedded within local authorities, public health teams may
struggle to exert influence, hindered by features arising from their place within the

organisation and a lack of consensus on what constitutes a “public health problem”.

An effective “Levelling Up” strategy [20, 21], which addresses inequalities at the local and
national level, will require local public health teams to be able to work effectively with a
wide range of stakeholders in their local organisation, often in areas not classically
recognised as falling within the remit of public health, with or without the assistance of a

HiAP framework.

This thesis asks how public health teams in local authorities can influence gambling, an issue
not universally conceptualised as a “public health problem”, providing an understanding of
the structures and processes involved. The thesis comes at a time when national gambling

5



legislation was under review and commenced at a point when a white paper was being

awaited.

1.3 Gambling and Public Health

1.3.1 Gambling as a Public Health issue
In a 2020 editorial, UK Public Health leaders describe gambling as “a new threat to the

public's health”[22]. Their ‘call to action’ followed similar statements by the Faculty of Public
Health and the Gambling Commission, both conceptualising gambling harms as a public
health issue [2, 3] and was followed in 2021 by a PHE evidence review of gambling harms

[23]. In their summary, PHE stated:

“The evidence suggests that harmful gambling should be considered a public health issue
because it is associated with harms to individuals, their families, close associates and wider

society”[23].

Gambling harms can present in the individual in wide-ranging ways. Gambling that is
harmful can be associated with stress, depression, alcohol and substance misuse (so-called
“co-occurrence”), with the conditions often clustering and the associations being bi-
directional [24]. Gambling can also impact the ability to work and, through this mechanism
and directly as a consequence of the expenditure on gambling, can lead to financial
problems and homelessness [25]. The PHE evidence summary reported that deaths from
suicide were significantly higher among adults with gambling disorders or problems
compared to the general adult population [23]. Sulkunen and colleagues characterise
gambling harms as subject to “conditional causation” given that “problems occur in

combination with multiple factors reinforcing one another in a conditional way” [26].

People can also experience gambling harms indirectly. The PHE evidence summary
concluded that 7% of the adult population would consider themselves an “affected other”
(e.g., a friend or family member affected by someone else’s gambling), with 20% of those
claiming to experience gambling harms themselves [23, 27]. Yet this statistic does not
capture those under 18 years old who experience gambling harms as affected others,

although their situations have been recognised in the literature [27].

Societal costs of gambling harms have also been estimated. The PHE evidence review

calculated the costs of gambling harms to society in the UK as approximately £1.27 billion



(expressed in 2019/20 prices), with 95% confidence that the precise estimate is between
£841 million and £2.12 billion and half of this estimated economic burden (£647.2 million) a
direct cost to the government [23]. The review also recognised this “is likely to be
underestimated due to a lack of available evidence, which means that some identified harms
have been only costed partially (financial, health, employment and education, crime), while
others have not been costed at all (cultural harms and impact on relationships)”[23].

1.3.2 Framing gambling as a public health issue

It has been suggested by Korn et al. [28], that using a public health approach to address

gambling harms is an “attractive frame” as it offers the following advantages:

Firstly, a public health approach does not solely focus on the individual “problem gambler”
as is the case in much of the discourse. A “Problem Gambler” discourse employs a
biomedical approach, using one of several diagnostic criteria used to categorise and define
problem gambling (including the DSM5 and the Problem Gambling Severity Index [PGSI] [29,

30]), but they are recognised as highly restrictive.

The recent GambleAware 2019 and 2020 surveys in the UK used the PGSI to identify
problem gamblers, yielding, respectively, prevalences of 2.7% and 2.4% in the gambling
population[27]. However, both surveys are subject to important limitations that need to be
acknowledged when interpreting their findings: firstly, point prevalence data does not
capture the widely recognised “churn” of problem gambling [31], with individuals moving in
and out of the population meeting these criteria, thereby substantially underestimating the
lifetime prevalence of problem gambling. Secondly, surveys are subject to selection bias by
virtue of the sampling frames used, for example, by excluding people who are homeless or
in institutions, or differential nonresponse, which is influenced by the methods used to

contact potential respondents.

The term “problem gambling” is also contentious, with the “othering” of problem gamblers
hindering the discussion about whether gambling products and services are inherently
dangerous, and feeds into the gambling industry’s preferred framing of gambling problems
as due to “defective individuals” and avoids scrutiny of the availability of potentially

dangerous gambling products [32, 33].

To continue with Korn et al.’s argument for adopting a public health framing of gambling

harms, a public health approach conceptualises gambling behaviour along a health-related
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continuum, as in a recent mixed methods investigation of trends in gambling across Wales
[34]. The continuum approach is similar to that taken in alcohol studies [28], and recognises
the “prevention paradox”, that is, the situation in which a greater number of cases of a
disease state (here: gambling-related harms) come from low-risk members of a population

because they are more prevalent than high-risk members [35].

Thirdly, a public health approach addresses not only the risk of problems for the gambler
but also the quality of life of affected others and communities affected by gambling.
Langham and colleagues have developed an “all-harms” conceptual framework to highlight

this (Fig 5) [1], which also recognises the lifetime prevalence of harm.



Figure 1-4 Conceptual Framework for all-harms approach to gambling
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Fourthly, public health action reflects values of social justice and equity and pays attention
to vulnerable and disadvantaged people [28]. Previous geospatial analysis has already
recognised a disproportionately high number of gambling premises in deprived areas of the
UK [36, 37]. This is of particular note as, under the provisions of the Gambling Act, betting
shops, the most common form of ‘land-based’ gambling premises, can each house up to
four Fixed Odds Betting Terminals (FOBTSs), a type of electronic gaming machine (EGM)
which is recognised globally as linked to problem gambling [33]. The PHE evidence review
found that the socio-demographic profile of gamblers appeared to “change as gambling risk
increases, with harmful gambling associated with people who are unemployed and among
people living in more deprived areas. This suggests harmful gambling is related to health

inequalities” [23].

Particular groups within populations (such as those living in deprived areas, those with low
incomes, those who are cognitively impaired, migrants, or those living in institutions) have
been recognised as being at increased risk of gambling harms [38, 39]. Gambling is also a
“regressive taxation”, with those in lower income brackets spending proportionately more
money on gambling products [40]. Sulkunen and colleagues note that “at least half of those
individuals who contribute the largest share of revenues for charitable purposes through

gambling are themselves poor, with low educational background, mentally ill, addicted or



otherwise problem substance users, physically sick or have several of these vulnerabilities”

[26].

Relatedly, notwithstanding the extent to which existing surveys underestimate the scale of
problem gambling, those who meet these criteria contribute a disproportionate amount of
the overall amount of money spent on gambling. A total of 60% of the UK Gross Gambling
Yield (GGY), calculated as the total accrued via stakes and other related activities minus the
total paid out in winnings and prizes [41], comes from the 5% of gamblers defined as either
Problem Gamblers on the PGSI (score 8 or greater) or at risk of becoming so (PGSl score 3-8)

[27].

Finally, as noted by Korn (2001), public health agencies exist at both local and national levels
and are well suited to developing surveillance systems to track trends in problem and
pathological gambling as well as indicators to monitor the social and economic impacts of
gambling on communities and population groups [28]. New Zealand is a country that has
already adopted a public health approach to gambling harms and where the Ministry of
Health is responsible for developing and implementing their integrated problem gambling
strategy focused on public health [42].

1.3.3 The Commercial Determinants of Health

In addition to Korn’s argument for adopting a public health framing of gambling harms, the
gambling industry is increasingly considered as a “commercial determinant of health”
(CDoH). Kickbusch and colleagues define this as “strategies and approaches used by the

private sector to promote products and choices that are detrimental to health” [43].

CDoH is closely linked to the critique of neoliberal thinking because both concepts involve

the influence of corporate power on public health outcomes.

Neoliberalism is a political and economic ideology that emphasises free markets,
deregulation, privatisation, and a reduced role for the state in social services. It assumes
that market-driven approaches and individual choice are the most effective means to

organise society, including health systems.

The link between CDoH and neoliberal thinking can be summarised under four main

headings:
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Privatisation, Deregulation, and Market-Driven Healthcare: Neoliberal policies promote
the deregulation of industries and the privatisation of public services, including healthcare.
This reduces government oversight and increases corporate power, allowing businesses to
prioritise profit over health outcomes. Market-driven healthcare often leads to inequities in

access, exacerbating health disparities.

Corporate Influence on Policy: Corporations gain significant influence over public policy
under neoliberal regimes. They often use their power to lobby against public health
regulations that might harm their profits, such as restricting advertising of harmful products.

This undermines public health and exacerbates health inequalities.

Individual Responsibility: Neoliberalism emphasises individual responsibility for health,
downplaying the role of social determinants and structural factors. This ideology shifts the
focus away from the corporate and commercial determinants of health, framing issues like
obesity or smoking (and gambling) as personal failures rather than results of aggressive

marketing by corporations.

Globalisation and Trade Policies: Neoliberal globalisation, emphasising free trade, often

enables the spread of unhealthy products and practices across borders.[44]

These mechanisms create a risk of corruption via corporate industry and policy capture,
regulatory evasion and manipulation, conflicts of interest (where individuals in positions of
power have financial or personal ties to industries they are supposed to regulate), the
weakening of public health institutions (as resources are diverted from intended purposes

or as trust in institutions erodes).

Effective governance can either mitigate or exacerbate the impact of commercial activities
on public health. Strong governance can support regulatory framework implementation,
ensure accountability and transparency, and mitigate corruption through robust conflict-of-

interest policies.

Knai and colleagues point out how the gambling industry has adopted similar tactics to the
alcohol, tobacco and ultra-processed food industries, collectively termed unhealthy
commodity industries (UCIs) [45]. These industries increasingly work together to “shape the
dominant narrative, including scientific and methodological norms, promoting

“accountability” mechanisms that avoid scrutiny and support voluntary models, outreach to
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other sectors to create alliances, and the exploitation of “revolving doors linking public and
private sectors, as well as across UCIs” [45]. UCls also often use a common narrative
whereby they state that the cause of a problem is so complex that individual products
cannot be blamed, and public health measures are “too simple” to address them; however,
“inherent contradictions” are noted in this “too simple” framing as the alternative solutions

put forward by the industry “are not, in themselves, complex”[46].

It is against this backdrop that the narrative around gambling as a public health issue has
gained traction. In recent years, several population-level developments have occurred in the
UK. In 2015, the presence of betting shops on the high street was recognised by the Royal
Society of Public Health as a negative factor when assessing “healthy high streets” [47]; in
2018, it was agreed that the maximum stakes for FOBTs would be reduced from £500 to £2
(although the reduction took two more years to implement). Gambling with credit cards was
banned in April 2020 [48, 49]. Also, in 2020, recommendations from both the All Party
Parliamentary Group (APPG) for online gambling harms and the House of Lords review of
the Gambling Act include consideration of the introduction of a mandatory levy on the
gambling industry and banning advertising in certain sports environments [50, 51].
Following a three-month call for evidence in early 2021, the White Paper reviewing UK
gambling legislation was published in 2023 [52], recommending a series of consultations
before any final changes to legislation.

1.3.4 Challenges to the Public Health Narrative

Conceptualising gambling harms as a public health issue has by no means reached
dominance in the discourse. Cassidy notes how there was a “recast of gambling in 2001
from a potential source of crime managed by the Home Office to a leisure activity which is
the responsibility of the [central government] Department for Digital, Culture, Media and
Sport (DCMS)” [53]. In their 2020 statement regarding the launch of the Gambling Act

review, the DCMS describe gambling as:

“a fun leisure activity for many people, with nearly half of adults gambling each month.
We respect the freedom of adults to choose how they spend their money and the value of

a responsible industry which protects players, provides jobs and pays taxes” [54].

The gambling industry also conceptualises gambling as an enjoyable and social leisure

activity, and their responsible gambling policies emphasise the relatively small number of
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individuals that, they argue, experience harm [55]. As previously stated, the restructuring of
public health within OHID will place gambling under the remit of the Director of Addictions
(alongside drug-taking, alcohol and tobacco) [8], framing individuals experiencing problems
with gambling as not gambling correctly rather than being exposed to highly addictive

products and predatory marketing [55].

The gambling industry also emphasises its contribution to the economy and community,
supporting customers to “safely gamble” via protecting the under-age and vulnerable from
adverts, identifying at-risk gamblers via technology, and signposting to self-exclusion and
setting limits [55]. However, researchers have argued that this discourse conceptualises
“responsible gambling”, now recast as “safer gambling”, as the responsibility of the

individual rather than that of the industry or government [26, 56].

Calls to increase regulation (e.g., a mandatory levy rather than corporate social
responsibility strategies) are framed by the industry as prohibitionist and risk of driving
consumers onto black market websites [57], although no evidence to support these
arguments has been provided.

1.3.5 Issues with gambling research

Proving that the association between gambling and its related harms is causal remains
problematic. Firstly, the “co-occurrence” of gambling problems and other mental health
conditions and the complexity of physical and social environments make direct causality
challenging to establish. Secondly, economic analyses are difficult given that the costs and
benefits of gambling, outside of the immediate financial losses and gains, are often

intangible and affect many diverse groups of individuals [26].

UClIs use this lack of ‘hard data’ to “manufacture uncertainty” and undermine scientific
consensus, thereby curtailing the potential for effective public health policy responses [46].
Insisting upon such “methodological perfectionism and rejecting methodological pluralism”
[58] is one technique from the industry “playbook, a term first coined in relation to the
tobacco industry, that describes strategies to protect revenues in the face of mounting
evidence of links between their products and serious adverse health outcomes [59]. Vested
interests seek to challenge any claims as they promote alternative discourses that benefit
them. Hence, a stance that demands ‘hard data’ poses obstacles to tackling gambling harms

on local and national policy agendas.
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The change in the UK gambling landscape that is presently underway also makes analyses of
related harms difficult. According to Gambling Commission statistics, the number of betting
shops in the UK has been decreasing yearly since 2015, a development attributed to a
combination of factors. One key factor is the growth of online gambling (less regulated than
the land-based industry) on personal devices since the mid-2010s [60]. Prolonged closures
of gambling premises due to the Covid pandemic in 2020 and 2021 meant that even more
gambling moved online, likely for some irreversibly, and exposed gamblers to ‘harder’ and
less regulated gambling products. Gathering accurate data about online gambling behaviour
and related harms is difficult, given the ‘domestication’ of gambling on private devices, the
vast range of gambling products available online, and the products that specifically target
young people (such as ‘loot boxes’) that are not classified as gambling but are felt by many

to be a gateway into harmful gambling behaviours [61].

The challenges involved in undertaking research are compounded by the recognition that
much of that into gambling is funded either directly or indirectly by the gambling industry.
The charity GambleAware was set up to manage and distribute the voluntary contributions
from the industry to research, education and treatment (RET), with recipients including
national organisations such as GamCare, Gordon Moody, The Young Gamers and Gamblers

Education Trust (YGAM) and The Samaritans [62].

As the funding for RET comes from the industry, Adams describes how knowledge via
research is widely viewed as “compromised” [63]. He continues that the gambling industry
also contributes to a “compromised public good” (where the industry contributes to
government revenue via taxes revenue -£3bn per annum in the UK according to the
National Audit Office (NAO)[64]- and by funding problem gambling services) and
“compromised politics” by “the commercialisation of addictive products, and government
favouring individualised and less effective interventions for problem gambling”[63]. Adams
concludes, “Fundamentally, a decrease in gambling harms means a decrease in profits for
the gambling industry and related stakeholders: a way forward will depend on the
willingness of consumers to limit their engagement with this form of addictive

consumption”[63].
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1.3.6 A public health “call to action”
As noted above, public health leads in the UK have called for national and local policymakers

to adopt a whole council, Health in All Policies approach to tackle gambling-related harms
by “developing a compelling narrative and including it in strategic plans, with meaningful
outcomes measures and communicating this to partners”[22]. Their ‘call to action’ outlines a

7-point plan (Table 1-1).

Table 1-1 Summary of ‘Call to Action’ plan for public health approach to tackling gambling-related
harms

1. National and local policymakers to adopt a HiAP approach

2. Understand the prevalence of harmful gambling

3. Ensuring tackling gambling harms is a key public health commitment

4. Understanding the assets and resources available in all sectors

5. Raising awareness and sharing data

6. Ensuing all regulatory authorities help under a ‘whole council’ approach

7. Developing a whole system approach to reduce poverty and tackle inequalities

Adapted from Johnson & Regan, 2020 [22])

Given these recommendations, public health teams in local government must consider what
can be done within both their organisations and wider locality to address gambling-related

harms.

1.4 The role of Local Government in addressing gambling harms

1.4.1 Anoverview of the Gambling Act (2005)
The Gambling Act 2005, covering England, Scotland and Wales, is described as a “key

episode in the deregulation of gambling in the UK” [53] has the following stated objectives:

e To make gambling fair

e To make gambling free of crime

e To protect children and vulnerable from gambling-related harms [65].

The Act mandates licensing authorities, based within local government structures (such as
district or country councils and London boroughs) to license gambling premises (licensed

betting offices [LBOs] or ‘bookies’, casinos, bingo halls, adult gaming centres
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[AGCs/’arcades’], racing tracks and family entertainment centres [FECs])[65]. According to
the license type, different types of gambling premises are permitted a particular number of
EGMs, by both number and category. Licensing authorities can also issue permits for some
lotteries and poker, EGMs in members’ clubs, and temporary licenses, for example, for
travelling fairs [65]Applicants who wish to open gambling premises need further licenses to

operate, which are acquired via the national regulator, the Gambling Commission.

The Gambling Act also specifies certain parties that must be consulted regarding new
gambling premises licenses (so-called Responsible Authorities [RAs]), including local
authority planning and environmental departments, police and fire services, and child
protection, but not specifically public health. Although it could be argued that initially, this
may be because the Gambling Act came into force five years before public health was

moved into local government, this legislative oversight has persisted.

The licensing authority within local government is also responsible for producing a triennial
statement of principles, usually in the form of a local gambling policy, setting its own fees
for licensing gambling premises [65]. Licensing authorities also have powers to spot-check
gambling premises for underage consumers, but the number of spot-checks that individual
licensing authorities undertake has recently been reported as highly variable [64].

1.4.2 Comparison with the Licensing Act (2003) including Responsible Authorities

At first glance, the gambling premises licensing legislature appears similar to that of alcohol
premises licensing as per the Licensing Act 2003 [66]. However, there are clear differences:
first, in the case of licenses for alcohol premises, local public health teams are a Responsible
Authority and, as such, have a statutory right to be consulted about each application.
Second, policy on alcohol (and its related harms) is recognised to fall within the remit of the
Department of Health and Social Care (DHSC), while gambling falls under the remit of the
DCMS. Of note, a license for premises to sell alcohol can also house up to two EGMs without

needing to apply for additional permits [65, 66].

Despite additional planning legislation that sought to limit the expansion of gambling
premises in 2014 and 2015, the Gambling Act supports a “statutory aim to permit” regarding
gambling premises licensure, as highlighted in bold font in successive editions of the Local

Government Association (LGA) Counsellor’s handbook [67-69].
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This legislative framework has, to quote the House of Lords 2020 Report on Gambling-
related Harms, created a “myth” that decision-making powers on gambling licensure are
really local [51]The same report recommended that local authorities be “given the same

powers” over licenses for gambling premises as they have for alcohol.

However, even when public health practitioners have a legitimate “seat at the table”, as
they do as a Responsible Authority for the purposes of alcohol licensure, they may perceive
that they have little capacity to exert influence [70]. Previous research in London’s local
authorities has found public health team members expressing a feeling of lack of status
within the licensing process and difficulty using and communicating public health evidence
effectively, especially as there are no specific objectives for licensing that relate to public
health [70, 71]. Of note, and in contrast, legislation on licensing alcohol premises in Scotland

has a specific public health aim [72].

1.5 Local government considerations of gambling harms in “the digital age”
The current review of the Gambling Act aims to “bring analogue legislation into the digital

age” [5], with recent surveys having suggested that one in four adults are now participating

in some form of online gambling [73].

Local government has no formal powers over online gambling products, but the role that
land-based gambling plays alongside the growing online gambling industry should not be

ignored for several reasons.

Firstly, the overlap in those populations at increased risk of gambling harms and those more
likely to be “digitally excluded” is not insignificant [74]. As such, some digitally excluded
populations - potentially also in groups at risk of increased gambling harm - will continue to

use land-based gambling as their main access point to gambling products.

In their response to the DCMS review of the Gambling Act, charity GamFam and education

network GamLearn published the following joint statement that highlighted these concerns:

“...land-based gambling remains highly dangerous, is very intrusive in the lives of many
local communities and also serves to normalise gambling... There is a grave danger that
they [land-based venues] will become even seedier, depressing and unsafe places used

only by people who have developed serious gambling disorder...” [75].
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Secondly, although there has been a reduction in the number of LBOs, it is not known if they
will be replaced by other types of gambling premises, such as arcades and bingo, that have
fewer numerical restrictions on the number of EGMs they can contain. The stakes that can
be placed in FOBTs have been reduced, but EGMs remain “addictive by design”[33]. EGMs
are still present not only in gambling premises but also in those licensed to sell alcohol.

Evaluations of the impact of FOBT stake reduction have not been undertaken.

Thirdly, gambling outlets provide a visible source of advertising for the industry on the high
street, even if the profits of individual outlets are low [60]. The disproportionate number of
gambling premises in areas of high deprivation also persists [37], even with an overall

reduction in LBOs.

Fourthly, advances in mobile technology mean that one financial platform can be used by
consumers in both online and physical settings (such as the Coral Connect card and the
Playtech innovations [60]), alongside ‘push’ notifications when online customers are in the
vicinity of physical gambling premises, which increases the availability and accessibility of

potentially harmful gambling products to individuals.

Fifthly, not all gambling is covered by the Gambling Act legislation. Low-stakes gambling
opportunities such as the National Lottery and scratch cards are not covered by the
Gambling Act and are licensed and regulated centrally by the Gambling Commission. This is
important because these ‘low stakes’ forms of gambling have become more popular among
vulnerable groups at times of previous economic crisis [76]; the Covid-19 pandemic has
impacted severely many people’s income and is likely to have consequences for gambling

activity [77].

Finally, limiting the scope of local government interventions to licensing alone excludes both

the impact of online gambling on gambling harms and the industry’s advertising strategies.

1.6 Summary and Questions

Gambling harms can affect individuals, those close to them, and wider society. National
bodies increasingly conceptualise harms as needing a public health approach to address
them. A Health-in-all policies approach is widely advocated by local government. It is
particularly helpful for public health input when the topic under review is one not

traditionally conceptualised as a “public health problem.”
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However, a public health framing of gambling harms has been challenged by certain groups
who have promoted a “Problem Gambler” narrative, focussing upon individualistic
interventions and emphasising the positive role of the industry contributes to both the
economy and workforce and the negative impacts of increased industry regulation, rather
than acknowledging the inequitable harms caused to vulnerable groups, and how gambling

can be viewed as regressive taxation.

Licensing authorities in local government are tasked with managing premises and electronic
gaming machine permit licensure. Still, public health teams in local government do not have
to be consulted, unlike their role in alcohol premises licensure. A comprehensive local
government approach to gambling harm must go further than measures that consider only
the licensing process, as this would neglect the impact of online gambling, advertising
strategies, and low-stakes gambling products, such as Lottery, that fall out with the

Gambling Act, which is currently under review.

Given that funding for this PhD was awarded on the recognition of a knowledge gap
regarding addressing gambling harms at the local government level, and specifically within

London local authorities, this thesis asks the following questions:

1. How have local government initiatives addressed gambling harms previously, and

what was the impact of these initiatives?

2. How does public health’s place within local government impact its involvement,

influence, and interest in addressing gambling harms?

3. As national documents describe, how has local government been constructed
concerning addressing gambling harms? What local government actors have been
identified as key to addressing gambling harms? What has been the impact of these

constructions?

4. How does local government understand a public health response to addressing

gambling harms?

5. How can local government be best supported in adopting public health strategies to

address gambling harms?
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These questions will be addressed by pursuing the following objectives as summarised in

Table 2 below:

Table 1-2 Summary of Research questions mapped to thesis objectives

Research Questions

Objective

How have local government initiatives
addressed gambling harms previously, and
what were these interventions' impacts?

) A literature review of local
government-level interventions to address
gambling harms and an analysis of UK local
initiatives alignment to “a public health
approach”.

How does public health’s place within local
government impact its involvement, influence,
and interest in addressing gambling harms?

) A survey of London Borough Public
health teams to understand key
organisational elements relevant to
addressing gambling harms.

1) An analysis of gambling premises
data at both London and London borough
levels, considering both the type and
number of premises and IMD 2019
deprivation ranking for the duration of the
research period.

Within national documents, how have local
governments been constructed concerning
addressing gambling harms? What local
government actors have been identified as key
figures in addressing gambling harms? What
has been the impact of these constructions?

IV) A discourse analysis of the relevant
national, local government and London
documents from 2000 to the present day,
specifically considering the construction of
local government within those documents
and the impacts these constructions have
had on local approaches to addressing
gambling harms.

How does local government understand a
public health response to addressing gambling
harms?

V) A reflexive thematic analysis of
interviews with local government
representatives.

How can local government be best supported
in adopting public health strategies to address
gambling harms?

VIl) A summary of findings and
recommendations for local public health
teams about interventions to reduce

gambling-related harms.

1.7 Outline of thesis

The following chapters of this thesis will outline the proposed methodology to answer the

guestions above (Chapter 2). This will be followed by chapters presenting the findings for

each objective in turn (Chapters 3-7). An analysis and discussion of the overall findings will

follow in Chapter 8, followed by a reflective piece and recommendations for local

government (Chapter 9). The thesis was undertaken from September 2020 to May 2024. It
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was shaped significantly and dynamically by the impact of the Covid-19 pandemic on

academia and public health and the review of UK gambling legislation over that time.
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Chapter 2 Methodology

2.1 Recap

In Chapter 1, | showed how gambling harms are increasingly conceptualised as a public
health issue given the scale and nature of their impact on individuals, those close to them,
and wider society. However, we are far away from having a comprehensive public health
response to what is now a multi-billion-pound industry that has permeated many areas of
society. The Greater London area is an ideal setting to examine the challenges and
opportunities in developing such a response. It is the location of approximately a quarter of
all ‘land-based’ gambling premises and, with 32 boroughs, each able to develop its
approach, it provides an excellent natural laboratory. An initial scoping exercise revealed
wide variation among individual boroughs regarding trends in premises number and type
and the extent to which public health teams were involved in developing gambling

policies. In addition, understanding how boroughs respond to those aspects that lie within
their competence enables an assessment of the gaps concerning gambling activities (such as
lottery products and online gambling) that fall outside their remit but contribute to overall

gambling harms.

2.2 Background to Research

In early 2020, the UK’s National Institute of Health Research (NIHR) advertised for a doctoral
fellow to research the London local authority decision-making process regarding licensing
for gambling premises. [78] At that time, | was a clinical academic at a London medical
school developing curriculum in health equity, with a background in Primary Care and Public
Health. In addition, | had been volunteering for a national charity that supports families
affected by gambling harm. | felt that | had a unique skill set and combination of skills and
experience to bring to the doctoral fellow role; as such, | applied for the post and was

successful.

2.3 Research aim

The overall research aim is, therefore, as follows:

“To identify the levers and barriers to addressing gambling-related harms in local

government in London using a Public Health approach and, based on that, to make
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recommendations for local Public Health teams on how to implement interventions to

reduce gambling-related harms.”

2.4 Research Objectives

| will answer the questions listed in Section 1.6 by meeting the following research

objectives:

I.  Aliterature review of population-level interventions within local government to

address gambling harms.

II.  Asurvey of public health teams in London Boroughs to understand key

organisational elements relevant to addressing gambling harms.

. An analysis of gambling premises data at both London and London borough levels,
considering both the type and number of premises and IMD 2019 deprivation

ranking for the duration of the research period.

IV.  Adiscourse analysis of the relevant national, local government and London
documents from 2001 to the present, specifically considering the construction of
local government within those documents and the impacts of these constructions

on local approaches to addressing gambling harms.
V.  Areflexive thematic analysis of interviews with local government representatives.

VI. A mixed methods analysis of objectives 1-5 to identify levers and barriers to

addressing gambling harms in local government using public health strategies.

VIl. A summary of findings and recommendations for local public health teams about

interventions to reduce gambling-related harms using public health approaches.

2.5 Over-arching Philosophy: Critical Realism

2.5.1 An overview of Critical Realism
| have adopted a Critical Realism (CR) approach in my research, a philosophy which Bhaskar

initially developed in the 1970s [79, 80]. It is a philosophical perspective that aims to
understand the relationship between the external world, our perceptions, and the
underlying causes (so-called “mechanisms”) that govern it. The fundamental aim of CR is
“the explanation of real-world phenomena in terms of causality mechanisms underlying the

generation of that phenomena” [81].
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CR acknowledges that reality exists independently of our thoughts and perceptions but
recognises that our beliefs and social context shape our understanding. Critical realists seek
to uncover the hidden structures and processes that influence our observations and
interpretations of the world, focusing on social, scientific, and historical contexts. A CR
perspective is often applied in fields like sociology, philosophy of science, and social

research to provide a more nuanced understanding of complex phenomena [82].

CR does not have “one unitary framework, set of beliefs, methodology, or dogma that
unites” [83]. It has been described as “much more like a series of family resemblances in
which there are various commonalities that exist between the members of a family”

[84]. These commonalities are:

e Ontological realism-that structures, systems and objects are ‘real’ outside of
individual constructivist interpretations;

e Epistemic relativism- that knowledge is fallible and that to assume only what is
directly experienced as ‘truth’ is an “epistemic fallacy”;

e Judgemental rationality- that some hypotheses are more likely than others;

e A cautious ethical naturalism (analysis must be cautious and pluralist) [85].

Critical realism also acknowledges that events occur within “open systems”; events
observed within research do not occur within experimental environments with no outside

influences. Danemark goes on to elaborate:

“Closure is very hard, probably impossible to reach: openness in the meaning of no
invariant regularities, would make social life impossible; social systems are usually partly

open/partly closed due to people’s reflexivity, creativity and efforts” [86](page 62).

In addition, mechanisms operate in combination with each other, and the more mechanisms
involved, the more difficult to anticipate the outcome [86]. These two factors (events
occurring within open systems and multiple mechanisms, some of which may not be
identified in empirical events) mean that any findings and conclusions drawn are made with
the recognition that they may not give a full picture of reality. As such, within CR, it is
advised that researchers engage in critical reflection throughout the research process, being
aware of their assumptions, biases, and theoretical orientations that may influence the

design, data collection, analysis, and interpretation of findings. In addition, any findings and
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recommendations must be presented to the relevant stakeholders with these factors in

mind.

2.5.2 The three ‘realities’ of critical realism
Bhaskar describes three levels of reality within the critical realist philosophy that interact

with each other (see Figure 1 below).

e Domain of the empirical: experiences that are observed and experienced;

e Domain of the actual: events (observed and unobserved) that are generated by
activated mechanismes;

e Domain of the real: structures and mechanisms that can generate events in the
domain of the actual, with the recognition that mechanisms can reinforce, counteract
or moderate each other and are also influenced by the social, political and cultural

contexts in which they are occurring within [86].
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Figure 2-1 The three layers of reality in critical realism
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Bygstad & Munkvold, 2011 [87]

Mechanisms in the Domain of the Real may or may not be activated. Once activated, these
mechanisms act upon the Domain of the Actual, which again may or may not be activated
within the Domain of the Empirical, where research operates. This is why knowledge drawn
from research within the Domain of the Empirical is fallible and incomplete. It is often a
combination of objects that will trigger a mechanism and produce an outcome that is
dependent on, but not reducible to, the objects [87]. Whether the mechanism will be
triggered and which result it will produce is not pre-determined but will depend on other

active mechanisms, but will have a tendency to produce certain outcomes [87].

Figure 2 provides a worked example of using a critical realist lens to analyse an issue in

manufacturing.
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Figure 2-2 A worked example of critical realism in organisational analysis
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During the latter part of the Twentieth Century, low-skilled workers and low-value-added
processes dominated the British manufacturing industry. British companies competed
globally based on low cost. Foreign investments and trade relations led some businesses
to shift their manufacturing towards high-skilled labour and high-value-added processes

to make more profits. Companies found making this shift was nearly impossible.

The desire to shift towards high-skilled labour and value-added processes is an experience
[empirical domain]. This experience was from foreign direct investment and trade
relations [events in the actual domain]. The difficulty businesses experienced in making
this shift was another experience [empirical domain]. Underlying structures [in the
domain of the real] that enabled and constrained these events included government
policies and cultural attitudes favouring low-skilled jobs, a pool of low-skilled workers and

a lack of managers' skills in managing high-skilled workers.

Redescue & Vessey, 2009 [88]

Critical realism was chosen as an over-arching philosophy as it can be argued that causal
mechanisms are synonymous with the ‘levers and barriers’ being considered here to
address gambling harms using public health approaches. Furthermore, CR has been
described by Danemark as “the best ontological and epistemological point of departure for
interdisciplinary research” [86] An interdisciplinary approach is a key feature of the research
planned within this thesis, given that the aim is to make the research findings as applicable

to as wide a number of stakeholders as possible.
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2.6 Mixed methods research in the CR paradigm

My approach purposefully employs mixed methods. A mixed methods analysis combines
both qualitative and quantitative research methods to study a particular phenomenon or
research question [89]. It involves collecting and analysing qualitative data (from interviews,
surveys, and observations) and quantitative data (such as numerical measurements or
structured questionnaires) in a single study. The aim is to provide a more comprehensive
understanding of the research topic by integrating the strengths of both qualitative and
guantitative methods. Qualitative methods provide contextual insights and explore the
mechanisms and processes underlying social phenomena, while quantitative methods can

help identify patterns, associations, and generalisability.

Mixed-methods research with a CR philosophical underpinning is widely referenced in the
research literature [90]. Mixed methods research can be valuable when using critical realism
as it allows researchers to explore the underlying mechanisms and structures of the social
world while acknowledging the complexity and multidimensionality of reality. By integrating
gualitative and quantitative approaches, researchers can address different aspects of their
research questions, capture different levels of reality, and gain a more nuanced
understanding of social phenomena. A benefit of using multiple methods within social
science research is that it assists in the generation of theory (which aligns with CR's
fundamental aim of identifying underlying mechanisms) [86]Given that very little literature
currently exists on UK local government and gambling policy, adopting a mixed-method
approach in this thesis allows for the generation of theories in several quantitative and

gualitative strands, providing a springboard for future research.

Within mixed-methods research in the CR paradigm, Danemark advocates a “critical
methodological pluralism” which recognises that “all methods are not equally suitable”[86].
A “conscious choice of design and method with different approaches that complement each
other” should be made in which “the foundation for what is suitable or not is to be found in
the relationship between [CR] metatheory and method” [86]. Methodologically, it is the
nature of the object under study that determines what research methods are applicable and
also what knowledge claims one may make [86](page 65). In this research, the “object under
study” is local government, using local gambling policy and public health approaches to

address gambling harms as the lens to view it. Given the “real local variations” in local
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government that “stubbornly remain” despite “real and pervasive centralism that
characterises the British system of government” [91], the specific mix of quantitative and

qualitative methods is discussed in depth in the following section.

2.7 Research Strategy by Objective

I will now review each of my research objectives from Section 2.3, setting out the approach |

have chosen to achieve each of them and why. This will be followed by a detailed account of

the methods | will employ, including timescale, sampling strategy, data storage, data

analysis, and critique. Table 3, in the final section of this chapter, will summarise what is

discussed below.

2.7.1 Objective I): A literature review of local government, population-level interventions to
address gambling harms.

Research Strategy:

My research question is, “What interventions have been adopted at subnational levels to

address gambling harms, and what lessons can be learned from them?” The literature to be

reviewed will be from academic databases and recent relevant reviews, including an

evidence summary and a recent book publication.
Timescale :

Once | have completed the initial systematic searches, | will set up email alerts to rerun the

searches twice weekly until the final write-up of the thesis.
Sampling Strategy:

For the database searches, | will design a search strategy and define terms to search the
following databases: Medline, Embase, Scopus, Web of Science, Social Policy and Practice,
Global Health, Psychinfo & CINAHL. The criteria for inclusion are any publication date, any

country, and interventions of any design enacted within a local government framework.

| will search review articles for individual papers that meet the inclusion criteria. Research
cited in the book will be identified in the same way. In both cases, | will request the full

copies of the relevant articles via library services for review.

Given that the literature review aims to understand what is possible in ‘real’ settings, | will
exclude papers from the literature review if they have used a lab-based setting (e.g.,

assessing behavioural impacts of alterations in electronic game machine design). | will also
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exclude interventions that describe voluntary, individual level actions (e.g., self-exclusion
programmes) as these types of interventions do not align with population-level, public

health approaches (and have already been widely reported elsewhere in the literature).
Data Storage:

| will collate copies of relevant citations of academic papers from database searches,
reviews, and books using Endnote. | will keep links to grey literature documents in an Excel
file and store copies of grey literature from open-access resources on a laptop. | will store

copies of files from individuals or organisations on an encrypted LSHTM SharePoint drive.
Data Analysis techniques:

| will group findings from the literature review by type of intervention using an abductive
approach. WHQ's ‘best buys’ for Non-Communicable Diseases lists approaches to the
control of harmful products, such as tobacco and alcohol [92]. These include measures to
tackle marketing, pricing, and availability. These same three ‘best buys’ have recently been
used in WHO Europe’s framework for action on alcohol [93]. | will use these three headings
a priori in the literature review to organise findings, to align with both a public health and
commercial determinants of health approach (as opposed to an addiction framing using
headings such as ‘supply reduction’, ‘demand reduction’ and ‘harm reduction’), but the
review will allow for the creation of new sub-headings if relevant findings are identified. |
will also note the source of research funding if it is reported in the papers. Finally, | will use

the PRISMA guidelines to report the literature review findings [94].
Critique:

I will have to consider the database search terms carefully, especially those around the
activity of gambling itself (as it is not a homogenous activity). Also, gambling legislation
differs between jurisdictions in terms of what powers local government have. However, the
literature review will outline what is possible under the umbrella of local government
power. Finally, | also recognise that gambling research has historically been “compromised”
in terms of its narrow scope, being politically driven, and primarily funded by the gambling
industry [63, 95]: this will impact upon the findings of the literature review and will be

discussed alongside the results.
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2.7.2 Objective ll): A survey of London Borough Public Health Teams to understand key
organisational elements relevant to addressing gambling harms.
Research Strategy:

| will gather baseline data that describes the public health teams in London’s boroughs and
their approaches to local gambling policy. | will determine their place within their
organisation, leadership roles, and interest and influence in addressing gambling harms.
Recognising that gambling harms are, so far, low on the agenda in many boroughs, | have
selected an analogous area, alcohol licensure, to understand each borough’s broad
approach to harmful commaodities. | will then compare individual boroughs’ interests and
influences in both alcohol and gambling policy and, given public health teams’ formal role in
the former, look for similarities and differences in both policy areas. If there are similarities,
if public health teams are equally involved in local alcohol and gambling policy, it may
suggest that a local government approach to harmful commodities is more inclusive than

solely considering those who are specifically named within the legislative framework.

| will draw on organisational theory from both McKinsey and Mendelow [11, 12], discussed
in Chapter 1, to inform the first draft of the survey questions. | will ask questions about the
interests of the public health teams and their influence on alcohol licensure (where public
health teams are a Responsible Authority) that mirror those asked about gambling licensure,
and so used as a comparator. A mixture of single best answer, free text and Likert scale

responses will be used to generate both quantitative and qualitative data.

| will co-create the survey with a small advisory group of local public health team
representatives who have already expressed interest in being involved in the research. | will
share the draft survey with this advisory group and ask for their feedback and input before

broader final dissemination.
Timescale:

| will collect the data using a single timepoint survey and invite completion over a six-week
period (including fortnightly reminders to complete) in Spring 2022. The exact time for
dissemination will be sensitive to the local public health teams’ other responsibilities at that
time, for example, leading on any Covid-19 vaccination programmes and/or outbreak

management activities.
Sampling Strategy:
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The London Association of Directors of Public Health (ADPH) will support the survey
distribution. They will send an initial email invitation to all DPHs in Greater London, followed
by a direct email from me to those who do not respond. These initial invites will have a
consent form attached, which must be completed and returned before the survey link is
sent. Once the survey link has been sent, | will follow up with respondents at 2 and 4 weeks

after the initial request if the survey has not been completed.

Data Collection:
| will use the LSHTM JISC platform to create the survey and securely store the collected data.

Once the survey is closed, the data will be downloaded to Excel for statistical analysis.
Data Analysis techniques:

| will analyse the data using Excel for descriptive statistics and thematic analysis of free text
responses. | plan to share the data analysed with participants at the interview stage of the

research (objective V) to stimulate discussion.
Critique:

A good response rate to the survey relies upon accurate contact details, perceived relevance
of the survey topic to the responder, and feasibility of survey completion [96]. A low
response rate will mean that generalisability of results is low. Still, the underpinning CR
philosophy of this research considers a relativist epistemology (and, as such, acknowledges
that knowledge is fallible) and recognises the limitations of drawing definitive conclusions
from a survey with a low response rate. The additional step required (to gain consent before
the survey is distributed) may impact the response rate. | have enlisted support from the
ADPH, which supports the dissemination of the survey and has been both pre-advertised
and co-created with local public health teams. In the pilot, the survey was completed in less

than fifteen minutes. Delivery by email reduces delivery bias [96].

An external issue that cannot be controlled for is the other commitments of local public

health teams: these external pressures on time may impact their ability to complete the

survey and its perceived relevance when disseminated.

2.7.3 Objective Ill) An analysis of gambling premises data, at both London and London
borough level, considering both type and number of premises, and IMD 2019

deprivation ranking, for the duration of the research period.
Research Strategy:
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| will analyse data on licences for gambling premises by type and number of premises, at the
Greater London and London borough level and by borough deprivation ranking (IMD 2019)
[97]. All 32 London boroughs will be included in the analysis.

Timescale and Sampling Strategy:

Premises data is published by the gambling regulator (The Gambling Commission) on its
website at approximately six-monthly intervals [4]. | will extract and analyse this data at six

monthly timepoints for the duration of the research (Sept 2020-Dec 2023).
Data Collection:

I will extract the data for each London borough from the master Excel spreadsheet
published by the Gambling Commission and record it in an Excel spreadsheet at both

London and London borough level.
Data Analysis:

| will analyse the extracted data by both the number and type of premises and IMD 2019
deprivation ranking in the first instance. If possible, | will undertake further statistical
analysis (such as controlling for borough demographics and political control of the borough
using the R statistical package) and use Geographical Information Software (GIS) for further

analysis.

I will share the findings of this analysis with participants at the interview stage of the

research process (objective V) to stimulate discussion.
Critique:

On their website, the Gambling Commission states that “The [premises] register is published
with the caveat that the Gambling Commission cannot provide any assurances on the
completeness and accuracy of this data”[4]The Gambling Commission has confirmed this to
me via personal email, noting that data accuracy depends entirely on the quality of local
government ‘returns’. In my interviews with borough licensing teams (objective 5), | will
explore why this might give rise to problems and possible solutions. The quantitative data |
will obtain will complement the qualitative objectives of this mixed methods research

approach, the strengths of which have already been discussed.
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An analysis of the IMD 2019 measure of deprivation was selected because IMD is widely
used and familiar to the relevant stakeholders. Pragmatically, it is a useful concept to refer

to as this research aims to reach out to a wide range of stakeholders.

Further statistical analysis of data using packages such as R and GIS will depend on the

availability of training, IT support, and adequate hardware and software support.

2.7.4 Objective IV) A discourse analysis of the relevant national, local government and
London documents from 2000 to the present day, specifically considering the
construction of local government within those documents and the impacts these
constructions have had on local approaches to addressing gambling harms.

Research Strategy:

| will undertake a discourse analysis of the relevant national, local and London documents

addressing gambling policy as it relates to local government, specifically looking at local

government construction within these documents. The discourse analysis is to be
undertaken using Glynos and Howarth’s Critical Logics Approach (CLA) [98]. This framework
developed from the post-structuralist paradigm, primarily influenced by political and

discourse researchers Laclau and Mouffe [99].

Post-structural discourse theory (PSDT) is a philosophy that focuses on the centrality of
discourses as the meaningful practices through which human subjects experience and
understand themselves and others, with no philosophical distinction made between

discourses, practices, and subject identities [100, 101].

As developed by Laclau and Mouffe and the later work of others, post-structuralist
discourse theory (PSDT) offers a theory of discourse based on the primacy of politics and
social antagonisms. For Laclau and Mouffe, politics is not to be defined narrowly, as in party
politics, but instead as the organisation of society in a particular way that excludes other
possible ways [102]. For them, politics is the social organisation that results from continuous
political processes [102, 103]. The primacy of politics means that it is only through politics
and the antagonistic relationship between ‘insiders’ who share a given identity and meaning

and ‘outsiders’ who ‘see things differently’ that social reality is established [103].

In addition, PSDT considers certain discourses can become deeply embedded or
‘sedimented’ and take on the appearance of necessity or permanence [104]. However, even

these hegemonic discourses are inherently unstable and potentially vulnerable to moments
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of dislocation that expose the contingent (other possible) nature of the prevailing social and

political order [98, 105].

A Critical Logics Approach was specifically selected for several reasons: firstly, as will be
explained below, the CLA approach includes retroduction, a technique that aligns with CR,
the over-arching philosophy of this research. Secondly, this research aims to build upon
other recent non-industry funded gambling research that used the same framework to
assess education materials to schools on addressing gambling harms [105], and as such,
build a more cohesive evidence base. Thirdly, previous researchers using this framework
have noted that a particular strength of the CLA approach (compared with other discourse

analysis techniques used in policy analysis) is that CLA:

“seeks to provide a more comprehensive and explanatory account of the complex
interplay of social and political practices that catalyse or resist policy change...It also
rejects the dichotomy between those approaches that focus on the primacy of agency on

the one hand and those that focus on the role of structures on the other”. [98, 103]
The CLA classifies discourse under one of three logics:

Social logics — these discourses aim to enable the researcher to “come to grips” with what is
“going on” in a particular context. They can be seen as representing the “rules of the game”
or norms and values that guide social practices and enable the researcher to describe and

characterise discourses [105].

Political logics — these discourses capture the practices through which a discourse emerges
and hegemony, defined by Hawkins as discourses that are “deeply
embedded...sedimented...that take on the appearance of necessity or permanence”-
established and maintained [106]. Political logics includes both logics of equivalence
(processes and practices that bind and unite different elements and simplify the social space
into two antagonistic poles [105] and the logics of difference (discourses that divide and
complexify the social realm to incorporate new grievances or demands [99]). Political logics
allow the researcher to explain how certain policies and practices emerge, are reproduced,

contested, or transformed [98, 105].

Fantasmatic logics aid understanding as to why and how subjected are “gripped” by certain

practices, or policy discourses, despite the possibility of other systems of relations, practices
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and policies [105]. They serve to capture the “enjoyment of closure”- the pursuit of a fully
formed complete social identity and order [98]. Glynos and Howarth classify fantasmatic

logics as either “beautific” (a harmonising and stabilising of the social world) or “horrific”

(horrors and losses that will unfold if the fantasy object is “taken” by a discursively

constructed “other”) [98, 105].

Once the logics has been identified within the discourse, | will use a retroductive approach
(described by van Shalkwyk as “a dynamic approach... involving description, explanation,
and articulation, ‘moving’ back and forth across the coded and structured data and
intermittently returning to the theory and the literature as particular findings emerge”[103])
to undertake further analysis. This approach is used to explain how the three types of logic
are “articulated” together and to generate the “problematisation” of the object under
consideration, with the final stage of the discourse analysis framework being to analyse

both the logic and the derived problematization critically [98].

| selected the timeframe of the documents analysed (2001-2023) to encompass the lifespan
of current gambling legislation in Great Britain from the point after which key documents on
the Gambling Act 2005 were released up to and including the publication of the white

paper, where that same legislation is now under review.
Timescale:

| will undertake the discourse analysis over a 12-month period: a first cycle of initial
document familiarisation, a second cycle of thematic coding, and a third cycle of mapping
generated codes to the logics and articulating the problematisation of local government,

critiquing the problematisation including its impact on local government gambling policy.
Sampling Strategy:

| will identify the relevant UK documents from 2001-2023 from initial online searches,
background readings of gambling policy literature, and discussions with other academics
within the gambling research field. This list will be added to iteratively and
contemporaneously throughout the research. | will review relevant UK institution websites
(e.g., national and local government websites, London borough websites, Gambling
Commission website), create alerts so that | am aware of any new publications, and liaise

with colleagues in the fields of gambling and public health research in terms of other
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documents to review. For relevant material, | will also review gambling industry websites

and affiliated bodies (e.g., GambleAware and The Betting and Gaming Council).
Data Collection:

| will download identified relevant documents onto NVivo and record them and their
hyperlinks in an Excel spreadsheet. | will also record relevant website pages in this same
Excel spreadsheet file. | will keep my ongoing field notes and reflections on each review

cycle in Word files and store all Excel and Word files on the LSHTM server.
Data Analysis techniques:

After familiarisation with all the documents and ‘top level’ codes identified, | will undertake
a second full read-through using NVivo to code the documents thematically. These codes
will then be assigned one (or more) of the three ‘logics’. This method again mirrors the
previously published gambling research using the logics approach [105]My write-up will
explain how the logics are articulated to provide a construction of local government and
critically analyse these constructions, including whether these constructions have changed
over time and differ between actors. | will then also comment on how these

problematisations impacted the ability of local government to address gambling harms.
Critique:

| selected this discourse analysis technique as it aims to build upon recent gambling
research that used the same technique to assess education materials to schools on
addressing gambling harms [105]The hypothesis is that using a similar method to assess
written material across the gambling sector will help draw comparisons about how different
actors (government, industry, etc.) are problematising key actors and issues in gambling
policy and assist in identifying similarities and differences between local and national

government discourse and across different actors.

Using an analytical technique similar to that of colleagues researching a similar topic but at
the national level offers a pragmatic solution to building a stronger evidence base in this
research field, where research is historically problematic. Whilst | acknowledged the risk in
aligning methods and data sources with colleagues doing similar work in terms of bias, |
justify adopting similar strategies to build a more robust evidence base that can be

synthesised.
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While post-structural discourse theory understands discourse in a wider sense than the
printed word, “defining discourses as constitutive of the social world, conferring meaning
and import to all objects and practices and their relation to each other” [103], in this
research | decided to focus on published documents only rather than a broader definition.
This decision was made because although | chose to use a method underpinned by PSDT for
the above reasons, | also recognised this discourse analysis forms only one part of the
overall research. Therefore, boundaries were put on the discourse included in the analysis
for time-pragmatic reasons, recognising this would be one element of a range of findings
integrated into a final mixed-methods analysis. However, as the findings of this discourse
analysis of documents will be integrated with the findings of the other objectives, including
the spoken word of the interview analysis and the quantitative findings of the survey and
premises data, in this way, the discourse analysis stays faithful to the PSDT paradigm, that
understands discourse as having “no philosophical distinction between discourses, practices,

and subject identities”[100, 101].

Discourse-theoretically informed analyses aim to study how certain discourses emerge,
achieve predominance, are maintained, and are contested at a given time. [102]. Using a
framework for discourse analysis assists replicability. Still, it must be recognised that such
discourse analyses remain subjective and qualitative (in comparison to objectives Il and I,
which are objective and quantitative, although the merits of mixed methods research in the
CR paradigm have already been discussed). Also, this post-structural framework is built
upon the premise of the “primacy of politics” [99, 102] so findings may differ from those of

other types of discourse analyses that use different approaches.

| recognise that relevant key documents may be missed in the analysis, but keeping the

inclusion of documents iterative and open to addition throughout the process, as well as

liaising with colleagues regarding recommended inclusions for analysis, aims to reduce this

risk.

2.7.5 Objective V) A reflexive thematic analysis of interviews with local government
representatives.

Research Strategy:

| will undertake semi-structured interviews with local government representatives, using

Braun and Clarke’s reflexive thematic process [107, 108] to analyse them.
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Timescale:

| plan single-time-point interviews, with no repeat interviews, over six months in 2022-2023.
This period will be time-sensitive to any specific pressures on local government

representatives (e.g., vaccine programme delivery).
Sampling Strategy:

| will invite members of local public health teams to be interviewed via the DPH survey

(objective 2) as well as approaching:

e Local government representatives from London boroughs in related departments (to
be identified in the document analysis (objective 4) such as licensing, planning,
environment, healthy places, crime prevention, financial inclusion, and safeguarding.

e Pan-London public health-related institutions e.g. (Greater London Authority and
Public Health London).

e Elected local council members and MPs in London.

| will also undertake snowball sampling based on recommendations from initial participants.

Copies of signed consent forms will be kept on encrypted files on the LSHTM server.

Interviews with NHS staff and patients are not permitted within current ethics approval. In
addition, given my concurrent role as an NHS clinician working locally, interviewing both
NHS staff and patients was identified early in the research process as potentially ethically

challenging, so | have specifically avoided interviewing these groups of stakeholders.
Data Collection:

The interviews will take place virtually and will be recorded for transcription purposes on an
encrypted platform (Microsoft Teams). | will use the automatic transcription function for the
first draft of the interview transcription, then correct for errors using the recording. At the
transcription stage, identifiable participant and borough information will be redacted. A
codebook held on LSHTM SharePoint in a separate file will link specific interview
participants to anonymised transcriptions. Once | have completed the transcription and

uploaded it to the LSHTM SharePoint, the interview recordings will be destroyed.

Data Analysis techniques:
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| will upload transcriptions onto NVivo and analyse them using Braun and Clarke’s six-step
technique [107, 108] (see Table 1 below). The reflexive thematic approach does not identify
codes a priori but conceptualises final codes as the research outputs. This technique was
chosen as Braun and Clarke identify their approach as “appropriate to critical realism” (the
overall philosophical approach of the research) in that it offers the “contextual realism that
the method supports” [107]. Alternative thematic strategies that were considered included
coding reliability [109] and codebook [template] analysis [110]. However, both of these
techniques generate codes (and, as such, hypothesise theory) prior to thematic analysis,
while a reflexive approach generates theory by taking findings from within the “domain of

the empirical” (to use CR phrasing).
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Table 2-1

: Braun and Clarke's six-step technique for reflexive thematic analysis

1. Familiarisation with the dataset: reading and re-reading the data, becoming “deeply and
intimately familiar” with it, and making brief notes about analytical ideas.

2. Coding involves systematically working through the dataset, identifying segments of data
that appear potentially interesting, and applying analytically meaningful descriptions.

3. Generating initial themes: identifying shared patterns and compiling clusters of codes that
share a core idea or concept.

4. Developing and reviewing themes: Going back to the dataset, checking that themes make
sense in relation to codes, and considering the central organizing concept of each theme
and how it relates to the overall research.

5. Refining, defining, and naming themes: Write a brief synopsis for each theme and decide
on a concise, informative name.

6. Writing up: Finish the writing process, starting informally in earlier stages, to “tell your
reader a coherent and persuasive story about the dataset that addresses your research
question”.

Adapted from Braun and Clarke, 2022 [107]
Critique:

Accurate contact information is essential for identifying local government staff, primarily on

local government websites and through personal contacts made in the research process.

Given th
aligns wi

philosop

at “Subjectivity is at the heart of reflexive thematic analysis” [107], this approach
th the core tenet of epistemic relativism within critical realism [85], the overall

hical approach of the research. In addition, willingness to participate in the

interviews, like with the survey, may be influenced by potential participants perceived

relevanc

e of the topic to their work: critical realism acknowledges the risk of epistemic

fallacy here, that findings within the ‘domain of the empirical’ are not analogous with the

full “truth’ of what is occurring within the domain of the actual or real.

The availability of local government staff may be influenced by factors external to the

research

process (other workload issues), hence the long timeframe given to allow for

postponements, etc.

41




2.7.6 Objective VI) A mixed-methods analysis of objectives |-V to identify levers and barriers
(i.e., mechanisms) to addressing gambling harms in local government using public
health strategies

Research Strategy:

| will undertake a mixed methods analysis of objectives I-V to propose levers and barriers
(i.e., mechanisms) to addressing gambling harms in local government using public health

approaches.
Timescale:

I will undertake this analysis after collecting and analysing data for objectives I-V. The

anticipated time for this analysis and its write-up is approximately three months.
Sampling Strategy:

| will include the findings from objectives |-V in this analysis.

Data Collection:

For this analysis, a review of reflective notes and overall findings from the entire data

collection for each of objectives I-V will be collated.
Data Analysis techniques:

The mixed methods analysis will have a parallel convergent design (with sequential

explanatory element) (Fig 2-3).

Figure 2-3 Convergent parallel design (with explanatory sequential element) of the mixed methods
analysis
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Literature Review

Premises Analysis
Interviews

DPH Survey

Discourse Analysis

Source: author’s representation

Findings from both the quantitative and qualitative objectives I-V will be integrated to
generate overarching themes. These themes will be presented as the levers and barriers to
addressing gambling harms in local government using public health approaches, analogous

in this research to mechanisms as per Bhaskar’s CR approach.

The generation of themes from the research findings can be described as retroduction- “a
mode of inference, by which we try to arrive at what is basically characteristic and
constitutive of ... structures” [86] which aligns with the CR approach. If individual
phenomena are understood as embedded in, and an outcome of, social structures,
retroduction aims to answer the question “what is fundamentally constituitive for the
structures and what mechanisms are related?” and aims to ascribe a higher power to these

structures tentatively [86].

Mechanisms can reinforce, counteract, or moderate each other [86, 87], and an analysis of
how the proposed mechanisms interact will also be presented, using the research findings

to support the arguments.

Given that CR also considers the impact of agency on mechanisms [86], | will also undertake
interviews with local government representatives from outside London identified in the
literature review (objective I) and document analysis (objective IV) who have already

undertaken initiatives to address gambling harms. From these interviews, | aim to
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understand the impact of the agency on implemented strategies and whether the
mechanisms identified in the London data are transferable to other local government
settings or unique to London. Interview participants will consent to using the same methods

as for Objective V, and data will be held under the same conditions.
Critique:

A mixed methods approach aims to triangulate findings and strengthen the argument for
proposing causal mechanisms. Examples from the findings of more than one individual

objective can be used to argue for a single proposed causal mechanism.

The reasons why mixed methods research in the CR paradigm has been selected for this
research have been discussed in section 2.5. The choice to present findings from
guantitative and qualitative in an integrated manner (rather than presenting the two types
of findings separately) reflects the ultimate aim of identifying underlying mechanisms that
have had both quantitative AND qualitative empirical findings as their consequences;
therefore, the overarching themes come from consideration of all of the empirical findings

in combination.

Limitations of using a mechanism analysis include maintaining the “delicate balance”
between being too generic and too contingent- if a mechanism is too general, it loses
explanatory power; if it is too specific, it becomes relevant only in the single context where
it was identified [87]. The process of conjecturing and assessing mechanisms also implies
that the researcher has insight that goes beyond the knowledge of their informants [87], but
awareness of the risk of epistemic relativism and the use of reflection built in throughout

the research process aim to mitigate this.

The explanatory power of different mechanisms will be evaluated, but CR’s tenet of
epistemic relativism recognises that explanations can never include all relevant mechanisms
and that temporary circumstances (social, political, and cultural) can “play a decisive role in
triggering various mechanisms and above all how the mechanisms more specifically
influence events, activities and processes” [86]. This will be considered as each proposed

mechanism is discussed.

44



2.7.7 Objective VII) A summary of findings and recommendations for local public health
teams about interventions to reduce gambling-related harms.

Research Strategy:

I will compile a list of recommendations for local public health teams based on the findings
of the individual research objectives i-v and the subsequent mixed methods analysis of
these objectives. In addition to using the objectives, these recommendations will
incorporate any pertinent findings and examples from wider research-related activities (e.g.,
from attending meetings and conferences) undertaken during the research period with
people working in UK public health and the gambling policy field but from outside of

London.
Time Horizon:

| will consider recommendations throughout the research process but will combine them at

the final write-up stage after the mixed methods analysis is complete.
Sampling Strategy and Data Analysis:

| will compile the final list of recommendations using findings from objectives i-vi and
reflective notes kept throughout the research process, which consider these findings and

wider research-related activities.

| will make recommendations on a local public health team, London borough, Greater
London, and national level. | will also share examples of learning and good practice from
other areas of the UK. Finally, | will outline recommendations for future academic research,

primarily based on the findings presented in this thesis.
Critique:

It will be crucial to identify a format to present recommendations that is accessible to local
public health colleagues to present these recommendations, and | plan to liaise directly with
public health teams before writing up this stage to identify a format that works best for
them to implement any recommendations. | also recognise that making regional or national
recommendations based on research from the relatively small and specific geographical
area of Greater London may be questioned regarding its wider applicability, especially by

stakeholders with vested interests. When addressing criticisms of my research findings, | will
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need to specifically consider whether they display any markers of “playbook” or corporate

agnostic practices.

2.8 Methodological Challenges

It is recognised that integrating realist methods (e.g., survey and premises data) and
interpretive methods (e.g., discourse and interview analysis) in research presents
methodological challenges due to the differing ontological and epistemological assumptions
underlying each approach. These challenges include ensuring methodological coherence

and maintaining rigour and validity.

The overall research design has intentionally been developed to accommodate this
guantitative and qualitative data. Initially, there is sequential integration: the survey results
and premises data are shared with the interview participants to stimulate discussion. Then,
at the mixed method analysis stage of the research, there is parallel integration, as findings
from all individual objectives are considered when hypothesising the underlying
mechanisms under the CR paradigm. Considering each research objective individually before
integration preserves the differing assumptions before being brought together for the final

analysis.

Integrating these realist and interpretive methods offers the potential for a richer, more
nuanced understanding of social phenomena. However, it requires a flexible and reflexive
research design, a deep understanding of both paradigms and a commitment to

methodological innovation.

2.9 Reflexive Statement

It is important to recognise, initially and throughout the research process, that | approach

this research from several perspectives.

I am a clinician. | have been a GP in the North East London area for the last 15 years and

worked across the seven North East London (NEL) boroughs during that time, working in
areas of high deprivation and inequity. | intend to keep working clinically throughout this
thesis. My theoretical background is in science and not politics or policy, and my primary
involvement with patients has been at the individual and not population level. It is

important to question the relative benefits and disadvantages of individual vs population
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intervention strategies and recognition of other community stakeholders’ remits and
knowledge (such as local government) where traditionally clinicians have not had much
involvement. Still, a deeper understanding of the local government system is beneficial

when working together via integrated care boards and systems.

I am an academic generalist. | came to this research from a medical education background,
with previous research experience in interprofessional education (IPE) strategies. An IPE
approach uses generalist, widely accessible language to reach wider audiences [111], but
this comes with the recognition that ‘experts’ in fields may consider that you lack depth in
consideration of specific topics. Practical strategies to address this, taken from the IPE
literature, include identifying shared aims and using shared language, as well as encouraging
co-creation of projects with relevant stakeholders from the outset [112]The influence of IPE
has influenced the pragmatic decisions | have made regarding some of the methods chosen,

which are purposely generalist and appealing to a wide range of stakeholders.

| am a localist. My experience in the COVID pandemic as a front-line clinician in a deprived
area of East London has made me profoundly aware of how national policy is interpreted
and translated on the ground and influenced by many stakeholders. | believe in local
solutions to local problems, underpinned by health creation developed by the local

community but financially supported by the state.

| am an affected other. Although now several years in the past, my experience as an
“affected other” (defined as someone who has been impacted and/or harmed by someone
else’s gambling) prompted my interest in this research initially. | have volunteered for
affected others’ support groups in the past, and, in my personal capacity, | understand
gambling harms as affecting the individual, those close to them and wider society. | believe

in an all-harms, preventative framework to articulate and address gambling harms.

2.10 Conclusions

My research aims to identify the levers and barriers in local government to adopting public
health strategies to address gambling harms. Using a mixed methods approach underpinned
by a critical realist philosophy, my research comprises seven individual objectives to address
the research aim and answer the questions posed in Chapter 1. These are summarised in

Table 2-3 as follows:
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Table 2-3: A Summary of research questions and their related objectives, theoretical
underpinnings, and data tools.

what were these
interventions' impacts?

analysis of UK local
initiatives alignment to
“a public health
approach”.

WHO ‘Best Buys’
for NCDs for
presentation of
results

Research Questions & Objective Theoretical Notes on Data Tools
Aims underpinnings

How have local [)A literature review of [Literature Use of OVID for
government initiatives  [local government-level |Review database searches and
addressed gambling interventions to address|guidelines alerts set-up

harms previously, and gambling harms and an |(PRISMA).

Use of Endnote to
collate references

Use of Excel to record

paper extrapolation
from review-level
literature and books

gambling premises data
at both London and
London borough levels,
considering both type
and number of premises
and IMD 2019
deprivation ranking for
the duration of the
research period.

How does public health’s [Il)A survey of London  [McKinsey 7S JISC online survey tool
place within local Borough Public health |organisational
government impact its  [teams to understand  |management Data analysis on Excel
involvement, influence, |key organisational
and interest in addressinglelements relevantto  [Mendelow
gambling harms? addressing gambling stakeholder

harms. analysis

[I1)An analysis of IMD 2019 Data extracted from

the Gambling
Commission website

Data analysis on Excel
in the first instance

Further analysis using
R and GIS tools, if
possible

Within national
documents, how have
local governments been
constructed about
addressing gambling
harms? What particular
local government actors
have been identified as
key figures in addressing
gambling harms? What
has been the impact of
these constructions?

IV) A discourse analysis
of the relevant national,
local government and
London documents
from 2000 to the
present day, specifically
considering the
construction of local
government within
those documents and
the impacts these
constructions have had
on local approaches to
addressing gambling

harmes.

Glynos and
Howarth’s
Critical Logics
Approach (CLA)

Use of NVivo to collate

and analyse

Reflective notes kept
on Word
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How does local
government understand
a public health response
to addressing gambling
harms?

V) A reflexive thematic
analysis of interviews
with local government
representatives.

Braun and
Clarke’s reflexive
thematic analysis

Use of MS Teams to
record and transcribe
virtual interviews

Codebook of
anonymised transcripts
to participants on Excel

Use of NVivo to collate
and analyse

Reflective notes kept
on Word

OVERARCHING AIM OF
THE THESIS

To identify the levers and
barriers to addressing
gambling-related harms
in local government in
London using a Public
Health approach

\VVI) Mixed methods
analysis of objectives i-v
to identify mechanisms
(i.e., levers and barriers)
to addressing gambling
harms in local
government using
public health strategies,
underpinned by a
critical realist

Roy Bhaskar

Reflective notes kept
on Word during the
research process

philosophy
How can local VII) A summary of Presentation tbhc
government be best findings and format thc

supported in adopting
public health strategies to
address gambling harms?

recommendations for
local public health
teams about
interventions to reduce
gambling-related
harms.
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Chapter 3 Population-level, local government interventions to

address gambling harms: a literature review

Gambling legislation differs between jurisdictions, and the powers of subnational
governments vary. Previous reviews have considered population approaches to
addressing gambling harms, but none have considered population-level approaches in the
specific context of subnational implementation. The literature review in this thesis aims to

address this gap.

This literature review systematically explored eight academic databases and two recent
“reviews of reviews” on addressing gambling harms using population-level approaches. In
addition, a 2012 report summarising evidence on addressing “Problem Gambling” and a
recent book publication discussing international gambling policy were reviewed for

relevant subnational interventions.

Of approximately 1000 individual papers reviewed, only 19 met the inclusion criteria, and
evidence came from only 5 Anglophone countries. Findings are presented using the World
Health Organisation's “Best Buys” framework of availability, marketing, and price, and
additional themes are developed iteratively and included afterwards. Most of the
evidence focused on reducing the availability of electronic gaming machines through
temporal restrictions and/or reducing the numbers available. The design of studies often
made drawing conclusions challenging, given that multiple interventions were
implemented either simultaneously or sequentially. Interventions were also commonly
implemented, assuming harm would be reduced, but no evaluations occurred. The
funding for many of the studies was either unknown or from gambling industry sources,

and most studies pre-dated the “online era” of gambling.

Despite these limitations, the literature review provides examples of “what is possible”
regarding sub-national implementation of population-level approaches to addressing

gambling harms.
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3.1 Introduction

Gambling harms affect the individual gambler, those close to them, and wider society [1,
23]. These harms are not only financial but physical, psychological and cultural, impacting
upon relationships, employment and education and contributing to criminal activity,
domestic violence and suicides [23]. The increasing recognition of the breadth of problems
has encouraged calls from various national bodies in Great Britain to adopt a public health
approach to reduce the harms associated with gambling at the population level [2, 3]. This
complements but contrasts with the historically widely adopted approach that sees the

focus of intervention as being on the individual gambler [2, 23, 113].

Even more recently, gambling has been included in the rapidly expanding concept of
Commercial Determinants of Health. These are defined as “systems, practices and pathways
through which commercial actors drive health and equity” [44], with the gambling industry
joining those initially most prominent within this field, such as producers of tobacco,
alcohol, and junk food [114]. The commercial determinants framing has now entered the
mainstream with, for example, a Lancet series and a programme within the World Health
Organisation (WHO), whose “best buys” framework now explicitly includes population-level
measures to reduce the harms caused by the tobacco and alcohol industry through action
on price, availability and marketing (WHQ'’s “best buys” framework) [92]. Increasingly,
researchers are pointing out the similarities between the tactics employed by the gambling
industry and the more traditional industries included within the commercial determinants
concept [115]. These tactics include the promotion of individual responsibility paradigms
and marketing strategies that normalise gambling. Some national policies can also show the
reframing of gambling harms as a public health concern. For example, New Zealand use an
“all-harms” legislative framework to conceptualise gambling harms rather than purely

focusing on individuals [116].

This move upstream, shifting focus from the individual to the population, requires evidence
of what works and what does not. The available evidence on measures to reduce gambling
harms has been examined in two “reviews of reviews” and an international Delphi study

[117-119](Box 1).

Box 1 Summary of recent reviews and consensus development on gambling-related harms
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McMahon and colleagues (2018) undertook an umbrella review of prevention and harm reduction
strategies designed to reduce gambling harms [117]. They included ten systematic reviews and 55
individual studies. 24% of the reviews considered pre-commitment and limit setting, 20% self-
exclusion, 20% youth programmes and 20% machine messages/feedback. The authors concluded
that “the evidence base is dominated by evaluations of individual-level harm reduction
interventions, with a paucity of research on supply reduction interventions. Review conclusions are

limited by the quality and robustness of the primary research”.

Blank and colleagues (2021) undertook a systematic mapping review and narrative synthesis of
public health interventions to address or prevent gambling-related harms [118]. They included 30
reviews, including the umbrella review by McMahon et al. above. Of the 30 reviews, 7 were
whole-population preventive interventions, such as demand reduction (n=3) and supply reduction
(n=4). The remainder of the reviews included therapeutic interventions (n=12), pharmacological
(n=5), and self-help or mutual support (n=4). Two further studies compared these interventions.
The authors commented, "the dearth of evidence for some interventions means that

implementation must be accompanied by robust evaluation.”

Regan and colleagues (2022) undertook a three-round expert consensus Delphi to agree public
health measures are considered effective and feasible in reducing gambling harms [119]. The
initial set of 103 universal and targeted measures was grouped into seven domains: price and
taxation; availability; accessibility; marketing, advertising, promotion, and sponsorship;
environment and technology; information and education; and treatment and support. The panel
reached consensus on 83 (81%) measures. Of these, 40 universal and targeted measures to tackle
harmful gambling were identified: 3 measures from the price and taxation domain; 10 from the
availability domain; 5 from the accessibility domain; 6 from the marketing, advertising,
promotion, and sponsorship domain; 8 from the environment and technology domain; 3 from the

information and education domain; and five from the treatment and support domain.

While these reviews included individual and population-level measures, the latter were
almost all at the state or national level. This left an important gap of critical importance for
this thesis, the scope to act at the local government level. A rerun of Blank’s searches in
early 2024 revealed no new publications addressing this. Therefore, this chapter seeks to
narrow this gap by providing a literature review of the available evidence on population-
level interventions to address gambling harms, specifically enacted at the sub-national

government level.
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This literature review aims to indicate what is possible, in this case at the local government
level, taking into account the prevailing legislative frameworks at the local and national
government levels and, thus, the scope for autonomous action by local government bodies.
The rationale for asking this question is that, as will be discussed in detail in later chapters,
the dominant narrative in the 2005 Gambling Act and subsequent debates has been that
local government’s scope of action must be constrained by national legislation. Hence, it is
important to be able to demonstrate what interventions have been implemented in other
sub-national jurisdictions, whether they have been effective, and whether their enactment

at other than national level has faced or created any problems.

3.2 Specific considerations when reviewing evidence on gambling

Any review of the literature on gambling harms and how to address them is subject to

several caveats.

First, as noted above, it is important to understand the context and, especially, the scope
and powers of local government in the settings where the study was undertaken and where
the findings might be applied. This varies greatly across different jurisdictions. For example,
in the UK, licensing of physical gambling premises relies on acquiring a licence for the
premises where gambling takes place from the local government licensing authority, as well
as licences for the operator and individuals involved from the national regulator, the
Gambling Commission [65]. Of note, physical outlets that only sell lottery products are
excluded from this legislation. In Australia and America, individual states have full control of
how and where gambling can take place [26]. In addition, some countries, such as Canada
and Finland, maintain state monopolies on gambling [26]. There are also differences in
gambling legislation at the national level. For example, in Canada and Australia, gambling on
credit is prohibited, where the US house credit is common [26, 120]. Finally, gambling
legislation is rapidly changing globally, with a significant number of legislative changes,

mostly expanding gambling provision, enacted in recent years [121].

Secondly, “gambling” is not a homogenous activity. Terms used in academic database
searches must be cognisant of the wide range of activities classed as gambling and the many
terms used, both formally and colloquially, to describe similar activities. Box 3-1 gives
examples of the different names used in selected jurisdictions to describe electronic gaming

machines (EGMs), a gambling product particularly linked to harm [121]. For the purpose of
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this review, the term “EGM” will be used for all electronic gaming machines unless

otherwise specifically specified (e.g. video lottery terminals [VLTs] found in North America).

Box 3-1 Names of electronic gaming machines, “Colloquialisms” (and locations) in different
jurisdictions

e Slot machines, video lottery terminals [‘VLTs] (North America)
e  Fruit machines, Fixed Odds Betting Terminals [“FOBTs"”] (UK)
e “Pokies” and Pokie machines (Australia & New Zealand)

e Panchinko (Japan)

e Electronic bingo machines (multiple jurisdictions)

e Continuous lottery: electronic keno, ‘Rapido’ (France)

Adapted from Sulkenen, 2019 & Bowden-Jones, 2019 [26, 122]

Thirdly, the availability of gambling products varies among jurisdictions. In the global
context, EGMs are the “mainstay of most present-day casinos” [26], but EGMs in the UK and
Australia are available far beyond the casino setting. The more recent global expansion of
internet gambling has increased availability further in terms of temporality and product
type. However, local legislation concerning online gambling is especially problematic given
the ability for national restrictions to be circumvented by the use of virtual private networks

[VPN] [51]).

Fourthly, it has long been recognised that gambling research is “compromised” [63], given
that, traditionally, the main funding source was the industry. Also, what counts as evidence
is influenced by political ideology, and what research is included is often of poor quality [63,
95]. In the umbrella review previously mentioned, the authors note that: “The evidence-
base is dominated by systematic reviews of harm reduction interventions, and interventions
targeting individual behaviour ”"[118]. They explain these findings as “typical of the public
health literature...often explained in terms of the ‘inverse evidence law’ (the tendency for
there to exist the least evidence and research about interventions that are most likely to be
effective) and political context”. What is not considered here is the core issue that the
evidence base is dominated by individually focused behavioural change due to the gambling

industry's control of the narrative and historical control of research funding.

These considerations have shaped the literature review being undertaken in terms of its

overall design.
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3.3 Methodology

The research question for the literature review is: How have local government bodies used
population-level initiatives to address gambling harms previously, and what was the impact

of these initiatives?

My literature review will systematically search academic databases: Medline, Embase,
Scopus, Social Policy and Practice, Global Health, Psychinfo, and CINALH. These academic
database searches will be supplemented by a review of relevant publications from the two
reviews cited above [117, 118], a book recently published on gambling policy [26] and a
2012 international evidence summary on the prevention of what the authors term “Problem
Gambling” [120]. The absence of ‘grey literature’ in the review here is noted. However, grey
literature is planned to be included in the discourse analysis (Chapter 6), and all individual
objective findings will be analysed together in the final mixed-method analysis stage

(Chapter 8).

My findings will initially be organised using sub-headings derived from a Commercial
Determinants of Health lens (using the WHO ‘Best Buy’ headings of Availability, Marketing
and Price) [92] but other sub-headings will be developed inductively throughout the search

process.
The inclusion criteria are as follows:

e Primary research and reports of policy interventions found in any of the resources
listed above (7 academic databases, two ‘review of reviews’[117] [118], a recently
published book on gambling policy [26] and an earlier summary of the evidence
[120]).

e Primary research and reports of policy interventions of any design enacted at the
population level (including ‘whole-school’ interventions)

e Primary research and reports of policy interventions relating to addressing gambling
harms

e Primary research and reports of policy interventions enacted at any of the city,
borough, country, state, or provincial level (or equivalent)

e All evaluated outcomes of interventions relating to gambling (where reported) are to

be included.
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e No limits on dates
The exclusion criteria are as follows:

e Interventions that only target specific groups (e.g. “vulnerable”, “high-risk”,
“problem gamblers” etc)

e Interventions that require individual agency to enact, for example, voluntary self-
exclusion

e Interventions that are lab-based or in simulated settings

e Interventions that are in real-life settings but with experiment/empirical design, e.g.,
inclusion of control groups

e National-level policy interventions

The database searches were initially undertaken in September 2022, and weekly alerts were

generated for new paper inclusions until mid-January 2024.

A table of publications included in the review is reported in Appendix 1. Funding of the
publication, where available, is also included in this appendix, noting whether that source is

directly or directly associated with the industry, non-industry, or unclear.

Appendix 2 presents the search strategies for the databases, and Figure 1 below outlines the

flow of publications considered through the review process.
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Figure 3-1 PRISMA Flowchart

Database search up and including 20/1/24
Medline n=51

Embase n=281

Scopus n=141

Social Policy & Practice n=67

Global Health n=15

Psych Info n=50

CINALH n=161

Total 766 results returned

Reviews search
McMahon (2019) 10 reviews
Blank (2021) 30 revi a
ank (2021) 30 reviews Policy Book
n=710
Not population n=23
) Not available n=2
Full reviews Deduplication n=6

n=11

Excluded on title n=697 Unavailable n=2

Excluded on abstract=16
Deduplication n=30

) Citations of Interest n=26
Reviews n=9

Papers n=186 Unavailable n=7
Deduplication n=99
Excluded on abstract

n=80

Full Paper
=2 Full Paper
Full Paper

n=17

n=19
Excluded as
Not population n=4
No intervention n=3
Not local n=2
Included Voluntary n=1

n=7

Excluded as no intervention n=18
Excluded not local n=1
Excluded not population n=1
Included
n=3 Included
n=7

Topic expert
i addition

n=1
Included
n=19

Source: author’s compilation
All the papers identified came from one of five countries: the UK, USA, Canada, Australia,
and New Zealand. Box 2 sets out the distribution of relevant powers between national and

sub-national governments in each of these.
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Box 2 Powers of sub-national bodies in selected countries

activities outside
those mandated
for premises in
the Gambling Act
2005. They can
stipulate
licensing
conditions.
However, a
“statutory aim to
permit”
gambling
premises is
noted in the
national
legislation [65].

determines what
kind of gambling
it allows within
its borders,
where the
gambling can be
located, and who
may gamble.
Each state has
enacted
different laws
pertaining to
these topics.
[123, 124]

person other
than a provincial
government is
legally permitted
to supply
gambling facilities
or services in
Canada. All
provinces require
registration of
any person
operating a
“gaming site” or
supplying goods
or services for
use in the
operation of
gambling. There
is no substantive
difference in the
treatment of
land-based and
online gaming
anywhere in
Canada other
than Ontario, that
has opened its
online gaming
market to private
operators. [125]

Instead, gambling
in Australia is
regulated at both
the
state/territory
and federal
level. Each of
Australia’s eight
mainland states
and territories
separately
regulates
gambling
activities within
each of their
respective
jurisdictions. In
addition, a series
of federal
statutes also
cover certain
aspects of
gambling activity
throughout
Australia. [126]

UK United States Canada Australia New Zealand
Licensing Gambling is legal | Gambling in There is no single | Under the
authorities at the | under U.S. Canada is overarching Gambling Act
sub-national federal law, but | conducted and statute regulating | 2003, all
government there are managed by gambling territorial/local
level licence significant Provincial Gaming | activities in authorities are
gambling restrictions Operators: with Australia, noris required to have
premises and pertaining to very limited there a single policies for
permits for interstate and exceptions overarching gambling venues
additional EGMs | online gambling. | (charities and gambling (‘pokie’ venues
and gambling Each state local fairs), no authority. and TAB venues)

in their districts.
New gaming
machine and TAB
sites need
territorial
authority
approval and all
gaming machine
sites need
territorial
authority
approval to
increase their
number of
machines.

These policies
must be reviewed
during every
three-year period
and communities
must be involved
in the

process. [42]

3.4 Results

| present the results, first, using the WHO CDoH headings of Availability, Price, and

Marketing, followed by any additional themes identified. In each case, | briefly summarise

the nature of the intervention, clarify any technical terms, and set out the theoretical basis

for it. | then summarise the empirical evidence that the intervention can work in practice.
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After that, | consider whether, in theory, the intervention could be applied at a local level,
taking account to geography and legal competence, as discussed above. Finally. | review
critically the empirical experience with implementing these interventions in sub-national

jurisdictions.

3.5 Strategies to reduce availability

The availability of gambling can be reduced using a variety of methods (Box 3). The
availability theory is the assumption that changes in the availability of gambling
opportunities will have effects on the total amount of activity and consequently on the total

guantity of related harm [26].

Box 3 Reducing the availability of gambling

e Imposing restrictions on those who can gamble (e.g. by age and/or resident status)

e  Putting restrictions on number of gambling premises

e Reducing types of gambling available (either by reducing hours available, or
reducing/capping availability)

e Reducing gambling availability outside gambling premises [reduction of so-called
convenience gambling])

e Banning certain types of gambling altogether.

e Reducing availability using various monetary restrictions

Sulkenen, 2019 [26]

Two examples of where a reduction in availability has had a positive impact on gambling
harms are the “natural policy experiments” of Norway and Western Australia (WA) [26,
127]. In both cases, the availability of EGMs, widely thought to be one of the more harmful
gambling products [26, 128], was restricted. In Norway, there was a temporary ban on all
EGMs in the country for approximately 18 months from mid-2007 before a new type of “less
harmful” EGM was introduced in 2009. Calls to gambling helplines and referrals to
treatment centres were reduced in the six months after the ban was implemented [26]. In
Western Australia, where EGMs are only available in one casino (compared to the rest of
the country where EGMs are more widely available), a large (n= 15,000) national dataset
weighted to standardised population variables showed that although gambling participation

was higher in WA compared with the rest of Australia overall, gambling problems and harm
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were about one-third lower in WA, and self-reported attribution of harm from EGMs by

gamblers and “affected others” was 2.7 times and 4 time lower, respectively [127].

The evidence summary on problem gambling refers to the positive association between
gambling availability and product consumption, arguing that it makes “theoretical sense” to
cap the availability of gambling venues [120]. However, the author of the policy book [26]
notes that this assumes that all else remains equal (referred to in economic studies as
ceteris paribus) whereas in reality, other factors may well change at the same time as any
change in availability and thus affect the outcomes. The policy book also notes that
measuring physical availability is a challenge as many types of gambling can be concentrated
in a single location (e.g., EGMs and tables in casinos) or different gambling possibilities may

be spread diffusely throughout a city [26].

3.5.1 Imposing restrictions on those who can gamble
Availability of gambling can be reduced by using restrictions on age and/or residential status

(e.g., gambling restricted as a resident of a country but not as a tourist) [120].

Implementing age restrictions on entry to physical gambling premises at a sub-national
government level is possible in terms of it being part of legislation and/or a licensing
condition of operating a gambling premises. However, in reality, there may be issues in
terms of enforcement (e.g., whose individual responsibility is it to check someone’s age or
residential status), and patrons having the correct identification to show (and whether that

would be acceptable to them).

Apart from a few U.S. states (and Alberta, Canada) where bingo playing is permitted at age
16 [26]All other examples of reducing the availability of gambling by age and resident status

are at a national policy level and, as such, fall outside this review.

3.5.2 Reduction of gambling premises
A further way availability of gambling can be reduced is by reducing gambling premises in a

locality.

The evidence summary notes that in Canada, certain provinces (e.g. British Columbia and
Ontario) had capped the number of casinos [120]. In Canada, the policy book author’s
example of ceteris paribus was that the opening of a casino in Quebec was not associated

with increased crime or rates of problem gambling, but an opening of a casino in Ontario
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was associated with more problem gambling and higher demand for counselling [26]. This
example implies that the geographical location of a gambling premises impacts the harms
caused by its opening. However, this is a problematic assumption since the studies were not
measuring the same harms, and no comment was made regarding any further differences

between the physical geography or local populations of the gambling premises.

3.5.3 Reduction of hours available

Gambling availability can be reduced using temporal measures, e.g. implementing certain
minimum closing times. The authors of the evidence review and the policy book both
contend that most research has focused on EGM shutdown is because there is widespread
acknowledgement that they are particularly associated with high rates of problematic

gambling behaviours [26, 120].

In Australia, before 2000, most states had no requirement to limit hours when EGM were
available [120]. Now, however, all states and territories, except Western Australia (the only
one where EGMs are limited to casinos) currently require a 4 — 6 hour break in every 24-
hour period [120]. Patterns of EGM closure times vary from state to state (e.g., 6-hour
shutdowns can be in either one, two or three parts over 24 hours in some states), and
applications to reduce closure times can also be made [129]. In addition, outside of this
review, it has been recognised that closing hours between individual venues under the same
ownership within close proximity are often staggered, leading to a 24/7 EGM availability in

reality [129].

A mandatory 3-hour shutdown of EGMs in the Australian Capital Territory (ACT) between
4:00 am and 7:00am (implemented in September 2001) had a self-reported beneficial effect
on a “small number” of problem gamblers and a 3 — 10% impact on club revenue [130].
However, the EGM shutdown policy was implemented simultaneously with two other policy
changes (an AUSS10 bet limit and a cap on cash payments from EGMs), so it is unclear how
much impact the shutdowns would have had in isolation. Also, the study only included
gaming clubs licenced by ACT, with a casino and hotels in the Territory excluded, so the full

range of venues (and, as such, patrons) was not represented.

A 3-hour shutdown of EGMs in New South Wales (NSW) in Australia in 2002 was deemed to
be “an ineffective harm minimisation strategy” in reducing problem gambling based on

qualitative interviews with problem gamblers (n=10), their family members (n=5) and
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support agencies (n=4) [131]. The results should, however, be interpreted with caution as
the number of people gambling who were interviewed was small (and not especially
diverse), and findings from interviews with support agency representatives are arguably a
surrogate marker. Also, the NSW findings may have partly reflected how some clubs varied
their shutdown hours and that the major state casino was exempt from the shutdown [130,

131].

Also in Australia, a 2008 review analysed a six-hour shutdown of EGMs in NSW, using both
gualitative and quantitative consultations with gamblers, venues, gambling support
agencies, and the wider community [132]. A total of 272 people who gambled completed a
guantitative survey, with half of the sample recruited when playing close to the venue’s
closing time, thereby seeking to determine their intended behaviour once machines were
turned off. The researchers found that 30% of EGM players at that time were Problem
Gamblers, based on CPGI diagnostic criteria (see Box 1 for an explanation and a further
measure used in later studies, the Problem Gambling Severity Index-PGSI). 13% of interview
participants said they would stay at the venue while, overall, fewer than one in ten (9%) said
they would go elsewhere to continue to gamble. However, venue representatives
acknowledged that the shutdown “does not reach all problem gamblers” and that there

were exceptions to the shutdown [132].

Box 3-2 Measures of harmful gambling-the Canadian Problem Gambling Index (CPGI) and Problem
Gambling Severity Index (PGSI)

The CPGI was constructed following a literature review. In its final form, the CPGl is comprised of
31 items that provide an estimate of the level of involvement in gambling, the Extent of problem

gambling, Correlates of problem gambling, and Demographic characteristics.

The PGSl is a subscale of the CPGI, and consists of nine items with each item assessed on a four-
point scale: never, sometimes, most of the time, almost always. Responses to each item are given
the following scores: never = 0; sometimes = 1; most of the time = 2; almost always = 3. When
scores for each item are summed, a total score ranging from 0 to 27 is possible. A score of eight or
more represents a problem gambler. Scores between three and seven represent ‘moderate risk’
gambling (gamblers who experience a moderate level of problems leading to some negative
consequences), and a score of one or two represents ‘low risk’ gambling (Gamblers who

experience a low level of problems with few or no identified negative consequences).
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However, many researchers refer to this subscale as the CPGl instead of the PGSI, which causes

some confusion in the literature.

Adapted from Ferris and Glynne, 2001, Walker and Blaszczynski, 2010 [30, 133]

The Canadian province of Nova Scotia imposed a shutdown of VLTs in locations outside of
casinos at midnight, the first of four interventions to reduce gambling harms implemented
over 8 months [134]. 1745 adults were surveyed, and among the subset who played VLTs
(n=545), the midnight shutdown resulted in a self-reported 19% reduction in spending
among those defined as problem gamblers by the CPGI, a 4% reduction in moderate-risk
gamblers, a 4% reduction in low-risk gamblers and a 1% reduction in spending in non-

problem gamblers-numbers of responders in each VLT group were unclear in the report.

3.5.4 Reduction in EGMs
Given that EGMSs have been recognised as a particularly harmful gambling product, a

reduction in their number has been proposed as one way of reducing gambling harms.

There is significant variation globally in the provision of so-called “convenience gambling”
(e.g. gambling in everyday spaces such as petrol stations and supermarkets) [135]. All states
and territories except Western Australia permit EGMs outside casinos in Australia. In
Canada, 8 out of 10 provinces permit EGMs outside of gambling venues, the exceptions
being Ontario and British Columbia [120]. At the time of the evidence summary in 2012,
[120] in the United States, only 6 states allow EGMs outside of gambling venues. The author

of the evidence summary states that:

“the unique impact of limiting gambling opportunities to dedicated venues is difficult
to determine, as jurisdictions with the policy also tend to have other restrictive
policies as well (e.g., Western Australia). A more common problem is that
jurisdictions with the policy often compensate by having many more ‘dedicated
gambling venues’ so that the actual physical availability/proximity of EGM gambling

is not significantly different” [120].

In New Zealand, local government adopted a “sinking lid” policy designed to gradually
reduce electronic gaming machines in non-casino establishments by prohibiting the transfer
of EGM licences [136]. An evaluation found that this reduced gambling expenditure by 13%

relative to regions not adopting policies that went beyond national restrictions. However,
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even though such a policy reduces gambling expenditure and indirectly reduces availability
via this pathway, the authors stated that “no comment can be made as to whether people
who gamble then diverted to alternative high-speed, equally harmful products (such as

certain games found with online gambling)”.

In Australia, an economic evaluation of a reduction of EGMs by 5% in Victoria found that
gambler losses were not reduced, help-seeking by problem gamblers did not change, and
there were no sustained revenue losses in venues where machines had been removed)
[137]. However, the authors pointed out that the areas with these new caps tended to be
areas with the highest EGM per capita ratios to begin with, and a further study noted those

machines removed were the least profitable and the least popular [138].

The state of South Australia reduced its EGMs by 14.5% in July 2005, with a single-stage
survey of 400 “regular” (defined as playing at least twice monthly) machine players being
undertaken a year after [139]. 11% of responders said that the reduction in supply had
helped them “a little” or “somewhat” to control their gambling. However, only 30 players
(7.5%) reported having changed how often they gambled during the last 12 months. Of
these 30, 24 (80%) reported having gambled less often, 14 reported spending less time
playing EGMs. Only 13 out of the 30 who reported changing how often they gambled

reported spending less money on EGMs.

The Canadian state of Nova Scotia implemented a 25% reduction in video lottery terminals,
the second of four interventions over 8 months (the first was a midnight shutdown of EGMs
outside of casinos) [134], described in the relevant section above. This second stage was
associated with an additional reduction of weekly spending of 11% by Problem Gamblers (as
defined in the PGSI), of 10% by moderate gamblers, 13% by low-risk gamblers, and 6% in
non-problem gamblers. However, it is unclear from the report whether this was a true panel
survey, with all ‘post stage 1’ responders included in the post-stage 2 survey of 711 VLT
players, or whether those selected to complete the post-stage 2 survey were a new random

sample.

The searches did not find any publications related to the reduction of convenience gambling

in local jurisdictions.
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3.5.5 Banning types of gambling

Total legal prohibition of gambling occurs in only a few jurisdictions, such as Cuba, many
Islamic countries and the American states of Utah and Hawaii [120]. Albania has recently
banned all gambling outside of casino settings, as has Paraguay (although the latter country
has simultaneously legislated in favour of the expansion of their online gambling provision)
[121]. However, outside of this review, it is clear that restrictions on land-based gambling

are often circumvented by provision on docked riverboats or cruise ships.

There is evidence of the impact of EGM bans from two American states, South Dakota and
South Carolina [140, 141]. In 1994, South Dakota’s 7,859 legal EGMs were shut down for
three months, and then reinstated by a public referendum [140]. In the 11 months before
the ban, four substance abuse treatment centres averaged 68 inquiries and saw 11 new
problem gambling clients per month. During the shutdown, this fell to 2 inquiries and 2 new
clients. In the 3 months after EGM reinstatement, these numbers rebounded to reach an
average of 24 inquiries and treated 8 gamblers each month. However, the small numbers,
the short duration of the ban, and the small number of substance misuse centres involved

give grounds for caution.

In 2000, South Carolina banned all 36,000 legal EGMs in the state [141]The number of active
Gamblers Anonymous groups fell from 32 to 16 within 90 days of the ban, with several of
the remaining groups reporting that the number attending their meetings decreased from
around 40 to 1 or 2. In addition, the state's most active gambler’s hotline reported that calls

fell from 200 a month to zero.

Also in the US, telephone surveys of over 2000 adults from across the country, conducted in
1999-2000 and 2011-2013, showed increased rates of problem gambling, frequent
gambling and any gambling in the past year at a time when the number of legal types of
gambling increased [142]. In states where the number of types of legal gambling remained
constant across the two time periods, problem gambling rates increased as exposure
increased. US states with longer temporal exposure to legal lotteries or casinos also tended
to have higher rates of problem gambling. States that restricted the types of legal gambling
between the two periods saw a reduction in rates of frequent gambling. Although these
results support the argument for reducing availability, the survey used self-reporting of the

narrowly defined “problem gambler” to generate several measures.
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All methods of reducing availability discussed above are theoretically possible if local
governments in the jurisdiction have either the legislative and/or licensing powers to
enforce restrictions at the sub-national level. It is of note that all these studies of EGM
shutdown measured self-reported behaviour by responders, categorised into narrow
categories such as ‘Problem Gamblers’, or upon the economic impact on the gambling
industry. Furthermore, these studies all predate the widespread adoption of online

gambling, so they do not consider the land-based/online nature of modern gambling [60].

3.6 Marketing

Problem gamblers are particularly sensitive to the promotion of gambling products and, by
extension, the normalisation of gambling, and advertisements can undermine any intention
to reduce or stop playing [26, 120]. These findings were reinforced in a recent umbrella
review that concluded there is a “dose-response” effect to gambling advertising, with higher
exposure to advertising associated with higher gambling rates and severity. There was also
evidence that higher exposure to advertising influences betting behaviour in those who are

current and higher-risk gamblers [143].

The literature review found one study from the UK that reviewed all 333 local government
structures in England for the presence of a harmful product advertising policy [144]. The
authors found that out of the 106 that had policies to restrict harmful product advertising
locally, 84 (79%) included gambling. Apart from this, | was unable to find any evidence on
restricting gambling marketing at a local government level, likely because the marketing
vehicles are either able to cross geographical boundaries (e.g. television, radio, and the
internet) or because responsibility for regulating fixed sites, such as billboards, can lie at a
national level. However, counter-marketing strategies, defined (within the context of
substance misuse) as “the use of commercial marketing tactics to reduce the
prevalence”[145], is increasingly recognised as an instrument within this domain, and it will

be discussed in the Additional Themes section below.

3.7 Price

It has long been recognised that raising price is one of the most effective ways of reducing
consumption of products associated with damaging behaviour [120]. It is based on the

concept of price elasticity, i.e. consumers change behaviour when prices rise) [26]. Based
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upon evidence from Australia from a 1999 report, the evidence review and policy book
reports conclude that EGM gamblers are not sensitive to price and that demand is most
likely price inelastic [26, 120]. No evidence could be found about local government-led price
changes to reduce gambling harms, but this may reflect the commercial nature of the
myriad gambling products available. The regulation of a commercial product price would

need central legislation to enforce.

3.8 Additional themes:

3.8.1 Counter-marketing Strategies

Counter-marketing strategies can be used to discourage or reduce the consumption of
certain products, particularly those considered harmful to individuals or society. They seek
to counter the marketing efforts of the companies promoting these products. Counter-
marketing campaigns typically employ various techniques to inform and influence
consumers, raise awareness about the negative consequences of specific products, and

ultimately discourage their use.

In Ontario, Canada, a media campaign designed to dispel myths about how slot machines
worked was evaluated in two waves of a random survey of 900 Ontario gamblers in
February 2005, before the campaign started, and in April 2007, after it had finished. It was
concluded that it “was successful in significantly reducing these fallacies.” However, no
further information was given except that the citation provided for this in the evidence
summary [120] was a personal communication from the Ontario Lottery and Gaming

Corporation to the summary authors.

Local government structures potentially have the power to enact campaigns in their locality,
although the provenance of the message, the reach of the campaign, and the evaluated

outcomes would need to be considered.

3.8.2 Raising Awareness of Problem Gambling

Raising awareness campaigns of health issues are used to stimulate groups or individuals to
seek information and services [146]. Through any increase in knowledge, people can, over
time, change attitudes and, in the longer term, particularly when other intervention
programmes are used, change their behaviour. While the content varies, common elements

include understanding gambling, where participants learn about different forms of
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gambling, the mechanics of gambling, such as odds or randomness, risks and consequences,
including financial problems, addiction, relationship issues, psychological distress, and signs

of problem gambling.

In the US state of Indiana, a state-wide awareness campaign to “increase public awareness
of problem gambling” was implemented in 2000, using radio, billboards, brochures,
newspapers, posters, pens, and t-shirts, press conferences, and town hall meetings [147]. A
telephone survey of 400 adults in the state after the campaign had been implemented
found that only 8% of responders recalled seeing or hearing any advertising. 72% of that 8%
reported that the advertising had increased their knowledge of problem gambling. Only one
of these responders reported “taking action”, such as calling the helpline, due to
seeing/hearing the message. The authors concluded that “awareness initiatives appear to
have a very limited impact if people are not explicitly asked to attend to the information or

have no intrinsic interest in it"[147].

In Victoria, Australia, there was a state-wide problem gambling awareness program in 1995
consisting of a 5-week multi-language radio, newspaper, and billboard advertisement phase,
followed by a 14-week television advertisement phase the following year, and a 30-week
radio and television advertisement phase in 1997 and 1998. An evaluation of the program
concluded that it increased the number of callers to the gambling helpline and the number
of new clients entering treatment. Despite extensive searches, only the summary of this
report was available via the evidence summary [120] so no further information about the

methods used is available.

In 2001, the Victoria government implemented another information campaign, which
reportedly resulted in a 70% increase in calls to the helpline and a 118% increase in clients
presenting themselves to treatment. Again, despite extensive searches, only the summary

was available in the evidence summary [120].

In the UK, a local council undertook a “high profile [population-level] communication
campaign to coincide with [national] Responsible Gambling Week” [148]. However, no
evaluations were undertaken to measure the campaign's impact on gambling harms. Of
note is that the communications campaign was indirectly funded by the gambling industry

using payments from a local casino under their licensing agreement. Responsible Gambling
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Week, since rebranded “Safer Gambling Week” in the UK, is organised by gambling industry

representatives [149].

Local governments usually have a degree of autonomy in terms of local campaigns that they
can choose to run. However, despite the Responsible/Safer Gambling approach frequently
being used in the local government setting, it has been criticised for placing the
responsibility to change on the individuals experiencing harms [150]Furthermore, raising
awareness campaigns, whether focused on Problem Gambling and/or how to gamble safer,

do not necessarily equate to a change in behaviour.

3.8.3 School Programmes
School-based prevention programs typically include teaching risk and probability as they
apply to gambling, providing information about the potentially addictive nature of gambling,

explaining gambling fallacies, building esteem, and developing peer resistance skills [120].

Both of the ‘reviews of reviews’ included reviews of population-level youth-based
programmes [117, 118]. However, all the primary research that they included were small,
time-limited studies that were not implemented at a population level so excluded from this
review.

3.8.4 Changing Structural Features of EGMs

Game features are developed to encourage and prolong the gambling experience [26].
Examples include speed of play (that determines event frequency-the time between bet and
outcome as such, increases participation and the possibility to re-gamble winnings almost
immediately) and autoplay features (touch screens and video technology that can
accelerate speed of play). [26, 33]. Some jurisdictions mandate a minimum time gap
between games. In South Australia, the minimum period is 2.1 seconds, in Victoria, and in

Tasmania and Queensland 3 seconds [26].

3.8.4.1 Speed of play and Autoplay features
In Nova Scotia, a 30% reduction in spin speeds was implemented at the same time as the

removal of the STOP button on VLTs, the third and final stage in an 8-month programme of
changes to VLTs [134]. In a survey of 865 VLT players, an additional 7% of Problem
Gamblers, relative to after the second stage changes, was associated with a reduction in
reduced weekly spending (now 37%) and an additional 10% of moderate risk gamblers (now

29%).
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Victoria, South Australia, and Western Australia have banned the auto-play feature of EGMs
(machines that play automatically on insertion of money and pressings of an ‘AutoPlay’
button) based on their view that this is harmful [26]. However, no evidence of local

government policy regarding auto-play could be found for the review.

3.8.4.2 Maximum number of play lines

In recent years, there has been a tendency to increase the number of play lines available on
EGMs. These are the lines on which winning combinations can be formed. By activating
more paylines, players increase their chances of landing winning combinations and increase
the total amount bet. This has the effect of increasing the overall rate of operant
reinforcement, a form of learning in which the consequences of an individual's behaviour
determine the likelihood of that behaviour occurring again in the future [33]. Very few
jurisdictions impose constraints on play lines, except in Australia, where no more than 50
lines are permissible in Queensland and no more than 30 in Tasmania [120]. No evidence of

local government policy regarding play lines could be found for the review.

As with pricing, changing the structural characteristics of a commercial product in a locality
would most likely require central legislation to enact rather than local government
enforcement. Potentially, structural characteristics could be a licensing condition for the

local provision of a product.

3.8.5 Monetary Restrictions

Monetary restriction interventions have taken the form of setting a maximum on money in
(by bans or limitations on note acceptors or setting bet limits) or money out (via limiting
cash payouts), or by reducing access to money (cash or credit) in gambling venues. Much of

the evidence in this area comes from Australia.

3.8.5.1 Note acceptors: bans and limitations

Note acceptors on EGMs are prohibited in some jurisdictions (e.g. hotels in South Australia
and clubs in Tasmania and the Australian Northern Territory [120]. Other jurisdictions limit
the size of bill the note acceptor will take (e.g., $100 note acceptors are banned in the

Australian Capital Territory and Victoria [120].

In Queensland, an AUS$20 maximum note acceptor modification, with permission to spend

up to $100 AU in one session of play, was found to have no impact on EGM revenue [151].
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This intervention appeared agreeable to those who play EGMs-of the 180 responders to a
population survey who had played EGMs in the past 12 months, 61% believed that the
AUSS20 limit should remain, while an additional 28% felt the note limit should be decreased

even further [151].

3.8.5.2 Bet limits and win limits

In Australia, there is an AUSS5 bet limit on EGMs in Tasmania, Victoria, and Queensland
(hotels and clubs), and an AUSS$10 limit in other states/territories [120, 152]. The
introduction of a policy to limit EGM bets to a maximum of AUSS10 in the ACT was reported
as not leading to changes in gambling behaviour for either “recreational” or “problem
gamblers”; the authors of the report evaluating this policy suggested that this was
“presumably because AUSS10 represented a higher bet than most EGM players typically
made” [130]. However, this policy was implemented simultaneously with EGM shutdowns

and cash payout caps, so the separate impact of $10AU bet limits cannot be determined.

Certain Australian states have a “no limit win” (ACT, Northern Territory, South Australia,
Tasmania, Victoria, Western Australia), whereas others have limited wins to AUS$10,000 for
individual EGMs (South Australia, Queensland, New South Wales) [120]. There is no

evidence that this approach has been evaluated in local government.

3.8.5.3 Access to additional funds in gambling venues

ATMs and EFTPOS (Electronic Funds Transfer at Point of Sale) facilities are available at
almost all gambling venues (not Tasmania or Victoria since July 2012), although they are not
permitted on the actual gambling floor [120]. ATM withdrawals are limited to AUSS200 per
day in South Australia and AUSS400 per day in Victoria. In all Australian states and
territories (except Western Australia), winnings above certain amounts (between AUS$250
and AUSS2,000, depending on the jurisdiction) are paid by cheque, and certain jurisdictions
do not permit the venue itself to cash these cheques [120]. Gambling on credit is banned in
all Australian states and territories [120]. Outside of this review, it is noted that the UK

banned gambling on credit in 2020 [49]

The removal of ATMs from venues with EGMs in Victoria in July 2012 was associated with a
state-wide reduction in EGM expenditure of 7.1% average in the following financial years
compared to the same period pre-intervention [153]. In pre-and post-implementation

interviews, self-identified Problem Gamblers and ex-Problem Gamblers reported typically
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spending less money and time at hotels and clubs housing EGMs. Although the authors of
the report concluded that ATM removal had been an effective harm minimisation tool, the
focus of this study, in addition to the economic impact on businesses, was on the small
number of self-defined Problem Gamblers. Furthermore, the author of the policy book has

since cautioned that this approach can encourage cashless transactions [26].

In the Australian Capital Territory, policies to restrict EGM cash payouts to less than
AUSS1,000 “simply caused gamblers to cash out their winnings before the 51,000AU limit

was reached and then resume play”[130].

Monetary restrictions by way of EGM design (note acceptors and bet/win limits) are
theoretically possible at a local government level if such restrictions can be part of licensing
agreements for premises and/or EGMs available in the locality. Again, it may be possible to
restrict access to money via removing ATMs in a gambling venue, but other ATMs outside
venues may be close by. In addition, the author of the policy book has since cautioned that
this approach can encourage cashless transactions [26]. There is also recognition that “the
shift to cashless gambling appears inevitable...it is vital that governments actively manage

this shift in such a way that harms from gambling are reduced, rather than increased”[154].

Although the empirical findings here did attempt to consider outcomes wider than the
economic impact on gambling businesses, gambling harms experienced were equated to
financial losses, when in reality, harms are multi-dimensional (e.g., relationship and mental
health harms) and temporal [1, 23].

3.8.6 Pre-Commitment cards

Pre-commitment is promoted to help gamblers control their gambling behaviour by setting
limits on gambling activities before engaging in them. It can take various forms, e.g., time-
based, loss-based, deposit-based or bet-based [155]. In terms of evidence of effectiveness,
Norway is cited as having “the most well-developed cashless gambling card scheme
internationally...the scheme has seen a significant decrease in the number of calls to their
gambler’s helpline, as well as a large decrease of EGM gambling losses and participation
rates” [154]. However, it is also recognised that the “Norwegian situation is unique, as the
gambling industry is wholly government-owned”, and remains the only jurisdiction to have

introduced a full, mandatory limit-setting system [154].
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Several local jurisdictions have mandated pre-commitment card availability (e.g. Victoria,
Queensland and New South Wales in Australia; for VLTs only in Nova Scotia, Canada) but not
their uptake [120]. Despite a “staged adoption” of full [mandatory registration and
mandatory limit setting] pre-commitment systems for EGM gambling across Australia being
recommended in 2010, three more recent royal commissions into casinos recommending
the same, this has yet to be implemented in a mandatory format in any Australian states
[154].

3.8.7 Restrictions on concurrent use of alcohol and tobacco

Gambling and drinking often co-exist, particularly where gambling is at problematic levels,
with good evidence of a link between increased drinking and increased gambling [23, 120].
Therefore, restricting access to alcohol in gambling venues has been suggested as a harm
minimisation approach. Alcohol service is prohibited in some casinos in British Columbia,
where municipal governments assume responsibility for licensing decisions [120]. In the US,
free drinks are provided to casino patrons in 13 of 22 states with commercial casinos [120].
No evidence could be found regarding local government restrictions on alcohol at gambling

premises.

The evidence summary [120] suggests that “smoking bans may inadvertently act as one of
the more effective policies to reduce problem gambling, given that the majority of problem
gamblers are smokers”, hypothesising that “problem gamblers may be less likely to gamble
for extended periods if they cannot smoke, thereby introducing a mechanism for reducing

harm”.

In Canada, smoking in casinos is banned in all provinces (except casinos on some First
Nations reserves), and in Australia, smoking is generally only permitted in private/premium
gambling rooms. However, this is primarily because both countries have comprehensive,
state-level smoking bans for enclosed public areas. In the US, 27 states have enacted state-
wide bans on smoking in all enclosed public places; however, 9 of these states exempt
casinos [120]. Casinos in the US that are situated on Native American reserves are also

exempt from the smoking ban [120].

In Australia, the state of Victoria implemented a smoking ban in gambling venues in
September 2002: that at the time did not have a smoking ban in enclosed public spaces in

place [156]. The ban was associated with a sustained average 14% monthly reduction in
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EGM expenditure compared to a neighbouring state with fewer smoking restrictions. The
study concluded that “the smoke-free policy not only protects hospitality workers and
patrons from exposure to second-hand smoke but has also had an impact on slowing

gambling losses” [156].

There is, however, evidence that EGM and casino revenues that the impact of any ban is
limited in duration and may return to their previous levels after smoking bans have been in
place for some time [26, 120]. The policy book author notes that there is “no empirical
research to indicate whether this is due to smokers (and problem gamblers) having adjusted
to this requirement, or non-smokers patronizing gambling venues at higher rates because of
the smoke-free environment”[26]. In addition, smoking bans in enclosed public spaces,
including gambling venues, have been widely adopted across jurisdictions, so the specific
impact of these interventions on any measures of gambling would be extremely difficult to
extrapolate.

3.8.8 Problem Gambling Awareness training for employees

Raising awareness of a health issue in populations aims to change a behaviour eventually:
raising awareness of an issue of services that populations engage with can potentially
support the implementation of screening programmes or consideration of the issue in a

wider context.

All Canadian provinces have implemented either mandatory or voluntary problem gambling
awareness training programs [120], although neither the evidence summary nor the policy
book identified the states it is mandatory. Other sources report that this is the case in British
Columbia and Ontario. In the UK, training of front-line local council staff (from customer
services, housing, primary care mental health and substance abuse teams) was offered
alongside a “high profile [population-level] communication campaign to coincide with
Responsible Gambling Week” [148]. The evaluation of the training was positive, encouraging
wider adoption in neighbouring councils. Still, there was no comment on any impact on
reducing gambling harms other than that the implementation had “built momentum”. Of
note, both the training and communications campaign were indirectly funded by the
gambling industry using annual payments from a local casino under its licensing agreement,

with training sessions funded by GambleAware, an organisation that manages the voluntary
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financial contributions made by the gambling industry for research, education, and

treatment [114].

3.9 Discussion

This literature review summarises the available evidence on population-level interventions

enacted at the subnational level to address gambling harms.

Using WHO's ‘best buys’ framework, some evidence favoured policies that sought to reduce
availability, but no evidence at a local government level could be found on reducing harms

using marketing or price strategies.

A wide range of policy interventions has been implemented, primarily restricting the
availability of EGMs in some way or altering the operating characteristics of these machines.
On occasion, policies were implemented with an assumption of harm (e.g., Auto-play in

Australian states), but these were not evaluated.

The literature review included papers and reports taken from seven academic databases,
two ‘reviews of reviews’, an evidence summary of problem gambling and a recently
published book on gambling policy. Despite drawing on these broad sources, and nearly
1000 individual study abstracts being reviewed for potential inclusion, only 19 primary
research articles or reports could be included. In addition, 2 reviews and 12 papers also had
to be excluded from the review as the full copies were unavailable despite comprehensive

searches supported by academic libraries.

Search terms for the databases were broad and co-designed with both experienced
university library representatives and systematic reviewers. The availability of a policy book
and an evidence summary broadened the scope as to what was included (such as economic
reports that academic databases may not have picked up). However, some references were
unavailable via the provided hyperlinks or internet web scraping or were informal
documents (e.g., private communications to the evidence review author). This means that a

detailed assessment of some policies was unavailable so reporting may be inaccurate.

A further limitation was that the research came from Anglophone countries only and,
therefore, includes only territories where the gambling provision and the population at risk
fall within the same territory (unlike places where ‘tourist gambling’ gambling dominates,

such as Macau and Native American reservations. | also recognise that some may argue that
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the different constitutional status of the anglophone countries discussed in the review
precludes transferability. Still, this review demonstrates that measures can be implemented
at the sub-national level and highlights that local government in the UK is especially

constrained.

A further complication is that while single interventions were reported, they were often
implemented as part of a wider package of policy change, where several harm minimisation
policies were implemented at the same time [130] or sequentially over a series of months
[134]This makes it difficult to separate the effectiveness of individual interventions. There
were also frequent exemptions, such as casinos exempt from EGM shutdowns in Australian

states and First Nation casinos exempt from alcohol bans in Canada.

There was also recognition that restriction of gambling in one way (e.g. EGMs in gambling
venues only or ATMs) was often compensated with counterbalancing measures (more

gambling venues, more cashless transaction possibilities) [26, 120].

The evaluations undertaken predominantly measured economic impact or focussed on
behavioural changes within the narrow category of ‘problem gambler’, while behavioural
outcomes by Problem Gamblers were often self-reported and involved small samples.
Surrogate markers of harm, such as measures of access to support services, were often
used. Some of the most widespread interventions (e.g. raising awareness and counter-
marketing strategies) have little evidence of impact of effectiveness (highlighting
McMahon’s acknowledgement of the “inverse-evidence law”-the tendency for there to exist
the least evidence and research about the interventions that are most likely to be effective

[117].

In addition, the evidence available often dated to the ‘pre-online gambling’ era, population-
level interventions that consider both marketing and price, as well as interventions wider

than purely reducing land-based EGM availability, are now more important than ever.

Finally, many of the publications were funded either indirectly by the gambling industry
[120] or the source was unclear (see Appendix 1). In addition, even those studies funded by
governmental organisations can potentially be influenced by neoliberal thinking, corruption
and governance issues as outlined in section 1.3.3, “The Commercial Determinants of

Health”. This potentially “compromised” research [63] reinforces the case for gambling to be
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considered a commercial determinant of health: learning can be drawn from previous
experiences of the tobacco and alcohol industries' involvement in research, and gambling

industry involvement in research should not be tolerated going forward.

3.10 Conclusions

This literature review considered local government and population-level policies that aim to
reduce gambling harms. Seven academic databases, two reviews, one evidence summary
report, and a recently published book on gambling policy were searched for relevant

publications with an end date of mid-January 2024. The review included 19 citations.

The findings were presented using a ‘best buys’ framework of availability, marketing, and
price, followed by additional themes. In the global context, most evidence came from
Australia, Canada, and the United States, all jurisdictions with state-level control over
gambling legislation. Most evidence considered the reduction in availability or changes in
the so-called structural characteristics of electronic gaming machines (EGMs). There was No
evidence regarding price or marketing policies to address harm locally, although counter-

marketing campaigns to raise awareness had often been implemented.

Overall, the quality of evidence is limited by evaluations that predominantly rely on self-
reported outcomes from the subset of ‘Problem Gamblers’ or the economic impacts of harm
reduction strategies on the industry. Evaluations often used surrogate markers such as
calling helplines and attending groups. In some cases, implemented policies were not
evaluated, and so-called ‘blanket bans’ had exemptions for certain gambling premises not

included.

Although there was some evidence of reduced harm in terms of reducing availability, given
an increasing online gambling market globally, local government strategies that focus solely
upon so-called land-based gambling will not capture the full population that gambles and, as
such, are exposed to harm. Population approaches considering the combined in-
person/online nature of modern gambling must be implemented under the precautionary
principle while further impact evaluation is undertaken. Research into any impact must be
free of industry influence and focus upon broader impacts than self-reported ‘Problem

Gambler’ behaviour and economic impact on the gambling industry.
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Following this literature review, the following two chapters aim to gather some quantitative
data on London boroughs and gambling policy and premises to start building an

understanding of the ‘local picture’ before exploring more qualitative elements.
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Chapter 4 A Survey of London Directors of Public Health (DsPH) and
local gambling policy

The scoping activities that were undertaken in the preparation stages of this thesis found a
variation of public health team involvement in their gambling policies at London borough
level. It is therefore important to gather some baseline information about individual public

health teams in London, and about their interest and influence in local gambling policy.

Organisational theory was used to design and co-create an online survey that was then
disseminated to all Directors of Public Health (DsPH) within Greater London. Dissemination

was supported by the regional Association of Directors of Public Health (ADPH) team.

Despite this support, and dissemination time sensitive to other public health activities at the
time (including vaccine delivery programmes), the response rate was poor (28%). Although
no overall conclusions can be drawn, it was noted that there was wide variation in both
place and size of individual public health teams and a lack of consensus as to whether
gambling harms are considered a public health issue. A positive correlation between a
public health team’s involvement in alcohol policy (where they have a formal legislative
role) and gambling policy (where they don’t) was noted- this may suggest that the attitude
to public health team involvement in policy is not purely based on legislation. Public health
teams also identified a wide range of existing working relationships within local

government; those most frequently cited being licensing and planning.

4.1 Recap

So far, this thesis has reviewed the available literature on subnational, population-level
interventions to address gambling harms. This chapter is the first of two quantitative
analyses and reports on a survey of London borough Directors of Public Health (DsPH) on

their interest in and perceptions of their influence on local gambling policy.

4.2 Key Findings

The response rate was 28% overall, with 56% from ‘inner’ London boroughs

e The number of Full-Time Equivalent public health staff in individual London borough

teams ranged from 2 to 46
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e 56% of DsPH feel confident in presenting gambling harms as a public health issue to
other local authority departments

e The extent to which public health teams feel they have an opportunity to contribute to
local gambling policy meaningfully was similar to that with alcohol policy (where public
health teams already have a formalised ‘Responsible Authority’ role), with the two
strongly correlated at borough level

e Most DsPH respondents believe they have an influence on their Health & Wellbeing
Board, but their influence on licensing committees for gambling premises is less clear.

e DsPH most frequently cited planning and Licensing teams as effective existing

partnerships already established in local authorities.
4.3 Background

4.3.1 Public Health in local councils
The Health and Social Care Act 2012 introduced large-scale structural reforms to health and

care systems in England, including changing how public health function is delivered [9]. In
April 2013, local councils became responsible for public health staff and functions previously
within the National Health Service (NHS). Under the same legislation, a Director of Public
Health (DPH) was appointed to lead each local public health team [7]. Subsequently, a 3-
year study of public health teams within local councils in England by Peckham et al. found
considerable variation in the location of public health and the DPH within the structure and
hierarchy of the council, with implications for managerial accountability [9]. This variation is
important as concerns had already been raised in the House of Commons about DsPH’s
capacity and autonomy and whether the position within local bureaucracies might make

them “subordinate to other officials” [9].

A more recent assessment of those public health reforms concluded that “the move to local
government for many public health services was the right one...in the long-term is the
opportunity this has to influence wider local government policy and decisions” [10]. The
Local Government Association (LGA) supports having a Health in All Policies (HiAP) approach
to policy-making in local councils as a mechanism for considering health implications of
decision-making [16]. In their 2016 publication, the LGA recommended “structural or
procedural change in local government to embed HiAP...as well as development of common

monitoring and evaluation tools” [16].
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4.3.2 Licensing in local councils
Local councils have licensing authorities that approve, revoke, and set conditions for certain

types of premises that wish to open in their area, such as those selling alcohol and food and
entertainment venues. Licensing authority committees comprise permanent council staff

and elected members.

Under The Gambling Act 2005, all ‘land-based’ gambling businesses require a premises
license from their local licensing authority [65]. They also require two further licenses (a
personal and an operator license) via the national regulator, The Gambling Commission, to

operate [65].

For premises that want a license to sell alcohol, local public health teams are what is called
‘responsible authorities’- that is, under the Licensing Act 2003, they are one of several
groups that must be informed of any new premises applications applying to sell alcohol
[66]At the present time, the same does not apply to public health teams under gambling

legislation, and they are not a Responsible Authority.

This distinction is important because gambling harms are increasingly conceptualised as a
public health issue, given that harms are experienced not only by the individual but also by
those close to them and wider society [1-3]. Furthermore, the distribution of harm is
inequitable, impacting some of the most deprived and vulnerable groups in society [23],

while the economic impact is highly regressive [157].

This survey of London DsPH is a component of a thesis that considers the levers and barriers
of adopting public health strategies in London local authorities to address gambling harms.

The aims of the survey were two-fold:

Firstly, to understand what interest and influence local public health teams have on local

gambling policy and;

Secondly, to generate data to be used as a prompt in subsequent interviews with

interviewees from local councils (interview results reported in Chapter 7).

4.4 Methods

The first draft of the survey was developed in the light of the findings by Peckham et al on
the role of public health in local government [9], as well as drawing on two established

frameworks that consider organisation change management: McKinsey’s 7S
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conceptualisation of organisational structure and Mendelow’s power-interest matrix that

supports stakeholder analysis (see Figures 4-1 & 4-2)[11, 12].

Figure 4-1 McKinsey's 7S organisation structure framework
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A management tool developed in the
1980s, often used to assess and monitor
internal change in an organisation. The
model is based on the theory that for an
organisation to perform well, these
interrelated elements need to be aligned

and mutually reinforcing [11].

Peters & Waterman, 1982 [11] Image [158]

Figure 4-2 Mendelow's power-interest matrix
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Stakeholder analysis is the process of
assessing a system and potential changes to
it as they relate to relevant and interested
parties. Mendelow’s power-interest matrix
or grid, is one method of mapping
stakeholder "power and expectations (and
therefore their likely interest) ... to
determine the potential influence of

stakeholder groups" [12].

Mendelow, 1991 [12] Image [159]

Development of the survey

The draft survey contained questions about the public health team within the borough

council (as per Peckham’s paper and McKinsey’s “structure” element of organisations),

further “staff’ questions as per McKinsey, and then questions about public health teams’




perceived power in the council and interest in gambling policy to determine their potential

influence.

The draft was then sent to five local public health team representatives based in different
boroughs across London for comment and a request to suggest questions and topics they
felt were important. Their feedback included adding temporality to certain questions (using
a “Yes previously” as a possible response option), and to including questions that would
help compare public health teams’ interest in both gambling and in local alcohol policy, the

latter where their role is more established.

The final co-created survey included a total 20 questions that were a mixture of closed
guestions with answer options provided, statements that required agreement ranking on a
Likert Scale, and one free text question asking about collaborations with their borough. The
full survey, information sheet, and consent form sent to DsPH, are attached as Appendices

3-5. Ethical approval was granted for the survey by LSHTM in Jan 2022 (Ref 26646).

The final survey was hosted online using the JISC survey platform [160] and distributed as a

hyperlink that linked to the questionnaire.

The survey was announced at the February 2022 London Association of Directors of Public
Health (ADPH) online meeting, as well as in their newsletter in the same month. All 32
London DPHs were emailed shortly after the meeting with an invitation to complete the
survey, and an information sheet and a consent form were attached. On receipt of the
consent form, the hyperlink to the survey was then sent: ethics approval required
completion and return of the consent form before the hyperlink to the survey could be

forwarded.

Reminders to return the consent form and complete the survey were sent two and four

weeks after the initial emails to those DsPH who had not responded.

Although the survey asked respondents to state their borough, this was included as a
guestion for analysis purposes only: the introductory email, information sheet, and consent
form confirmed that borough-level anonymity would be maintained for any onward

dissemination. Data collection took place between March and April 2022.

4.5 Results

After presenting the response rates, the remaining results are reported in five sections:
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Part 1: Public Health in London local authorities

Part 2: Gambling Policy in London boroughs

Part 3: Comparison with public health team involvement with alcohol policy
Part 4: Public Health influence in their London Borough Committees

Part 5: Recognised existing effective partnerships

4.5.1 Response rates
Only nine of the 32 boroughs responded (response rate 28%). 5/9 (56%) of responses were

from the 12 ‘inner’ London boroughs as defined by both the Local Government Act 1963
[161].

Part 1: Public Health in London local authorities

The responses highlighted a broad range of public health teams ‘place’ within individual

London boroughs (Fig 4-3).

Figure 4-3: Where is the public health team placed within the local authority?

Responses (n)

Distinct public health Not based here-hosted by Section of another
directorate within this local another local authority directorate within this local
authority authority

The number of Full-Time Equivalent (FTE) staff within public health teams varied from 2 to
46, with a mean of 37 and a median of 30. 44% of responders reported that a public health
team member was currently chair or co-chair on their borough’s Health and Wellbeing

Board. In addition, 44% of London boroughs with public health teams that responded had a
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Health in All Policies working group or equivalent. 44% of responders reported that a public

health team member currently has a formal role on their borough’s licensing committee.
Part 2: Gambling Policy in London boroughs

Gambling-related harms were recognised as a priority for the local authority of 66% of
respondents, of which 66% were ‘inner’ boroughs (as described in the methods section

above).

Similar figures were obtained in response to the question of whether gambling harms were
a priority for public health teams-66% of public health teams felt it to be a priority, with 33%

of those being inner boroughs.

56% of responders reported having allocated someone to gambling in their public health

team. 33% were inner boroughs.

22% of respondents could report that their local authority had responded to the

government’s call for evidence regarding the Gambling Act review, and 45% did not know.

Part 3: Comparison of involvement and influence in gambling policy with involvement with

alcohol policy

DsPHs that responded felt that they have less influence on gambling policy than on alcohol
policy (Figs 4 & 5). Only 8/11 (73%) and 9/11 (82%) of responders answered these questions,

respectively.
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Figure 4-4 Please rate the following statement from Strongly Agree to Strongly Disagree: “The
public health team was given the opportunity to meaningfully inform the most recent local authority
gambling license policy process”.
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rere [N
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Strongly Disagree _
0 1 2 3 4 5

Responses (n)

Figure 4-5 Please rate the following statement from Strongly Agree to Strongly Disagree: “The public
health team was given the opportunity to meaningfully inform the most recent local authority
alcohol license policy process”.
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DsPH also felt that overall they had less influence on gambling premises licencing decisions
than alcohol premises licencing decisions (Figs 6&7). Only 9/11 and 8/11 answered these

guestions, respectively.

Figure 4-6 Please rate the following statement from Strongly Agree to Strongly Disagree: “l am
confident the public health team currently has influence on gambling premises licensing decisions”.
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Figure 4-7 Please rate the following statement from Strongly Agree to Strongly Disagree: “I am
confident the public health team currently has influence on alcohol premises licensing decisions”.
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However, there was a positive correlation between perceived influence on alcohol licensing

decisions and gambling licence decisions at borough level (Fig 8).
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Figure 4-8 Public health’s influence on licensing team: gambling premises vs alcohol premises
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These results suggest that public health teams believe they can influence their local
authorities’ approaches to gambling despite not participating in the Responsible Authority

role.
Part 4: Public Health influence in their London Borough Committees

Only 9/11 responders answered the questions in this section. Two-thirds of DsPHs who
responded strongly agreed (33%) or agreed (33%) with the statement that gambling harms

are a public health issue (Fig 9).

Figure 4-9 Please rate the following statement from Strongly Agree to Strongly Disagree: “I consider
gambling harms a public health issue”.

88



Strongly Agree

Agree

Neutral

Disagree

Strongly Disagree

o

1 2

w
=

Responses (n)

Just over half of DsPH (55%) felt confident presenting gambling harms as a public health
issue to other departments in their local authority (Fig 10).
Figure 4-10 Please rate the following statement from Strongly Agree to Strongly Disagree: “I feel

confident to present gambling and its related harms as a public health issue to other departments in
the local authority”.
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67% of responders felt they had influence on their Health and Wellbeing Board (Fig 11).

Figure 4-11 Please rate the following statement from Strongly Agree to Strongly Disagree: “I am
confident the public health team currently has influence on the Health and Wellbeing Board”.
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Part 5: Recognised existing effective partnerships (free text response)

All responders answered this question. A wide range of existing effective partnerships were noted,

with planning and licensing teams mentioned most frequently (Fig 12).

Figure 4-12 Please list any existing partnerships you feel are particularly effective.
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Planning and licensing teams were most frequently cited as effective partners (each cited by

4 respondents).

4.6 Discussion
This survey of Directors of Public Health, conducted in 32 London local authorities, asked

about public health teams’ interest in and influence on gambling policy, as well as
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background information on their ‘place’ within their local authority, while also comparing
their experiences of gambling policy with alcohol, where their role is formally recognised in
legislation. The responses reported variations in public health teams’ size and place across
individual London boroughs and variations in whether gambling harms were a priority for
the borough and/or the public health teams. At the borough level, there was a strong
positive correlation between a public health team’s sense of influence on gambling policy
and alcohol policy (the latter where they hold a formal Responsible Authority role): this
perhaps says more about the attitude of individual local licensing authorities in terms of the
inclusion of public health teams overall, rather than the type of product being licensed
specifically. The subsequent interviews with licensing team representatives will investigate
this further.

46.1 Partl

These results regarding public health teams’ place within organisations confirm Peckham et
al.’s findings that public health teams are placed in a variety of settings within their local
authorities [9]. This is important as, within the 7S framework, the ‘structure’ of an
organisation remains a ‘hard element’ that “allows the firm to focus on areas that are
deemed important for its evolution....this includes division of activities; integration and
coordination mechanisms”[11]. The impact of a department’s place within the organisation

on its interest and influence is not disputed.

The wide range of FTE public health staff in public health teams is striking. This will
inevitably impact the team's capacity to act in terms of time resources to consider new
activities outside what they are already doing, alongside expectations that are demanded at

short notice (e.g., vaccine delivery campaigns).

It is also worth noting that a dedicated HiAP working group or equivalent is not guaranteed
within local authorities despite 2016 LGA recommendations for structural reform that would
embed such a body. However, there are other ways that HiAP strategies may be delivered,
something that can be explored in follow-up interviews.

4.6.2 Part2

In terms of the priority of gambling harms within boroughs and public health teams, most of
those who responded reported that gambling is a priority in their local authorities and their

public health teams, and just over half had allocated someone to cover gambling. An
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element of bias cannot be excluded here (those with someone in their team allocated to
gambling are more likely to respond to the survey). What those team members do, given
that public health has no formalised role in gambling policy in local government, will be
explored in the interviews. Although gambling was a priority in over half of the public health
teams, less than a third of public health teams that responded had had the opportunity to
respond to the government’s recent call for evidence in relation to the Gambling Act review.
This mismatch of interest and opportunity to influence will again be further explored at the
interview stage.

46.3 Part3

The positive correlation seen between public health teams’ perceived influence on gambling
and alcohol licensing, despite only having a formal legislative role in the latter, may say
something about how embedded public health are within the licensing process, rather than
the specific product under consideration. For those public health teams that already have
some influence on alcohol licensure, this could be considered a proxy for their overall
influence (although Reynolds et al.’s 2019 study on the role of public health teams and
alcohol licensing in London authorities found that membership of licensing committees did
not guarantee status as “a true partner around the table” [70]).

46.4 Part4

DsPH had more confidence in their ability to influence Health and Wellbeing Boards (HWB)
than licensing committees, which likely reflects their statutory roles under the 2012 Health
and Social Care Act on HWBs [7]. The frequency of leadership roles on HWB and licensing

committees were similar, but the difference in perceived influence is notable.

The results also show that views on gambling harms as a public health issue vary among the
DsPH who responded. Although only a very small sample, this is of concern given the
recognition of gambling as a public health concern by public health leaders nationally [22].
DsPH’s confidence in their ability to present gambling harms as a public health issue was
also concerning. Both of these findings will be highlighted in the interview stage of the
research for further discussion.

4.6.5 Part5

Finally, a broad range of existing working relationships were cited by respondents, the most

frequent being licensing and planning. These relationships could be leveraged to strengthen
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a public health approach. However, opportunities for gambling go beyond land-based
premises that fall within the licencing legislation. For example, premises that sell lottery
products fall outside it, and online gambling is widespread. Therefore, local public health
team responses will have to consider evidence-based population-level approaches to
reducing gambling harms. The wide range of effective partnerships cited may reflect the
differing structures and public health’s place within them in individual local authorities.
However, this network of partnerships could also be harnessed to consider local gambling
harms in a wider sense than purely considering land-based gambling influence.

4.6.6 Limitations

The survey response rate is low, given the efforts made by ADPH and LSHTM partners to
elicit responses. Thus, it is impossible to make generalised comments given the small
sample. Discussion as to why the response rate may have been poor and reflection on the
survey findings overall provide discussion points for the interviews planned later in the

research process.

The two-step process (consent forms needed to be received before a hyperlink to the survey
was sent) could have reduced the response rate. However, the ethics committee required
this, although advertising the survey at the monthly ADPH meeting and in their newsletter

aimed to mitigate this.

It is also recognised that the first part of 2022 was extremely busy for local public health
teams. The survey was administered in March and April 2022 when public health teams
were heavily involved in local Covid vaccination programmes. The Monkeypox outbreak

arose in May 2022, which was why | ceased further reminders to DsPH at this point.

Both inner and outer boroughs were represented in the responses and more responses
were from inner London. In general, inner London boroughs tend to be more deprived, and
the link between gambling harms and deprivation is well-recognised [36, 37]: despite this,
inner boroughs were no more likely to have someone in their public health team allocated

to gambling.

Despite the specific request to include temporality in questions during piloting, the
responses did not provide any further information about the public health teams' historical

activities.
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4.7 Conclusions

Although the survey's response rate was low, those who did respond highlighted
considerable variation in public health’s ‘place’ within local authorities and in the staff they
employed. These factors will inevitably impact their ability to respond to new challenges,
including having the capacity to consider ‘newer’ issues such as gambling harms as part of
public health’s remit. The wide range of responses to individual questions has also provided

material for further interview discussion.

There was considerable variation in the extent to which local authorities had adopted
Health in All Policies approaches. Even among London DsPH the perception that gambling
harms is a public health issue is far from unanimous. This lack of consensus is concerning

given that gambling harms are recognised as such by national bodies.

There is some evidence that public health teams that report having influence on alcohol also
do so for gambling, even though they have no formal role in gambling licensing legislation.
This may suggest that those licensing teams have more inclusive attitudes to considering

harmful commodities rather than being narrowly constrained by the legislative framework.

Harnessing influence on Health & Wellbeing Boards, as well as developing existing effective
relationships between local public health teams and planning and licensing teams, as well as
considering addressing gambling harms in a wider way than influencing just land-based

gambling, may be effective ways to develop a public health approach to gambling harms.

The following chapter is a second quantitative analysis, that reports the number, type and

trends of gambling premises across London boroughs over the time frame of the thesis.
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Chapter 5 An analysis of ‘land-based’ gambling premises in London
Dec 2020-Dec 2023: numbers, types and trends

There is evidence, both nationally and internationally, that increased land-based gambling
premises availability is found in areas of deprivation. Under the Gambling Act 2005, so-
called land-based gambling premises (including betting shops, arcades, bingo outlets,
casinos and family entertainment centres) require three licences to operate. One of these
licences is granted by local licensing authorities, which in London are aligned to each London

borough.

The UK gambling regulator, the Gambling Commission, publishes gambling premises data
supplied by licensing authorities on its website. This chapter presents the gambling premises
data for London, collected at six-monthly intervals across the thesis's timeframe. It reports
the trends in the type and number of land-based gambling premises in London and analyses

the relationship with borough-level deprivation ranking.

The analysis shows that although gambling premises (specifically betting shops) are reducing
overall, they are concentrating on areas of deprivation. The overall reduction in gambling
premises has increased in both arcades and bingo outlets, with these types of premises

increasing across London, not just in areas of high deprivation.

These findings suggest that not only is gambling (and its potential harms) increasingly
inequitable, but the overall landscape of land-based gambling is changing. This is important
because arcades (which are increasing) house electronic gaming machines, which are
recognised as particularly harmful. In addition, a further concern of this inequitable
availability is that cross-platform technology can be used to draw in those who
predominantly gamble online to land-based premises (via gambling apps) when in their

physical vicinity.

5.1 Recap

So far, this thesis has reviewed published literature on population-level interventions to
address gambling harms at the local government level and reported the findings of a survey
of public health leads in local government in London to understand their teams’ place within
the organisation and their interest and influence in local gambling policy. The terms ‘land-

based’ and ‘non-remote’ gambling refer to opportunities to gamble in person (as opposed
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to online), and this chapter analyses the number, types and trends of physical gambling
premises in individual London councils (or ‘boroughs’) in the period that the current

gambling legislation has been under review.

5.2 Executive Summary of Findings

From December 2020 to December 2023, there has been:

e A netreduction in the overall number of gambling premises in London by 44 from a baseline of
1516.

e A netreduction in the number of betting shops by 64 from a baseline of 1313, but an increased
association between the number of betting shops in an area and its deprivation ranking over the
three-year period.

e Anincrease in the number of arcades (by 17 from a baseline of 127) and bingo outlets (by 11
from a baseline of 38) across London over the three-year period, the association with
deprivation being less pronounced than for betting shops.

e Areduction in the number of casinos (by 7 from a baseline of 36) and Family Entertainments (by

1 from a baseline of 2)
5.3 Introduction
Under the Gambling Act 2005, the term ‘land-based’ gambling refers to places such as
betting shops, arcades, bingo outlets, casinos, horse and dog tracks and family
entertainment centres [65]. There is evidence from several countries, including Great Britain
that there is greater availability of land-based gambling in deprived areas [36, 37, 162].

Gambling availability and subsequent harms are, therefore, inequitably distributed.

Under the legislation, all