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Executive summary
1.

The Health Survey for England (HSE) was published on the 18 December 2014 and for
the first time included a chapter on participation and problem gambling. The
Commission has thus far communicated the results internally to board members,
members of SMT, sector leads and to a wider internal audience via a lunchtime briefing
session. The Commission held an event on the HSE release day to communicate
headline findings to members of the RGSB Advisory Group. Results are also to be
presented at the RGSB’s Advisory Group meeting on 13 February 2014.

2.

Key findings from the HSE which relate to gambling are:
a. In 2012, 68% of men and 61% of women had gambled in the previous 12
months. 7% of adults participated in online gambling (not including the National
Lottery) in the previous 12 months.
b. Among both men and women, prevalence of gambling in the last year varied by
age, with prevalence being highest among the middle age groups (those aged
25-64) and lowest among the very young or very old)
c. In 2012, 0.5% of adults (215,000) in England were identified as problem
gamblers according to the DSM-IV screening tool. A second screening tool, the
PGSI, estimated problem gambling prevalence to be 0.4% (150,000 adults).
d. The problem gambling rate for past year gamblers only was 0.7% according to
the DSM-IV and 0.6% according to the PGSI.
e. According to the PGSI, in 2012, 3.1% of adults (1.4 million) were ‘low risk’
gamblers and 1.0% (450,000 adults) were at ‘moderate risk.’ If the number of
problem gamblers is added, 4.5% (2 million) of adults were identified as at risk
of harm from their gambling behaviour in the past 12 months.
f. While the problem gambling rates estimated by HSE are significantly lower
than the BGPS estimates, it is not clear whether this represents a real
reduction in problem gambling rates within the broader population. Please see
Annex A for further explanation.
g. There was no significant correlation between Index of Multiple Deprivation
(IMD) and problem gambling rates. This is interesting given that in the Scottish
Health Survey (SHeS) those living in the most deprived areas were seven
times more likely to be problem gamblers than those living in the least deprived
areas. There was, however, significant correlation between spearhead PCT
status (an indication of health deprivation) and problem gambling rates (see
Annex B).
h. Young men (aged 16-24) were particularly at risk of harm from gambling, with
29% of men in this age group who had gambled in the past year being
classified as either at-risk or problem gamblers (see Annex B).

3.

The problem gambling results from the HSE and the SHeS combined are identical to the
problem gambling results for England only.

4.

In 2014 the Commission will release a series of reports providing more in-depth analysis
of the HSE and SHeS combined dataset and drawing in data from the quarterly omnibus
surveys, industry statistics and external data sources where appropriate. These reports
will be summarised in an overview report which will give a holistic view of how all the
data available to the Commission fits together and what it means in a policy context.
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5.

Going forward the Commission will also consider when the next estimate of problem
gambling rates will be obtained and the most suitable vehicle for obtaining this.

Background
6.

In 2010 the Gambling Commission undertook a comprehensive review, including a
public consultation, of the way in which gambling prevalence data was gathered and
used. The aim of the review was to consider the cost-effectiveness of the British
Gambling Prevalence Survey (BGPS), its frequency and methodology.

7.

The review concluded it would be appropriate to move to a decoupled approach by
separating data collection on the level of gambling from data collection on the level of
problem gambling. It also concluded that better cost-effectiveness would be achieved
through the inclusion of problem gambling questions in existing large-scale government
surveys.

8.

The Commission was able to secure question modules in both the Scottish Health
Survey (SHeS) and the Health Survey for England (HSE). The surveys covered:
a. Gambling participation in the past year in all forms of gambling
b. Gambling participation in the past year for online
c. Gambling participation in the past year by gender and age
d. Socio-economic profile of past year gambling groups
e. Problem gambling prevalence by gender and age
f. ‘At-risk’ prevalence by gender and age
g. Problem gambling prevalence by gambling groups

9.

Comparability of methodology with the BGPS series was maintained as far as possible
key elements of the methodology were:
a. The problem gambling question set in the HSE is identical to BGPS 2010
b. The participation question set is the same as BGPS 20071
c. Survey sample size for the HSE was 8,000 compared to sample size of 6,554
for England in BGPS 2010
d. English residents aged 16+
e. Interviews conducted face-to-face
f. Gambling questions included in a self-completion booklet
g. Sample drawn at random from Postcode Address File, maintained by Royal
Mail

10.

The HSE was published on the 18 December 2014 and for the first time included a
chapter on participation and problem gambling.

11.

The Commission has thus far communicated the results internally to board members,
members of SMT, sector leads and to a wider internal audience via a lunchtime briefing
session. The Commission held an event on the HSE release day to communicate
headline findings to the RGSB advisory group. Attendance at this group was low but
included members of the industry, trade bodies and faith groups.

1

The gambling questions in the HSE and SHeS were administered in a self-completion booklet whilst the BGPS 2010 was
administered through Computer-Assisted-Self-Interview. For this reason more complex routing was possible during BGPS 2010
than in the HSE / SHeS. It was therefore decided that the participation screen for the HSE / SHeS would be identical to that of
BGPS 2007, which also used a self-completion booklet.
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12.

The key messages in all Commission communications about the data released are:
a. The Commission welcomes the insight the report provides about gambling in
England. The Commission needs to consider carefully the meaning of the new
problem gambling estimates.
b. While firm trend figures will not be available until further health surveys,
patterns of decline have also been seen in data collected through the
Commission’s omnibus survey, and the patterns of distribution for participation
appear to remain broadly stable.
c. In particular, younger men tend to gamble on a wide range of activities
including those associated more strongly with problem gambling.
d. Problem gambling also tends to be more prevalent in the areas where the local
environment is more challenging in terms of health deprivation. This supports
the need for more targeted efforts to prevent and mitigate the risks in these
groups.
e. In spring 2014, the Commission will draw on data from the Scottish Health
Survey and the HSE to produce a detailed report on gambling participation n
and problem gambling for England and Scotland combined.
f. Causality cannot be inferred in cross-sectional surveys of this type.
g. Any amount of problem gambling is of concern to government. The existence
of at-risk problem gamblers demonstrates the need for effective prevention and
effective treatment

13.

There has been minimal contact from external stakeholders about the results of the
survey.

14.

This paper sets out the key findings of the HSE which are related to gambling. The full
HSE document can be accessed:
http://www.hscic.gov.uk/searchcatalogue?productid=13887&returnid=1685.

Key findings
Past year participation
15.

In 2012, 68% of men and 61% of women had participated in gambling activity (almost 28
million individuals). When excluding National Lottery Draws only players, 46% of men
and 40% of women had gambled on some other activity in the last 12 months (over 18.5
million individuals).

16.

The most popular forms of gambling were purchase of tickets for the National Lottery
Draws (men 56%, women 49%); purchase of scratchcards (19% and 20% respectively),
participation in other lotteries (14% for both men and women) and betting on horse
racing (12% and 8% respectively).

17.

7% of adults participated in online gambling (not including the National Lottery) in the
previous 12 months (10% of men and 4% of women – over three million individuals)

18.

Among both men and women, prevalence of gambling in the last year varied by age,
with prevalence being highest among the middle age groups (those aged 25-64) and
lowest among the very young or very old.

19.

Gambling prevalence was highest in the top quintiles of equivalised household income
(with very similar levels across these), and lowest among the lowest income
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households. Exceptions to this general pattern were bingo and scratchcards, where
those in lower income households were more likely than higher income households to
participate.
20.

There was no overall variation in participation in gambling according to area deprivation
as measured by the Index of Multiple Deprivation.

21.

On average, men took part in 1.7 different forms of gambling in the last year whereas
women took part in fewer activities, 1.2. Among both men and women, the average
number of gambling activities varied by age and tended to be higher among younger
than older age groups.

22.

Overall, 4% of men and 1% of women had engaged in seven or more different gambling
activities in the last year. Not only were men more likely than women to gamble overall,
they were also more likely to have high levels of gambling engagement, reflected in their
wider repertoire of gambling activity.

Problem gambling (HSE)
23.

In 2012, 0.8% of men (almost 170,000 individuals) and 0.2% of women (over 44,000
individuals) were identified as problem gamblers according to the DSM-IV, with 95%
confidence intervals of 0.4% to 1.4% and 0.1% to 0.4% respectively

24.

According to the PGSI, the problem gambling rate in 2012 was 0.6% of men (almost
127,000 individuals) and 0.1% of women (over 22,000 individuals), with 95% confidence
intervals of 0.3% to 1.2% and 0.04% to 0.3% respectively.

Comparison tables BGPS 2010 (England) v HSE 2012
BGPS 2010 (England)
Health Survey for England
Men
Women
Overall
Men
Women
Overall
DSM-IV
1.5%
0.3%
0.9%
0.8%
0.2%
0.5%
PGSI
1.3%
0.2%
0.7%
0.6%
0.1%
0.4%
25.

While the problem gambling rates estimated by HSE are significantly lower than the
BGPS estimates, it is not clear whether this represents a real reduction in problem
gambling rates within the broader population. Please see Annex A for further
explanation.

26.

Overall, 4.8% of men (over one million individuals) and 1.6% of women (over 355,000
individuals) were identified as low risk gamblers and a further 1.7% of men (almost
360,000 individuals) and 0.4% of women (almost 90,000) were categorised as moderate
risk gamblers according to the PGSI. Taken together with problem gambling prevalence
this shows that 7.1% of men and 2.1% women (two million individuals in total) were
identified as at risk of harm from their gambling behaviour in the last 12 months.

27.

The problem gambling rate for past year gamblers only was 1.1% for men and 0.3% for
women according to the DSM-IV and 0.9% for men and 0.2% for women according to
the PGSI.

Problem gambling (HSE/SHeS combined)
28.

The table below sets combined England and Scotland data from BGPS 2010 against
combined HSE/SHS data. The HSE/SHS combined problem gambling estimates are
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identical to the England-only estimates (see table above) and the BGPS combined
England and Scotland estimates are identical to the BGPS England-only estimates.
29.

The combined problem gambling rate for England and Scotland was 0.5% (about
245,000 individuals) by the DSM-IV measure and 0.4% (about 180,000 individuals) by
the PGSI measure.

Comparison tables BGPS 2010 (Eng/Sco combined) v HSE/SHS 2012
BGPS 2010 (Eng/Sco combined)
HSE/SHS combined
Men
Women
Overall
Men
Women
Overall
DSM-IV
1.5%
0.3%
0.9%
0.8%
0.2%
0.5%
PGSI
1.3%
0.2%
0.7%
0.6%
0.1%
0.4%

The Compendium of reports
30.

At October Board meeting we promised to keep you informed of developments in
respect to the compendium of reports. Concern was expressed during the meeting
about the wide range of the costs that had been attributed to the different reports that
made up the compendium.

31.

[Exempt Information under section 43 of the Freedom of Information Act 2000]

32.

The contract is now in place with NatCen for the production of reports 1a and 1b.
Report 1a is being produced in the immediate aftermath of the HSE data being made
public, via the UK Data Archive, to ensure it is the first and authoritative statement on
the main headlines from the combined datasets. NatCen is committed to having the
finalised version of report 1a ready by early April (assuming the HSE data is in the UK
Data Archive at the expected time). As this article is a short presentation of results with
minimal commentary and no methodological requirements (other than a population reweighting), peer review will not be undertaken.

33.

Report 1b is a much more in-depth report akin to the BGPS 2010 report and will publish
in late June. Peer review of report 1b is scheduled for 16 May. It is our intention to
approach David Forrest and Rachel Volberg as peer reviewers. In addition, the RGSB’s
Research Group will also be engaged at the same time as the peer review exercise to
enable their views on the report to be taken into consideration, particularly in respect to
the quality of reporting.

34.

[Exempt Information under section 43 of the Freedom of Information Act 2000]

Next steps
35.

The dates of publication of reports 1a and 1b is dependent upon when the Health
Survey for England data is released into the UK data archive, but the dates for
completion outlined above are realistic and we will be working towards meeting these.
The content of each of the reports is outlined in Annex C.

36.

It is our intention to engage the RGSB’s Research Group on a regular basis as reports
1a, 1b, 2, 3, and 4 are produced to give them early sight of results and where
appropriate enable them to input into the early drafts. An engagement plan with the
Research Group has been outlined and will go to the next meeting of the group on 13
February 2014.
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37.

Going forward the Commission will convene the research huddle group to discuss our
intention to re-run the participation and problem gambling questions sets in the HSE
2015. The SHeS has run the gambling questions in their 2013 survey and will report in
September 2014.

Recommendations
38.

The Board is invited to note the results of the HSE and the combined England and
Scotland problem gambling estimate.

39.

The Board is also invited to note plans for producing the compendium of reports and
progress to date.

Annex A
Understanding the problem gambling estimates
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While the problem gambling rates estimated by HSE are significantly lower than the BGPS
estimates, it is not clear whether this represents a real reduction in problem gambling rates
within the broader population.
It is widely acknowledged that different survey vehicles can generate different estimates using
the same measures, because they can appeal to different types of people, with varying
patterns of behaviour. An experiment conducted in Canada showed that gambling screens
included within health surveys typically generate lower rates of problem gambling than
gambling specific studies. The authors of this report argued this is because non-gamblers are
more likely to take part in studies presented as health surveys whereas gamblers are more
likely to take part in gambling studies, thus affecting resultant gambling prevalence rates.
It is uncertain how applicable this evidence is to the HSE/BGPS comparison, as both studies
used face to face interviewing rather than telephone interviewing to make initial contact with
the potential participants. Face to face interviewing (arguably) offers the interviewer more
opportunity to explain why the survey is appropriate for all people. However, what is clear is
that different survey vehicles gave different problem gambling estimates. Furthermore,
examination of non-responders to the Health Survey for England series has also
demonstrated that those experiencing poorer health are less likely to take part in a health
survey. It is well documented that problem gamblers experience an array of adverse health
outcomes. Therefore it is also possible that they are less likely to take part in a survey aimed
at understanding health and health behaviour.
The extent to which each of these potential sources of bias is evident with the HSE/BGPS
series is unknown. There may also be other contributing factors to consider such as the levels
of non-response to the problem gambling screen. While non-response weighting can adjust
for certain biases in the data (in terms of the age, sex and residential profile of participants) it
cannot take into account the kinds of biases discussed here. Furthermore, because the
prevalence of problem gambling is very low in the population, the absolute number of problem
gamblers identified in any survey is very small, and these estimates are therefore very
susceptible to these potential biases. Taking all of this into account, comparisons with the
BGPS estimates should therefore be made with caution.

Annex B
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HSE Analysis: younger men
In paragraph 12 it was highlighted that younger men (16-24 and 25-34) tend to gamble on a
wide range of activities including those associated more strongly with problem gambling.
According to the PGSI measure 29% of 16-24 year old males who had gambled in the past 12
months are classified as ‘at risk’ gamblers (includes problem gamblers).
21% of 16-24 year old males had played on slot machines. This was the joint highest
recorded prevalence by age group with 25-34 year olds. The next highest prevalence rates
were 35-44 year olds (9%) and 45-54 year olds (5%).
12% of 16-24 year old males had played on machines in bookmakers. This was the highest
recorded prevalence by age group. The next highest prevalence rates were 25-34 year olds
(10%) and 35-44 year olds (4%).
10% of 16-24 year old males had gambled on seven or more activities in the past 12 months.
This was the joint highest recorded prevalence by age group with 25-34 year olds. The next
highest prevalence rates were 35-44 year olds (2%) and 45-54 and 55-64 year olds (1%).
As mentioned above, we know that young men (aged 16-24) are at elevated risk of
experiencing harm as a result of their gambling. This age group also have a different profile of
play to some of the older age groups. In particular this group tend to play less on the National
Lottery (33% compared to 56% of the population). They are, however, more likely to play on
slot machines / machines in bookmakers
Although we do not yet have data for the correlation of problem gambling by activity this
association between increased play on machines and increased problem gambling in this
group suggests there may be a correlation between the two when the data is explored in more
depth.
HSE Analysis: problem gambling and health correlates
The General Health Questionnaire – 12 (GHQ-12), a measure of mental-ill health, was
included in the HSE. A score of four or more on the questionnaire indicates a possible
psychological disorder. The survey indicates that those who score four or more on GHQ-12
are nearly twice as likely to be problem or moderate risk gamblers. This indicates a potential
correlation between problem gambling and mental health but we will need time to further try
and explore the causality in this relationship.
A Spearhead PCT is a trust which has been determined by the Department of Health to be
‘health deprived’ based on three dimensions:
a. Index of multiple deprivation (IMD)
b. Mortality from cancer and heart disease
c. Life expectancy
These PCTs receive additional funding to tackle public health issues through targeting specific
health issues and reducing barriers to health service access. The HSE shows that those living
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in these PCTs are four times more likely to be problem gamblers than those who do not. This
further strengthens the case for problem gambling being associated with other co-morbidities.
It is important to note that that despite this observed correlation no significant correlation was
observed between IMD alone and problem gambling rates. This suggests that problem
gambling has a greater association with health, rather than economic deprivation.
More analysis of the health survey results in addition to further targeted research is required
before any firm conclusions can be drawn on these matters, but these findings are useful in
providing the Commission with clear areas of potential focus.
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Annex C
Structure of compendium of reports
The following table sets out the vision for the compendium report. It includes five distinct
reports, each to be completed at separate times as the data becomes available.

Report 1a:
headline findings
to be drawn from
initial analysis of
the HSE and
SHeS datasets.
Problem
gambling
analysis by
activity will be
rush-released to
inform the report
the Commission
is producing for
the Prime
Minister.
Report 1b:
further analysis
of the HSE and
SHeS - more indepth analysis of
the combined
dataset

Report 2: trends
in participation –
drawn from the
last three years
of omnibus data
(since release of
BGPS 2010)

2
3
4

Content

1. Overall participation rate, comparisons with
previous BGPS
2. Participation split by age and gender
3. Individual activity participation
4. Average number of activities participated in
split by age and gender
5. Overall problem gambling rate according to
DSM-IV and PGSI, comparisons with previous
BGPS
6. Problem gambling rates amongst past year
gamblers, according to DSM-IV and PGSI,
comparisons with previous BGPS
7. Problem gambling rate split by age and
gender
8. Regression analysis of problem gambling
against GHQ122, AUDIT3 and IMD4

9. Further analysis of the headline findings (1-8
above)
10. Socio-economic and demographic profile of
gamblers / Latent Class Analysis (LCA)
groups
11. Problem gambling by activity and LCA group
12. Profile of at-risk / problem gamblers – if
sample sizes allow
13. Profile of those experiencing harm
(consequence indicators from problem
gambling questions) – inclusion in the report is
dependent on the initial analysis by NatCen
14. Overall participation rates
15. Levels of participation excluding National
Lottery
16. Trends in frequency of play
17. Trends in levels of engagement by sector
18. Trends in levels of engagement by mode of
access
19. Trends in number of activities engaged in split
by mode of access

Est.
timing of
release
Early April
2014

Late June
2014 (with
peer
review)

June 2014
(work
completed
by early
2014)

Est.
cost

Who will
deliver

NatCen
[Exempt Information under section 43 of the Freedom of Information
Act 2000]

Section of
combined
report

40.

Tender
exercise

General Health Questionnaire which measures mental ill health status
Alcohol Use Disorders Identification Test score measuring hazardous or harmful drinking behaviours
Indices of Multiple Deprivation
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Section of
combined
report
Report 3: other
sources of
information

Report 4:
drawing together
all sources of
data (including
Problem
Gambling
Miniscreens)

Content

Pulling data together from:

Est.
timing of
release

Who will
deliver

June 2014

Tender
exercise

July/
August
2014

Tender
exercise

20. Industry statistics
21. GamblingCompliance survey of operators
(online activity)
22. Other information/intelligence from
organisations such as GamblingData, H2GC
etc. This report would use these datasets to
look at financial and accounts data relating to
gambling activities to tie-in with the survey
data we hold.
This report would draw together outputs from the
four reports above to give an overview of findings,
set these in a policy context, outline any gaps in
our knowledge and consider options for the future
(in consideration of RGSB strategy). It is
envisioned that this report will be for internal
consumption only.

Est.
cost

Total cost
(An additional amount has been set aside to cover peer review costs)
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