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Foreword

In recent years, there has been increasing recognition of the impact of gambling on
the health of people living in Scotland. Gambling harms are wide ranging, and can
affect health, finances, individuals, families and communities with devastating
consequences. People with lived experience and those working in relevant services
have called for further investment in healthcare services to address gambling harms
in Scotland for many years. This healthcare needs assessment is an essential piece
of work which helps us better understand the burden of harm from gambling in the
Scottish population. It is particularly timely given the recent announcement of a
statutory levy which will provide a source of independent funding for research,

prevention and treatment of gambling harms across Great Britain.

This healthcare needs assessment reports estimated prevalence of gambling harms
in Scotland, maps service provision and demand for services, recognising limitations
of the current evidence. It draws on the views of people living in Scotland who have
experienced gambling harms or work in services to support those who do, and
compares these findings to evidence from England and Wales. Increased awareness
of harms, partnership working, and resources are needed to establish a coherent,

integrated system of prevention, treatment and support.

Gambling harms cannot be addressed by healthcare services alone. This document
should be viewed as one part of a wider public health response to this commercial
determinant of health. As outlined by a participant in this assessment, we also need
to improve the environment in which we live so that it does not promote gambling
through bolder regulation and legislation of the gambling industry. This is something
that we at Public Health Scotland, along with our partners, will continue to advocate
for.

This healthcare needs assessment provides an evidence base on which we can
continue to build high-quality, person-centred, and accessible services. We hope the
recommendations will empower the local and national system to address gambling
harms and contribute to improved health and wellbeing in our communities. The
priorities for future services outlined in this report will contribute to Public Health

Scotland’s vision: a Scotland where everybody thrives.
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Executive Summary

Introduction

Gambling is a commodity associated with considerable risk of harm to health and
wellbeing, with its impact influenced by corporate activities. Harm from gambling is
increasingly recognised as a public health issue and understood as a “commercial
determinant of health”. Gambling harm can affect people who gamble, those close to
them, communities, and society as a whole. In 2023, the UK Government published a
review of the Gambling Act (2005), which, among other recommendations, proposed
a statutory levy paid by gambling industry operators to provide independent funding
of gambling harms research, education and treatment. The aim of this healthcare
needs assessment was to understand the context of gambling harm in Scotland and
the level of need for healthcare services to address this harm. Following a review of
the available epidemiological data, engagement with stakeholders through a
qualitative research process, and comparison to healthcare needs in England and
Wales, this assessment proposes a model of care for services to address gambling

harms in Scotland and several relevant recommendations.

Epidemiological Needs Assessment

Despite several limitations, the available data provides evidence of gambling harm
affecting the Scottish population. Harm impacts health, finances, families and
relationships and has an impact on many public services, including the criminal
justice system. As with many health inequalities, gambling harm may have a greater
effect on marginalised populations. The majority of services in Scotland addressing
gambling harms are provided by the third sector as part of the National Gambling
Support Network (NGSN), funded by voluntary donations from the gambling industry
via the charity GambleAware. Recent years have shown an increase in demand for

services.




Corporate Needs Assessment

Thirty-three participants with lived experience of gambling harm or working in third
sector and statutory services in Scotland took part in interviews and focus groups.

These aimed to understand their perspectives on the services available to address
gambling harm and future healthcare needs. Five major themes were identified,

detailing:
1. Awareness and perceptions of gambling harm
2. Healthcare seeking and pathways to support
3. Principles for development of future services
4. Research and evaluation

5. Wider public health issues

Comparative Needs Assessment

Recent surveys have shown a similar prevalence of gambling harm in Scotland,
England and Wales, although the data are limited. The landscape of healthcare
provision in Scotland and Wales is similar, with the majority of services provided by
the third sector. In England, NHS treatment clinics for gambling harms are present in
addition to third sector services. Multiple health needs assessments undertaken in

England and Wales in recent years echo many of the findings of this report.

Recommendations

This healthcare needs assessment has identified seven priorities that should be
considered in the development of further services in Scotland. Healthcare delivery to

address gambling harms should:
1. Be provided locally and integrated with existing trusted services

2. Be flexible to ensure equitable, person-centred care




3. Have a clearly defined pathway to access services

4. Be evidence based and follow up-to-date clinical guidance (including NICE

Guidelines)
5. Be evidence generating through robust data collection and evaluation

6. Be designed and provided with meaningful involvement from people with

lived experience
7. Be free from the influence of the gambling industry

Therefore, we propose a model of care for a Scottish Gambling Harms Service,
comprised of Local Gambling Harms Recovery Networks and a Scottish Gambling
Harms Clinic aiming to provide wraparound services for anyone experiencing
gambling harm in Scotland, aligned with national guidelines and priorities. Several

recommendations are given to meet these priorities.
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1. Introduction

1.1 Background

Gambiling is defined by section three of the Gambling Act (2005) as “gaming, betting
and participating in a lottery”.* Many forms of gambling are common leisure activities
in Scotland, taking place in gambling premises or remotely.! Despite its popularity,
gambling is a commodity that is associated with substantial risk. It can be a
continuous and open-ended activity, designed to provide an immersive experience in
which it is not always clear how much money is being spent or lost.? The impact of
gambling on health is influenced by corporate activities, also known as the
‘commercial determinants of health”. Research across a range of unhealthy
commodity industries has provided evidence of tactics to promote self-regulation and
individual responsibility, shape public and policy perceptions, and ultimately protect

and prioritise business interests, often at the expense of public health.?

Gambling can lead to a wide range of negative impacts, often termed “gambling
harm”. The definition of gambling harm proposed by the Gambling Commission (Box

1) encapsulates the diverse ways in which gambling can impact public health.

Gambling related harms are the adverse impacts from gambling on the health and

wellbeing of individuals, families, communities and society.

These harms are diverse, affecting resources, relationships, and health, and may
reflect an interplay between individual, family, and community processes. The

harmful effects of gambling may be short lived but can persist, having longer term

and enduring consequences that can exacerbate existing inequalities.

Box 1: Definition of gambling harms proposed by the Gambling Commission.?
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Further details on the ways gambling harms can be experienced are outlined in box

2.3

Health and wellbeing

e Anxiety
e Depression
e Sleep problems

Relationships

Strained/exploited
Loss of trust
Separation/divorce

Resources

School drop out
Work
absenteeism

e Suicide Domestic violence Job loss and

e Shame and Neglect unemployment
stigma Adverse childhood Financial

e Physical ill- experiences insecurity
health Social isolation Debt/bankruptcy

e Substance e Cultural harm e Use of foodbanks
misuse e Rent arrears

e Alcohol misuse e Homelessness

e Early death e Criminality

Box 2. Examples of gambling harms.?

This healthcare needs assessment (HCNA) positions gambling harm as a public
health issue, not an individual one. It is guided by a vision that “prioritises the public’s
health, based on core values and principles, such as human rights, equity, and
collective responsibility”.* However, it is recognised that the provision of healthcare
ultimately addresses gambling harm at an individual, downstream level and does not
prevent harm from gambling. Therefore, healthcare is viewed as only one part of a
public health response to gambling harm, and the importance of regulation of
industry and products, alongside other prevention measures cannot be

underestimated.

This assessment uses language consistent with the person-centred approach
outlined in the Lancet Public Health Commission on gambling.® This aims to avoid

the use of terminology that can stigmatise and blame individuals, for example, the

12



term “problem gambler”, although this may be used in source material. The terms
“‘people who gamble”, “people with gambling disorder” and “people experiencing
gambling harms” will be used. Those affected by the gambling of a relative, partner,

friend, or any other relation will be described as “affected others”.

1.2 Policy Context

Successive governments have viewed gambling as a legitimate leisure activity and
many within the gambling industry cite economic benefits of gambling to society.
Gambling harm is costly, but harms can be difficult to quantify, and it is likely the

economic harms are considerably underestimated.

The Gambling Act (2005) provides a legal framework for how gambling is licensed,
advertised and regulated in the UK.t In 2020 the UK government launched a review
of the Gambling Act (2005) with the objectives of reviewing gambling regulation to
reflect changes in the gambling landscape.® The outcomes of this review and the
government’s vision for the future of gambling regulation were presented in 2023 in a
white paper entitled High Stakes: Gambling Reform for the Digital Age.® In this
document, the UK government announced plans for a statutory levy paid by
operators in the gambling industry, collected and distributed by the Gambling
Commission under government direction to increase funding for research, prevention

and treatment. Plans for a statutory levy were confirmed in November 2024.7

Under the Gambling Act (2005), local authorities in Scotland are responsible for
licensing gambling services through licensing boards. Licencing boards are required
to publish renewed Statements of Gambling Policy every three years, setting out the

how they will exercise their functions.

Public Health Scotland and the Scottish Government co-chair the National Gambling
Harms Working Group. Membership includes academia, local government and third

sector, aiming to:
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1. Respond to the White Paper and related consultations
2. Develop partnerships and build on existing good practice across Scotland
3. Develop a national position on gambling in partnership

4. Develop a framework for action for Scotland which will also guide and
support how funding Scotland receives through any future statutory levy

allocation is utilised

1.3 Aim

Plans for a statutory levy will provide funding for research, prevention and treatment
of gambling harms. It is therefore essential to understand the current and future need
in the Scottish population as a treatment service is designed and developed in
Scotland. Development of services funded by this levy provide the opportunity to
shape delivery where research, prevention and treatment work within an overall
system. This national HCNA aimed to provide information to support the

development of future services in Scotland.

1.4 Objectives

The objectives of this healthcare needs assessment were:
e To clarify the context of gambling harm in Scotland.

e To identify the level of need for services that address gambling harm in

Scotland.

e To map current service provision for gambling harm including the NHS,

third sector and community organisations.

e To understand the service user experience when accessing services.
14



e To understand what supports are important to users.
e To identify gaps in service provision.

e To provide context on the service design to ensure it does not increase

inequalities.

e To work in partnership and support development of relationships required

for robust services.

e To understand how the NICE guidance will inform future service provision

and lay foundation for adherence to them.

2. Principles of Needs Assessment

A healthcare needs assessment is a “systematic method of identifying the unmet
healthcare needs of a population and making changes to meet these unmet needs
(p.20)".7 It is often used to set priorities, plan services and develop policies to

improve health.

Need can be defined as the capacity to benefit from healthcare, and can be

demonstrated in four ways:
1.Normative need: need recognised by a clinician or professional.

2. Felt need: need described by patient or service user that is required to feel

better.

3. Expressed need: demand for services e.g. general practice (GP) or gambling

services.

4. Comparative need: need in one area compared to another.?

15



After determining the level of need in these areas, recommendations can be made to
allow policy makers and healthcare professionals to determine what changes are
required to meet this need. It is hoped that the recommendations made in this
assessment will help to shape the future of any NHS services for gambling harm in
Scotland.

In order to fully understand need in this population, three areas of healthcare needs
assessment were carried out:

1. Epidemiological needs assessment describes, using the available evidence

base, the epidemiology of gambling harm in the Scottish population.

2. Corporate needs assessment reports the healthcare needs of interested
parties from their perspectives, including those with lived and professional

experience.

3. Comparative needs assessment describes the healthcare needs and
services provided elsewhere, with comparison to needs and services in

Scotland.

The methodology used to complete each of these needs assessments are detailed in
Chapter 3.

16



3. Scope and Methods

3.1 Scope

Public Health England outlined three levels of prevention that can be used to reduce

gambling harms (Box 3).°

1. Primary prevention aims to prevent harm before it happens, such as
gambling legislation to limit the number of gambling venues.

2. Secondary prevention aims to identify and reduce the impact of harm once
it has occurred, such as increased screening in GP surgeries to identify
gambling harm.

3. Tertiary prevention aims to reduce harm that has lasting effects, such as
support and treatment for those at highest risk of harm.

Box 3. Levels of prevention to reduce gambling harm.®

This HCNA focused on secondary and tertiary prevention, methods to prevent
gambling harms that may fall within the responsibility of healthcare services. It
primarily focused on the healthcare needs of adults experiencing gambling harm,
however, recognises that children and young people are impacted in many ways,
whether they participate in gambling themselves or are affected others. Where
relevant, the data concerning children and young people were reported in this
HCNA. However, as children and young people may experience gambling and
gambling harms differently to adults, more comprehensive work may be needed to
fully define the healthcare needs of this population. Healthcare needs in Scotland
were the focus of this HCNA, and recent data was used to provide up to date

understanding.
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3.2 Approach to Conflicts of Interest and Oversight

This HCNA approached partnership and collaboration with external stakeholders
following Public Health Scotland guidance to identify and address conflicts of interest

in a proactive, transparent way.

Drawing from previous work outlining principles for engaging with industry
stakeholders, the gambling industry were defined as for-profit manufacturers or
retailers of gambling or gambling style products.® This includes non-state
businesses whose primary income is derived from the gambling industry, for
example, trade associations, lobbyists or those whose commercial interests are

linked directly to the gambling industry, for example gambling marketing affiliates.

Gambling research, prevention, education, and treatment are currently funded by
voluntary contributions from the gambling industry via the charity GambleAware.
GambleAware’s website describes their role as the “leading independent charity and
strategic commissioner of gambling harm education, prevention, early intervention
and treatment across Great Britain”.!' Funding of GambleAware by industry actors
has led to critique of its independence and there are longstanding concerns that
conflicting interests of industry actors could affect or be perceived to affect how
research, education and treatment is delivered. In particular, there are concerns that
this may lead to a greater focus on individual responsibility and reduced industry
regulation. This process has been described as “deeply problematic” from a public
health perspective, as interventions to reduce harm from gambling are dependent on
the gambling industry. This may undermine, or be perceived to undermine the
services delivered, and many have called for changes to this funding structure to
provide funding independent from the gambling industry for these organisations. *?
The majority of services addressing gambling harms in Scotland are funded through
GambleAware, reflecting the current lack of alternative funding streams available

and which the statutory levy seeks to address.
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To ensure that the recommendations made were trustworthy, it was imperative that
the process of this HCNA and the recommendations made were free from the
influence of the gambling industry, whether real or perceived. In order to safeguard

against this, two strategies were taken.

Firstly, a project group was established consisting of representatives with experience
of working in the fields of gambling harm, public health and addictions. This included
public health consultants, consultant psychiatrists, staff within alcohol and drug

partnerships and academia.

Secondly, consistent with PHS approaches to other unhealthy commodity industries,
interactions with the gambling industry and related actors (including actors and
organisations dependent on the proceeds of gambling) were restricted to those
necessary to achieve the objectives of the HCNA. For this reason, those working in
organisations funded by the gambling industry via GambleAware were not included
in this project group. However, the vast knowledge and expertise of those with lived
experience and working in third sector organisations in Scotland was acknowledged,
and this HCNA aimed to ensure their views were represented through the corporate

needs assessment.

3.3. Epidemiological Needs Assessment

The epidemiological needs assessment element aimed to provide a description,
albeit limited, of the epidemiology of gambling harm in Scotland. Data on gambling
harms are not routinely collected by health and social services, and therefore all data
available were from surveys of the general population. Sample size for each of these
surveys was small, surveys may be susceptible to participant bias, and several did
not stratify all outcomes to give detailed understanding of gambling harm in
Scotland. It is also understood that self-reporting of harm may underestimate

prevalence due to perceived stigma and discrimination.3
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Data sources included the 2021 Scottish Health Survey (SHeS), the 2022 Annual
Great Britain Treatment and Support Survey (GBTSS), the 2023 Gambling Survey
for Great Britain Annual Report (GSGB), and data provided from GambleAware,
including the report of the Annual Statistics from the National Gambling Treatment

Service (now known as the National Gambling Support Network or NGSN).14-17

Service providers in Scotland were invited to undertake a questionnaire to map the
services they provide. The questionnaire was adapted from a recent health needs

assessment of gambling harms in England and is included in the appendix p1-8.18

3.4. Corporate Needs Assessment

The objective of the corporate needs assessment was to understand the level of
need for services and experience of current service provision from the perspective of
people with lived experience of gambling harm and service providers. Qualitative
research methods were used to explore this within a critical realist paradigm and
interpretivist epistemology.*® Reflexivity was used to recognise and understand the
lead author’s position in the research process. Prior to participant recruitment, ethical
approval was granted from Public Health Scotland and a Data Protection Impact

Assessment was undertaken.

Convenience and snowball sampling of service providers and people with lived
experience of gambling harm in Scotland was carried out with the aim of selecting a
maximum variation sample. Service providers were recruited from statutory and third
sector services, and people with lived experience of gambling harms were recruited
in partnership with relevant third sector organisations to ensure appropriate follow-up

and safeguarding.

Data were collected through semi-structured focus groups and individual interviews
using a topic guide. Examples of the recruitment materials and topic guides are

included in the appendix p9-14. The data was analysed thematically following the
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process outlined by Ritchie et al which included familiarisation with the data and

development of codes and themes using Nvivo.*®

There were limitations of this corporate needs assessment. People with lived
experience were recruited in partnership with third sector organisations to ensure
appropriate follow-up, however, this meant that those experiencing gambling harms
and not in contact with support services were not included, reducing our
understanding of wider healthcare needs. There was a limited number of participants
from ethnic minority and racialised populations recruited. These populations should

be prioritised in future work to guide service development and reduce inequalities.

3.5. Comparative Needs Assessment

The objective of the comparative needs assessment was to compare the healthcare
needs in Scotland to other areas of the UK. To do this, a number of recently
published health needs assessments from across the country were reviewed, and
the lead author met and discussed healthcare needs and service delivery with

service providers and those working in public health throughout England and Wales.

4. Epidemiological Needs Assessment

4.1. How Harm is Measured

The most common way to identify and measure gambling harm in the UK is through
the Problem Gambling Severity Index (PGSI).2° Depending on the number of points
scored in response to 9 questions, gambling behaviour is categorised as low risk
gambling, moderate risk gambling and problem gambling. This is the method used in
the Scottish Health Survey (SHeS) and Gambling Survey for Great Britain (GSGB).*
15 Although helpful to screen and diagnose conditions associated with harmful
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gambling in individuals, the PGSI does not provide a comprehensive understanding
of the impact of gambling from a public health perspective. These focus on risk of
problem gambling, not experience of harm and do not identify or measure the wider
experience of people affected. Additionally, problem gambling is not a medical
diagnosis, but a recognition that a person has experienced adverse consequences
from gambling. Consequences of gambling harm exists on a spectrum, and some of
the most serious harm from gambling can affect people who experience gambling
disorder, which is included in the fifth edition of the Diagnostic and Statistical Manual
of Mental Disorders (DSM-5).2! This diagnosis is recognised as an addiction and can
be associated with other mental health challenges and substance use disorders.??

Recent developments of the GSGB have aimed to address these limitations and
improve its ability to quantify harm, with questions focusing on specific harms
including mental health, crime, relationships and affected others.®> The Gambling
Commission provides guidance on how data from the GSGB should and should not
be used.!® This data can be used to compare estimates of participation in gambling
and patterns of consequences of gambling between England, Scotland and Wales.
With some caution, it can provide estimates of PGSI scores and the prevalence of
consequences of gambling among adults in Great Britain. It should not be used to
provide direct comparisons with prior gambling or health surveys, provide a measure
of addiction to gambling, or an overall rate of gambling-harm in Great Britain. It
should not be used to gross up the prevalence of problem gambling or the

consequences of gambling to the whole population.

4.2. Epidemiology of Gambling Harm in Scotland

4.2.1. Prevalence of Gambling Participation

The proportion of the Scottish population reporting having taken part in gambling
activities over the previous 12 months was estimated to be 58% in 2021, with a

22



reduction over time from 70% in 2012 and 63% in 2017.1* Adults aged between 45-
54 were reported as most likely to take part in any form of gambling, however, when
the National Lottery was excluded, the age of those participating in gambling was
reduced (25-44).'4 It is reported that men in Scotland were more likely to have taken
part in gambling in the last 12 months than women (61% vs 56% respectively),
consistent with findings from the Great Britain as a whole.'* > People living in more
deprived areas took part in a higher mean number of gambling activities within the
last 12 months, when analysed by Scottish Index of Multiple Deprivation (SIMD) in
the SHeS.'* Those living in the least deprived quintile participated in an average of
0.9 gambling activities, which increased with deprivation to an average of 1.4
gambling activities in the most deprived quintile.** Despite an overall reduction in
gambling participation in recent years, participation in online gambling has doubled
from 7% to 14% between 2012 and 2021.14

4.2.2. Prevalence of Gambling Harm

4.2.2.1 Low Risk, Moderate Risk and Problem Gambling

For those who had gambled in the last year, the 2021 SHeS reported a low risk
gambling prevalence of 4.5% (PGSI score 1-2), a moderate risk gambling
prevalence of 1.5% (PGSI score 3-7), and a problem gambling prevalence of 0.4%
(PGSI score 8+).1* For Scotland, the 2023 GSGB reported a higher prevalence in
those who had gambled in the last 12 months with low risk gambling at 11.2%,
moderate risk at 6.3%, and problem gambling at 4.8%. However, it is important to
note that the methodology of these surveys is not comparable, and it is possible that
scores in the gambling specific GSGB are increased through participation bias, as
those experiencing gambling harm may be more likely to take part in a gambling-

related survey than those who are not.*®

Prevalence of problem gambling varied by age, with highest levels among those

aged 25-34, similar to data for Great Britain with those aged 18-34 having higher
23



PGSI scores. * 15 Men in Scotland were more likely than women to experience low,

moderate risk and problem gambling.1#

4.2.2.2 Mental Health

Higher levels of mental wellbeing were reported in those who had not participated in
any gambling activity in the last 12 months compared to those who had (after
excluding the National Lottery, this difference increased).'* Women who participated
in gambling had a lower wellbeing score than men who took part in gambling (47.3
vs 48.6 respectively).'* The GSGB reported that in Great Britain, 11.7% of those who
had gambled in the last 12 months had experienced suicidal ideation or a suicide
attempt in the last 12 months, with 7.8% of this group reporting that this was due to

their own gambling, with the highest prevalence in males and those aged 18-34.%°

4.2.2.3 Other Adverse Consequences

The GSGB reported that for those who had gambled in the last 12 months in
Scotland, gambling had led to 6.4% of respondents reducing spending on everyday
items, 5.0% using savings or borrowed money, 3.9% experiencing conflict or
arguments, 6.3% feeling isolated, 6.8% lying to family, and 3.8% being absent at
work.'® It was also estimated that 0.8% of those who had gambled in the past 12
months had lost something of significant financial value, such as their home,
business or car, 1.4% had experienced relationship breakdown, and 1.6% had
experienced violence or abuse.® Furthermore, 1.6% of those who had gambled in
the past 12 months reported committing a crime in order to finance gambling or pay
gambling debts.'®> The proportion of potential adverse consequence and severe
consequences from gambling were not stratified by age or sex for Scottish data.
Data from Great Britain reported a higher proportion of males and those between 18-
34 experiencing both potential adverse and severe consequences due to their own

gambling.t®
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Police Scotland conducted a pilot of screening and data collection of gambling harms
between October 2022 — March 2023.23 Gambling harm was found to be a cause or
contributor to police incidents in the two included districts. Gambling was reported in
incidents related to vulnerable and missing persons, domestic disturbance, crimes of

violence and dishonesty, money laundering and incidents of wasting police time.

4.2.2.4 Consequences for Affected Others

Data available provides evidence that affected others are impacted considerably by
gambling. The GSGB reported that in Scotland, someone else’s gambling in the last
12 months had led to 4.9% of participants spending less on everyday items, 3.9%
had used savings or borrowed money, 8.1% had experienced conflict or arguments,
3.4% had felt isolated, 4.7% had lied to family and 2.9% had been absent at work
due to someone else's gambling.*®> Furthermore, 9.9% of affected others reported
experiencing health problems due to the gambling of someone close to them and
7.3% reported experiencing embarrassment, guilt or shame.*® Of those who are
close to someone who gambles, 5.0% had experienced a severe consequence in the
last 12 months, for example, losing something of financial value, experiencing

relationship breakdown, experiencing violence or abuse, or committing a crime.*®

The proportion of affected others experiencing potential adverse consequences from
gambling were not stratified by age or sex for Scottish data. In the wider data from
Great Britain, generally affected others aged 18-34 were more likely to be affected
by potential adverse and severe consequences. Consequences of gambling affected
male and female affected others differently. For example, women close to someone
who gambles were more likely to report relationship breakdown and experiencing
health problems, whereas men were more likely to report violence or committing a

crime due to someone else’s gambling.®
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4.2.3. Populations at Higher Risk

There is little quantitative data to describe how gambling harms are distributed
among the Scottish population, however, populations thought to be at higher risk are

listed in box 4, adapted from Public Health Scotland.?

e Children and young people

e Students

e People who have had adverse childhood experiences
e Black and minority ethnic groups

e People who are immigrants

e Military veterans

o People who experience homelessness

e People who are unemployed

e People in financial hardship

e People living in deprived areas

e People with criminal justice involvement

e People with intellectual impairment

e People experiencing mental health issues

o People affected by substance/alcohol dependence
e People who take part in gambling seeking support

Box 4. Groups at risk of gambling harm.3

Multiple studies have highlighted a higher density of gambling machines and
premises in areas of social deprivation.?* 25 A recent evidence review of gambling
harms in England reported harmful gambling being associated with unemployment
and deprivation.?® The SHeS reports an increased number of gambling activities in
more deprived areas in Scotland. However, neither the SHeS nor GSGB present
prevalence of gambling harm by SIMD, and therefore it is unclear if this increased
participation in gambling is reflected in disproportionate harm in these communities,
although this is a concern from a public health perspective. There is also little
understanding of distribution of gambling harms between Scotland’s urban and rural

populations.
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4.2.4. Financial Cost of Gambling Harm in Scotland

Determining the economic and societal cost of gambling harm is complex and

difficult. The National Institute of Economic and Social Research (NIESR) estimates
the total fiscal cost of problem gambling in the UK to be £1.4 billion per year and the
cost of gambling harm in Scotland has been estimated to be between £20-60 million
per year.?” 28 However, these figures likely underestimate the true cost due to a lack

of publicly available data for many types of harm, including harm to affected others.

In 2023, GambleAware estimated the cost of problem gambling to local authorities in
Scotland, based on each local authority’s share of people experiencing problem
gambling and the estimated cost of healthcare spending, welfare support, housing
needs and incidence of crime.?® The total estimated cost from all local authorities in

Scotland is over £86 million, outlined in Table 1 below.

It is important to note that this data is modelled from national survey data and can
only provide indicative estimates of relative prevalence. It also only focuses on those
identified as experiencing problem gambling with a PGSI score greater than 8.
Therefore, the cost of harm to those with lower risk gambling and affected others is
not included in this estimate. Furthermore, a small sample size limits the

representativeness of the findings.

Estimated fiscal
cost of problem

Local Authority Estimated fiscal Local Authority

cost of problem

gambling (£) gambling (£)

Aberdeen City 4,016,810 Inverclyde 1,064,824
Aberdeenshire 2,964,536 Midlothian 1,393,493
Angus 1,411,115 Moray 1,175,499
Argyll and Bute 912,718 Na h-Eileanan Siar |278,476
Clackmannanshire |728,933 North Ayrshire 1,766,767
Dumfries and 1,698,387 North Lanarkshire |6,530,018
Galloway




Local Authority

Estimated fiscal

cost of problem

Local Authority

Estimated fiscal
cost of problem

gambling (£) gambling (£)

Dundee City 2,844,696 Orkney Islands 224,018
East Ayrshire 1,636,230 Perth and Kinross |1,918,955
East 1,492,412 Renfrewshire 2,428,722
Dunbartonshire

East Lothian 1,402,482 Scottish Borders 1,376,747
East Renfrewshire |1,212,136 Shetland Islands 246,901
City of Edinburgh  {10,376,314 South Ayrshire 1,352,237
Falkirk 2,190,475 South Lanarkshire |4,270,623
Fife 5,602,914 Stirling 1,267,276
Glasgow City 15,404,097 West 1,267,676

Dunbartonshire
Highland 2,909,708 West Lothian 2,664,676

Table 1. Estimated fiscal costs of problem gambling to local authorities.?°

4.3. Services

4.3.1. Seeking Support

From the 2023 GSGB data, of those who had gambled in the previous 12 months it
is estimated that 3.2% had accessed at least one support service in Scotland.'® Data
from the 2023 GSGB and the GambleAware Annual GB Treatment and Support
Survey show support services accessed included GP and primary care, mental
health services, social and support workers, the National Gambling Support Service
(NGSN), family members, foodbanks and welfare organisations, relationship
counselling services, gambling support services, and self-exclusion resources.*® 16 In
the GambleAware Annual GB Treatment and Support Survey, those who did not
want treatment provided multiple reasons. These included the role of gambling as a

leisure activity, perception that activities are not risky, perception that treatment
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would not be helpful or relevant, and lack of knowledge regarding what treatment or

support would involve.'®

4.3.2. NHS Services

There is no specific service provided by the NHS in Scotland which aims to address
gambling harms. It is possible that individuals affected by gambling harms will
present to services provided by primary care, psychiatry, addictions and mental
health teams. Therefore, it is important to note that some people in Scotland
experiencing gambling harms may have their health needs met through informal
pathways that are not necessarily specific to gambling and may be difficult to

guantify.

For example, within Glasgow City, community links workers (CLWs) may be well-
placed within primary care services to meet some healthcare needs for those
experiencing gambling harms. However, the number of patients using this service
are small (Table 2). As gambling harms are not asked about routinely in primary care

consultations and considerable stigma may prevent patients from disclosing them, it

is likely that this expressed need is an underestimation of felt need in the population.

Referred to Patients who  Onward Signposts for
CLW for a want to referrals made gambling
gambling issue address a for gambling support
gambling issue support
2023-2024 12 30 5 12
Q1/2 2024- 15 19 11 15
2025

Table 2. CLW data on gambling harms from Glasgow City provided (unpublished).3°

The Primary Care Gambling Service is located in London and accepts referrals from

Scotland. This is both an NHS service and funded by GambleAware.
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4.3.3. Third Sector and Community Services

Treatment and support for those affected by gambling harms in Scotland is primarily

provided by community and third sector organisations. Many of these services are

part of the National Gambling Support Network (NGSN), a network of organisations

that collaborate to provide support for people experiencing gambling harms funded

by GambleAware.3!

Third sector and community services available to the Scottish population are

highlighted in the following tables. Scotland-based services are outlined in Table 3

and UK-wide services are outlined in Table 4. Services that are members of the

National Gambling Harms Working Group co-chaired by PHS and the Scottish

Government are marked by “*” in the tables. Services funded by GambleAware as
part of the NGSN are marked by “t” in the tables.

Service

Location

Services provided

Contact

RCA Trust*t

covered

Works across

Scotland with
staff based in
Renfrewshire,
East
Renfrewshire,
Aberdeen,
East Ayrshire
North
Ayrshire,
Stirling,
Falkirk, North
Lanarkshire,

Cumbernauld.

Public health approach to provide

one to one counselling support,
information, education, advice and
awareness sessions

Provide group and family support for
those affected by gambling harms
including affected others

Training for non-specialist services to
recognise gambling harms

info@rcatrust.org.uk

GamcCare
Scotland t

Glasgow,
Edinburgh,
North and
South
Lanarkshire

Psychosocial and recovery support
interventions

scotland@gamcare.org.uk

30


mailto:info@rcatrust.org.uk
mailto:scotland@gamcare.org.uk

Service

Location
covered

Services provided

Contact

Gamblers Scotland National helpline Website
Anonymous Meetings for those who identify as
Scotland having a gambling problem
GamAnon Scotland Meetings for affected others of those |Website
Scotland who identify as having a gambling
problem
Citizens Scotland Training for frontline workers to GamblingSupport@
Advice recognise gambling harms scottishcabs.org.uk
Scotland Supports people to in accessing
specialist support and treatment
services
ALLIANCE |Scotland Working with people with lived gamblingharm@alliance-
Scotland experience to raise awareness of, scotland.org.uk
Reducing and advocate for, a public health
Gambling approach to tackling gambling harm
Harm in Scotland
Programme*
Cyrenians Edinburgh, Public health approach to gambling |chances@cyrenians.scot
Chances: Lothians, prevention, harm reduction,
Gambling Falkirk abstinence, and aftercare.
Support Free one to one practical &
emotional support for anyone
affected by gambling harms.
In-person or online and groups.
Outreach to people and groups at
risk or experiencing homelessness.
LGBTQ Group in-person in
Edinburgh.
Simon Glasgow, Support for adults and young Website
Community |Edinburgh, people who are at risk of
Scotland* North or experiencing homelessness, with
Lanarkshire drop-in clinic for gambling harm
and Perth and specific groups, and spaces for

women. Co-design of resources for
people experiencing homelessness
and gambling harm, with specific
resources for women. Training,
awareness raising and development
of educational material for staff who

31



https://ga-scotland.org/00pg/?pg=20220513032025054
https://www.gamanonscotland.org/gam-anon-help-is-at-hand/
mailto:GamblingSupport@scottishcabs.org.uk
mailto:GamblingSupport@scottishcabs.org.uk
mailto:gamblingharm@alliance-scotland.org.uk
mailto:gamblingharm@alliance-scotland.org.uk
mailto:chances@cyrenians.scot
https://www.simonscotland.org/about-simon-community/programmes/gambling-harms-2/

Service Location Services provided Contact

covered
support people at risk of or
experiencing homelessness.
Fast Scotland Raise awareness, prevention and Website
Forward* education around gambling harm.

Free training, resources and creative
workshops for young people,
families, communities and
practitioners.

Alcohol and |Dumfries and |Counselling and support for people | Website

Drugs Galloway experiencing problem gambling,
Support family members or friends
South West
Scotland
ACI Highlands Counselling and recovery hello@recovery.scot
Recovery programmes for people affected by
Services drug, alcohol and gambling
addictions

Table 3. Current service provision in Scotland provided by Scotland-based services.

123

marks members of National Gambling Harms Working Group in Scotland.

“t” marks membership of NGSN.

Service \ Services provided Contact

GamCare Phone and online support to |Website

National anyone affected by gambling

Gambling

Helpline T

Gordon Moody |Residential treatment for help@gordonmoody.org.uk
Association T | gambling addiction

Adferiad Residential treatment for info@parklandplace.co.uk
Recovery t gambling addiction

Betknowmore 1 | Peer support services for info@betknowmoreuk.org

people experiencing
gambling harms

UK-wide digital service for
women
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https://gamblingeducationhub.fastforward.org.uk/
https://www.adssws.co.uk/
mailto:hello@recovery.scot
https://www.gamcare.org.uk/get-support/talk-to-us-now/#:~:text=The%20National%20Gambling%20Helpline.%20We%20give%20confidential%20information,%20advice%20and
mailto:help@gordonmoody.org.uk
mailto:info@parklandplace.co.uk
mailto:info@betknowmoreuk.org

Service

‘Services provided

Contact

particularly around
gambling-related suicide and
other harms

GamLEARN Support and opportunities info@gamlearn.org.uk
(Lived for learning and training for
Experience and |those with experience of
Recovery gambling harm
Network)
GamFam Self-help recovery and peer |Website
support programme for
those affected by gambling
and affected others
Thrivin’ Advice, support, referrals hello@thrivintogether.org.uk
together and opportunities for women
affected by gambling harms
Gambling with | Provides support, raises Website
Lives awareness and campaigns,

EPIC Restart
Foundation t

Charity with a focus on
rebuilding lives after
gambling harm

info@epicrestartfoundation.org

commissioned by
GambleAware to feedback
to service providers to
improve support

Reframe Online support for support@reframecoaching.org.uk
Coaching T individuals affected by
gambling addiction or related
harm
GamStop Online self-exclusion tool for | Website
all licensed gambling
websites and apps
ALERTS Lived experience group Website

Table 4. Current service provision in Scotland provided by UK-wide services.

“t” marks membership of NGSN.

The Data Reporting Framework (DRF) is used to collect data on treatment provided

by the NGSN. This is published by Gamble Aware in an Annual Statistics Report,

33



mailto:info@gamlearn.org.uk
https://gamfam.org.uk/
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https://www.gamblingwithlives.org/
mailto:info@epicrestartfoundation.org
mailto:support@reframecoaching.org.uk
https://www.gamstop.co.uk/
https://alertsgroup.co.uk/

and the data specific to Scotland was provided (Table 5).1” This shows an increasing
number of people accessing services provided by the NGSN in recent years. The
majority identified as white, heterosexual, males, however, there has been
increasing representation of women in these services since 2021. Furthermore, the
proportion of people leaving treatment unscheduled has increased, with a decrease
in the proportion of people leaving treatment following completion and the median

PGSI improvement, possibly indicating ongoing healthcare needs that are not

currently being met.

Scotland-specific 2021-2022 2022-2023 2023-2024
data

Number treated by [216 208 316
NGSN services

Number (%) treated | 197 (91%) 189 (91%) 267 (85%)
for own gambling

Number (%) of 19 (9%) 19 (10%) 49 (15%)
affected others

% male 73% 71% 68%
Median age male |34 32 35
Medial age female |38 41 40

White ethnicity 94% 96% 95%
Heterosexual 97% 96% 98%
Median years 10 10 10
gambling

Total appointments | 1652 1767 2205
Number leaving 143 163 208
treatment

% leaving 64% 56% 48%
treatment following

completion

% leaving 29% 33% 43%
treatment

unscheduled
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Scotland-specific | 2021-2022 2022-2023 2023-2024
data

Median PGSI 13 12 8
improvement

Table 5. DRF output for Scotland from 2021-2024.%/

It is important to note that this data does not represent all support given for people
experiencing gambling harms in Scotland, only that recorded by GambleAware
through the Data Reporting Framework. Furthermore, it is recognised that this
measure of demand for services is not necessarily a reflection of the need
experienced by the Scottish population and is impacted considerably by awareness,

accessibility and acceptability of services.

The National Gambling Helpline provided by GamCare provides data on signposting
and referrals specific to Scotland (Tables 6 and 7).32 This shows an increase in
signposting and referrals to services in Scotland from the National Gambling

Helpline, with the vast majority of referrals to the RCA Trust and GamCare Scotland.

\ Number (%) signposted in Scotland

Type of signposting 2021-2022 2022-2023 2023-2024

Financial 123 (6%)

169 (7%)

183 (6%)

Gambling harm reduction

701 (37%)

1143 (45%)

1477 (52%)

Gambling treatment

275 (14%)

266 (10%)

296 (10%)

Information 520 (27%) 544 (21%) 501 (17%)
Other 2 (1%) 2 (1%) 9 (3%)
Other health and social care 202 (11%) 316 (12%) 239 (8%)
Peer support 85 (4%) 112 (4%) 126 (4%)

Total

1908 (100%)

2552 (100%)

2831 (100%)

Table 6. National Gambling Helpline signposting data in Scotland.3?

Number referred in Scotland |
2021-2022 2022-2023 2023-2024

Referral to
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Number referred in Scotland |
1

Aquarius 0 0

ARA 1 0

GamCare London 5 0 0
GamcCare Scotland 229 272 308
GamCare YP 1 0 1
Money guidance service 0 5 39
NECA 6 8

Online services 0 0 2
Peer support 0 5 19
RCA Trust 205 177 232
Reframe Coaching 0 0 1
Total 448 467 607

Table 7. National Gambling Helpline referral data in Scotland.3?

4.4. Evidence Base and Guidelines

The 2024 Lancet Public Health Commission on gambling describes varying degrees
of efficacy of interventions that could be considered healthcare, support or treatment
for those experiencing gambling harms. These are outlined briefly in Table 8.32

Further details including sources of evidence can be found within this report.

Intervention Evidence of effectiveness |

Providing details of helplines Inconsistent evidence

Voluntary limit-setting Mostly ineffective but inconsistent
evidence

Mandatory limit-setting Effective

Self-exclusion Potentially effective, but depends on
stringency of implementation

Educational interventions and priming Potentially effective, but depends on

analytical thinking implementation
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Intervention Evidence of effectiveness |

Interventions based on tracking Effective

Personalised feedback and motivational |Effective
interview

Cognitive behavioural therapy (CBT) and | Potentially effective
other therapeutic approaches

Motivational interviewing interventions Effective

Brief interventions Small effect (particularly with an
educational element)

Internet-based CBT therapies Effective (but high rates of attrition)

Self-help interventions Mixed evidence due to diversity of
interventions

Mutual support groups (including Small effect

Gamblers Anonymous)

Pharmacological interventions No conclusive evidence and no evidence
to recommend a specific drug treatment

Table 8. Summary of effectiveness of interventions reported by Lancet Public Health

Commission on gambling.33

A recent scoping review concluded that there is a scarcity of intervention research
for the treatment of harmful gambling carried out in a UK context.®* The authors
highlight that calls for a statutory levy on gambling industry profits have been made
to improve funding opportunities for research and highlight a greater evidence base

in countries where this is the case, for example, Australia.

In recent years, treatment providers have called for a clearer, more formal, role of
the NHS in providing support for people experiencing gambling harms.®> Guidance
for the identification, assessment and management of gambling-related harms were
published by the National Institute for Health and Care Excellence (NICE) in January
2025.3¢
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4.5. Conclusions

Although gambling participation has decreased over the past decade, the available
evidence reports ongoing participation in low risk, moderate risk and problem
gambling in Scotland, which is most likely to affect younger men. However, gambling
harm takes many forms, affecting the health of individuals and affected others,
relationships, families, finances, with needs identified outwith healthcare services,
including the criminal justice system. Evidence is limited by tools used to measure
harm, small sample sizes in surveys and a lack of information on the diverse groups
that may be affected. Evidence for treatment is variable, and the recent Lancet
Commission summarises the current evidence base with a range of psychological
interventions being potentially effective, alongside wider preventative public health
measures. Services for people experiencing gambling harms in Scotland are
primarily provided by multiple third sector and community organisations based in
both Scotland and the UK. Demand has increased in recent years, and outside of the
NGSN, there is no routine reporting of interventions delivered and the outcomes of

people experiencing gambling harms.

5. Corporate Needs Assessment

Five interviews and seven focus groups were conducted, with a total of 33
participants. Twenty-six participants were working in the NHS (including general
practice and mental health services) or third sector organisations. Several disclosed
lived experience of gambling harms through participation in gambling or as affected
others. Seven participants were not working in services but had lived experience of
gambling harms through participation in gambling.

Five major themes were identified through the corporate needs assessment. These

were:
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1. Awareness and perceptions of gambling harm
2. Healthcare seeking and pathways to support
3. Principles for development of future services
4. Research and evaluation

5. Wider public health issues

5.1. Awareness and Perceptions of Gambling Harms

In all focus groups and interviews, the awareness and perception of gambling harms
was identified by participants as a factor that influences healthcare needs and

demand for services.

5.1.1 Public Awareness and Perceptions

Many participants stated that gambling is viewed as a legitimate leisure activity by
many people living in Scotland, with activities like sports betting, lotteries, bingo, and
gaming commonplace. This environment in which gambling is normalised was given
as a reason for a low recognition of harm within the general public, even by people

experiencing harm themselves.

“The issue that we have is that people don't always identify that they're actually

experiencing harm from their gambling, or from somebody else’'s.”

This view of gambling was felt to contribute to a perception that those who
experience harm can simply stop, and failing to stop gambling when experiencing
harm, represented an individual weakness of the person taking part in gambling
activities. Several participants with lived experience felt that slogans like “take back

control” and “when the fun stops, stop” were unhelpful, and reinforced a widely held
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view that experiencing harm from gambling was a personal failure, and something

that individuals must address alone.

“ think for a lot of people there’s a lot of internalised shame that they feel
because of this idea of individual responsibility that's been perpetuated by the
industry and the messaging that's associated with gambling. It puts the action on
the individual to regulate their own behaviours and there's a lack of responsibility

on the regulation of products.”

Stigma and shame associated with experience of gambling harm were thought to
contribute to its “invisibility” within society and were identified as significant barriers
to seeking help. Many participants described low awareness of gambling harms as a
health issue, with one participant describing a “lightbulb” moment when a friend
suggested that their reasons for gambling, and the harm they experienced from

gambling, may be related to their mental health.

5.1.2 Awareness within Health and Social Services

Participants described awareness of gambling harms in health services as low. If
gambling harm was recognised, many participants viewed general practitioners
(GPs) as the “first port of call” when seeking help. However, there was little
confidence that a GP would recognise or ask about gambling harms. Several
participants felt that harm from gambling was perceived to be less harmful than the
harm experienced from alcohol and drugs, so not viewed as seriously within health
services they accessed. Those working within health services felt similarly,

discussing how this impacts consultations.

40



“l think we're very proactive at thinking about alcohol and drugs, | would think that
most of my colleagues would ask those questions proactively in any consultation
about mental health. And | don't think we do that about gambling. We probably
aren't proactively considering gambling enough in mental health consultations”

Due to stigma and the perception that it is not a health issue, those experiencing
harm may not attend services and explicitly report gambling harms. Instead, they
may discuss stress, anxiety, depression or family issues, not disclosing gambling
harms unless asked directly. When not discussed, or dismissed, this may reinforce
perceptions that gambling harm is an individual issue unrelated to health, reducing

the likelihood of seeking help in the future.

“'ve always said that your first experience needs to be really good because if you
have a bad experience or you talk to someone that doesn't understand, you're just
going to go back in your shell, and you might never try again to reach out for
support and help.”

Lack of awareness of the wide-ranging and devastating consequences of gambling
harms was also reflected in discussions around wider services, including criminal
justice, social work, housing services, Social Security Scotland and the Department

for Work and Pensions.

5.1.3 Need

It was clear from engagement with participants that the normalisation of gambling
within Scottish society has a significant impact on the felt need for healthcare
services, with many people harmed by gambling unaware of the impacts of gambling
on their health. Even when need is felt, it is not necessarily expressed through
demand for services due to stigma, shame, and the perception that help is not
available. Perception of normative need varies with professional experience, with
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those working in specialised services for gambling harms highlighting significant
need, and others with more generalised experience of health and social care less

aware of this.

5.2. Healthcare Seeking and Pathways to Support

Lack of awareness of gambling harms and the associated stigma experienced by
those affected were identified as major barriers to seeking care. Many participants
stated that people experiencing gambling harms do not present to services until they
have reached a crisis point, which can be related to health, finances, or
relationships. This indicates that the need for healthcare is present, potentially long

before it is actually expressed.

“l think when it gets to that stage it has got such a hold over you, you have

reached your rock bottom before you reach out for help, unfortunately.”

When individuals do seek help, it was clear from discussions with participants that
there is no clear pathway to seek support for gambling harms in Scotland. Several
participants described presenting to health and social services who did not know
how to assist them, or being signposted to services they were already aware of but

felt unable to access.

“If people are needing support, they really have to go looking. And quite often
when they are approaching services like GPs, for example, they're often turned
away or they're offered medication, rather than other support options that are
available. Making people aware of what is out there is probably one of the biggest

things at the moment that | think needs to be addressed.”

Several participants stated that they were signposted to the NGSN to self-refer for

support, however, found it difficult to know which service was appropriate for their
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needs and available in Scotland, particularly when distressed. The majority of
participants outlined a need for a clear pathway for people experiencing gambling
harms, starting with routine screening by relevant services followed by clear referral
processes in the public and third sector, leading to specialist care, support, recovery

and aftercare.

“An ideal situation for me would be if | rocked up to my GP and declared that I'm
struggling with gambling, I'd want to feel like they've understood and heard me. |
would like to see a direct referral into a support service, instead of here's
information — go away, have a look and see if there's anything that takes your
fancy.’ Because if someone's taken that first important step for you, that's quite a
lot of weight off your shoulders when you leave. Something's happening, and it's
up to you whether you engage with that or not. But it'd be great if you walked out
of that GP appointment with not just information, but with something tangible that

you can work towards.”

5.3. Principles for Development of Future Services

A significant lack of services for people experiencing gambling harms in Scotland
compared to England was highlighted by many participants, with third sector
organisations providing the vast majority of treatment and support. Participants
discussed the small number of services and patchy geographical coverage, although
people with lived experience broadly viewed the services they accessed as very
valuable. Participants recognised the ongoing work by third sector organisations,
however, many were clear that there was a demand for development of NHS

services to address gambling harms.
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“'ve got no issues with anything that’s already happening. | just want to see more
of it, and especially more of what's happening down South coming across the
border, give people the freedom of choice to, you know, what kind of support

they're looking for.”

It was felt this would signal a clear commitment to addressing gambling harms and
provide a clear pathway for services to unite around, as well as robust governance
and quality assurance of services. In keeping with recognition of gambling harms as
a public health issue, one participant expressed the view that it is the duty of the

government to address health issues in this way.

There were four key principles identified that participants felt should shape the
development of future services. Services must be person-centred, specific to
gambling, sensitive to existing local services, and developed through meaningful
engagement with people with lived experience of gambling harms.

5.3.1 Person Centred Care

One of the key themes from focus groups and interviews was the importance of
person-centred care in any service that is developed. There was recognition that the
support and treatment that works for one person may not be the same for another,
and that flexibility within services to address individual needs is required, whether an
individual seeking support is actively gambling, or is an affected other. Person-
centred considerations could be related to the services provided, the way they are

accessed, how and where they are delivered, and who delivers them.

“People are individuals, they're unique, they need different options when it comes
to treatment and support, and Scotland doesn't have that many options.”
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Services that participants viewed as important were cognitive behavioural therapy,
peer support, residential treatment and aftercare. One participant highlighted the
importance of peer support as a fundamental part of recovery. As with all areas of
services, the importance of tailoring this to the individual was recognised. Peer
support through organisations like Gamblers Anonymous may be hugely beneficial to
some but others may prefer different approaches, for example one-to-one support.

The importance of personal choice was reiterated by many participants.

“Someone with their own experience saying ‘yeah, I've experienced that, and |
know exactly what you mean’; that was just such a joy. There's so much value in
being able to speak to somebody who knows what you're going through because
they've been through it themselves but have also been through training and know

what to say. Yeah, that's what’'s kept me away from gambling.”

Residential treatment was described as an important treatment option by many with
lived experience and working in the third sector. However, it must be recognised that
as there are no statutory treatment services in Scotland, the demand for residential
treatment services may be increased due to lack of local provision within
communities. Several participants highlighted the significant cost associated with
providing residential services and questioned whether this would be cost effective on
a large scale, with a finite budget. However, it is clear that many of those working in
the third sector and with lived experience viewed residential treatment as a
necessary component of a treatment and support service for people experiencing

gambling harms in Scotland.

“For people who have multiple complex needs whatever they may be, as we know
that gambling doesn't come in isolation, having residential services in Scotland so

that they don't have to travel down South to access would be useful as well.”
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Aftercare was described as essential with many people highlighting the difficulty
people face accessing less formal support following treatment. The lack of strong
recovery communities in Scotland compared to those for alcohol and drugs was felt
to be due to the lack of services providing opportunity to recover and stigma
surrounding gambling harms. However, aftercare was seen as a natural and
essential progression from any formal treatment service. A need for aftercare that
provided gambling related support was recognised, as was aftercare completely

unrelated to gambling, focusing on other meaningful activities.

“Aftercare has to be more than just like a follow up phone call to say, ‘are you
OK?’. We definitely need that community aspect to it with really strong links into
employability, strong pathways to help someone change what it is that they're
looking to change.”

Person centred care also meant considering the diverse populations that may be
affected by gambling harms. The data provides evidence that a considerable burden
of gambling harms falls on young males in Scotland, but many participants
highlighted the lack of services for women and other marginalised groups. For many
people, Gamblers Anonymous may be the only service they are aware of, and
several women expressed their hesitance to attend as the vast majority of attendees

were male.

“A lot of the services have been thought up by men for men, and the women are

just not finding it a comfortable space.”

Furthermore, there may be specific, intersectional challenges that women and other
marginalised groups are faced with, that may need tailored support to address.
Women-only spaces to provide support for women impacted by gambling in any way
were viewed as essential. Participants emphasised the need for gender-sensitive
care to be considered throughout the development of all services, to ensure

standalone support that is not tokenistic.
46



“For women, there’s that fear that my children might get taken off me and that’s a
really difficult one to shift. If | can't afford to feed my kids or | can't pay the bills, or
I've sold things in the house, and | can't put shoes on my kids - does that mean
that they’re going to get taken off me? There may very well be women out there
that do think that.”

There was also a recognition of the potentially hidden gambling harms in
communities where gambling is traditionally not acceptable, or, on the contrary,
widely encouraged, for example, within some religious and ethnic minority
communities. Support tailored to the needs of the individual and recognising the
stigma that may be encountered by these communities was seen as necessary to
provide person-centred care. Other populations highlighted by participants included
people from racialised communities, the LGBT+ community, people affected by
mental illness and substance use, people with neurodiversity including ADHD and
autism, and those facing social exclusion due to experience of criminal justice
involvement or homelessness. Children and young people, particularly those
involved in sport and gaming, were felt to experience unique harm that should also
be considered. Participants noted the need to recognise the challenges for
populations in specific locations, particularly deprived communities and those in rural

locations who may experience differential exposure to risk and access to services.

5.3.2 Sensitive to Local Services

Those with both professional and lived experience of gambling harms highlighted the
importance of local, integrated services. The vast geographical spread of the
Scottish population, the current lack of statutory services and the multiple third sector
organisations already working in this space led many participants to discuss the
importance of bespoke services designed for Scotland, instead of simply replicating

services south of the border in England and Wales.
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“It has to be done right from the beginning, not just take what we've already got [in
England] and just plop it down in Scotland. Let's actually think about it thoroughly.
What people need, what people would want from their treatment, what people
would want from the support, how to get the best out of it.”

Integration was a key theme of future service needs. Integration of treatment and
support for gambling harms from statutory services like the NHS and third sector
organisations was viewed as a way to provide sustainable, wrap around support
throughout a person’s journey, with referrals to and from NHS services, peer support
provided throughout, and aftercare as a natural next step for those that want it. This
was viewed to be more person-centred, streamlining service provision and building

on already trusted networks.

“Many of us work with people who are attending many services throughout the
week and for various different things, for alcohol, for drugs, and then if it's going
to be for gambling as well, it's another appointment they have to go to. It's
another place that they have to reach. So trying to actually embed these to make
people who are using these services lives easier. If we're able to embed these
treatments within services that are already working, where the trust is already
there and people already know them, | think that would really aid the support

system that we can provide in Scotland.”

This was also viewed by some to be more cost effective. One participant considered
the multiple ways the health needs of people experiencing gambling harms may
already be met, albeit informally and outwith specific services. Upskilling and
strengthening of ongoing services were viewed as essential and potentially more

sustainable than the creation of new services.
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“It's about bringing gambling harm into existing services and embedding that
across systems rather than like making something entirely new and shiny, not

connected to anything.”

Collaboration was viewed as an important component of integration of services.
Third sector organisations described good links and working relationships with other
third sector organisations, however, there is very little active collaboration in service
provision between statutory services and the third sector. This is largely in part due
to previously described perceived conflicts of interest surrounding GambleAware and
the services it funds, meaning statutory services are hesitant to fully collaborate with

perceived “industry actors”.

“ think a lot of the time people say that they have engaged with their GP about
their gambling, and they have been told that they don't know who to signpost on
to. | think that's partly because there's no kind of statutory treatment options, but |
think the links between kind of statutory sector and 3rd sector are a bit fragmented
at the moment. | think the third sector and the support available is becoming
definitely a lot more joined up, but | think the links between the third sector and the

statutory sector aren't quite there.”

Some working in NHS services also described a lack of knowledge about services
provided in the third sector, particularly quality assurance and evaluation processes

which reduce the likelihood to refer onwards.

“l think there's a nervousness in some statutory services of making referrals or
signposting to third sector if they're not sure about the governance of the support
that's being offered, what training staff have had, what their rules are, what the
supervision of the care is. | think there is a nervousness and a lack of confidence

about what you're referring people for and whether that's the right care for them.”
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Many in the third sector highlighted the wealth of experience found within their
services and felt this was often undervalued due to concerns regarding conflicts of
interest. Competition for precarious funding was also highlighted as a barrier to
collaboration between services, leading to short term service planning and loss of

knowledge and experience in the workforce when funding ends.

“l think there's a lot of good work done in the third sector and it doesn't always
get recognised how important that is, especially when funding can be short term
and quite uncertain. If funding ends, then all that knowledge and experience that

people have, that's just gone and what happens? It's not like it's going to get like

stored anywhere or passed on.”

5.3.3 Gambling Specific

The need for integrated, local services was balanced with a recognition that these
services must view gambling harms separately from harms associated with alcohol
and drugs. Many participants felt that gambling was viewed as less of a priority and
there were worries that gambling harms could be forgotten if treatment services were
developed as part of a wider alcohol and drug service without clear funding and
service provision for gambling harms. Furthermore, the stigma and shame
associated with gambling harms is well-documented, and it was suggested that this,
alongside stigma associated with alcohol and drugs service use may deter some
experiencing gambling harms from accessing help, as they may not view their

experience of gambling as an “addiction” in the same way.

Several participants recognised that some people may experience harm from
gambling alongside alcohol or drug use, and therefore strong links between services

should still be present to ensure integrated, person-centred care.
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5.3.4 Value of Lived Experience

The value that people with lived experience of gambling harms bring to the design
and delivery of services was highlighted by many participants, particularly those
working in third sector organisations. There were many benefits to this, including
ensuring services are person-centred and representative of the communities they
serve, particularly for women, people from racialised and LGBT+ communities and
people experiencing social exclusion due to criminal justice involvement or

homelessness.

Furthermore, sharing their experience in a positive and constructive way may be
beneficial to many people who have experienced gambling harms. In service
delivery, the involvement of people with lived experience was felt to increase trust in
services and provide opportunities for service users to connect with people who
could empathise with them. This was felt to make services more accessible and

sustainable through the creation of longer-term relationships.

However, there were some difficulties discussed. Several participants recognised the
difficulty recruiting people with lived experience to take part in service design and
delivery, particularly from underrepresented populations. Reasons for this included
stigma and shame surrounding gambling harms and unwillingness to publicly
discuss this, the lack of an established recovery community, and poor infrastructure
to meaningfully include people with lived experience throughout service design and

delivery.
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“Currently people that feel comfortable coming forward to talk about their lived
experience, it's really wonderful, but actually they're probably not a very good
representation of the kind of diversity or minoritised communities that we want to
access and the amount of stigma and shame that is attached to gambling harm. It
might be a really, really long time before we get to the point where they're
comfortable to speak about some of their experiences, but their voices are

essential”

Ethical issues surrounding the involvement of people with lived experience were also
highlighted, which included the power imbalance that may impact those taking part.
There were concerns that if not carried out thoughtfully this process could become
exploitative if people with lived experience felt pressured to share their personal
story publicly. This, coupled with disappointment and frustration with the slow pace
of policy change and health service development was concerning for many

participants.

“We've got a terrible habit of bringing people along and listening to them as they
retell their trauma and then not involving them in the solution. | think if you've
come along and you're engaging in a process with an expectation that
something will change, to see nothing changed is really very difficult. And to not
necessarily be part of those solution focused conversations and the planning

and investment decisions around that | think is really difficult.”

Specifically with regards to service delivery some participants were concerned that
without sufficient training, delivery of peer support may be detrimental for both
service provider and service user. For the service provider with lived experience, a
lack of training and support in this role could lead to a challenging work environment
and risk of relapse. A lack of sufficient support and training could also reduce the

quality of care provided to the service user.
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There were three main considerations for future involvement of people with lived
experience in the design and delivery of services addressing gambling harms.
Firstly, to ensure that involvement was not tokenistic, participants agreed that people
with lived experience must be involved in development of services from the start.
Meaningful involvement was described as “solution-oriented” and trauma-informed,
allowing participants to contribute to services without feeling pressured to discuss
their personal experience. Concerns were raised that if services were developed
quickly, there may not be the ability to meaningfully connect with those experiencing

gambling harms.

“Lived and living experience should be involved from the very beginning of any
treatment and support system, from the initial development right through to the
implementation. | think it's important that that looks like co-production as well.
People need to be actively involved in a meaningful way and not just kind of on

the side or consulted on.”

Secondly, participants felt that meaningful engagement was built on a foundation of
trust, requiring collaboration with organisations who have strong relationships with
people with lived experience already. This includes organisations that represent
marginalised and underrepresented groups, to increase the representativeness of
the lived experience community in Scotland. Lastly, training, appropriate
compensation, and safeguarding support was described as essential for those with

lived experience who would like to be involved in design or delivery of services.

“We need to make sure these contributions are recognised. | mean if you need
time off work, making sure that that's paid, travel expenses, childcare, whatever

you need to contribute in a meaningful way that is trauma-informed.”
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5.4. Research and Evaluation

The lack of evidence of healthcare needs for people experiencing gambling harms
was discussed by many participants, recognising that estimates of harm are likely
underestimated by current research. Much of this was due to the invisibility of harm —
if gambling is not disclosed, asked about or recorded when individuals access
services then need cannot be measured. In other areas of healthcare, routine data
are often collected from services to understand demand, but with no statutory

services specific to gambling harms this is not possible.

“l don't think we can necessarily rely on a lot of the data that we have because it's
so driven by current access to treatment and support. And when you don't have
treatment and support available for people, you're getting naturally skewed and

biased data.”

Furthermore, there was critique of commonly used measures of gambling harms,
including the PGSI and recognition that this will not fully explore the diverse harms
experienced. A lack of granularity to measure need specific to Scotland in publicly

accessible data was reported.

“It's measured by tools that are not necessarily intended for being used in the way
that they are being used, so there was no genuine sense of what the actual need

for services is, and the epidemiological data is very poor”

However, regardless of concerns about data quality and quantity, participants felt
there was enough evidence to justify healthcare services to address gambling harms
based on precautionary principles, with the caveat that newly established services
should be evidence generating and evaluated to understand the need and demand

for services, and their effectiveness.
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“Where we don't have the data and evidence, we should be operating on
precautionary principles, applying rights and values based principles. And if there's
not the evidence there, what can we do to make sure that whatever we put in

place is evidence generating?”

In order to do this, engagement with each step of the treatment and support pathway
is required. Possible examples of this include engagement with primary care teams
to understand how gambling is recorded by clinicians, cost-effectiveness evaluations
of residential rehabilitation, and engagement with people with lived experience to
understand what research outcomes are important to them when measuring

effectiveness of services.

5.6. Wider Issues

All participants agreed that gambling harms are driven by gambling products,

ultimately provided by the gambling industry.

“It's very much the industry that are driving this problem and it is infuriating to
watch sport or football on a television and see banners, advertising, gambling,

etcetera. It's very much an industry driven problem.”

All working in third sector organisations were aware of the perceived conflicts of
interest associated with GambleAware funding. Participants were extremely critical
of any industry involvement in treatment and support for gambling harms, describing
industry tactics as “predatory” and their interests as “in irreconcilable conflict with

public health”.
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“l think we all agree that like the gambling industry shouldn't have anything to do
with any of our work whatsoever. And they shouldn't be in charge of regulating

themselves because they can't do it.”

Industry involvement in treatment and support was described as a means to justify

weaker regulation of gambling activities.

“In the past, when industries, whether that's tobacco or alcohol, have purported to
be interested in reducing harm that they've then used those actions to justify

weaker regulation in other ways.”

Participants also criticised industry lobbying of political figures and a historical failure
of governments to recognise gambling harms as a public health issue. The statutory

levy was viewed with optimism that this would remove many barriers to collaboration,
however, there was apprehension about the way future resources would be

distributed and how services would be commissioned using this funding.

The majority of participants recognised that treatment and support is only part of a
wider approach to reducing gambling harms in Scotland. Regulation of gambling,
particularly through restrictions on advertising, were highlighted as necessary
approaches to reduce the need for treatment services and ultimately improving the

health of the whole population.

“We're discussing services and help for individuals and how we improve that. It
feels a bit like that is just firefighting while there's still an external environment that

promotes gambling. We need an improvement in that external environment so that

it doesn't promote gambling.”
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5.7. Conclusions

There is low awareness of gambling harm in those who take part in gambling
activities, and in health and social care services which are likely to be their first point
of contact. Stigma is reported as a major barrier to seeking support, and even if
support is sought people experiencing gambling harms face a disjointed service
landscape with a lack of a clear referral pathway. Experiences of services in
Scotland, when accessed, were broadly positive. Participants particularly valued
care that was tailored to individual needs and focused on communities that are often
not catered for, for example, women. The corporate needs assessment has identified
a need for locally based, integrated services for people experiencing gambling
harms. With a focus on person-centred care, there must be meaningful involvement
of people with lived experience, families and communities throughout the
development process. Furthermore, there must be a commitment to partnership with
existing trusted services without industry influence. Given the limited data on
healthcare needs and effectiveness of interventions in a Scottish context, future

service provision must be evidence generating and subject to thorough evaluation.

6. Comparative Needs Assessment

6.1. Prevalence of Harm

The proportion of the population taking part in gambling are comparable across
Scotland, England and Wales, with percentage participation in the last four weeks
reported as 48%, 48% and 53% respectively.'® For those who had gambled in the
last 12 months, there was little evidence of difference in risk associated with
gambling between Scotland and the rest of Great Britain when measured by PGSI,

shown below in Table 9.%° It is clear that small sample sizes, particularly from
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Scotland and Wales limit the precision of these estimates with wide confidence

intervals.

PGSI categories Scotland England Wales
PGSI=0 77.6 (74.0-81.2) 75.7 (74.5-76.9) 79.9 (75.2-84.6)
PGSI=1-2 11.2 (8.5-13.9) 14.0 (13.0-15.0) 13.1 (9.2-17.0)
PGSI = 3-7 6.3 (4.2-8.4) 6.1 (5.4-6.8) 5.1 (2.5-7.7)
PGSI = 8+ 4.8 (3.0-6.6) 4.2 (3.6-4.8) 1.9 (0.3-3.5)
Base sample size [519 4991 284
(unweighted)

Table 9. Problem Gambling Severity Index (PGSI) distribution of score categories,

for those who had gambled in the past 12 months, by country.1®
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6.2. Referrals to Services

There are little routine data available, however, the National Gambling Helpline

provides information on the referrals made to services stratified by country for

Scotland, England and Wales (Figure 1).32 It must be noted that this does not include

referrals to NHS services in England, and is limited by awareness, acceptability and

accessibility of the helpline across the UK.
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Figure 1. Referrals by country provided by the National Gambling Helpline.3?
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6.3. Service Provision in England

6.3.1 NHS Services

NHS England commissions NHS gambling treatment clinics throughout England,

NHS

Updated 31/01/24

with coverage outlined in Figure 2.
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Figure 2. Map of NHS gambling treatment clinics in England.3’

These services provide specialist support for people affected by gambling harms,
whether they participate in gambling or are affected others. Services are fully funded
by the NHS England, but some NHS services have historically received funding from
GambleAware. GambleAware funding ceased in March 2022 due to concerns

regarding conflicts of interest from patients and clinicians within the NHS.38 Services
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provided are largely structured around cognitive behavioural therapy (CBT),

however, some also offer pharmacological support with naltrexone.3’

6.3.2 Third Sector and Community Services

Some organisations that provide services in Scotland have a wider presence across
the UK. The services funded by GambleAware in Scotland represent a small
percentage of UK wide commissioning by GambleAware. Many national services
also active in England are outlined in Chapter 4.3.3., and there are local
organisations that also provide regional treatment and support not listed in this
report.

6.3.3 Assessment of Current Treatment Services

A number of health needs assessments have been conducted throughout England to
understand the burden of gambling harms in Manchester, the Midlands, and

Newcastle.39-41

An evidence review following a health needs assessment format conducted by the
Office for Health Improvement and Disparities (OHID) in England assessed the
current treatment services available.?® This described the services available in

England, referral processes and treatment provided.

As part of this needs assessment, authors undertook interviews with relevant
stakeholders highlighting six themes which have much in common with our data.
Participants felt that gambling harms were not prioritised, partly due to inadequate
research and data collection. Relationships between third sector and NHS treatment
providers were viewed as poor, with particular reference given to perceived conflicts
of interest in the current funding model and ceasing of GambleAware funding of NHS
clinics in 2022. Many participants had similar views to those given in this HCNA, with

many third sector organisations recognising these perceived conflicts of interest yet
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preferring this to being unable to fund services at all. Several participants perceived
a lack of transparency around commissioning of third sector services and reporting
of data from services. Barriers to treatment mirrored many of those highlighted by
our participants, including stigma, unclear treatment pathways and low public and
professional awareness. Participants wanted treatment to be easy to access, holistic
and centred on service users’ needs. Lastly, treatment services were seen as one
approach to reduce gambling harm, and other mechanisms to prevent harm
including regulation of the gambling industry were also required. Many of these
issues are relevant in a Scottish context and should be considered during the
development of future services in Scotland.

6.4. Service Provision in Wales

A health needs assessment of gambling health needs in Wales was published in
2022. It is worth noting that the landscape of healthcare provision in Wales is similar
to Scotland, with the majority of support provided by third sector and community
organisations, many of which are members of the NGSN.

This needs assessment in Wales identified several key themes following an

evidence review and qualitative research, summarised below:

1. There are issues with awareness, accessibility and acceptability of current

services in Wales.

2. Priority areas for action include the need to tackle shame and stigma, tighter
regulation of gambling industry advertising and practices, and the need to
acknowledge and act upon the increasingly close link between gambling and

gaming.

3. Prevention should be via evidence based education.
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4. Service development should involve a shift to a public health approach to
gambling, acknowledging that behaviour occurs along a continuum of harm

and interventions are required at all stages, including post-recovery.

5. Services should be evidence-based, integrated, collaborative and able to
tackle multiple comorbidities where needed rather than focusing solely on

gambling behaviour.

6. There is a role for the NHS, both in the form of specialist treatment services
and in the form of enabling frontline healthcare professionals to identify

potential harms from gambling and refer to appropriate services.

7. There are more affected others than people who experience harm from their
own gambling in Wales, and there needs to be appropriate services to

support them, and reduce the harms that they experience

8. Research and evaluation are essential.

6.5. Conclusions

There is clear need for healthcare services to address gambling harms across
England and Wales, and recent health needs assessments have identified similar
themes relating to awareness, stigma, collaboration between services and
healthcare needs. However, the extent as to which healthcare needs have been
addressed in statutory services is variable. Current service provision in Scotland is
more comparable to Wales than England, and the role of NHS services in both of

these countries is being explored.
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7. Priorities for Future Services

This HCNA has described the epidemiology of gambling harms in the Scottish
population, engaged with key stakeholders in Scotland to understand their
perspectives of healthcare need, and outlined how need is addressed in other areas
of the UK. There are currently no NHS-delivered services in Scotland to address
gambling harms, providing opportunity to design and develop a bespoke pathway to

address the healthcare needs of the Scottish population.

This healthcare needs assessment has identified seven priorities that should be

considered in this process. Healthcare delivery to address gambling harms should:
1. Be provided locally and integrated with existing trusted services
2. Be flexible to ensure equitable, person-centred care
3. Have a clearly defined pathway to access services

4. Be evidence based and follow up-to-date clinical guidance (including NICE

Guidelines)
5. Be evidence generating through robust data collection and evaluation

6. Be designed and provided with meaningful involvement from people with

lived experience

7. Be free from influence of the gambling industry

7.1. Consideration of Options for Future Models of Care

There are multiple possible ways these priorities may be achieved, from creation of
new, specialist services to address gambling harms to including treatment within the

remit of already existing services. There are many advantages and disadvantages of
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the spectrum of healthcare delivery options for gambling harms, which include

specialist clinics, primary care services, addictions and mental health services. Prior

to proposal of a model of care to address gambling harms in Scotland, each of these

options were considered based on the information collected throughout this needs

assessment.

Specialist Clinics

Advantages

Clearly branded service may address
current complexity in pathway to support.

Disadvantages |

Unclear if budget will allow specialist
services in each health board. If not, risk
of centralised service not reaching local
communities, particularly in remote and
rural areas.

Increased simplicity for data collection
and evaluation of services within the
NHS.

May have reduced flexibility to integrate
with third sector locally.

Clear governance structure can be
developed within NHS in Scotland.

New service will take time to engage and
build trust with marginalised
communities.

May logistically be simpler to create new,
standalone service.

Does not increase capacity within
existing services to address wide
ranging harms.

Allows comparison with services in
England.

Caters to participants who identify as
experiencing “harm”, many on the
spectrum of harm may not express need
for a specialist service.

Provides specialist service for those at
highest risk of severe harm.

Unclear if will have capacity to address
healthcare needs of many diverse
populations as a standalone service.

Increases healthcare burden for service
users with addition of new service
alongside current services they attend,
particularly for those with comorbidities.

Cost-effectiveness in a Scottish context
unclear.
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Primary Care

Advantages

Primary care teams already established
and providing wide range of services,
may be meeting some need already.

Disadvantages |

Even with increased resources, may not
be capacity to deliver service.

Established links with communities
through community links workers and
other programmes.

Risk that funding is not used for
gambling-specific support.

GPs and primary care often seen as first
port of call for healthcare services.

Risk that pathway for services is not
clearly defined for general public.

Flexibility to work with local services to
provide integrated care.

Requires education of GPs and other
members of primary care team, which
depends on capacity and interest.

May increase healthcare burden less
than specialist service, as comorbidities
and other social considerations may be
addressed through established
pathways.

Some experiencing severe harm may
still need further support.

Established governance within primary
and community care for working with
external partners.

Data collection may be more complex
from multiple locations and services.

Builds capacity within existing services
and may be more sustainable long-term.

Cost-effectiveness in a Scottish context
unclear.

Alcohol and Drug Partnerships

Advantages

Already responsible for commissioning
and developing local strategies based on
an assessment of local needs.

May be more complex to set up initially
with multiple different services based on
local need.

Disadvantages |

Even with increased resources, may not
be capacity to deliver service.

Relationships with communities through
existing services.

Risk that funding is not used for
gambling-specific support.
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Advantages

Builds capacity within existing services
and may be more sustainable long-term.

Disadvantages |

Requires education of staff, which
depends on capacity and interest.

Service users experiencing comorbidities
including problem alcohol and drug use
can access services together.

Data collection may be more complex
from multiple locations and services.

Mental Health Services

Advantages

Already responsible for service provision
and experienced in delivery of
psychological therapies.

Stigma associated with alcohol and drug
use may compound stigma associated
with experiencing gambling harms,
leading to reluctance to access services
and restrict service to those experiencing
most severe harm.

Reinforces idea that gambling harm only
affects those impacted in ways severe
enough to seek help from addiction
health services.

Disadvantages |

Even with increased resources, may not
be capacity to deliver service.

May have relationships with communities
through existing services.

Risk that funding is not used for
gambling-specific support.

Builds capacity within existing services
and may be more sustainable long-term.

Requires education of staff, which
depends on capacity and interest.

Service users experiencing comorbidities
including mental iliness can access
services together.

Gambling harm is not solely caused by
or related to mental illness (although can
impact mental health) and therefore may
restrict service to those experiencing
most severe harm.

Reinforces idea that gambling harm only
affects those impacted in ways severe
enough to seek help from mental health
services.
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8. Recommendations and Proposed Model of Care

Following consideration of the priorities identified during this healthcare needs
assessment and the options for future models of care, this chapter outlines the
recommendations made to address the healthcare needs of people in Scotland who
experience gambling harms. Issues and recommendations are outlined in the
following table, with assigned priority level, possible owners of responsibility and
reference to the relevant NICE Guideline recommendation. NB No engagement has
taken place with potential owners/lead organisations as part of the HCNA, and it is
envisaged that this would be a next step, alongside establishing costs of a future

model of care.

Priority level
e 1 =aim to do as soon as possible
e 2 =aim to do within one year
e 3 =aim to do within three years

e 4 =would add value, revisit reprioritise after a year
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8.1. Recommendations

Number Issue Recommendations Possible Priority = Relevant NICE

Owner(s)/ Level Guideline
Leads(s) Recommendation

Awareness and Perceptions of gambling harms

1 Gambling is viewed as a legitimate social |A public educational campaign to: Public Health 1 1.1.1
activity and gambling harms are often e raise awareness of gambling harm | Scotland
unrecognised. Within the general public as a public health issue, instead of
and those that participate in gambling, a personal or individual issue
there is low awareness of gambling harm e reduce stigma and shame
as a public health issue, with harm associated with gambling harm
experienced often viewed as a personal e highlight the diverse communities
failure to stop gambling associated with that experience harm
significant stigma and shame. e promote services and detail

pathways for support
In order to reach marginalised communities,
this should be designed in partnership with
community organisations and people with
lived experience and provided in a range of
formats and languages.

2 Low awareness of gambling harm as a Targeted educational campaigns to specific | Public Health 2 1.1.1
public health issue within health and social | occupational groups to: Scotland
services.
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Number Issue Recommendations Possible Priority = Relevant NICE
Owner(s)/ Level Guideline

Leads(s) Recommendation

e raise awareness of gambling harm |Relevant
as a public health issue, instead of | professional
a personal or individual issue bodies
e highlight the diverse communities | COSLA
that experience harm
e reduce stigma and shame
associated with gambling harm
e promote services and detail
pathways for support
Educational campaign should be provided to
healthcare services including:
e primary care, addictions, mental
health and emergency services
e social care practitioners
e practitioners working in housing,
welfare and employment services
e practitioners working in the criminal
justice system including police and
prison officers
In order to be relevant for the care of
marginalised communities, this should be
designed in partnership with community
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Recommendations

organisations and people with lived
experience.

Possible

Owner(s)/
Leads(s)

Priority = Relevant NICE
Level Guideline
Recommendation

Experience of gambling harms is not Partnership with health and social care Public Health 3 112-117
routinely screened in health and social services to change practice, so that there is | Scotland 1.3.8
care services. e routine screening for gambling NHS Boards
harms in health and social care Scottish
services Government
e routine recording of gambling
harms in health and social care
services
e routine provision of this data to
allow a greater understanding of
need
Police Scotland pilot of data collection and | Work alongside Police Scotland to continue |Public Health 2 1.1.3-117
education in two divisions identified and broaden this work to increase knowledge | Scotland

gambling harm to be a causing or
contributing factor to incidents they attend.
There are currently no plans to continue
this project on a larger scale.

of gambling harms within the police service
and change practice to routinely screen for
gambling harm.

Police Scotland
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Number Issue Recommendations Possible Priority = Relevant NICE

Owner(s)/ Level Guideline
Leads(s) Recommendation

Pathways to Support & Service Provision

5 Many people experiencing gambling Along with routine screening, health and Health and social |3 1.1.7-1.1.15
harms do not receive support until they social care providers should provide early care services, 1.1.19
have reached a “crisis point”. intervention and initial support for gambling | community 1.2

harm. Partnership with community and third |organisations
sector organisations may be required to
educate staff on available support.

6 People are affected by gambling harms in | A variety of services should be available to | All services 3 1.1.9
many ways, and individuals may move ensure support is available across the 1.1.12
along a spectrum of harm throughout their | spectrum of harm. Services should be 1.1.14
lives. integrated to allow access to a different 1.1.15
intensity of service if required. 1.1.18
1.1.19
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Recommendations Possible Priority = Relevant NICE
Owner(s)/ Level Guideline
Leads(s) Recommendation
7 There is no clear, systematic pathway to | There should be a direct and standardised Scottish Gambling |3 1.1.16-1.1.19
access support for those experiencing referral pathway to allow those experiencing |Harms Service
gambling harm in Scotland. Navigating the | harm to be directed to the right support for
complex system can be difficult for those |the level of harm they are experiencing. This
experiencing harm. should include the option of self-referral and
be aligned to existing referral pathways,
including the National Gambling Helpline.
Once in place, the general public and health
and social care providers should be made
aware of this pathway.
8 There is no systematic, multidisciplinary Timely MDT assessment of people Scottish Gambling |3 1.1.20-1.1.23
triage and assessment system for people |presenting with gambling harms should take |Harms Service
presenting with gambling harm in place and allow access to the most
Scotland. appropriate services.
9 Geographical coverage of support Future services should ensure equitable All services, 3 1.4.10
services for people experiencing gambling |access to services, with specific including Scottish
harm in Scotland is currently suboptimal. | consideration of rural and deprived Gambling Harms
communities. Service
10 There are currently no services in There should be development of a Scottish | Scottish 3 1.2
Scotland provided by the NHS to address |Gambling Harms Service to address Government 1.3
gambling harms. COSLA/SOLACE 1.4
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Number Issue Recommendations Possible Priority = Relevant NICE
Owner(s)/ Level Guideline
Leads(s) Recommendation
gambling harms in Scotland following the NHS and special 15
proposed service model in chapter 8.2. Boards 1.6
National Services 1.7
Scotland
Scottish Gambling
Harms Service
11 Due to the lack of services in Scotland, Design of services should focus on person- | All services, 3 1.4
NHS-provided person-centred care is centred care and allow individuals to choose |Scottish Gambling 15
currently not available and there is limited |the most appropriate delivery of care for Harms Service
choice of support for those experiencing |them. Local Recovery
gambling harms. Networks
12 Peer support for those experiencing Peer support should be an integral part of Scottish Gambling |3 1511
gambling harm in Scotland is limited, service delivery, with particular emphasis on |Harms Service
particularly for groups that are ensuring peer support for underrepresented |Local Recovery
underrepresented in services, for example | groups. Resources should be provided to Networks
women, ethnic minorities and racialised allow appropriate training and development
populations. of services.
13 Aftercare for those experiencing gambling |Aftercare services should be developed in All services, 3 1.6
harm in Scotland is limited, particularly partnership with third sector and community | Scottish Gambling
focusing on activities unrelated to organisations and allow engagement Harms Service
gambling and for groups that are throughout the treatment and support journey | Local Recovery
underrepresented in services. and return to formal treatment if needed. Networks

74



Recommendations Possible Priority = Relevant NICE

Owner(s)/ Level Guideline
Leads(s) Recommendation

Aftercare should have strong links to
employability and meaningful activities that
are not related to gambling.

14 Governance across services providing There should be development of clear Scottish Gambling |2 All
support for those experiencing gambling | governance pathways of the Scottish Harms Service
harms is inconsistent, and quality Gambling Harms Service.
assurance measures, evaluation, Scottish
accountability and standards of care are | There should be development of minimum Government
unclear. service delivery standards for all service

providers working in Scotland. In design of
new pathways and services, suggestions
from OHID to improve governance could be
implemented, including:
¢ aligning treatment commissioning
processes across all treatment
providers, with joint working
agreements and data sharing
protocols
¢ implementing independent quality
assurance processes
e creating occupational standards for
gambling treatment
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Recommendations Possible Priority = Relevant NICE

Owner(s)/ Level Guideline
Leads(s) Recommendation
15 There is concern that service provision is | Equity of service access and delivery should | Scottish Gambling |2 1.4
not currently equitable, with several high- |be a priority, with specific consideration given | Harms Service 1.56-1.5.10
risk groups underrepresented in services. |to 1.7
o Affected others
e Women

e Neurodiverse groups, including
those with ADHD and autism

e People with disabilities

¢ Religious groups

e Ethnic minorities and racialised
groups

e LGBT+ community

e People experiencing social
exclusion due to experience of
homelessness, mental illness,
substance use and criminal justice
involvement

e Children and young people

e People for whom English is not
their first language

e People who do not read or write

e People living in rural locations
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Recommendations Possible Priority = Relevant NICE

Owner(s)/ Level Guideline
Leads(s) Recommendation
e People living in areas of higher
deprivation
e People experiencing harms from
gaming
16 There is a risk that services are not Service must be bespoke to need identified | Scottish Gambling |2 131
integrated and become burdensome for in Scotland, sensitive to current service Harms Service 1.3.2
those experiencing harm. delivery and make use of wealth of Local Recovery 1.3.6
experience already available within many Networks 1.4.4
third sector and community organisations. 145
New services delivered by the NHS should 151
partner with, not replace current services. 1.5.8
1.6.3
17 There is currently little collaboration The introduction of a statutory levy should be | Public Health 1 1.3.5
between the NHS and third sector in used as an opportunity to reduce reliance on | Scotland, Scottish
Scotland to address gambling harms due |funding directly provided from the gambling | Government,
to lack of NHS services and perceived industry via GambleAware, and third sector | Scottish Gambling
conflicts of interest associated with organisations should be supported to do so. |Harms Service
GambleAware funding. Many third sector | Transparency of plans for service
organisations are reliant on GambleAware |development within the NHS is key and
funding to provide services and there is partnership with services should be
concern regarding ability to provide encouraged where possible, recognising and
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Recommendations Possible Priority = Relevant NICE

Owner(s)/ Level Guideline
Leads(s) Recommendation

services in the future due to short term valuing the knowledge and expertise in

funding. current services.

18 There is little infrastructure to meaningfully | Creation of a Lived Experience Steering Scottish Gambling |2

include people with lived experience in Group to guide design, development and Harms Service

design, development and delivery of delivery of future NHS services to address and community

statutory services. gambling harm in a participatory way. The organisations

Health and Social Care Alliance Scotland
provides guidance on best practice of
involving people with lived experience.*?
e Have meaningful levels of
participation and involvement
e Ensure clear expectations and
communication throughout
e Do monitoring and evaluation
e Provide resources, training,
support, and account for risk of
involvement
¢ Recognise the worth and value of
participants as individuals and
reflect their needs and outputs
e Work to create a trusting and
welcoming environment
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Number Issue Recommendations Possible Priority = Relevant NICE

Owner(s)/ Level Guideline
Leads(s) Recommendation

e Ensure projects are well funded
and resourced

e Have appropriate and well-trained
staff and networks

19 There is little diversity in the community of | Engage with communities to increase the Scottish Gambling |1
people with lived experience currently diversity of people with lived experience Harms Service
engaged in advocacy for future services. |invited to be involved in service design, and community
This risks creation of a space where only |development and delivery. In particular, organisations
the same participants engage, with a risk | engagement of marginalised populations
of participant fatigue and services that should be prioritised.

increase health inequalities.*?

Research and Evaluation

20 There is no routine surveillance of Work with health and social care services to |Public Health 2 1.3.8
gambling harms in Scotland within health |increase routine recording of gambling harms | Scotland
and social care services. in practice. Administrative data linkage with Research
other health and social care data should be recommendations
used to track harms.
21 There is little data indicating the impact of | Any new service should be designed to be Public Health 3 1.3.8
interventions to reduce gambling harm in a | evidence generating with pre-identified Scotland
UK context. outcomes of interest. There should be Academia Research

recommendations
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Number Issue Recommendations Possible Priority = Relevant NICE

Owner(s)/ Level Guideline
Leads(s) Recommendation

centralised collection and analysis of data
with academic partners to understand:
¢ clinical effectiveness of services
provided
e cost effectiveness of services
provided
e cost effectiveness of residential
services
e engagement with marginalised
populations
o effect on health inequalities
Outcomes of interest may include
number of service users and treatment
episodes:
e number of referrals
waiting times
numbers in treatment
numbers finishing treatment
re-referrals to services following
relapse

22 Small numbers of participants from Advocacy to increase the number of Public Health 4 Research
Scotland are included in UK-wide surveys | participants in Scotland recruited to UK-wide | Scotland recommendations
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designed to understand gambling harm,
for example the GSGB. Full results are not
stratified to give in-depth information about
the impact on the health of the Scottish
population.

Recommendations

surveys or development of bespoke Scottish
survey, and for publication and access to
stratified data to understand specific health
needs in Scotland.

Possible

Owner(s)/
Leads(s)

Priority

Level

Relevant NICE
Guideline
Recommendation

23 The Gambling Survey of Great Britain or | Advocacy to include Scottish Index of Public Health 4 Research
Scottish Health Survey do not investigate | Multiple Deprivation in future surveys of Scotland recommendations
the association of experiencing gambling |gambling harm
harm with deprivation

24 This HCNA did not engage with those who | Further research and engagement with Public Health 2 Research
do not access services as participants with | people with lived experience may be required | Scotland, Scottish recommendations
lived experience were recruited through to understand barriers to services for Gambling Harms
third sector and community organisations. |underrepresented groups. Service and

community
organisations
25 There are no residential services for Further research into the clinical and cost- Public Health 2 Research

gambling related harm in Scotland, and
the evidence of the effectiveness and
cost-effectiveness is unclear.

effectiveness of residential services to
address gambling harms is required to allow
distribution of resources in an equitable and
effective way.

Scotland, Scottish
Gambling Harms
Service
Academia

recommendations

Wider Public Health Issues
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Recommendations Possible Priority = Relevant NICE
Owner(s)/ Level Guideline
Leads(s) Recommendation
26 Regardless of support services available, |Continue advocacy to address gambling as a | Public Health 1
the cause of gambling harm is driven by | commercial determinant of health, with Scotland
commercial practices of the gambling commitment to universal and targeted
industry. Providing treatment and support | measures to change the environment in
to individuals harmed by gambling does which people live, so that it does not promote
not reduce the ability of gambling activities | gambling.
to cause harm.
27 The activities and goals of unhealthy Conflicts of interest with industry needs to be | All services 1 1.3.8
commodity industries are not aligned to managed robustly, transparently and in line
those of Public Health Scotland. Industry | with international best practice.
involvement in treatment and support for
gambling harms is a conflict of interest.
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8.2. Proposed Model of Care

Considering these recommendations, it is possible to classify the healthcare services
required to address the needs of the Scottish population in two ways:

1. Services to reduce and address wide ranging harms caused by gambling
2. Services that provide interventions to reduce gambling activity

It is clear that no one model can address both requirements and meet the seven
priorities identified through this healthcare needs assessment. Firstly, as the harms
caused by gambling are vast and wide-ranging, they often lead to individuals
presenting at a variety of services, including financial inclusion services, health
services and the criminal justice system. Creation of a standalone NHS gambling
service providing psychological and pharmacological interventions for individuals
experiencing the highest level of harm (for example, PGSI 8+) does not necessarily
provide a sustainable change in the other social determinants of health and
commercial activities that will promote long term recovery. It also may gatekeep
services from those experiencing less severe harm (PGSI <8), who may not be able
to access services until they reach a crisis point. Furthermore, a single service is
unlikely to have capacity to provide this care equitably across Scotland and may
create inequalities between rural and urban areas. However, the benefits of a
specific service for gambling would allow a clear pathway to psychological and
pharmacological interventions for those who need them to reduce frequency and

intensity of gambling, with the goal of reduced wider harms as a consequence.

To balance the need for harm reduction and sustainable local support with the need
for clinical interventions for those that may need it the Scottish Gambling Harms
Service is proposed. This includes a clear referral pathway followed by two main

approaches to reduce harm: Local Gambling Harms Recovery Networks and a

83



centralised Gambling Harms Clinic. This is described further below, in Figure 3 and
in the recommendations presented in chapter 8.1.

8.2.1. Oversight and Governance

The Scottish Gambling Harms Service would be responsible for:

e Development of service delivery standards to provide appropriate
governance and quality assurance of Local Gambling Harms Recovery
Networks and the Gambling Harms Clinic (recommendation 14).

e Data collection to allow evaluation and monitoring of need for services, how
harms are addressed in each locality and what is needed to improve local
systems to reduce gambling harm (recommendations 3, 4, 20, 21, and 25).

e Support for services to transition to funding measures free from the

influence of industry (recommendations 17 and 27).
e Training of existing services to recognise and address gambling harms
(recommendation 1 to 5).
8.2.2. Referral and Assessment

There are three clear ways in which someone could enter the Scottish Gambling

Harms Service (recommendation 7):
e Self-referral via phone or online form

e Referral from established service after disclosing gambling harm

unprompted or following routine screening

¢ Referral from National Gambling Helpline
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After referral, a timely initial assessment would take place to risk assess and triage
individuals to decide whether further support would be delivered through Local
Gambling Harms Recovery Networks or the Gambling Harms Clinic
(recommendation 8).

8.2.3. Local Gambling Harms Recovery Networks

Vision: urban and rural communities in Scotland can support individuals experiencing

gambling harms in a person-centred, trauma informed way at a local level.

Mission: development of networks within existing services and communities which
can identify gambling harms and provide safe, high quality, flexible, integrated
support to reduce harms and promote long term recovery for people experiencing

gambling harm (recommendations 3-19).
Networks may include and require representatives from
e Lived experience and recovery communities

e Health services including primary care, health and social care partnerships,

mental health, and addictions services
e Third sector services already focused on gambling harms

e Third sector services that do not focus on gambling harms but may

inadvertently address gambling harms
e Financial inclusion services
e Social care services
e Police and the criminal justice system

e Other relevant services
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In practice, services that are part of this network would:
e Deliver routine screening and early identification of harms
e Facilitate access to local services to reduce harms

e Use gambling link workers to assist individuals navigating services if

needed

e Commission and/or deliver some clinical treatment for gambling harms at

lower level of harm/complexity following agreed clinical guidelines
e Provide early access to peer support and aftercare

e Support development of community assets to address gambling harms,

guided by people with lived experience

8.2.4. Gambling Harms Clinic

Vision: psychological and pharmacological interventions and support is provided to

all people who need it to reduce gambling harms in Scotland.

Mission: development of a Gambling Harms Clinic to provide psychological and
pharmacological interventions for those require it, with a foundation of ongoing
support from the Local Gambling Harm Recovery Network (recommendations 3-19).

While local, sustainable systems that promote recovery and reduce harm from
gambling are viewed as the preferred model of care, it is clear that it will take time to
build this capacity within current services and some support may not be feasible to
provide locally. Action is required to ensure that those currently experiencing harm
can access support while strengthening of local systems is undertaken. Therefore,
this report also proposes creation of a Gambling Harms Clinic, with the following

objectives:
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e Provision or commissioning of evidence-based psychological and
pharmacological interventions within existing NHS services for those with
more complex needs that are not yet met in the community and meet

specific referral criteria.

e Support to engage with local community networks from gambling links

workers.

e Liaison with other services for those with more complex needs.

8.2.5. Alignment with Existing Policy and Guidelines

Getting it Right for Everyone (GIRFE)

The Scottish Government has proposed GIRFE as a multi-agency approach of
support and services, designed to provide consistent joined up approaches to health
and social care throughout an individual’s life. It is expected that GIRFE will form the
future practice model of all health, social care and public sector professionals to
provide improved population health and wellbeing, reduce health inequalities and

create sustainable services.

The principles underlying this proposed model of care align with those of GIRFE,
focusing on integrated multi-agency approaches to promote sustainable recovery
from gambling harms. Questions used to co-design GIRFE prototypes include “which
support agencies could be involved in a person’s life?”, “how does a person first
interact with services?” and “who could be a part of a person’s support team?”.
These can also be applied to services for gambling harm and may help shape the

development and response of Local Gambling Harm Recovery Networks.
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NICE Guidelines

NICE Guidelines providing guidance for the identification, assessment and
management of gambling-related harms were published on the 28th of January 2025
(NG248).3% To ensure this proposed model of care is congruent with national
guidelines, relevant recommendations are matched to NICE recommendations in

chapter 8.1

Proposed model of care to address gambling related

harms in Scotland (Figure 3)
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Figure 3. Proposed model of care to address gambling related harms in Scotland
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