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Abstract

In the classic model of evidence-based policy-making, the government identifies a
problem, canvasses a range of potential policies to address it, and commissions high
quality evidence from impartial academics to find the most cost-effective solution.
After implementation, the government commissions independent research to

evaluate whether the policy has achieved its clearly stated goal.

It is widely acknowledged that real world policy-making rarely, if ever, follows this
idealised model of a rational, linear process. In democracies, politicians do not
necessarily get to decide which issues take priority. Problems and their purported
solutions can be thrust upon them by emergencies, media pressure, the
parliamentary opposition and lobbyists from business and civil society.
Nevertheless, the United Kingdom has a system of public consultations, impact
assessments and post-implementation reviews which, alongside the checks and
balances of academic publishing, is designed to put evidence at the heart of policy-

making.

The aim of this PhD thesis is to examine the role of evidence in public health policy-
making in the United Kingdom. It examines four case studies between 2008 and
2018: plain packaging for tobacco, the Soft Drinks Industry Levy, minimum pricing
for alcohol, and the stake reduction for fixed odds betting terminals (FOBTSs). With
the exception of minimum pricing, which was introduced in Scotland but not
England, the campaigns for all four policies succeeded and were said to be evidence-
based.

To assess which pieces of evidence were most influential in each policy debate, a
quantitive analysis was conducted to examine the documents cited by government
departments and agencies, politicians and the media during the course of each
campaign, using the online archives of five major media outlets and the transcripts
of fourteen debates in the House of Commons. In each case (although more weakly
in the FOBT debate) there were ‘superstar’ studies which dominated political and
media attention. All of them supported the policy proposal and they combined to
produce ‘packages of evidence’ which appeared to show (1) how the policy would
work in theory, (2) how a similar policy had recently worked in another country,

and (3) that experts believed the policy would succeed.
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Following a qualitative analysis of the packages of evidence and a retrospective
evaluation of the policies, the thesis identifies a series of significant deviations from
the classic model of evidence-based policy-making which suggest that the decision
to proceed with the policy (or abandon it) was, in every case, not primarily, or even

largely, dictated by a dispassionate review of high quality research evidence.

Further analysis indicates that, in contrast to many case studies in the political
science literature, the policy-making process was dominated by small, paternalistic
interest groups who achieved their policy aims in a relatively short period of time
without having to make any major compromises. None of the policies were
formulated within government and none of them had been priorities for the

government or the electorate at the outset of the campaigns.

Using insights from public choice theory, the thesis concludes that the behaviour of
virtually all the policy actors, including politicians, the general public and
professional lobby groups on both sides, can be explained by the pursuit of ‘thick-
rational’ self-interest. Ambivalent policy-makers responded to political pressure
from concentrated interest groups who used research evidence as one of several
devices to generate publicity for their campaigns. Consumers who would be
adversely affected by the policies had insufficient incentive to mobilise in their
collective interest and non-consumers had no obvious reason to oppose policies that
offered the possibility of a marginal benefit. Seeing little public opposition, the
government considered the reputational risks of inaction to be greater than the
risks of proceeding with policies that were broadly revenue-neutral or, in the case of

the sugar tax, revenue-raising.
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Introduction and methodology

“...you change your laws so fast without enquiring of results past or present that this is
all experiment, seesaw, doctrinaire; shuttlecock between battledores.”

- Florence Nightingale

The aim of this thesis is to examine the role of evidence in lifestyle-related public
health policy-making in the United Kingdom. Four case studies from the 2010s will
be studied: plain packaging for tobacco, the Soft Drinks Industry Levy (commonly
known as the sugar tax), minimum pricing for alcohol, and the stake reduction for
fixed odds betting terminals (FOBTs). Each of these policies was introduced after
hard fought campaigns, although only partially in the case of minimum pricing
which was introduced in Scotland (and later Wales) but not in England. All of the
policies were said to be ‘evidence-based’ and were introduced (or rejected) in

Westminster by a Conservative-led government.

Upon what evidence were these political decisions made and how strong was it? To
assess this, we will look at the evidence cited by government agencies, politicians
and the media during the course of the campaigns. For each of the case studies, [ will
produce a narrative review of the evidence presented in key government
documents, such as public consultations and evidence reviews from the Department
of Health and Public Health England. This will be followed by a quantitive analysis of
evidence cited in five major British media outlets and a similar analysis of evidence

cited by MPs in relevant House of Commons (HoC) debates.

In subsequent chapters, I will conduct a qualitative analysis of the most frequently
cited sources of evidence to assess what type of evidence appeared to be most
persuasive and how strong that evidence was. Was it objective? Did it meet the
highest standards of scientific ‘proof’? Did it accurately predict subsequent
outcomes? In the final analysis, was the political decision evidence-based, evidence-
informed or merely evidence-decorated? And if objective empirical evidence was not
the primary driver of policy-making, what was? The thesis will refer to, and attempt
to build on, insights from the academic literatures on research dissemination,

political science and public choice theory.

Underlying the methodology is the assumption that proponents of a policy who cite

a particular study or a particular statistic do so because they find it persuasive and/
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or because they think that others will find it persuasive. If a media outlet reports the
results of a particular study, we assume that the editor and/or journalist believes
the findings to be of some importance. If a journalist cites a piece of evidence in an
op-ed while making the case for or against a policy, we assume that they feel that
this evidence is compelling. In the case of press coverage, the mere fact that the
findings were reported gives them significance in the political debate because media

coverage can influence public opinion and is often intended to do so.

The analysis of media coverage will use the online archives of the BBC News website,
the Daily Telegraph (including the Sunday Telegraph), the Mirror (including the
Sunday People), the Daily Mail (including the Mail on Sunday) and the Guardian
(including the Observer). Relevant articles were identified via Google searches using

the following terms:

plain packaging/plain packs/standardised packaging
minimum pricing alcohol/minimum unit pricing
sugar tax/sugary drink tax/soft drink tax

fixed odds betting terminals/FOBTSs

For example: “site:theguardian.com plain packaging”.

Each web search is limited to a window of time starting before each campaign had
begun and ending when the final decision had been made. For plain packaging, the
search dates ranged from 1/1/08 to 10/03/15. For the sugar tax, the search dates
ranged from 1/1/10 to 15/3/16. For minimum pricing, the search dates ranged
from 1/1/07 to 14/11/17. For fixed odds betting terminals, the search dates ranged
from1/1/12to 14/11/18.

Analysis of House of Commons debates uses Hansard transcriptions (http://

hansard.parliament.uk) to count how many MPs made a contribution from the floor

mentioning specific pieces of identifiable evidence. Where referenced evidence is no
longer available online it has been retrieved, whenever possible, by the Wayback
Machine (archive.org). A detailed summary of the media and HoC references can be

found in the Appendix (available upon request).


http://hansard.parliament.uk
http://hansard.parliament.uk

Perspectives on policy-making

The concept of evidence-based policy was directly inspired by the evidence-based
medicine movement that emerged in the 1970s. Archie Cochrane’s short book
Effectiveness and Efficiency (1972) drew attention to the worryingly large number of
medical interventions being used in the National Health Service (NHS) without
proof of efficacy. The history of medicine is rife with quackery and, even in the mid-
twentieth century, procedures and drugs were sometimes used on the basis of little
more than tradition and intuition. The personal opinion of doctors often counted for
more than empirical evidence which was, in any case, lacking. The mere fact that
patients frequently recovered after being treated was not proof of a treatment’s
effectiveness. As Cochrane knew from his experience as a doctor, patients frequently

recovered with or without medical intervention (Cochrane 1972: 5).

Recognising that clinicians were prone to bias and the post hoc ergo propter hoc
fallacy, Cochrane ranked their opinion at the bottom of the evidence pyramid.
Observational studies, in which one group of people are compared against another,
were better, but were still ‘thoroughly unsatisfactory’, wrote Cochrane, because a
self-selecting group of people who are defined by one characteristic (such as
seeking out a particular treatment) will often share other characteristics which
confound results (ibid.: 21). When individuals are not selected at random,

differences in health outcomes cannot necessarily be attributed to the treatment.

At the top of the evidence pyramid, Cochrane put the double-blind randomised
controlled trial (RCT) in which half the patients are randomly assigned to be treated
(the cases) while the other half are not (the control). To prevent bias and to counter
the placebo effect, neither the patient nor the researcher is told who has been given
the treatment (hence double-blind). When conducted properly, RCTs greatly reduce
the chance of useless remedies appearing to be effective as a result of confounding
factors and bias, but they do not offer 100 per cent protection against dumb luck. To
test for fluke findings, the best practice is to test for statistical significance, and
experiments should be rerun, preferably by independent researchers, with all the

studies then compiled in a systematic review or meta-analysis.

Although RCTs had been used since the 1940s, Cochrane found many examples of

NHS treatments that had never been put through them. Some of them, such as
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insulin for diabetes, were so obviously effective that an RCT would be unnecessary
and unethical. Others, such as tonsillectomy and psychotherapy, were not. The need
for thorough evidence became more urgent as the benefits of treatments became
more marginal. As Baron (2018) argues, evidence-based medicine was not needed
for most of human history because the impact of health interventions, such as
penicillin in the treatment of bacterial infections, was too big to ignore. But in the
modern world, many beneficial treatments have a more modest effect that may not

be obvious due to confounding variables; variables that can be excluded in RCTs.

Cochrane argued that if RCTs were more widely used, the NHS would become both
more effective and more efficient. Useless and harmful treatments would be
abandoned and effective treatments would be used at the right time and in the right
places (Cochrane noted that effective treatments were sometimes over-used and
over-prescribed). He concluded with an appeal for more applied research into NHS
treatments, in which the ‘technique will nearly always be an RCT’ (Cochrane 1972:
80). His book was highly influential in the UK and abroad. RCTs are now universally
regarded as the gold standard of scientific evidence in health. The Cochrane
Collaboration was founded in 1993 to produce systematic reviews of RCTs, and in
1999 the National Institute for Clinical Excellence was founded to evaluate both the

effectiveness and efficiency of medical treatments in the UK.

From medicine to policy

The idea of transferring the lessons of evidence-based medicine to public policy
emerged in the 1970s and the term ‘evidence-based policy’ came into common use
in the last years of the twentieth century. Needless to say, the use of evidence in
policy-making was not a new idea. Governments had been embarking on fact-
finding missions and assembling expert panels for many years. In Britain, hundreds
of Royal Commissions produced reports on issues such as gambling, opium, divorce
and capital punishment between 1830 and 1980, although only three were
convened after 1981 and there have been none since 2000. Private individuals also
produced empirical research related to social policy, such as Charles Booth’s
pioneering work on poverty in the late nineteenth century and Seebohm Rowntree’s

surveys of working class living conditions in York between 1899 and 1954.



Writing in the 1980s, Martin Bulmer (1986: 5-6) explained the five stages of ‘the

rational model’ of policy-making:

‘(1) A problem which requires action is identified. The goals, values and
objectives related to the problem are set out.

(2) All important possible ways of solving the problem or achieving the goals
and objectives are listed. These are alternative strategies, courses of action or
policies.

(3) The important consequences which would follow from each alternative
strategy are predicted and the probability of those consequences is
estimated.

(4) The consequences of each strategy are then compared to the goals and
objectives identified under (2).

(5) Finally, a policy or strategy is selected in which consequences most

closely match goals and objectives, or the problem is most nearly solved.

Only a handful of RCTs were used in social policy before 1980, mostly in the USA,
but they become more common in the 1980s and 1990s. Unlike in medicine, RCTs
are often impractical or impossible in other areas of public policy. There is usually
no equivalent of a placebo; we cannot, for example, make people think they are
paying a tax or being given a house when they are not. We can try a policy out in one
part of the country while leaving the rest of the country with the status quo, but the
individuals involved are not truly randomised. Even when feasible, RCTs tend to be
expensive and so, in their absence, ‘softer’ forms of evidence have to be accepted.
From the outset, therefore, ‘evidence-based policy’ had a looser definition than
evidence-based medicine and some saw the term as little more than a marketing

device for traditional policy-making.

The phrase ‘evidence-based policy’ became prominent in Britain in the late 1990s
after the Labour Party won the 1997 general election under Tony Blair. The Labour
manifesto declared that ‘New Labour is a party of ideas and ideals but not of
outdated ideology. What counts is what works. The objectives are radical. The
means will be modern’ (Dale 2000: 348). As a political slogan, ‘what counts is what
works’ had a particular appeal to a party that was eager to convince the public that
it had abandoned socialist dogma. The statement is difficult to disagree with (who
does not want things to work?) and it allows those who use it to present themselves
as open-minded pragmatists while subtly implying that their opponents are led by

blind ideology. Other politicians on the centre-left have since echoed the same
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refrain. In 2008, for example, Australia’s new Labour Prime Minister, Kevin Rudd,
promised that his government would deliver ‘a robust, evidence-based policy
making process’ that would be ‘driven by analysis of all the available options, and
not by ideology’ (Rudd 2008). Barack Obama, in his inaugural address of 2009, said
‘the question that we ask is not whether our government is too big or too small, but
whether it works ... Where the answer is yes, we intend to move forward. Where the

answer is no, programs will end’ (Obama 2009).

In 1999, the Cabinet Office produced a white paper titled Modernising Government
which is often cited as the origin of the evidence-based policy movement in Britain
(Parsons 2002; Wyatt 2002). The document does not actually mention the phrase
‘evidence-based policy’, and even the word ‘evidence’ only appears three times, but
it does say that the government ‘must be willing constantly to re-evaluate what it is
doing so as to produce policies that really deal with problems; that are forward-
looking and shaped by the evidence rather than a response to short-term pressures’.
It adds that the government ‘will improve our use of evidence and research so that
we understand better the problems we are trying to address’ (Cabinet Office 1999a:
15-17).

1999 was a big year for evidence-based policy. In addition to founding the UK Centre
for Evidence Based Policy and Practice - created with a £1.3 million grant from the
Economic and Social Research Council - the government set up the (short-lived)
Centre for Management and Policy Studies to ‘capture and absorb the best research
evidence and management practice wherever they may be found’ (Wyatt 2002: 13).
Away from government, the Campbell Collaboration was also founded in 1999,

based on the Cochrane Collaboration, to assess social policy.

Modernising Government was followed by Professional Policy Making for the Twenty
First Century, also published in 1999 by the Cabinet Office. The report noted that
government departments spent over £350 million on ‘policy-related research’ in
1998/99 (Cabinet Office 1999b: 36) and provided three case studies: warning labels
on solvents which were shown to groups of parents, teachers and young people over
a period of two years to find the most effective message; the Sure Start scheme
which was based on a cross-departmental review showing that ‘early, sustained,
comprehensive interventions were the most effective in preventing later social
exclusion’; and efforts to eradicate Potato Brown Rot based on a cost-benefit

analysis and a pilot scheme (ibid.: 33-35).



It was telling that none of the case studies in Professional Policy Making for the
Twenty First Century involved RCTs or even peer-reviewed studies. Although
evidence was utilised, it fell short of the gold standard and there was little to suggest
a fundamental change in the workings of government. Scientists, including social
scientists, do not generally view mere ‘information’ as evidence per se and yet the
Cabinet Office explicitly rejected the idea that they would confine themselves to
academic research.

‘... there is a tendency to think of evidence as something that is only
generated by major pieces of research. In any policy area there is a great deal
of critical evidence held in the minds of both front-line staff in departments,
agencies and local authorities and those to whom the policy is directed. Very
often they will have a clearer idea than the policy makers about why a
situation is as it is and why previous initiatives have failed. Gathering that
evidence through interviews or surveys can provide a very valuable input to
the policy making process and can often be done much more quickly than

more conventional research’ (ibid.: 43).

The obvious question is, if personal anecdote and opinion count as evidence, how is
evidence-based policy different to traditional policy? This speaks to a long-running
conflict between academics and policy-makers. As Lomas and Brown (2009: 913-4)

write:

‘For researchers and, to a lesser extent, for evidence-based medicine
proponents, the word evidence is synonymous with research, whereas for
these civil servants, evidence is more synonymous with data, analysis, or

investigation’ (emphasis in the original).

Academics prefer evidence that has been generated through the scientific method
and published in journals (of which they are the gatekeepers) whereas politicians
will accept mere ‘information’. Academics complain about policy-makers ignoring
their research while policy-makers complain about academics pursuing obscure
subjects that have no practical policy implications (‘policy-free evidence’).
Academics complain about a lack of funding, but also complain that funding from
the government creates pressure to produce research that fits the government’s

agenda.



These tensions existed long before 1999. In an article published at the start of that
year, Graham Leicester wondered whether researchers like himself had ‘become so
used to the term “evidence-based policy” that perhaps we now miss its ironic
tone’ (Leicester 1999: 5). The phrase was clearly not new and the concept was even
older. The debate about how academic research is used in policy-making has
changed little since the 1970s when American academics such as Carol Weiss were
writing about ‘research utilisation’. She described the ‘most common concept of
research utilisation’ as being when ‘research provides empirical evidence and
conclusions that help to solve a policy problem’ (Weiss 1979: 427). This is evidence-
based policy by any other name and the USA was in many respects its pioneer. Its
(privately funded) Coalition for Evidence Based Policy was established in 1978 and
the US government has been spending money on social research since the 1880s. It
has carried out dozens, if not hundreds, of RCTs in the areas of education, basic
income, welfare, employment, poverty reduction and criminal justice since the
1960s. In 1976, the US government spent more than $1.8 billion on ‘social research
and development’ (Lynn 1978: 1). At that time, there was so much research that one
academic complained that ‘the attempt to manufacture socially useful knowledge to
order - to treat the acquisition of knowledge like any other government
procurement - has flooded the market with shoddy products’ (ibid.: 5-6). Politicians,
meanwhile, complained about the amount of taxpayers’ money being spent on

academic theories which they considered irrelevant, if not subversive.

Disseminating research

Carol Weiss shared the cynicism of many subsequent critics about the ability of
academic research to shape public policy. Academics want policy-makers to be
methodical and systematic. They expect them to identify a problem and then seek
out research to solve it. In practice, the policy-making process is more chaotic.
Politicians are lobbied by interest groups and only see evidence when it is pushed
under their noses. ‘It probably takes an extraordinary concatenation of
circumstances for research to influence policy decisions directly’, Weiss concluded
(Weiss 1979: 428). Among the many boxes a piece of research must tick before it is
acted upon by policy-makers, she said, were being unambiguous, timely and not

running counter to political interests.

Nick Black (2001: 276) was one of many academics to tell researchers that they
were naive if they thought politicians would read their research and act on the

evidence rather than base decisions on ‘ideology, value judgments, financial
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stringency, economic theory, political expediency, and intellectual fashion’ The
standard conclusion from this corner of the academic literature is that researchers
should make their work more accessible and do more to get policy-makers’
attention. Weiss noted that ‘the usual prescription for improving the use of research
is to improve the means of communication to policy makers’ (Weiss 1979: 428).
Much of the literature in this area aims to educate researchers about political

realities and warn them about the short attention spans of politicians.

Politicians are busy people who are bombarded with requests to tackle a wide range
of issues. As Cairney and Oliver (2017: 3) argue, they employ time-saving heuristics
to navigate a world in which perfect rationality and perfect knowledge are

unattainable:

... policymakers do not have the ability to gather and consider all evidence
relevant to policy problems. Instead, they employ two shortcuts - ‘rational’,
pursuing clear goals and prioritising certain sources of information, and
‘irrational’, drawing on emotions, gut feelings, beliefs and habits to make

decisions quickly’

Cairney and Oliver list several ways in which researchers can exploit the bounded
rationality of policy-makers to exert influence. These include ‘combining facts with
emotional appeals’ and ‘telling simple and easily understood stories which

manipulate people’s biases’ (ibid.: 4).

In short, much of this literature tells academics how to be better lobbyists. The
crucial first step in policy-making is getting an issue on the agenda. Research that is
focused on narrow policy questions, such as the effectiveness of different warning
labels on solvents, can be used at the second stage, but academics can also push
broader issues up the policy agenda. They can use their work to encourage policy-
makers to focus on different political ends, and they are sometimes keen to do so.
Some of the academics who are pessimistic about policy ever being truly evidence-
based are more optimistic about academics influencing the wider climate of opinion

and putting certain issues on the table.

DeLeon and Weible (2010: 26) argue that ‘the biggest gain for democracy is likely
through the long-term learning among [policy-making] practitioners from a series of
study results’ (emphasis in the original). Note that DeLeon and Weible assume that

researchers’ influence on policy-makers will improve democracy rather than mere
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policy-making. This suggests something more far-reaching than the use of best
statistical practice. Note also that they emphasise repetition of research findings
until the researcher’s conclusions become established facts. Again, therefore,
academics are being encouraged to become policy entrepreneurs themselves. They
are urged to decide not only on the means but on the ends of public policy. This adds
a new dynamic because once academics become activists there is a danger of
existing biases being magnified by the incentives of getting a policy win and making
the world a better place, as they see it. Social scientists are no different from anyone
else in having biases, both political and self-serving, and can have strong views on
subjects that are beyond their academic expertise. Focused on a single issue, they
may think it is worth spending more money to solve a particular issue than the

median taxpayer is prepared to pay.

When science becomes central to politics, it risks becoming politicised. Politically,
academics have leant towards the liberal-left for decades (Weiss 1978: 25),
particularly in the social sciences, and this tendency has become more pronounced
over time (Carl 2017; Eagan et al. 2014). They usually work within an academic
system that rewards eye-catching research which appeals to funders. The UK’s
Research Excellence Framework actively encourages researchers to produce work
that has an impact outside of academia. There is pressure to ‘publish or perish’ in
many university departments while journals want dramatic findings rather than
confirmations of the null hypothesis or replication of earlier experiments.
Academics naturally feel that their area of research is of special interest and that
their perspective is particularly useful, but advocacy research may exaggerate the
scale of the problem it is addressing to inspire political action (Gilbert 1997). Those
who have staked their reputation on a hypothesis being correct may be reluctant to

change their minds in the light of new evidence.

These biases would be of little account if RCTs were the norm in public policy
analysis, but they are not. In the absence of RCTs, researchers in the social sciences
turn to weaker methods, such as modelling, surveys, focus groups, observational
studies, ecological studies and interrupted time series, which are more sensitive to
chance, statistical adjustments and the interpretation and assumptions of the
researcher. Clarence (2002) argues that politicians talk about ‘the science’ as if it
were an immutable fact, free of bias and errors, but many controversies exist even in
medicine and the ‘hard sciences’. In the social sciences, where randomised
controlled trials are often impossible and issues are more political, controversy is

inevitable.
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Who is the policy-maker to believe? Friedrich Hayek, in his Nobel Prize lecture,
noted that ‘[i]t is often difficult enough for the expert, and certainly in many
instances impossible for the layman, to distinguish between legitimate and
illegitimate claims advanced in the name of science’ (Hayek 1974). In practice,
policy-makers have enough experience of being presented with conflicting scientific
findings to know that ‘following the science’ is not as simple as it sounds. During the
COVID-19 pandemic, for example, different governments implemented totally
different policies on travel bans, school closures and face-masks, but all were able to

point to studies and scientists who supported them.

The pandemic provided a good illustration of why ‘evidence-based policy’ is easier
said than done. There were established facts (SARS-CoV-2 was a highly virulent
disease with a much higher fatality rate than influenza), facts that appeared to be
established until they were overturned (the World Health Organisation initially
insisted that the virus was not airborne and face-masks offered no protection
(Sample 2020; Chamary 2021)), and then there was policy, which had to weigh the
harm caused by the virus against the economic and social costs caused by non-
pharmaceutical interventions. Politicians not only had to make decisions based on
evidence that was incomplete and sometimes wrong, but also had to factor in public
opinion and intangible factors such as the value of personal liberty and the value of

a human life.

The classic criticism of evidence-based policy is that the evidence itself is often
weak, conflicting and politicised, and that even when it is more robust it cannot
dictate major policy decisions because there are often complex trade-offs and value
judgements at work. Evidence can provide the means to an end, but it cannot say
what the end should be. In evidence-based medicine, there is a consensus about the
aim of reducing morbidity. We identify a range of treatments and pick the one that
performs best in randomised controlled trials, subject to cost-effectiveness. There
may be biases at play, for example from a drug’s manufacturer, but these can be
overcome through the use of sound scientific methods. In public policy, by contrast,
methods are less robust and biases more pervasive. Policy entrepreneurs on both
sides of the debate marshal their evidence and policy-makers decide whose
evidence is most compelling. Politicians often have strong views of their own and
will select evidence that can be used as ammunition for their side of the debate.
Whichever way they lean, they can usually claim to have based their decision on
evidence of some sort. The resulting policy might be better described as evidence-

decorated or evidence-garnished than evidence-based. Some commentators have
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preferred to use the more modest term ‘evidence-informed’ (Parkhurst et al. 2018:
222).

In theory, evidence-based policy is intended to ‘neutralise ideologies and to hide
power asymmetries from decision making’ (Saltelli and Giampietro 2017: 63). In
practice, when the evidence is mixed and equivocal, partisan politicians and policy
entrepreneurs will tend to emphasise the research that fits their preconceived
position. The domain of ‘professional social inquiry’ - to borrow a term from
Lindblom and Cohen (1979) - thereby becomes ‘a principal weapons maker in the

struggle’ between competing political factions (ibid.: 65).

Nevertheless, the general acceptance that policy should be evidence-based
encourages policy-makers and policy entrepreneurs to cite evidence and debate it.
Writing in 2001, Nick Black (2001: 275) observed that ‘[t]he need to be seen to be
making evidence based decisions has permeated all areas of British public
policy’ (emphasis added). The modern British infra-structure of evidence-based
policy, such as public consultations, systematic reviews and impact assessments
overseen by the Regulatory Policy Committee, is designed to force governments and
bureaucrats to provide evidence to justify their decisions. The Blair government did
not invent all of these processes,! but there is a more explicit focus on evidence -
particularly peer-reviewed evidence - than there was in the past. Public
consultations are often subtitled ‘Call for evidence’ and their questions frequently
ask respondents to cite data rather than opinion. A system of evidence reviews,
consultations and impact assessments does not guarantee that policy will be
‘evidence-based’, let alone perfect, but it erects a series of obstacles for policy
entrepreneurs to overcome and it creates a presumption that political debates

should at least be grounded in evidence - or, more bluntly, in reality.

The multiple streams framework

In theory, the policy-making process involves putting a problem that requires
government action on the agenda, canvassing possible solutions and commissioning
research to see which would work best. This is followed by ‘policy formulation,
decision making, implementation and finally, evaluation’ (Embrett and Randall

2014: 148). In his classic study of policy-making in the USA, Agendas, Alternatives,

1 Compliance Cost Assessments had been used since 1985 and were replaced by Regulatory
Impact Analyses in 1998 which, in turn, became Impact Assessments in 2007.
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and Public Policies, John W. Kingdon (1995: 77-8) describes the ideal system of

evidence-based problem solving as follows:

‘If policy makers were operating according to a rational, comprehensive
model, they would first define their goals rather clearly and set their levels of
achievement of those goals that would satisfy them. Then they would canvass
many (really, all) alternatives that might achieve these goals. They would
compare the alternatives systematically, assessing their costs and benefits,
and then they would choose the alternatives that would achieve their goals at

the least cost.

Kingdon immediately acknowledges that ‘such a model does not very accurately
describe reality’ (ibid.: 78). Based on extensive interviews with people involved in
US policy-making in the 1970s and 1980s, he identified three important ‘streams' in

the policy-making process:

e Problem stream: An issue rises up the agenda that is seen to need solving.

» Policy stream: As ideas evolve in the ‘policy primeval soup’, a long list of possible
solutions is narrowed down to a short list on the basis of feasibility, affordability
and public acceptability.

 Political stream: Policy entrepreneurs work to make the policy fit the prevailing
mood of the nation and build consensus for change before the window of

opportunity closes.

In some respects, this framework resembles the classic model of rational policy-
making, but it differs in three crucial ways. Firstly, the streams represent criteria
that must be fulfilled during a ‘window of opportunity’ but the process does not
necessarily occur in the chronological order implied above. Secondly, the gap
between problem identification and policy implementation is not necessarily filled
with newly commissioned research and evidence reviews. Thirdly, a problem does
not necessarily get on the agenda after calm deliberation by a policy-maker.
Politicians do not always get to decide which political issues take priority. Problems
and their purported solutions can be thrust upon them by emergencies, lobbyists,

the media, the opposition and pressure groups.

Charles E. Lindblom (1959) famously described policy-making as ‘the science of
muddling through’, but while it may seem chaotic, it is not random. Politicians tend

to respond to political pressure rationally and in their own self-interest - which,
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from their perspective, is synonymous with both their party’s self-interest and the
nation’s self-interest. In the framework proposed by Kingdon, issues are put on the
agenda as a result of ‘focusing events’, such as disasters, or by routine indicators,
such as traffic fatalities, going in the wrong direction, or by government officials and
the public telling politicians that something is not working, or by a change of
government. Once the problem rises up the agenda, a ‘policy window’ opens and
policy entrepreneurs propose solutions. Whether the proposed solution becomes
policy before the window closes depends on politics in the narrow sense -

bargaining, log-rolling, building consensus - as well as on public opinion.

The multiple streams approach is more of a framework by which policy-making can
be studied than a predictive model. Nevertheless, Kingdon observed several
tendencies in his study of American health and transport policy in the 1970s that he
and other political scientists subsequently identified in further case studies (Jones

et al. 2016). The following observations are of particular relevance to our topic:

e celected officials and, above all, the president are the most powerful agenda
setters (Kingdon 1995: 199).

e interest groups tend to block or water down reforms rather than initiate them
(ibid.).

e change happens slowly and there is a ‘long softening-up process’ before an idea
becomes a policy. Policy entrepreneurs often have to wait years for the right
circumstances to emerge for their policy to be adopted (ibid.: 201).

e the process involves ‘considerable doses of messiness, accident, fortuitous
coupling, and dumb luck’ (ibid.: 206).

In Kingdon’s account, for a policy to be seriously considered it must be feasible,
reasonably popular and either low cost or revenue raising. Evidence alone can be
used as ammunition, but it is rarely central and is never the only factor in decision-

making.

As Brian W. Head (2010: 88) puts it, ‘the policy process is best understood as a
patchwork quilt of arguments and persuasion in which various forms of evidence
are deployed as part of political debate.” Lindblom and Cohen (1979: 64) argue that
‘policy is not made by a policy maker but by interaction among a plurality of
partisans’. This view of the system, which could be described as political realism,
offers a role for research evidence, but does not depend on research evidence. The

resulting policies could be calmly evidence-based or irrationally emotional. The
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process may pay lip service to the ideals and routines of evidence-based policy-
making, but only because ‘some people feel better if they make their decisions after

the ceremonies of analysis’ (Lindblom and Cohen 1979: 84).

The public health perspective

The multiple streams framework has been used in some public health policy
analysis, but with a much greater focus on interest groups and lobbying. Broadly
speaking, public health academics view policy-making in the field of lifestyle and
non-communicable diseases as a pitched battle between industry and health
advocates. A substantial literature focuses on the tactics, strategies and arguments
of ‘unhealthy commodity industries’. One of the main conclusions is that tactics
associated with the tobacco industry have been copied by the alcohol, food and

gambling industries.
In two systematic reviews of studies looking at industry responses to public
consultations on tobacco and alcohol advertising laws, Savell et al. (2014; 2016)

identified four main categories of argument:

e negative unintended consequences (e.g. loss of jobs)

regulatory redundancy (e.g. a ban is unnecessary because of self-regulation)

insufficient evidence (that the proposal will work)

legal (e.g. that an advertising ban would be unconstitutional)

Looking specifically at tactics, Savell et al. (2014: 4) identified six policy-influencing

approaches used by the tobacco industry:

e Information (direct and indirect lobbying; commissioning research; collaborating
with government)

e Constituency building (forming alliances with other sectors; media advocacy;
creating front groups)

e Policy substitution (developing alternatives to regulation, e.g. voluntary codes of
conduct)

e Legal (threatening legal action)

» Constituency fragmentation (neutralising or discrediting opponents)

e Financial incentive (gifts, inducements and promising future employment to

policy-makers)
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A study of submissions to an Australian government consultation on sports betting
advertising regulation found all six of these strategies used by the gambling industry
(Hancock et al. 2018). A systematic review of studies looking at alcohol industry
lobbying against marketing restrictions found five of the six tactics, with only

‘constituency fragmentation’ missing (Savell et al. 2016).

However, these tactics are not unique to industry and all of them are used by other
pressure groups, including public health campaigners, as the following examples

show.

e Information (direct and indirect lobbying; commissioning research; collaborating

with government)

This is the bread and butter of any political campaign. Several articles in the public
health literature recommend face-to-face meetings with policy-makers as the single
most effective form of persuasion, as do articles in the broader literature on
research utilisation. Groups such as Action on Smoking and Health and Action on
Sugar hold meetings and other events in Parliament to engage with politicians. Such

pressure groups often commission research from third parties.

e Constituency building (forming alliances with other sectors; media advocacy;

creating front groups)

Public health interest groups often form coalitions and alliances, such as the Alcohol
Health Alliance, to maximise their lobbying potential and media advocacy. All of the
groups to be discussed in this thesis have an All-Party Parliamentary Group to

advance their arguments.

e Policy substitution (developing alternatives to regulation, e.g. voluntary codes of

conduct)
Public health groups do this in reverse by proposing statutory regulation as a

substitute for voluntary agreements. In some instances, ‘softer’ regulation proposed

by government is ‘gold-plated’ by pressure groups.
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e Legal (threatening legal action)

This is less common in public health but is not unheard of. In 2005, while
campaigning for the smoking ban, ASH sent a registered legal letter to employers in
the hospitality trade and warned of an ‘ever rising threat of legal action from
employees whose health is damaged by secondhand smoke’.2 Some academics have
proposed using UN Human Rights legislation to mandate bans on ‘junk food’
marketing (Garde et al. 2018).

e Constituency fragmentation (neutralising or discrediting opponents)

Ad hominem arguments against those who are perceived to be defending industry
interests are common in the public health literature. A number of articles have
sought to discredit individuals and organisations on the basis of real or imagined
financial ties to industry (e.g. Horel and Keyzer 2021; Hawkins and Holden 2013;
McCambridge et al. 2014). Bath University’s Tobacco Control Research Group runs a
website (www.tobaccotactics.org) which strongly implies that those who speak out
against certain anti-smoking policies are part of a co-ordinated opposition
controlled by the tobacco industry. The epidemiologist Katherine Flegal (2021)
became ‘the target of an aggressive campaign that included insults, errors,
misinformation, social media posts, behind-the-scenes gossip and manoeuvres’ from
the public health community after she published research showing that being

overweight is not associated with increased mortality.

e Financial incentive (gifts, inducements and promising future employment to policy-

makers)

Tobacco, alcohol, food and gambling industries have donated a great deal of money
to politicians and political parties over the years. There is evidence that the size and
quantity of donations increase when industry-relevant policies are under discussion
(Kypri et al. 2019). Inducements are less common from the public health side, but
they do exist in the form of jobs and awards. For example, the WHO hands out No
Tobacco Day Awards every year to politicians who have introduced anti-smoking or
anti-vaping policies, thereby offering prestige and favourable publicity. The UK’s
public health minister, Jane Ellison, won the WHO Director-General Special award in

2016 after legislating for plain packaging. After losing her seat in the 2017 general

2 https://ash.org.uk/media-and-news/press-releases-media-and-news/hospitality-
trade-warned-of-legal-risk-from-secondhand-smoke/
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election, she secured a job at the WHO as its Executive Director for External
Relations and Governance. Nicola Sturgeon, who was instrumental in bringing about
minimum pricing in Scotland, was appointed to the billionaire Michael Bloomberg’s

Task Force on Fiscal Policy for Health in 2018.

In any policy campaign, both sides use similar tools, including press releases, drinks
receptions, media engagement, coalition building, undermining the opposition,
briefing journalists and producing newsworthy publications. But, as Parkhurst et al.
(2018: 226) note, the public health lobby portrays these tactics as underhand when
used by its opponents:

‘... in England, the public health community for many years collaborated
effectively to influence government policy on tobacco control, strategically
utilising scientific evidence to support their position. This was widely seen to
be a legitimate use of evidence. Yet the tobacco industry also routinely
engaged in strategic uses of evidence to support arguments in opposition to
tobacco control measures, typically in ways judged to be biased by

researchers and tobacco control advocates.

A limitation of the public health analysis is that it tends to present policy-making as
a binary choice between the interests of public health and the interests of industry.
The views of consumers, voters and politicians tend to be overlooked or, if these
participants oppose the policy in question, explained by reference to industry
influence. Although ‘industry tactics’ are often assumed to be the main reason why
certain proposals do not become law, causation cannot be proved or, in many case,

even inferred.

An analysis of policy-making that focuses on industry influence to such an extent
has little explanatory or predictive power. Public health academics review case
studies retrospectively, attributing policy wins to sound evidence and strong
advocacy while policy defeats are attributed to industry lobbying. But even if
corporate lobbying were easier to track and quantify it would tell, at best, only one
part of the story and could not explain why some policies are adopted in one
jurisdiction and not another. Policy entrepreneurs would not spend so much time
and money lobbying if it had no impact, although Lucas and Tasi¢ (2015: 236) argue
that ‘the primary function of lobbying may be to cement and maintain ties among

people who already agree with one another. The public health narrative is
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incomplete because it largely ignores other interest groups, including other

industries, and it pays little attention to the incentives of policy-makers themselves.

The binary framing of policy-making as ‘public health’ versus industry provides a
David and Goliath narrative that flatters the public health lobby when they win and
consoles them when they lose, but is too simplistic. Rent-seeking industries may
clash or collude with the public health interest groups at different times and there
are often differences of opinion within each industry. Elements of the tobacco
industry have lobbied against e-cigarettes and for higher tobacco taxes. Sectors of
the alcohol industry have lobbied for minimum pricing, and elements of the
gambling industry have lobbied for anti-gambling legislation. These are textbook
examples of the ‘bootleggers and Baptists’ phenomenon identified by Yandle (1983)
in which the interests of commercial entrepreneurs and moral entrepreneurs
temporarily align, but they attract little attention in the public health literature. Nor
is much attention paid to the influence of wealthy benefactors to the public health
side, such as Michael Bloomberg who has given hundreds of millions of dollars to
organisations to lobby for sugary drinks taxes and e-cigarette flavour bans;
organisations that would be termed ‘front groups’ if public health academics
opposed them. But even if the literature gave a full account of all the commercial
and ideological players in these policy debates, it would have little explanatory

power unless it analysed the incentives of decision-makers themselves.

The public choice perspective

Public choice theory recognises that rent-seeking industries influence policy-
making, often for the worse, but that they are just one self-interested policy actor
among many. Others include ideological special interest groups, bureaucrats, voters,

political parties and politicians themselves.

In public choice theory, there is a nexus between politicians, bureaucrats and
interest groups, sometimes known as the ‘iron triangle’, that is instrumental in
shaping policy (Overman and Simanton 1986). It is assumed that politicians’
primary interest is their own political survival and re-election and that bureaucrats
are interested in safeguarding and expanding their department’s budget and
prestige (Niskanen 1968) although both may also have their own political objectives
and ideologies. Public choice economists agree with the scholars of research
dissemination and political science that neither political conviction nor evidence is

decisive in policy-making.
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‘In the rough-and-ready world of practical politics, policy is shaped in a
maelstrom of idealism, activism, ignorance, time constraints, power
struggles, and special-interest pressures. It would be genuinely shocking for
real-world policies to resemble those imagined by hopeful academics.” (Rizzo
and Whitman 2020: 310)

For their part, voters are rationally self-interested but also rationally ignorant about
most policy issues. Since there is almost no chance that their vote will be decisive in
an election, they have little incentive to inform themselves about politics (Downs
1957). Bad policies have adverse consequences for the electorate, but these costs
tend to be spread thinly across the population and often go unnoticed whereas the
benefits of rent-seeking policies are bestowed on a small, concentrated minority
who are thus highly motivated to educate themselves and take action. The costs to
the individual of lobbying against a bad policy are often greater than the burden of
the policy, and individuals cannot vote against specific policies because - with the
exception of referendums - their choice is between candidates who present a basket
of policies every few years. For this reason, the demands of concentrated interest
groups - commercial or ideological - often prevail over the interests of the majority
(Olson 1971).

One of the more depressing insights from public choice economics is that both
voters and politicians bear relatively low costs from making poor choices, as
compared to private decision-makers, and therefore tend to make poorer choices
than they would if acting purely on their own behalf in the marketplace. Insights
from behavioural public choice economics make for even grimmer reading because a
number of cognitive biases leave politicians particularly prone to producing hasty,
ineffective, costly and/or unnecessary legislation. These include action bias which
Patt and Zeckhauser (2000: 50) define as a penchant for taking action for the sake of
being seen to take action (by the electorate). A possible counterweight to action bias
is status quo bias: a preference for the status quo that encourages a politician to do
nothing. The status quo is an anchor, but it is not the only form of anchoring.
Politicians might instead take zero risk as their anchor and work towards that. Zero-
risk bias can lead to the economically irrational conclusion that a goal must be

achieved at any cost.

Other mental shortcuts that can tip over into biases include the availability heuristic

in which policy-makers turn to familiar and established frameworks for dealing
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with problems and seek to emulate them. The availability heuristic might explain
why a politician would copy a policy from another country if it is perceived to have
worked there. The intentions heuristic makes politicians (and voters) display a
‘tendency to judge a policy based on the intentions of its advocates rather than on
the policy’s actual consequences’ (Lucas and Tasi¢ 2015: 218). If the intention of the
policy is to improve health, as in the case studies we shall examine, this can become
a powerful bias, especially when advocates frame the intentions of their opponents
as being to make a profit. As Lucas and Tasi¢ (2015: 220) argue, prejudice against

free market policies stems, in part, from the intentions heuristic.

‘Firms are motivated by profit, so consumers conclude that they can charge
exorbitant prices for low quality products. As Joseph Schumpeter noted,
people suffer from an “ineradicable prejudice that every action intended to

serve the profit interest must be anti-social by virtue of this fact alone.”

All these biases can lead to motivated reasoning, with policy-makers placing undue
weight on weak evidence that supports their view and being unduly sceptical of
stronger evidence which contradicts it. This can be further aggravated by what
Parkhurst (2016: 386) calls ‘levels of contestation’ in which people are more likely
to mangle, misrepresent or misinterpret the evidence when passions run high than

when the stakes are low.

‘One would hardly expect groups to start manipulating research or cherry-
picking evidence to influence policy decisions over which colour to paint a
new school, or to change the weekday that municipalities collect household
waste, for instance. Yet when a policy debate revolves around an issue held to

be of high importance, there is much a greater incentive for strategic
technical bias. (ibid.)

Cognitive biases are extremely common across the population and are by no means
confined to policy-makers. However, as Rizzo and Whitman (2020: 348) (and
others) argue, these biases are ‘more worrisome in the public sector than the private
sector, because the public sector offers far worse incentives for people to curb their
irrational tendencies and numerous opportunities to indulge pleasing beliefs and
prejudices at low cost’ (emphasis in the original). Moreover, politicians may be more
likely to rely on heuristics than ordinary people because they have a large number

of important decisions to make, often involving uncertainty, and are bombarded by
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so much conflicting evidence that they can suffer from information overload (Vis
2019: 44).

None of the theories about how policy-making is made is beyond criticism and
public choice is no exception. Green and Shapiro (1994) accuse it of relying too
much on theoretical analysis and lacking empirical support. They argue that when
real world political outcomes do not fit the rational choice model, economists resort
to post hoc justifications, blaming imperfect information or broadening the concept
of self-interest in a way that produces no testable propositions and adds little or
nothing to our understanding of political science. However, even critics of public
choice theory concede that some of the insights into pressure group politics
developed by Mancur Olson have much to commend them (ibid.: 80; Barry 1970:
46). Using self-interest to explain collective action (or the lack of it) is more
compelling when interest groups are fighting over resources than over issues of
principle or ideology, as Olson himself acknowledged (Olson 1971: 159). On the face
of it, the public health pressure groups that are the focus of this thesis should not
exist at all according to public choice theorists since their aims are essentially
paternalistic and policy victories will not bestow obvious benefits on their

members. This is a conundrum we shall return to in later chapters.

Finally, it should be noted that the various perspectives on policy-making are not
necessarily mutually incompatible. The multiple streams approach can incorporate
more rigid theories, including public choice, and aspects of the public health
perspective can dovetail into both public choice and the multiple streams approach.
And although advocates of every strand of political science agree that evidence-
based policy in its pure form is a will o’ the wisp, none of these approaches

precludes the possibility of evidence playing a role.
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The public health interest groups

Before looking at the case studies, it is necessary to provide some background on
the campaigns against tobacco, alcohol, obesity and gambling in the United
Kingdom. The aim is not to provide a comprehensive history of each controversial
issue, but to show how evidence and evidence-based policy is perceived and
presented by academics and activists who work in each field and to track the events
that led up to the advocacy campaigns that will be studied in greater detail in

subsequent chapters.

Tobacco

By the mid-1960s, following reports from the UK’s Royal College of Physicians
(1962) and the US Surgeon General (1964), the link between smoking and lung
cancer was considered proven. Epidemiology later produced strong evidence that
smoking causes other conditions such as chronic obstructive pulmonary disease,

heart disease and laryngeal cancer.

The tobacco industry infamously sought to undermine the evidence linking smoking
to ill health even as their own private research confirmed it. Advised by lawyers in
the 1950s to neither confirm nor deny that smoking caused cancer, industry
executives took no official position on what they called the ‘smoking controversy’
but paid sceptical scientists and spokespeople to cast doubt on the evidence. As this
has been extensively documented elsewhere, the following summary by Coraiola
and Derry (2019: 240-1) will suffice:

‘First, the industry realised it was commercialising a routinely fatal product
and did not stop in spite of the blatant evidence. When scientific research
showed that cigarettes cause cancer, the industry responded with a public
relations program to dissuade public opinion about the harms of tobacco.
Second, they created a machine of public deception to disconfirm, silence,
and discredit contrary voices. When evidence against tobacco began to
mount the industry promoted a campaign of disinformation to obliterate the
knowledge of the harms and attack the science behind the evidence. Third,

they systematically concealed, edited, and destroyed records of their

23



wrongdoing while propagating a different history of the tobacco controversy

and their involvement in acts of irresponsibility.

The scale of this deceit became public knowledge in the late 1990s when a large
archive of hitherto private industry documents was sent to the American anti-
smoking campaigner and academic Stanton Glantz by an anonymous source. By the
end of the twentieth century, the industry’s reputation was tarnished beyond repair
and its story of ‘doubt and delay’ became the textbook example of corporate
malfeasance. Scientific research funded by tobacco companies was treated with
extreme scepticism and industry opposition to anti-smoking policies became almost
a commendation.3 This naturally benefited anti-smoking campaigners who
portrayed themselves as being on the side of the angels in a battle between good

and evil.

In Britain, cigarette advertising was banned on television in 1965 and health
warnings were applied to cigarette packs in 1971 (the latter as a result of a
voluntary agreement with industry). Until the 1990s, the government’s anti-
smoking strategy revolved around education and incremental tax rises. That began
to change in 1997 when Tony Blair’s Labour Party was elected with a manifesto
commitment to ban all tobacco advertising and sponsorship, the last of which was
abolished in 2003.

Action on Smoking and Health (ASH), a small charity founded in 1970 and funded by
the Department of Health from 1971 after its attempts at grass-roots fundraising
failed, has long been the UK’s primary anti-smoking pressure group. The British
Medical Association became more vocal on the issue in the 1980s and two of the
country’s biggest charities, Cancer Research UK and the British Heart Foundation,

adopted a more activist approach in the 2000s.

ASH scored its biggest win in 2006 when Parliament voted to ban smoking in
virtually all indoor premises that are open to the public. This was far from
inevitable. Ireland had gone ‘smoke-free’ only two years earlier and very few
countries had followed suit. The Labour Party’s 2005 manifesto explicitly promised

to exclude private member’s clubs and pubs which did not sell food. ASH succeeded

3 Judging a statement on the history of the person or source making it, rather than on its
merits, is an ad hominem argument known as the genetic fallacy, but evidence shows that ad
hominem arguments are effective. In a series of experiments, Barnes et al. (2018: 9) found
that ‘some strictly ad hominem attacks (specifically the conflict of interest and past
misconduct attacks) are just as effective as attacks on the empirical foundation of a claim.

24



by forming the Smoke-Free Action Coalition, an alliance of organisations who
created a ‘swarm effect’ by drip-feeding reports, studies, comments and opinion
polls into the media from 2003 until the final parliamentary vote in February 2006
(Arnott and Willmore 2006). The proposed exemption for ‘wet pubs’ and private
member’s clubs was a threat to the rest of the pub estate and ASH was able to ‘split
the hospitality trade from the tobacco industry’ and pull them towards demanding a
‘level playing field’ (i.e. a total ban) (Arnott et al. 2007: 425). Interestingly, those
who led the campaign recall that it was not the tobacco industry but the government
who were their ‘major opponents’ in this campaign. Victory was only possible once

politicians were persuaded that the ban would be popular (ibid.: 426).

Katherine Smith (2013: 392-3) argues that tobacco control proponents were able to
convince governments to take a more coercive approach to the smoking issue
because they changed the framing in three ways. Firstly, they emphasised the
putative economic costs of smoking, particularly to the health service. Secondly, they
focused on the ‘harm to others’ aspect of passive smoking, thereby de-emphasising
the paternalistic intent of their policies. Thirdly, they made arguments about health
inequalities which became increasingly important in public policy during the Blair

years.

As Smith (2013: 386) also notes, much of the literature on tobacco policy succumbs
to the ‘seductive framing’ of a ‘heroes and villains’ narrative. Resisting this
temptation, she prefers to see loose and flexible coalitions of interest groups
aligning around specific issues. At the centre are the anti-smoking pressure groups
and activist-academics who are most effective when they find allies on certain policy
proposals. At times, they may find themselves with unlikely bedfellows, including
elements of tobacco industry. At other times, they are opposed by natural
supporters. On tobacco taxes, for example, some tobacco companies support specific
tax rises while some in public health oppose higher taxes because of their concerns
about inequality (ibid.: 389). The issue of e-cigarettes as smoking cessation devices
has been particularly divisive, with both the ‘pro’ and ‘anti’ sides able to wield

evidence to support their diametrically opposed viewpoints.

On the core issue of cigarette smoking, however, the tobacco control movement is
united and the tobacco control literature is unusually homogenous. There is very
little disagreement about the need for policies such as smoking bans, plain
packaging, graphic warnings, etc. Ethical questions are occasionally raised (e.g. Voigt

2012), but the unintended consequences of anti-smoking policies are typically
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dismissed, denied or treated as a price worth paying for the greater prize of a

‘tobacco-free world’.

This unity of purpose stems from the perception that the issue is, at heart, a simple
one; that smoking is an unhealthy addiction with no redeeming features; that there
is no safe level of tobacco consumption; that the optimum amount of smoking in
society is zero, and that any demand-side or supply-side policy that reduces
smoking prevalence is to be welcomed. The logical conclusion to the tobacco control
campaign is prohibition. That aim began to be stated explicitly in the 2010s as
smoking rates dropped and the possibility of a full ban on tobacco or cigarette sales
became more realistic. Public health academics then openly began talking about
‘endgame strategies’ and ‘phasing out cigarette sales’ (Smith and Malone 2020), a

policy endorsed by the British government in 2023.

In tobacco control, activism merges with academia to an unusual extent. Evidence
for policies is often constructed and evaluated by those who campaign for them. As
Mair and Kierans (2007: 104-5) note, ‘tobacco research has come to represent as
much a moral activity as an investigative one, a weapon used by the ‘researcher-
activist’ in the ‘fight against tobacco”. Campaigners, such as ASH’s Deborah Arnott
and Martin Dockrell, publish in public health journals while academics, such as
Anna Gilmore and Linda Bauld, have sat on the board of ASH. Several senior figures
in tobacco control, such as Stanton Glantz in the USA and Simon Chapman in
Australia, were members of anti-smoking groups before they worked in public
health academia. Professional activism is not considered a conflict of interest. In the
‘financial & competing interests disclosure’ section of an article attacking media
criticism of a secondhand smoke study, Martin Dockrell of Action on Smoking and

Health wrote:

‘The author considers that his employment with Action on Smoking & Health
does not constitute a conflict of interest as their goal of minimising the harm
from smoking is served best by even-handedly assessing the effectiveness of
public health interventions.” (Dockrell 2009: 26)

In his discussion of the historiography of drug policy, David T. Courtright (2004)
divided writers into ‘policy hots’ and ‘historical cools’ Policy hots write indignant
articles criticising current policy and attacking policy entrepreneurs on the other
side of the debate. They openly endorse particular framings and specific policies,

often using emotional language. By contrast, historical cools, such as the historian
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Virginia Berridge, set out the facts without giving the reader any sense of their own

opinion. The field of tobacco control academia is dominated by policy hots.

The smoking ban was the most notable victory in a series of political wins for the
anti-smoking coalition. It was preceded by larger health warnings in 2003 and
followed by graphic warnings in 2008, a ban on cigarette vending machines in 2011
and a ban on tobacco being displayed in large shops in 2012. ASH had first proposed
plain packaging in 2008 but the Labour government decided against including it
when drawing up the Health Act (2009), citing a lack of evidence. In December
2012, Australia became the first country to introduce plain packaging and the policy

became the next primary objective of the tobacco control movement in the UK.

Alcohol

For most of the twentieth century, alcohol researchers in Britain and much of
Europe tended to think that ‘the drinking of the general population and the
problematic drinkers was inherently different’ (Raninen and Livingston 2020:
1,773). Alcohol policy focused on alcoholism and drunkenness, with alcoholism
seen as a disease and drunkenness seen principally as a public order issue. This
implied targeted interventions for a minority of troubled or troublesome
individuals. In contrast to the Nordic countries, which had experienced or flirted
with prohibition in the 1920s, the UK favoured education and treatment, albeit with
alcohol taxes and licensing laws that were restrictive by the standards of most

European countries.

This began to changes in the 1970s when a belief in ‘the collectivity of drinking
cultures’ became more prominent. Borrowing from the theoretical work of the
French statistician Sully Ledermann (1956), some alcohol researchers and
sociologists argued that heavy drinking and alcohol-related harm was directly
linked to per capita alcohol consumption and that this was not because heavy
drinkers consumed a large quantity of alcohol (thereby having a disproportionate
effect on the per capita figures), but because the entire distribution of consumption
was determined by average consumption. According to Skog (1985: 97), ‘the
population will tend to behave as a collective’ and will ‘move in concert up and
down the consumption scale, thereby creating a close connection between the
general level of consumption in the population and the prevalence of heavy use.

This became known as the single distribution theory.
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This movement led to Alcohol Control Policies in Public Health Perspective, a short
book published in 1975 that came to be known as the Purple Book. Few books earn
a nickname without having been influential and the Purple Book quickly became the
standard text in a new public health movement. Most of its eleven authors were
Scandinavian, including Kettil Bruun, a Finnish sociologist who was dismayed by the
relaxation of alcohol control laws in his homeland in the late 1960s. After
prohibition ended in Finland in 1935, the government introduced strict control
measures and used coercion against those whom it branded alcoholics. Bruun
disapproved of singling out individuals for ‘correction, treatment, or
rehabilitation’ (Bruun et al. 1975: 67) and so, in one sense, his prescription was
liberal, but the flip side to absolving individuals of blame was condemning the
drinks industry for selling the product and blaming the government for allowing it
to be easily bought. Seeing alcohol as a societal problem, the authors of the Purple
Book saw supply-side, society-wide policies as the solution, including bans on
marketing, heavy licensing restrictions and high taxes. The explicit aim was to
reduce per capita alcohol consumption, thereby (so it was assumed) reducing

consumption among the heaviest drinkers.

With funding from Scandinavian alcohol retail monopolies that were keen to
emphasise the value of heavy state regulation, this new breed of alcohol researchers
helped turn the population-based approach into the dominant model of alcohol
control (Moskalewicz et al. 2022). Although the single distribution theory and the
policies derived from it have been criticised by some public health researchers
(Roche 1997; Uhl 2015; Raninen and Livingston 2020), they have been embraced by
the World Health Organisation (WHO), most neo-temperance groups and many
public health bodies including the National Institute of Clinical Excellence (2010:
28) which gives a textbook summary of the theory when it states that ‘the number
of people who drink a heavy or excessive amount in a given population is related to
how much the whole population drinks on average. Thus, reducing the average
drinking level, via population interventions, is likely to reduce the number of people

with severe problems due to alcohol’

The key texts of the movement today are the book Alcohol: No Ordinary Commodity
by Babor et al. (2010) and the WHO's Global Status Report on Alcohol and Health.
The former has been described by Britain’s leading anti-alcohol campaigner, Ian
Gilmore, as the ‘Bible’ (Health Committee 2012: Ev 2) and is regularly cited by
activist-academics when they need to show that their policy agenda is ‘evidence-
based’. Three of its authors had helped write the Purple Book in the 1970s and all of
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them ‘uncompromisingly support a radical alcohol control approach and devalue
health promotion-oriented prevention as well as professional alcoholism treatment,
according to Uhl (2015: 5). Both Alcohol: No Ordinary Commodity and the WHO
reports promote strict Scandinavian-style supply-side policy interventions targeting
‘the Three As’: affordability, availability and attractiveness (advertising is sometimes
substituted for attractiveness). The WHO calls these the ‘best buys’ to underline

their ostensible cost-effectiveness.

It has been a remarkable coup for an agenda drawn up fifty years ago by ‘a motley
bunch of sociologists dressing ourselves up as public health experts’ (as one of the
Purple Book’s authors, Robin Room (2014: 45), self-deprecatingly described his
faction). Today, the whole population approach is explicitly central to the Scottish
government’s approach to alcohol policy although the same cannot be said of the
British government which continues to put the Home Office in charge of its alcohol

strategy, a sign that it still sees alcohol as primarily a public order issue.

Strategically, the UK’s anti-alcohol movement has much in common with the anti-
smoking movement and there has been some conscious emulation. The All-Party
Parliamentary Group on Alcohol Misuse was formed in 2006 with the state-funded
charity Alcohol Concern as its secretariat, mirroring the All-Party Parliamentary
Group on Smoking and Health which ASH established in the 1970s. In November
2007, in the wake of the smoking ban, the Alcohol Health Alliance was formed.
Modelled on the Smoke-Free Action Coalition ‘with individuals who had been
involved with ASH since its inception providing guidance and support’ (Thom et al.
2016: 7) it brought together 24 organisations to lobby for policies related to the
affordability, availability and advertising of alcohol. Led by Ian Gilmore, its members
include the Institute of Alcohol Studies, a group set up in the 1980s by the Alliance
House Foundation after the UK Temperance Alliance was disbanded. The Alliance
House Foundation is the direct descendant of the United Kingdom Alliance for the
Suppression of the Traffic in all Intoxicating Liquors, a nineteenth century
prohibitionist outfit. Although it no longer demands legal suppression and says that
‘an alcohol free society can be reached by agreement’? it is a reminder that gospel

temperance remains a force in the alcohol policy debate.

By 2010, affordability had become the main focus of the anti-alcohol coalition and
minimum unit pricing was its primary policy objective. Setting a floor price for

alcohol appealed to different elements of the coalition and even drew in parts of the

4 https: //www.alliancehousefoundation.org.uk/ (retrieved 01.07.21)
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alcohol industry. It was predicted to reduce per capita alcohol consumption, but
belief in the single distribution theory was not a prerequisite for support. It equally
appealed to those who thought the focus should be on the heaviest drinkers, since
heavy drinkers often buy the cheapest alcohol. It also appealed to those, such as the
police, who were concerned about public order and believed that problems in the
nighttime economy were caused by revellers ‘pre-loading’ with cheap alcohol at
home. This led to some confusion in the messaging as the campaign proceeded, with
some claiming minimum pricing was aimed at the whole population while others
insisted that it was a targeted measure, but it created a unity of purpose in the short

term.

Obesity

Food policy has historically been focused on safety, nutrition and on ensuring that
people have enough to eat. In the twenty-first century, the issue increasingly came to
be seen in terms of its relationship with obesity. Tobacco-style regulation of the food
supply was proposed as part of the remedy. Obesity is a far more complex issue than
the two issues addressed above. Food and drink consumption is only a partial cause
of the condition, but food and soft drinks - particularly mass produced processed
food - lend themselves to regulation more easily than physical activity or other
issues, such as genetics and central heating, that have been suggested as

contributing factors to rising levels of obesity.

Food differs from alcohol and tobacco in several important ways. Firstly, it is
essential to life. Total abstinence can obviously not be presented as the ideal.
Secondly, there is no clear connection between specific food products and specific
diseases comparable to the links between smoking and lung cancer or alcohol and
liver cirrhosis. Thirdly, there are no obvious negative externalities associated with
excessive food consumption that are equivalent to secondhand smoke, drunk

driving or alcohol-fuelled violence.

This deprives campaigners of three arguments used to advocate for policies against
tobacco and alcohol: that the products are unnecessary, inherently dangerous and
harmful to others. Some of these arguments have, however, been applied in a
modified form. For example, it can be argued that certain types of food and soft
drink are inessential (e.g. sugary drinks) and there is some evidence that certain

products are more closely associated with obesity than others (e.g. some ultra-

30



processed food). The absence of negative externalities can be partially overcome by

pointing to healthcare costs associated with obesity which often fall on taxpayers.

A further difference is that the evidence on diet and disease is less compelling and
more contestable than the main health findings that condemn smoking and alcohol.
The academic literature on nutrition and disease is a mass of contradictions
(Schoenfeld and loannidis 2013) and allows room for those who legitimately
question the prevailing narrative on both science and policy. For example, Archer
and Arjmandi (2021: 3,725) have complained that ‘anti-sugar rhetoric is divorced
from established scientific facts and has led to politically expedient but ill-informed
policies’ while Campos et al. (2006: 59) argued in a leading epidemiology journal
that ‘the so-called ‘obesity epidemic’ is largely an illusion’. It is difficult to imagine
such dissent appearing in medical journals in relation to smoking or, increasingly,

alcohol.

Notwithstanding the food adulteration scandals of the nineteenth century and the
modern disquiet about factory farming, the food industry does not have the toxic
legacy of the tobacco industry. It is a natural employer of nutritional scientists and,
traditionally, nothing untoward has been seen in this. That began to change in the
2010s. The stigmatisation of ‘Big Food’” and ‘Big Sugar’ has a long way to go before it
competes with Big Tobacco, but it is moving in that direction. A 2017 survey of 335
‘health researchers, advocates and policymakers’ in 40 countries found that 93 per
cent of them believed there was a ‘fundamental and irreconcilable conflict’ between
public health objectives and the objectives of the tobacco industry, and 85 per cent
felt similarly about the alcohol industry. The figure for the food industry was lower
at 67 per cent, but is nevertheless a large proportion (Collin et al. 2017). The survey
also found that 73 per cent of respondents felt that public health researchers,

advocates and practitioners should not accept funding from the food industry.

Most academics in the field of nutrition are not directly involved with policy and the
literature on food policy-making is much smaller than that on alcohol and tobacco.
In contrast to the ‘smoking controversy’ of the twentieth century, the public debate
about food and food policy tends to be led by passionate amateurs. Notable figures
include journalists, such as Gary Taubes and Nina Teicholz, and medics such as
Michael Mosley, Chris van Tulleken and Aseem Malhotra, as well as an assortment of
bloggers, authors and YouTubers. In Britain, the most influential figure in the
obesity debate in the last two decades has not been a scientist, dietitian or academic

but a celebrity chef, Jamie Oliver. Perhaps unsurprisingly, restaurateurs have been
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particularly prominent in the debate about food policy, including Henry Dimbleby,
Hugh Fearnley-Whittingstall and Prue Leith.

Organised lobbying for ‘anti-obesity’ policies is a relatively recent development. The
National Obesity Forum, a charity partly funded by pharmaceutical companies, was
the leading voice on the issue until 2013 when the small but effective pressure
group Action on Sugar was set up as an adjunct to Consensus Action on Salt and
Health. It later formally merged to become Consensus Action on Salt, Sugar and
Health. The charity Sustain was founded in 1999 to campaign on food and
agricultural policy. It later created the Children’s Food Campaign which became a
major player in the sugar tax campaign, working with Jamie Oliver. The Obesity
Health Alliance, an umbrella group of likeminded organisations, was formed in

2015. An All-Party Parliamentary Group on Obesity was founded in 2016.

Despite some differences in views, these interest groups were able to coalesce
around the issue of sugar-sweetened beverages in the 2010s, just as the disparate
policy entrepreneurs in the field of alcohol coalesced around minimum pricing.
There was a general consensus in the public health literature and in government
that obesity was a growing health problem, that the average Briton consumed too
many calories and that the government should do something about it (HM
Government 2011). Sugary drinks represented low-hanging fruit insofar as they are
‘non-essential’, high in sugar and contain ‘empty calories’ (i.e. do not satisfy hunger).
There was seen to be no downside to people regarding sugary drinks as unhealthy
and reducing their consumption. To that end, sugary drink taxes - usually called
sugar taxes or soda taxes - were proposed in a number of countries as a way to both

highlight the issue and to deter consumption through the price effect.

Gambling

Unlike tobacco, alcohol and sugary drinks, gambling has a long history of being
banned in Britain. Casinos and off-course bookmakers were not legalised until the
Betting and Gaming Act of 1960. Liberalisation led to something of a free-for-all
which was addressed by the 1968 Gaming Act, limiting casino numbers and
establishing the Gaming Board. The National Lottery was introduced in 1994 and
the Gambling Act (2005) came into force in 2007, legalising gambling advertising
and removing a number of rules that were considered archaic, such as the
prohibition on entering a casino within 24 hours of becoming a member. It also

replaced the Gaming Board with the Gambling Commission.
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The 2005 Act introduced less liberalisation than the government originally
intended. Plans to build ‘super-casinos’ were scaled down in the final legislation
before being abandoned altogether after Gordon Brown became Prime Minister in
2007. When the economist Alan Budd carried out a review for the government in
2001, he argued that gambling regulation since 1960 reflected ‘an attitude that
gambling is, at best, something to be grudgingly tolerated and contained, rather than
allowed to be encouraged’ (Budd et al. 2001: 69). The Blair government believed
that attitudes had changed, but the backlash from the media and many backbench
MPs suggested that the public were only prepared to tolerate gambling so long as
they did not have to think about it too often. Although a majority of British adults
consistently reported having gambled in the last year, they seemed to draw a
distinction between ‘soft’ gambling, such as playing the lottery or bingo, and ‘hard’
gambling such as casino games. In 2007, British attitudes towards gambling were
more negative than positive, with most believing that there were too many
opportunities to gamble and that gambling should be legal but discouraged (Wardle
etal. 2007).

In recent years, gambling has been repositioned as a public health issue for reasons
explained by Wardle et al. (2019: 2):

‘Harms related to gambling reflect social and health inequalities, with
negative effects unequally distributed among economically and socially
disadvantaged groups and are commonly associated with a range of mental
and physical health comorbidities. At its most severe, gambling can

contribute to loss of life.

... Harms affect a much larger proportion of the population than just those
who might be defined as problem gamblers: for every one person with

problems, an estimated five to 10 people are adversely affected.

... Harms from gambling affect health and wellbeing and, even at low risk
levels, contribute to a loss of quality of life similar to the long term
consequences of a moderate stroke, moderate alcohol use disorder, and

urinary incontinence.

Similar to the whole population approach to alcohol, the public health approach to

gambling focuses on discouraging gambling across the whole population whereas
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the harm reduction approach seeks to identify risk factors for problem gambling
and find interventions that will target them (Allami et al. 2021). Harm reduction
does not preclude regulation or a degree of coercion (it might limit stakes or ban the
use of cash machines in casinos, for example), but it puts more focus on giving
individuals the tools to self-regulate. Although it is questionable whether targeting a
large number of gamblers at low risk is more effective than targeting a small
number of gamblers at high risk (Delfabbro and King 2017), advocates of the public
health approach explicitly seek to emulate policies that have been used to tackle the
consumption of tobacco, alcohol and sugary drinks (Goyder et al. 2020). As Atherton
and Beynon (2018: 5) putit:

‘Public health action to reduce harm from gambling should not focus solely
on individuals but should include a wide range of population based measures
including advocacy, information, regulation and appropriate prohibition in a

co-ordinated way’.

The academic literature on gambling as a public health issue is small and relatively
immature. An umbrella review published in 2019 found that most of the evidence
on gambling harm reduction focused on voluntary schemes and educational
programmes, including ‘pre-commitment and limit setting (24%), self-exclusion
(20%), youth prevention programmes (20%), and machine messages/feedback
(20%)’ (McMahon et al. 2019: 380). Such nudges fall short of the kind of mandatory
restrictions, advertising bans and ‘fiscal measures’ that some public health
academics would prefer (Goyder et al. 2020) but the absence of evidence did not
deter the authors from concluding that more coercive policies were needed. On the
contrary, it was seen as an indication that a public health approach would be more

effective.

‘The “inverse evidence law” highlights the tendency for there to exist the
least evidence and research about interventions that are most likely to be
effective’ (McMahon et al. 2019: 386).

Similarly, the authors of a Lancet Public Health mapping study - all public health
academics who had not published research on gambling before - concluded that it
was ‘imperative to ensure that a scarcity of evidence is not used as a justification for
inaction in addressing the growing burden of gambling-related harms’ (Blank et al.
2021: e62).
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Gambling’s transition from a private habit to a public health issue was underway in
the early 2010s but was not fully complete. It was symbolically important that
official statistics on gambling and problem gambling were gathered and published
by the NHS after 2012, but calls for gambling to be regulated by the Department of
Health rather than the Department for Culture, Media and Sport fell on deaf ears
(there are echoes here of the complaints about alcohol policy still being controlled
by the Home Office).

Health groups have not traditionally had a strong or consistent line on gambling
regulation. Certain individuals have spoken out against specific gambling issues,
such as when the National Lottery was introduced (McKee and Sassi 1995), but
public health organisations have tended not to have a corporate view and have not
actively campaigned in the way they have for anti-smoking policies. That began to
change in 2019 when the Royal Society for Public Health formed the Gambling
Health Alliance, but that took place after the campaign against fixed odds betting

terminals - the case study in this thesis - had been won.

The ‘anti-gambling’ movement at the time of the campaign against fixed odds
betting terminals (FOBTs) (2012-18) was not dominated by public health activists
or academics. Instead it was a coalition of sometimes unlikely bedfellows including
religious groups (such as the Salvation Army, Quaker Action on Alcohol and Drugs,
the Methodist Church and the Evangelical Alliance), think tanks at both ends of the
political spectrum (Respublica, the IPPR and the Centre for Social Justice), several
newspapers (notably the Times and the Guardian), and elements of the rival arcade,
casino and pub industries. Other organisations involved in the campaign include the
Local Government Association and the Royal British Legion. The term ‘anti-
gambling’ to describe the groups involved in these campaigns is here used for the
sake of brevity and in the broadest sense since it includes organisations that are
implacably opposed to all forms of gambling as well as those who have specific,
limited concerns and those who are themselves part of the gambling industry. What
was largely absent, in contrast to the three interest groups discussed above, was

leadership from public health organisations.

The most significant policy entrepreneur was the former professional poker player
Derek Webb who set up two campaign groups - the Campaign for Fairer Gambling
and Stop the FOBTs - after finding three card poker, which he had invented, on a
FOBT in 2007. He considered legal action but, as he said in 2013, ‘rather than sue I

backed a campaign to make my point’ (Ramesh 2013). Over the next four years he
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spent £3 million on the campaign before moving on to lobbying against online
gambling (Ahmed 2017).

As with the other interest groups discussed above, the anti-gambling interest group
was instrumental in setting up an All-Party Parliamentary Group. Formed in 2016, it
was initially called the APPG on Fixed Odds Betting Terminals but changed its name
to the APPG on Gambling-Related Harm when the FOBT battle was won.

Summary

To the extent that they relied on peer-reviewed evidence and consensus, it is helpful
to see the four interest groups in a pyramid, with tobacco at the top, alcohol below
it, food and soft drinks below alcohol, and gambling at the bottom. Tobacco control
is the most homogenous and cohesive of the four and has had the most policy wins.
Alcohol control is more heterodox and there is no agreement on what the ultimate
goal should be, but its constituent groups agree on the need to reduce alcohol
consumption. Obesity is an inherently more complex issue than smoking and this is
reflected in ongoing debates about not only what should be done about it but about
what causes it in the first place. Efforts by activist-academics to promote tobacco-
style regulation have met with some success, but the framing of Big Food as the new
Big Tobacco does not resonate with all public health researchers, let alone with the
public at large. At the bottom of the pyramid is the unstable coalition of gambling
policy entrepreneurs, dominated by interested amateurs and non-academics, such
as former problem gamblers, religious organisations and rival sectors of the

gambling industry.

There are a number of striking similarities between the four interest groups. They
all built formal coalitions, three of which have the words ‘Health Alliance’ in their
name. They all have All-Party Parliamentary Groups pushing their message to MPs
and the media. They all focus on supply-side measures to reduce the consumption of
products that can be detrimental to the health and well-being of consumers,
although negative externalities are often invoked to indicate that the campaigns are
not wholly paternalistic. Each of them typically views the industries which produce
the goods and services in question as the source of the problem and the main
obstacle to reform. Several policy options, such as advertising bans, feature in the

prospectus of all four.
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But there are also many dissimilarities. Organised opposition to sugary drinks, ‘junk
food’ and gambling in Britain is a relatively recent development whereas
professional tobacco control emerged in the early 1970s. After fifty years, tobacco
control is a mature movement with a set of values and aims that have solidified into
orthodoxy. Activism and academia merge in its voluminous scientific literature.
Total abstinence from tobacco is the explicit goal and coercion in some form is
regarded as necessary to reach it. In a society that is broadly anti-smoking,
especially in its upper echelons, its basic premise is no longer controversial. The
youthful anti-smoking activists of the 1970s and 1980s have become part of the
public health establishment. Groups such as ASH are funded by the state and work
closely with the Department of Health.

Organised opposition to alcohol has an even longer history and the flame of gospel
temperance still burns, in a modified form, among some of the interest groups in the
alcohol policy debate today. But by no means everybody who agitates for anti-
alcohol policies is inspired by traditional temperance beliefs, nor by the neo-
temperance agenda of the Purple Book. Some of them see total abstinence as the
ultimate goal, but many do not (and those who do are usually politically astute
enough to not say so publicly). Some are concerned with specific policy areas, such
as drink-driving, public order and underage drinking, rather than drinking per se,
but they find common cause with those who espouse the whole population

approach on certain issues, such as tax rises.

Policy entrepreneurs in the food and gambling spaces are even more diverse. Total
abstinence from food is clearly not a viable goal, although abstinence from sugary
drinks and certain foods is increasingly seen by some players as achievable. Total
abstinence from gambling is seen as both desirable and achievable by some
religious anti-gambling activists and problem gambling charities, but it is clearly not
the aim of the gambling companies that joined the coalition against FOBTs. Both of
these interest groups are relatively immature and the academic literature is only
able to give partial support, at best, to their policy objectives. The anti-gambling
coalition has to rely on commissioned research and the ‘grey’ literature while the
anti-obesity coalition relies as much on celebrities to drive its advocacy as it does on

academics.
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First case study: Plain packaging for tobacco

In the classic view of evidence-based policy, a problem is identified and research is
commissioned or identified to find the best solution. In the following chapters, we
will look at the second part of that process in relation to four case studies from the
UK - plain packaging for cigarettes, the sugar tax, minimum pricing for alcohol and
the stake reduction for fixed odds betting terminals. Each case study will examine
the evidence cited by government, media and politicians in official documents,

online news coverage and House of Commons (HoC) debates.

What do we mean by evidence? For our purposes, it is any published empirical claim
about the expected impact of a policy, including evidence reviews. Evidence showing
the existence or scale of the problem is not included. In the plain packaging case
study below, for example, we do not include the evidence that smoking is harmful to
health or estimates of how many children start smoking each year. Evidence of this
sort frames the problem rather than offers a solution. Framing is important in
campaigning and will be discussed in a later chapter, but for now we are interested
only in evidence that helps policy-makers decide whether a policy will be effective,

ineffective or counterproductive.

Anecdotal evidence and personal opinion are not included, nor are claims based on
unpublished research. In a few instances, research was cited in public debate that
seems to have been published but is no longer available online. These sources are

not included in the summary statistics but will be mentioned when relevant.

The policy

Plain packaging (or ‘standardised packaging’) of tobacco bans all logos, colours and
branding on cigarette and rolling tobacco packs apart from the brand name which,
in the UK, can only be displayed in a plain black font on an olive green background
accompanied by a large graphic warning. The policy is designed to deter
nonsmokers, especially children, from buying tobacco and to encourage existing
smokers to quit. It was first introduced in Australia in December 2012 and was

introduced in the UK between May 2016 and May 2017 (with a twelve month grace
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period in which cigarettes could be sold, but not manufactured, in conventional

packs).

Timeline

31 May 2008: Consultation on the Future of Tobacco Control is published by the
Department of Health (2008). It includes a question about whether ‘plain packaging
of tobacco products has merit as an initiative to reduce smoking uptake by young

people’.

October 2008: Graphic warnings on cigarette packs become mandatory in the UK.

December 2008: Summary report of the consultation is published. It shows that 98
per cent of those who answered the question about plain packaging were in favour.
Health Secretary Alan Johnson tells the HoC that ‘there is no evidence base that it
[plain packaging] actually reduces the number of young children smoking’ but

agrees to keep the policy ‘under review’>

April 2010: Australian Prime Minister Kevin Rudd announces plans to introduce

plain packaging.

November 2010: UK Health Minister Andrew Lansley says he wants to ‘look at the

idea of plain packaging’ as part of a ‘radical new approach to public health’6

March 2011: A white paper titled Healthy Lives, Healthy People: A Tobacco Control
Plan for England announces that the government will gather evidence on the likely

impact of plain packaging.

1 December 2011: The Tobacco Plain Packaging Act (2011) is signed into law in

Australia, to come into force one year later.

16 April 2012: The first plain packaging consultation is launched in the UK. It is
originally due to close on 10 July, but the deadline is extended by a month to allow

more people to respond. It ultimately receives 668,000 responses.

5 https://hansard.parliament.uk/commons/2008-12-16/debates/08121646000017
Smoking

6 https://www.bbc.co.uk/news/health-11796903
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1 December 2012: Plain packaging comes into force in Australia.

12 July 2013: Summary report of the first UK consultation is published. Of those
who submitted a detailed response, 53 per cent agreed with plain packaging and 43
per cent were opposed. A press release from the Department of Health announces
that ‘the Government has decided to wait until the emerging impact of the decision

in Australia can be measured before making a final decision on this policy’

28 November 2013: The government is reported to have renewed its interest in
plain packaging. Sir Cyril Chantler; a paediatrician, is commissioned to carry out an

independent review.

3 April 2014: The Chantler Review is published. It concludes that plain packaging ‘is
very likely to lead to a modest but important reduction over time on the uptake and
prevalence of smoking’ Public Health Minister Jane Ellison says she is ‘currently
minded to proceed with introducing regulations to provide for standardised

packaging’”

29 May 2014: The BBC broadcasts the first episode of Burning Desire, a two part

documentary about the tobacco industry which strongly promotes plain packaging.

26 June 2014: A second public consultation is launched, along with draft

regulations, to run for six weeks until 7 August.

21 January 2015: The government says it will go ahead with the policy subject to a

free vote in the HoC.

February 2015: Summary report of the second consultation is published.

11 March 2015: MPs vote in favour of plain packaging by 367 votes to 113. The
policy is due to come into force in two stages in May 2016 and May 2017.

7 https://www.gov.uk/government/speeches/chantler-report-on-standardised-packaging-
of-tobacco-products
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(a) Evidence cited in government documents

1. The Stirling Review, 2012

Plain tobacco packaging: A systematic review

Commissioned by the Department of Health, the Stirling Review was produced by
academics at the UK Centre for Tobacco Control Studies (Stirling University) and the
EPPI-Centre (University of London). It was the most significant source of evidence
at the time, widely cited by supporters of plain packaging. It concluded that ‘plain
packaging would reduce the attractiveness and appeal of tobacco products, it would
increase the noticeability and effectiveness of health warnings and messages, and it
would reduce the use of design techniques that may mislead consumers about the

harmfulness of tobacco products’ (Moodie et al. 2012: v).

Of the 37 documents in the review, 23 were based on surveys. Most of them came
from Australia and New Zealand, with six from the UK. Only five were rated ‘high’
quality by the authors of the review. Nine of the studies were published between
1990 and 1997 with a further 27 published between 2008 and 2012. These two
waves reflected two periods of political interest in plain packaging. In 2011, there
was a spike in interest and 14 new studies were published. There were no relevant
studies published between 1998 and 2007 except a simple survey of Sydney
residents who were asked about various potential tobacco control measures and
gave ‘qualified support’ to plain packaging (Carter and Chapman 2005). This was
one of three studies in the review which simply asked people whether they would

support the idea.

The Stirling Review included several (unpublished) university theses, conference
presentations and government reports. Of the 37 documents included, only 19 had
been published in peer-reviewed journals. Two of these contained no new primary
research (Carter and Chapman 2005; Freeman et al. 2010) and one looked at retail
transaction times (Carter et al. 2012), leaving 16 peer-reviewed studies looking at
the impact of plain packaging of smokers and nonsmokers in experimental
conditions. One researcher (David Hammond) was a co-author of six of these
studies and the lead author of the Stirling Review (Crawford Moodie) was a co-

author of five.

The oldest of the studies was a thesis written by two academics from the

Department of Marketing at New Zealand’s University of Otago. It was later
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published in the journal Public Health and set the standard for the literature that
followed (Beede and Lawson 1992). Over the course of 80 focus groups, 568
adolescents were shown cigarette packs with ten different health warnings on them.
Half the cigarette packs were totally plain (i.e. no colours or branding and with the
brand name printed in a simple black font). Asked afterwards to recall the health
warnings, the adolescents were more likely to remember the warnings if they had

seen them on a plain pack (74 per cent) than on a branded pack (64 per cent).

Broadly speaking, this was the same methodology used in most of the other studies.
Groups of people, usually teenagers or young adults, were asked to give their
reaction to plain packs and branded packs, with particular attention paid to whether
they noticed health warnings, perceived greater health risks or simply found them
ugly. The studies consistently found that plain packs were considered to be less
attractive and that cigarettes in plain packs were perceived to be of lower quality. Of
the seven studies that asked about health warnings, four found that plain packs

made the warnings more salient.

The Stirling Review gave a thorough overview of the state of the evidence at the
start of 2012. Indeed, with the inclusion of unpublished Masters theses, opinion
polls and conference presentations, it cast its net wider than typical systematic
reviews in public health, which tend to ignore the ‘grey’ literature. Not only did it
include a large number of studies that had not been published in scientific journals
(most of which remain unpublished to this day), but the Stirling Review itself was

neither peer-reviewed nor published in a journal.

Nor was it truly independent. Commissioned by the government, its lead author,
Crawford Moodie, had been the co-author of five of the 37 documents cited and
three other authors of the review had been involved with a further four studies. In
2009, Moodie had co-written an editorial for the European Journal of Public Health
titled ‘Plain packaging: a time for action’ in which he said ‘[p]lain cigarette
packaging then cannot come too soon’ (Moodie and Hastings 2010: 10). It concluded

as follows:

‘A Philip Morris document, concerning issues of importance for the
Worldwide Regulatory Affairs Group, emphasised that “we don’t want to see
plain packaging introduced anywhere regardless of the size or importance of
the market”. As [anti-smoking campaigner] Simon Chapman says, it is the

industry’s Armageddon. Bring it on.
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The co-author of that article was his Stirling University colleague Gerard Hastings
who also co-authored the Stirling Review. The article indicates that they were
already committed to the policy in 2009 despite the limited evidence available at the

time.

2. The first Department of Health consultation report, July 2013

Consultation on standardised packaging of tobacco products: Summary report

The summary review of the first public consultation (Department of Health 2013)
contains very few references to specific studies. Since the consultation took place
between April and July 2012, months before Australia introduced plain packaging,
there was no ‘real world’ evidence to cite. Responses were largely based on beliefs
and arguments from stakeholders on both sides of the debate. Supporters of the
policy argued that plain packaging would make smoking less appealing, make health
warnings more salient and prevent the tobacco industry misleading consumers
about the health effects of low tar cigarettes (descriptors such as ‘light’ or ‘mild’
were already banned, but it was argued that lighter colours on the pack had a
signalling effect). Opponents argued that plain packaging would make
counterfeiting easier and slow transaction times in shops. The latter claimed that
there was insufficient evidence that the policy would have any impact on smoking

rates.

Direct references to evidence make up just two lines of the summary report:

‘Some respondents provided additional references to research and evidence
that they believe supports the case for standardised packaging, including the
British Medical Association’s report Forever Cool: the influence of smoking
imagery and Breaking the cycle of children’s exposure to tobacco smoke.” (ibid.:
29)

The first of these reports, written by Gerard Hastings and a colleague at Stirling
University, was published in 2008 and argued for ‘generic packaging’ which they
claimed had been ‘shown to increase and maximise the impact and believability of
health warnings’ (Hastings and Angus 2008: 23). The second, published a year
earlier, briefly mentioned the idea of plain packaging. It cited Beede and Lawson
(1992) and a research letter published in 1999 which suggested that teenagers were

more likely to remember the wording of a health warning if the cigarette pack was
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plain (Goldberg et al. 1999).

‘References were also made to published research that respondents believed
shows that standardised packs are less attractive, strengthen the impact of
health warnings and are less misleading for consumers. (Department of
Health 2013: 29)

These studies were not listed by name but they are likely to have included Munafo et
al. (2011) and Gendall et al. (2011), both of which were cited in the submission from
ASH. The former used eye-tracking technology and found that non-smokers and
non-daily smokers (but not daily smokers) made more eye movements towards
health warnings when branding was removed from cigarette packs. The latter found
that individuals made assumptions about cigarettes, such as them being feminine or

masculine, based on packaging.

The summary report also made two indirect references to a study by Carter et al.
(2012) which suggested that plain packaging would not lead to an increase in

transaction times and might even reduce them (Department of Health 2013: 19, 21).

The authors of the summary report noted that ‘{m]any of the respondents that
favoured standardised packaging reiterated the findings of the Public Health

Research Consortium’s systematic review’, i.e. the Stirling Review (ibid.: 15).

3. The second Stirling Review, 2013

Plain tobacco packaging research: an update

In 2013, four of the authors of the Stirling Review produced an update, detailing 17
studies that had been produced since the original publication. This time they limited
their scope to studies published in peer-reviewed journals, three of which had been
co-authored by the review’s lead author, Crawford Moodie. The review concluded
that ‘the evidence summarised in this update of the literature, in general, provides
further support for the proposed benefits of plain packaging’ (Moodie et al. 2013:
14).

As before, the most common type of study in the review used a survey-based
methodology. Of the 17 new studies, eight were based on surveys, mostly conducted
online. Five of them were similar to previous studies in which participants were

shown plain packs and asked how they felt about them. A sixth study, which would
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become the most heavily cited piece of evidence of the campaign, interviewed
smokers while plain packaging was being rolled out in Australia in late 2012 at a
time when some were buying plain packs and others were still buying traditional
packs (Wakefield et al. 2013). As in earlier surveys of this kind, respondents tended
to feel that the plain packs were less attractive, that the cigarettes within were of
lower quality, and that the health warnings were more prominent. Wakefield et al.
(2013) also reported that smokers of plain packaged cigarettes were more likely to
think about quitting. The other two surveys simply asked to what extent the
individual agreed with plain packaging as a policy and what, if anything, they
thought it would achieve (Hoek et al. 2012; Rosenberg et al. 2012).

Five of the other studies used focus groups, although two of these were general
discussions about tobacco policy and only briefly touched on plain packaging (Uppal
et al. 2013; Edwards et al. 2012). Both of them revealed mixed views and a good
deal of scepticism towards the idea. The other three studies based on focus groups
asked participants to give their view of plain packs as compared to conventional
packs, with particular reference to appeal, attractiveness, warnings and harm.

Responses tended to be similar to those from the online surveys.

Two studies used eye-tracking technology in the style of Munafo et al. (2011)
(Munafd’s team produced one of them). Ramunno et al. (2013) found that
participants spent longer looking at the warnings when there was no branding on
the pack, but Maynard et al. (2013) found this was only true of occasional smokers,
not of daily smokers or people who had never smoked. This replicated the findings
of Munafo et al. (2011).

One study took the form of a ‘naturalistic experiment’ in which female smokers in
Scotland were given cigarettes in dark brown plain packs for one week and were
given their usual brand in another week. The authors found that ‘plain packaging
was associated with more negative perceptions and feelings about the pack and
about smoking’ and that ‘participants reported looking more closely at the warnings
on plain packs and also thinking more about what the warnings were telling
them’ (Moodie and MacKintosh 2013: 1). There were ‘[n]o significant overall
differences in salience, seriousness or believability of health warnings’ between the
pack types but participants using the plain packs reported being more likely to hide
or cover the pack, more likely to think about quitting and to have slightly reduced

their cigarette consumption (ibid.).
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Finally, a study by Pechey et al. (2013) involved asking 33 tobacco control experts by
telephone how much they thought smoking rates would drop by if plain packaging
were introduced. The mean predictions were one per cent for adults and three per
cent for children. These estimates would later be used in the government’s Impact

Assessment.

4. Public Health England’s consultation responses, 2014

Submission to the Independent Review into Standardised Packaging of Tobacco
(January)

Response to the government consultation on the introduction of regulations for

standardised packaging of tobacco products (August)

Like many government organisations, Public Health England (PHE) responded to
the Department of Health consultations on plain packaging and submitted evidence
to the Chantler Review. As the largest public health body in the UK, created by the

coalition government in 2013, it wielded significant influence.

In its January 2014 submission to the Chantler Review, PHE said that it ‘strongly
supports the introduction of standardised packaging’ (Public Health England 2014:
4). It acknowledged that, due to the dearth of real world evidence, ‘it is inevitable
that the evidence supporting the case for this approach is based upon measures of
process rather than measures of outcome’ (ibid.: 12). It warned that it might never
be possible to see the impact of plain packaging in routine statistics such as per

capita tobacco consumption and smoking prevalence.

‘Changes in the initiation rates of smoking among children and young people
will take many years to be properly discerned, and have wide confidence
intervals that are a consequence of limitations upon survey size. Similarly,
changes in overall prevalence of smoking require long periods of

observation.

... The interdependency and synergy of multiple simultaneous tracks of
tobacco control activity mean that it may become meaningless to attribute

specific outcome changes to specific elements of policy.

For these reasons, evidence relating to process may be as, or more, reliable
an indicator of the usefulness of a specific approach as evidence of a

composite outcome. (ibid.)
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In the absence of harder evidence, PHE cited the first Stirling Review and ‘Plain
Packaging of Tobacco Products: A Review of the Evidence’, a 2011 report published
by Cancer Council Victoria (Quit Victoria 2011) as the ‘key reviews’. It also cited its
own ‘brief online survey’ of directors of public health in England, 100 per cent of

whom supported plain packaging (Public Health England 2014: 16).

In its submission to the second consultation in August 2014, PHE said ‘we believe
standardised packaging could be the game changer’ (Public Health England 2014b).
Having previously warned that it would be very difficult to assess plain packaging
by looking at any ‘specific outcome changes’, PHE now argued that the early

evidence from Australia was compelling.

‘In our submission to the Chantler review, we pointed out that the evidence
supporting the case for standardised packaging had been, by necessity,
measures of process rather than measures of outcome. The new data
demonstrating the real-world impact in Australia moves us beyond that

point, providing clear evidence of positive outcome.’ (ibid.: 6)

In particular...

‘In Australia, official data is demonstrating the impact. Its latest national
triennial survey shows the fastest decline in smoking rates in over 20 years,
and customs and excise data shows a fall of 3.4% in tobacco sales by volume

in the first year of standardised packaging. (ibid.: 4)

Having ‘extensively cited’ the Stirling Review in its previous submission, PHE
decided not to do so again. Instead it cited a more recent review from Ireland
(Hammond 2014) and listed 19 studies published between 2012 and 2014 that PHE
felt were of particular interest. Most of these were never mentioned in the media or
in the HoC, although two studies which PHE said showed early impacts in Australia
were more influential. One of these (Young et al. 2014) reported an increase in the
number of calls to a national smoking cessation phone line after plain packaging
was introduced. The other (Zacher et al. 2014) reported that there was less
observable smoking in the outdoor areas of cafés, restaurants and bars after plain
packaging was introduced and that smokers were less likely to display their

cigarette packs on tables.
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5. The Chantler Review, April 2014
Standardised packaging of tobacco: Report of the independent review undertaken by
Sir Cyril Chantler

Commissioned by a government that was by now under significant political
pressure to introduce plain packaging, the Chantler Review was arguably the
decisive publication that swung the battle in favour of the policy’s advocates. If Sir
Cyril Chantler had judged that the policy was unlikely to be successful and was
pregnant with unintended consequences, it is possible that political pressures
would still have forced the government into introducing plain packaging, but it is
hard to imagine the government ditching the policy once an independent review
had concluded that it was ‘highly likely that standardised packaging would serve to
reduce the rate of children taking up smoking’ (Chantler 2014: 6).

The Chantler Review contained no new empirical research. Instead, Chantler
consulted with academics, industry representatives and other stakeholders and
made his judgement of the evidence. He steered clear of non-health issues, such as
the legal and economic implications of plain packaging, although he did comment on
the argument that plain packaging would fuel the illicit trade in tobacco. In
summary, Chantler felt there was a strong association between tobacco advertising
and smoking initiation and that packaging was part of the marketing matrix. He was
impressed by the consistency of the findings in the studies covered by the Stirling
Reviews and whilst he accepted that these findings were ‘essentially indirect and

”

“speculative™ (ibid.: 29), he considered it very likely that negative perceptions of
plain packaged cigarettes would ‘feed through into reduced tobacco consumption’.
He cited ‘emerging evidence from Australian studies’ which showed ‘behaviour
change, including increased calls to quitting helplines, hiding packs in social
situations, smoking less around others, and smoking fewer cigarettes overall’ (ibid.:

30). This is a reference to Young et al. (2014) and Zacher et al. (2014) respectively.

In the absence of randomised controlled trials, which he said would be unethical,
Chantler felt there was sufficient evidence to assume that plain packaging would
lead to a reduction in smoking initiation by children and a reduction in tobacco
consumption overall. With regards to claims that the policy would fuel the illicit
tobacco trade, he cited government sources in Australia (whom he visited while
conducting the review) criticising the methodology of an industry-funded report
from KPMG (2013) which had reported a rise in illicit tobacco sales after plain

packaging was introduced. He referenced official customs data which, he claimed,
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‘shows no significant effect on illicit tobacco following the introduction of plain
packaging’ (Chantler 2014: 33).

Acknowledging his limitations as a paediatrician in evaluating all the evidence and
arguments, he commissioned three academics to evaluate the Stirling Reviews, two
of whom were experts in medical statistics. They confirmed that the reviews were
well conducted and that most of the studies within them were of good quality.
Chantler acknowledged that the studies in question were not perfect, but said the
criticisms made of them by opponents of plain packaging ‘rarely go beyond the

limitations recognised and described by the authors’ (ibid.: 26).

‘Few research studies are without limitations, and undoubtedly many could
be improved with insights from related fields, but this does not seem a
reasonable basis on which completely to discount the findings of over 50

peer-reviewed, published studies. (ibid.: 27)

Having established that the impact of plain packaging on consumer perceptions was
real, the big question was whether this would translate into changes in behaviour. In
the final analysis, this came down to a subjective value judgement and Chantler’s
view was that it would. He did not give an estimate of how much plain packaging
would impact smoking rates, but in comments that were reported in the HoC by the
public health minister Jane Ellison, he said that if plain packaging reduced smoking
by children by two per cent, ‘it would mean that 4,000 fewer children taking up
smoking each year [sic]’8 This figure was not derived from any modelling and seems

to have been entirely illustrative.

6. Department of Health Impact Assessment, June 2014
Standardised packaging of tobacco products

This Impact Assessment (IA), the second of three but the first to put a figure on the
total cost/benefit of plain packaging, estimated that the policy would provide a net
benefit of £24.7 billion over ten years, mostly comprising monetised health benefits
from improved quit rates and fewer people taking up smoking. The main offsetting
cost was estimated to be a £2.3 billion cost to the Treasury from reduced tobacco
duty revenue (Department of Health 2014: 3). It assumed that plain packaging

would reduce serving times in shops, based on the study by Carter et al. (2012), a

8 https://www.gov.uk/government/speeches/chantler-report-on-standardised-packaging-
of-tobacco-products
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research letter by Carter et al. (2013) and a study by Wakefield et al. (2013b). This
counter-intuitive assumption was contradicted by an industry-funded study from
Deloitte (2011) which found that removing branding increased transaction times,
but the IA sided with the public health studies and estimated that serving times

would be reduced by 1.5 seconds, producing a monetised value of £69 million.

The authors of the IA evidently believed that the policy would work, largely based
on the conclusions of the Stirling Reviews and the Chantler Review. Acknowledging
that it was difficult to predict what the impact on smoking uptake and prevalence
would be, the Department of Health commissioned research asking ‘three groups of
internationally-renowned experts on tobacco control’ to make an estimate
(Department of Health 2014: 36). This research had already been published as
Pechey et al. (2013) and found that the median estimate was a three percentage
point reduction in smoking among 11-15 year olds and a one percentage point

reduction amount adults. This formed the basis of the IA’s cost/benefit estimates.

With regards to the illicit tobacco trade, the IA concluded that ‘there is likely to be
an increase in the UK duty unpaid segment but we have no means of quantification’
and therefore made no estimate of this cost (Department of Health 2014: 34).
Potential loss of consumer surplus by smokers was also acknowledged but not

quantified.

7. The second Department of Health consultation report, February 2015
Consultation on the introduction of regulations for standardised packaging of tobacco

products: Summary report

In light of the shortcomings of the evidence presented in the first consultation, the
government explicitly asked for new evidence and for information about ‘the wider
aspects of standardised packaging’ in its second consultation. By the time this was
launched in July 2014, the academic literature had expanded and plain packaging
had been in force in Australia for more than eighteen months. The summary report,
published in February 2015, mentioned that some supporters of plain packaging
cited Young et al. (2014) and Zacher et al. (2014) (Department of Health 2015: 13).

Chantler had also specifically mentioned these studies in his review.

Hard data from Australia created as much heat as light, however. There was no
agreement on whether cigarette sales had risen or fallen in the first year of the plain

packs regime. Data from the Australian Bureau of Statistics seemed to provide
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evidence of a 0.3 per cent increase in cigarette sales in the first year but supporters
of plain packs correctly argued that once the country’s growing population was
taken into account, this amounted to a small per capita decline. Either way, there
was no sign of an obvious step change in tobacco sales after the policy had come

into force.

Australia only collects national smoking prevalence data once every three years and
while the smoking rate had declined from 15.1 per cent in 2010 to 12.8 per cent in
2013 (Australian Institute of Health and Welfare 2014: 19), it was debatable
whether the drop represented a departure from the secular trend and it was

impossible to prove whether plain packaging had contributed to it.

With regards to the illicit trade, opponents cited a second KPMG report which
appeared to show more black market tobacco being sold than before plain
packaging was introduced, rising to an all-time high of 13.9 per cent of the market in
2013 (KPMG 2014: 6). The authors of the summary report noted that opponents
also cited ‘an increase in confiscation of illicit cigarettes by Customs and Border
Protection Services in Australia between 2012 and 2013, in comparison to between
2010 and 2011’ (Department of Health 2015: 15). Supporters, however, cited the
Chantler Review which had largely dismissed such claims and noted that the KPMG

report was funded by the tobacco industry.

Upon publishing the results of the second consultation, the Department of Health
described four documents as the ‘key reviews undertaken on the public health
evidence on standardised packaging’ These were the Chantler Review (2014), an
evidence review by David Hammond (2014) for the Irish Department of Health, and
the two Stirling Reviews (Moodie et al. 2012 and Moodie et al. 2013). The summary
report mentioned that ‘many responses’ had referred to Hammond’s review in

particular (Department of Health 2015: 12).

The Chantler and Stirling Reviews have been discussed above. Hammond'’s review
was published in March 2014. Hammond is a Canadian psychologist who began
publishing research on graphic warnings in 2003 and produced his first plain
packaging study in 2009, co-authored by Martin Dockrell and Deborah Arnott (both
of whom worked for the anti-smoking pressure group ASH) and Ann McNeill (who
later co-authored the Stirling Reviews) (Hammond et al. 2009). His review for the
Irish Department of Health referenced 75 ‘original empirical articles’ This is 21

more than were in the combined Stirling Reviews and the difference is largely due to
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Hammond including studies published after that review was conducted, as well as a
number of studies not published in journals. Hammond’s report covered much the
same ground as the Chantler and Stirling Reviews but was more overtly activist-
oriented, with a lengthy section rebutting ‘industry arguments’. According to
Hammond (2014: 45), the evidence showed that plain packaging ‘will reduce
smoking initiation among youth and young adults ... will promote smoking cessation
among established smokers ... will support former smokers to remain abstinent ...

[and] will help to denormalise tobacco use.

The consultation document was accompanied by a new Impact Assessment similar
in content to the 2014 IA but with a slightly increased estimate of net benefits (£25

billion over ten years).

(b) Evidence cited by the media and in HoC debates

There were 70 references to relevant, identifiable evidence in the media and 38
references in the HoC. As Figure 1 shows, two of the most commonly cited pieces of
evidence in both the media and in the parliamentary debates were the Chantler
Review and the Stirling Reviews. This should not be surprising as both of these
reports collated and summarised the available evidence, making them accessible to

policy-makers.

Of the dozens of studies looking specifically at plain packaging between 2008 and
early 2015, only Wakefield et al. (2013) was heavily cited by politicians and
journalists (n=20). Using surveys to gauge the impact of plain packaging on
smokers’ perceptions of taste, attractiveness and harm was well-trodden ground by
the time it was published. Melanie Wakefield herself had published a similar study
five years earlier (Wakefield et al. 2008), but what Wakefield et al. (2013) lacked in
originality it gained from its timing of publication - ten days after the government
had put plain packaging on hold - and from the sense that it was the first ‘real world’
evidence to surface. With fieldwork conducted in late 2012, the survey had the
advantage of interviewing smokers who were using real plain packs as opposed to

looking at mock-ups or photos.
Of the 28 pieces of evidence cited, 14 were cited once and only by the BBC or the

Guardian. Five studies were cited twice, including Young et al. (2014) and Zacher et
al (2014) which, like Wakefield et al. (2013), studied the attitudes and behaviour of
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Australian smokers. Both studies were specifically mentioned in the Chantler
Review, by Public Health England (2014b) and by the Department of Health (2015).

The debate about what happened in Australia led to relatively frequent references to
the Australian Bureau of Statistics’ tobacco sales data, the Australian Institute of

Health and Welfare’s smoking prevalence data, two KPMG reports commissioned by
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the tobacco industry about illicit

Figure 2: Type of evidence cited (by number of
references)

tobacco sales (classified together in
Figure 1), and a study by Kaul and
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and concluded that plain packaging
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and 2014, claimed that there had
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As Figure 2 shows, evidence reviews
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data oh Smoking preva]ence and @ Rebuttal to industry claims @ Survey-based study

tobacco sales emerging from

Australia. In this chart, the Chantler Review, which was not peer-reviewed, is
classified as ‘non-academic’. The category of ‘other’ includes illicit trade estimates
from KPMG, estimates of the impact on retail serving times from Deloitte (who
concluded that plain packaging would increase serving times), the study by Kaul
and Wolf (which was not peer-reviewed), and a survey from the British Heart
Foundation (2013) which found that Australian teenagers were more likely than

British teenagers to say that they were deterred from smoking by cigarette packs.

Figure 3 shows the methodologies used in the peer-reviewed studies cited (n=19).
Survey-based studies were the most common and covered a range of issues,

including the salience of graphic warnings, intention to quit smoking and general
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support for the policy. Some were online, some were conducted by telephone and

others in person.

Controlled experiments included a Figure 4: Type of peer-reviewed study cited (by
number of references)

simulation experiment by Carter et al.
(2012) which claimed that retail
serving times were reduced by plain
packaging. Two studies used eye-
tracking technology to infer the
salience of health warnings: Munafo et
al. (2011) concluded that non-smokers
and weekly smokers paid more
attention to health warnings on plain

packs but daily smokers did not.

@ Controlled experiment ) Eye-tracking study
_ . @ Interrupted time-series analysis Observational study
Only one peer reviewed StUdy used an @ Rebuttal to industry claims @ Survey-based study

interrupted time-series: Young et al
(2014) looked at calls to a smoking cessation phone line before and after plain
packaging was introduced and concluded that plain packaging was associated with

an increase in calls.

Figure 4 uses the same data as Figure 3 to show how often each type of study was
referenced in the media and in the HoC debates. Survey-based studies, which made
up the majority of peer-reviewed articles, received an even greater majority of
references from the media and MPs. This was driven by the frequent mentions of
Wakefield et al. (2013). Of the 44 references to peer-reviewed articles, 32 referred
to survey-based studies, including 20 references to Wakefield et al. (2013).

Before turning to the qualitative review of the evidence in Chapter 7, a few
observations can be made. Firstly, the evidence cited was overwhelmingly in favour
of plain packaging. Only a few pieces of evidence utilised by opponents of plain
packaging were cited by the media and in the HoC debates: the KPMG reports, the
study by Kaul and Wolf (2014) and the Deloitte (2011) report, which was briefly
mentioned and dismissed in a Guardian article. All had been commissioned by the

tobacco industry.

Opponents of plain packaging tended to rely on arguments, intuition and

assumptions rather than academic studies. Their main argument was that smokers’
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negative response to plain packs in surveys would not translate into behavioural
change, but this was difficult to prove. Once hard data on smoking prevalence and
tobacco sales became available from Australia, a debate about the real world
evidence began. This was reflected in the five mentions of Australian Bureau of
Statistics data on tobacco consumption in 2014 and 2015, as well as two mentions
of a KPMG report in the HoC. However, this data - like the data on smoking
prevalence - was open to interpretation and did not categorically support either

side.

Secondly, it is notable that activist-academics worked quickly throughout the
campaign to plug knowledge gaps and ease the concerns of policy-makers. Central
to this was Melanie Wakefield and her team at Cancer Council Victoria who
produced a slew of timely studies between 2011 and 2015. In 2014 and 2015 alone,
Wakefield co-authored no fewer than 21 peer-reviewed studies related to plain
packaging. They addressed the question of whether plain packs had an impact on
consumer perceptions (Wakefield et al. 2013; White et al. 2015), but also addressed
the concerns of policy-makers that the policy would inconvenience retailers
(Wakefield et al. 2013b; Bayly et al. 2015) and lead to an increase in illicit tobacco
sales (Scollo et al. 2014; Scollo et al. 2015).

Much of their work was produced at a gallop. Their influential telephone survey of
536 smokers which concluded that plain packs increased thoughts of quitting by 81
per cent was submitted to BMJ Open on 8 May 2013, revised on 4 June, accepted on
12 June and published on 22 July (Wakefield et al. 2013). Another of their studies,
again based on a telephone survey of smokers, which concluded that there was ‘no
evidence’ of ‘major unintended consequences’ with regards to illicit tobacco, was
submitted to the same journal on 6 June 2014, accepted on 20 June and published
on 29 August. This is lightning quick by the standards of academic publishing
(Scollo et al. 2014).

Timing was as important as speed. A week before the Chantler Review was
published, academics at the UK Centre for Alcohol and Tobacco Studies published a
study based on submissions to the first consultation from the tobacco industry. They
concluded that industry arguments were ‘largely without foundation’ and
complained that ‘stakeholder consultation’ provided ‘an opportunity for highly
resourced corporations to slow, weaken, or prevent public health
policies’ (Ulucanlar et al. 2014: 12). This did not go unnoticed by Chantler who

quoted several lines from it, seemingly in agreement (Chantler 2014: 28).
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In a similar vein, Rowell et al. (2014) published a study titled ‘“Tobacco industry
manipulation of data on and press coverage of the illicit tobacco trade in the UK’
shortly before the Chantler Review was published. It accused the tobacco industry
of exaggerating the scale of the illicit tobacco trade in the UK and the Guardian
quoted one of its authors saying: ‘Their misleading claims about illicit should be
seen for what they are - a desperate bid to prevent plain packaging from being

implemented’ (Doward 2014a).

Switching between attack and defence, the network of public health activist-
academics were highly effective in aiding the plain packs campaign. In many
respects, it was a model of research dissemination. They understood the questions
policy-makers were asking and conducted original social science research to answer
them promptly and in ways that could be easily understood by non-academics. In
several cases, they also achieved substantial media coverage. As researchers, they

ticked all the boxes.

Thirdly, it is notable that MPs referred to relatively little evidence when speaking in
the HoC debates. Over the course of seven debates lasting more than six hours, only
the Chantler Review, the Stirling Reviews and Wakefield et al (2013) were cited by
more than two MPs. Only four peer-reviewed studies were cited by MPs at all.
Although 75 MPs made a contribution from the floor in debates in which relevant
evidence was cited, only 22 of them made reference to such evidence and several of
these did no more than briefly mention the Chantler Review on the day it was
published. Only eight MPs referenced a specific study, usually Wakefield et al.

(2013), and only seven MPs mentioned either of the Stirling Reviews.

Instead, there was an emphasis on anecdotal evidence and personal testimony, such
as Anna Soubry saying that she started smoking because of the attractive green pack
of her preferred brand. There was much in the way of bald assertions and
supposition and much talk about addiction and underage smoking. There was a
sense that ‘something must be done’ and many MPs viewed plain packaging as a
natural extension of the advertising ban, but only a few of them - particularly those

associated with the APPG on Smoking and Health - cited specific empirical evidence.

Finally, the media took considerable interest in the issue. As Figure 5 shows, some
media outlets were more interested in the evidence than others. Although the

Mirror and Daily Telegraph made few references to evidence in their coverage, the
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BBC, Daily Mail and Guardian/Observer often devoted articles to specific studies. The
Guardian published two articles reviewing the scientific literature as it stood at the
time and whilst the coverage from the BBC and the Guardian/Observer was broadly,
and sometimes explicitly, supportive of plain packaging, they occasionally published

articles that were more helpful to opponents.

Coverage of academic research was Figure 5: References to evidence by media outlet
only one aspect of plain packaging
as a news story. For example, the
Telegraph/Sunday Telegraph only
published ten articles mentioning
relevant evidence, but it published
many other stories covering the
issue from other angles, such as ‘MP
opponents of plain-packaging for
cigarettes accepted hospitality from

tobacco giant, ‘Plain packaging on

cigarettes: Where does it all end?,

‘Cuba accuses UK of being anti- ® BBC Miror @ Mail Guardian @ Telegraph
capitalist over plain packaging

plans’ and ‘Silk Cut maker fights plain packaging. Moreover, the media published a
few articles based on unverifiable claims which may or may not have been true, such

as unpublished industry sales data.?

Other related stories covered by the media between 2011 and 2015 included the
introduction of plain packaging in Australia, the vote to introduce the same policy in
New Zealand and various political controversies in Britain. In particular, there was a
focus on the alleged influence of David Cameron’s adviser Lynton Crosby whose
public affairs company had the tobacco company Philip Morris as a client. Crosby
always denied advising the Prime Minister to drop plain packaging in 2013, but the
perceived conflict of interest was exploited by Labour leader Ed Miliband who
described Cameron as the ‘Prime Minister for Benson and Hedge Funds’.1® The news
that several MPs who were opposed to plain packaging had accepted tickets to the

Chelsea Flower Show from Japan Tobacco International was also widely reported.

9 For example: https: ZZWWW telegraph co. uk[fmanceZnewsbysectorzretallandconsumerz

Funds- Mlllband' accuses- Cameron of-lobbying-disgrace
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This created political pressure that may have been more influential in the

government'’s final decision than any amount of academic research.
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Second case study: The Soft Drinks Industry Levy

The policy

The Soft Drinks Industry Levy (hereafter ‘the sugar tax’) is a two-tier tax on soft
drinks which contain added sugar. Drinks containing more than 8 grams of sugar
per 100 millilitres are taxed at 24p per litre. Drinks containing between 5 and 8
grams of sugar per 100 millilitres are taxed at 18p per litre. The explicit aim of the
policy is to reduce rates of obesity and tooth decay by encouraging the soft drinks
industry to reduce the amount of sugar in its products. It was announced by the
Chancellor George Osborne in the Budget of 2016 and came into effect on 6 April
2018.

Timeline

January 2013: The pressure group Action on Sugar is formed and makes headlines

by claiming that ‘sugar is the new tobacco’.

January 2014: Mexico introduces a tax on sugary drinks of one peso (3p) per litre

which increases the retail price by approximately ten per cent.

5 March 2014: England’s Chief Medical Officer, Sally Davies, says ‘we may need to

introduce a sugar tax.

March 2014: Draft guidance from the WHO reiterates that people should not get
more than ten per cent of their calories from sugar but adds that they should aim for

no more than five per cent.

June 2014: A draft report by the Scientific Advisory Committee on Nutrition (SACN)
is published. It recommends lowering the guidelines on sugar consumption. The
current advice from government is to limit calories consumed from free sugars (also
known as added sugar) to ten per cent of overall calorie consumption. SACN

recommends this be lowered to five per cent.
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July 2015: Publication of the final SACN report which recommends lower guidelines
on added sugar consumption from ten per cent of daily calorie intake to five per

cent.

July 2015: The British Medical Association publishes a report calling for a tax on

sugary drinks that would raise their price by at least 20 per cent.

3 September 2015: Jamie’s Sugar Rush is broadcast on Channel 4. Presented by the
chef and food campaigner Jamie Oliver, it argues strongly for the introduction of a

sugar tax.

October 2015: The House of Commons Health Select Committee holds oral sessions
discussing government policy on childhood obesity. The committee pays particular

attention to the idea of a sugar tax.

11 October 2015: Sarah Wollaston, the chair of the Health Select Committee, accuses
the government of ‘suppressing’ Public Health England’s evidence review on sugar.
The review was due to be published alongside the government’s Childhood Obesity

Plan, which also remains unpublished.

22 October 2015: Public Health England’s evidence review - Sugar Reduction: the
Evidence for Action - is published ahead of the Childhood Obesity Plan. It includes a
recommendation to tax sugary drinks. A spokesperson for David Cameron says that

he ‘doesn’t see a need for a tax on sugar’.!!

30 November 2015: The Health Select Committee’s report Childhood obesity - brave
and bold action is published. Among its key recommendations is a tax on sugary

drinks. A debate is held in the House of Commons.

6 January 2016: A study is published in the British Medical Journal showing a decline

in sugary drink sales in Mexico following the introduction of a sugar tax.

7 January 2016: Prime Minister David Cameron says ‘I don't really want to put new

taxes on anything but we do have to recognise that we face something of an obesity

11 https://www.theguardian.com/society/2015/oct/22 /sugar-report-delayed-jeremy-
hunt-tax-radical-action-obesity
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crisis. The Department of Health insists that the ‘government position has not

changed and we have no plans for a sugar tax.’ 12

7 February 2016: Health Secretary Jeremy Hunt says that David Cameron ‘has not

taken a sugar tax off the table’.

16 March 2016: George Osborne, the Chancellor the Exchequer, announces a two-
tier Soft Drinks Industry Levy to begin in 2018. It is expected to raise £520 million

per annum in revenue.

(a) Evidence cited in government documents

The Department of Health’s childhood obesity strategy, Childhood Obesity: A Plan for
Action, was not published until August 2016, five months after the sugar tax was
announced and a month after Theresa May replaced David Cameron as Prime
Minister. It did not cite any evidence for the efficacy of a sugar tax, but two official
reports cited evidence in favour of the policy in autumn 2015. Firstly, a review by
Public Health England aimed at informing the government about the evidence for
various policies designed to reduce sugar consumption. This report was originally
set to be published at the same time as the childhood obesity strategy but political
pressure led to it being published earlier. The pressure came, in part, from the
Health Select Committee, chaired by Dr Sarah Wollaston MP, which carried out an
inquiry into childhood obesity in the autumn of 2015. Their report was published in

November 2015 and is the second document discussed below.

1. Public Health England’s evidence review, October 2015

Sugar Reduction: The evidence for action

This report was published by Public Health England on 22 October 2015, two days
after the Health Select Committee finished taking oral evidence for its inquiry. The
PHE report was subsequently described in the committee’s own report as ‘the most
comprehensive analysis of measures to reduce sugar consumption to date’ (House

of Commons Health Select Committee 2015: 10).

changing-people-s-habits.html
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The report concluded that the government should introduce a range of
interventions to address obesity, including a tax on sugary drinks. PHE expected the

tax to reduce consumption via the price effect.

‘Evidence from both stakeholders and current research studies suggest that
increasing the price of high sugar foods and non-alcoholic drinks, whether
through taxation or other means, is likely to reduce purchases of these
products at least in the short term. There is reasonably consistent evidence
from both experimental studies and data from countries that have
introduced taxes that consumers can respond to changes in food and drink
prices with the effect being larger at higher levels of taxation or price change.
These findings align with the evidence from modelling studies which indicate
that a tax would lead to a reduction in purchases proportionate to the level of
tax applied, suggesting a tax of 10% to 20% would be necessary to have a
significant impact on purchases, consumption and ultimately population
health. (Public Health England 2015a: 23)

The evidence from ‘experimental studies and data from countries’ was set out in
more detail in Annexe 2 of the report which was compiled by a team at Teesside
University and commissioned by the Department of Health. It included references to
studies in the peer-reviewed and grey literature, fifteen stakeholder interviews and
two pieces of written evidence, but it explicitly excluded sales data from countries

where there had not been a published evaluation.

‘A number of countries and US states have introduced taxes on high sugar
products. Sales data from Norway, Finland, Hungary, France and Mexico
broadly suggests decreases in purchases of soft drinks/sugar sweetened
drinks (SSDs) of up to 12%, following the implementation of taxes. However,
data in the public domain did not meet the criteria for inclusion in the review
of the literature, therefore it is simply described as background to the review!
(Public Health England 2015b: 5)

The figure of 12 per cent comes from a study of Mexico’s sugar tax that was not
published until January 2016 (Colchero et al. 2016a). There had been no published
evaluations of sugar taxes in Norway, Finland, Hungary or France. Nevertheless, the

second sentence of the above passage would later be cited in the HoC several times.
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Modelling studies were given a low priority in the PHE report and, like the sales

data from abroad, was only included as background information:

‘This review primarily searched for evidence from experimental studies,
where price increases have been tested, or evaluations of the effects of taxes
introduced on unhealthy foods. Studies that have modelled the possible
effect of taxes have been included only as background material. (Public
Health England 2015a: 23)

The side-lining of computer modelling and other countries’ experiences is
interesting because, as we shall see, both sources of evidence dominated the sugar
tax campaign. The authors of the evidence review in Annexe 2 noted that there was
an ‘overall lack of peer-reviewed experimental evidence’ (Public Health England
2015b: 7) and said that ‘the interviews [with fifteen stakeholders] revealed very
little unpublished intelligence’ (ibid.: 6). They also stated that results from

mathematical modelling ‘should be interpreted as tentative projections’ (ibid.: 10).

Instead, the PHE evidence review focused on eleven controlled experiments. Most of
them involved food rather than drinks, none of them were from the UK and only one

of them involved children.

‘The 11 primary studies were conducted in France (n=1), The Netherlands
(n=3) and the US (n=7) and were largely experimental in either a laboratory
(n=4) virtual setting (n=4) or controlled field experiments in supermarkets
(n=2) or a cafeteria (n=1). (ibid.: 23)

The eleven studies all examined the impact of higher prices on food and soft drinks
using volunteers in various quasi-natural experiments. They can be briefly

described as follows:
e A controlled trial in which participants shopped in a virtual supermarket. They
were randomised into nine conditions and were given price discounts or price

increases (Waterlander et al. 2012).

e A controlled experiment in which the price of sugary drinks was increased in a
hospital cafeteria (Block et al. 2010).
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A controlled experiment in which 128 women did their food shopping via an
electrical device which was monitored. Prices were manipulated upwards or

downwards and the impact on purchases was recorded (Darmon et al. 2014).

A controlled experiment in which researchers opened a shop at a hospital and
monitored the impact on purchases of a 30 per cent ‘tax’ on unhealthy food (Elbel
etal. 2013).

A laboratory experiment in which 42 mothers were given a sum of money to
spend in an artificial shop. Prices were changed between tasks and the effect on

purchases recorded (Epstein et al. 2010).

An experiment in which 178 students were asked to choose from a lunch menu
on three separate occasions. The price of high-calorie foods was increased each

time and the impact on purchases recorded (Giesen et al. 2011).

A randomised controlled trial in which 306 participants shopped in a virtual
supermarket. Half of them were given normal shop prices while the others had
the price of high calorie products inflated by 50 per cent (Nederkoorn et al.
2011).

A laboratory experiment in which 12-14 year olds were given money to spend in
an artificial shop. Prices were manipulated (‘taxed’ or ‘subsidised’) to see the

impact on purchasing behaviour (Salvy et al. 2012).

An experiment in which students were given lunch money to spend twice in a
laboratory cafeteria. On the first occasion, the food was available at the market
price. On the second occasion, the price of ‘unhealthy’ food was increased by 25

per cent (Temple et al. 2011).

A field study in which 56 households were faced with a ten per cent ‘tax’ on
‘unhealthy’ food and soft drinks. Their purchasing habits were compared with a
control group of 57 households who paid the usual market price (Wansink et al.
2012).

A randomised controlled trial in which participants shopped in a virtual
supermarket. The control group faced normal prices while the other group faced

a 19 per cent ‘tax’ on sugary drinks (Waterlander et al. 2014).
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These studies tended to support the law of demand and the authors of the evidence
review concluded that increasing prices through taxation was likely to reduce sales
of the taxed products in the short term. This did not prove that a tax would reduce
calorie consumption or obesity, but the studies were mostly RCTs of good quality

and partially provided proof of concept.

2. Health Select Committee report, November 2015
Childhood obesity - brave and bold action

Published on 30 November 2015, the report by the Health Select Committee was the
culmination of a process that had garnered significant media coverage. Its chair,
Sarah Wollaston MP, had generated interest when she accused the government of
suppressing the Public Health England report, and the celebrity food campaigner
Jamie Oliver’s appearance before the committee on 19 October was reported by
most news outlets. The report’s title, Childhood obesity - brave and bold action,
echoed Jamie Oliver’s words to the committee: ‘We need to be big, bold and

brave’ (House of Commons Health Select Committee 2015: 13).

Like PHE, the committee supported a range of actions including advertising
restrictions on ‘unhealthy food and drink’, restrictions on price promotions and a
‘sugary drinks tax on full sugar soft drinks, in order to help change behaviour, with
all proceeds targeted to help those children at greatest risk of obesity’ (ibid.: 3).

With regards to the strength of evidence, the committee said:

‘In our view, the evidence is sufficiently strong to justify introducing all the
policies we recommend. Rather than wait for further evidence to follow from
international experience, we urge the Government to be bold in
implementing policy, with the assurance of rigorous evaluation and sunset
clauses if found to be ineffective’ (ibid.: 13-14).

The report framed the issue in a way that was typical of campaigners at the time,

starting with the following claims:

- one in three children is overweight or obese by the time they leave primary
school

- obesity costs the NHS £5.1 billion a year

- obesity costs ‘the wider economy’ £27 billion a year

- children consume three times as much sugar as is recommended
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Six pages of the report were dedicated to the idea of a sugar tax. The report noted
that more than 60 health organisations supported the policy and that Public Health
England (2015a: 23) had concluded that ‘increasing the price of high sugar foods
and non-alcoholic drinks, whether through taxation or other means, is likely to

reduce purchases of these products at least in the short term.

On the question of whether sugar taxes were financially regressive, the report
indirectly referenced figures from Mexico where a sugar tax was said to have
reduced consumption of sugary drinks by six per cent, with people on low incomes
reducing their consumption of sugary drinks more than richer people. The
committee was told by the public health academic Peter Scarborough that one of his
modelling studies had suggested that a similar distributional effect could be
expected in the UK (Briggs et al. 2013).

The committee referred to the Mexican data again when saying that they expected a
UK sugar tax to ‘lead to an immediate fall in sales’ (House of Commons Health Select
Committee (2015: 31) and mentioned it once more in the conclusion of this section
of the report. A modelling study by Briggs et al. (2013) and the yet-to-be-published
study of Mexico’s sugar tax (Colchero et al. 2016a) were the only studies specifically
related to the efficacy of sugar taxes alluded to in the report. In the absence of an
academic citation for the claims about Mexico, the committee referenced the Public

Health England report which, in turn, cited a press release.

(b) Evidence cited by the media and in HoC debates

There were 79 references to relevant, identifiable evidence in the media and 12 in
the HoC debates. As Figure 6 shows, 18 pieces of evidence were mentioned in total,
half of which were cited once (and only by the media). As with plain packaging,

three pieces of evidence were referenced far more than any other.

There were also oblique references in both the media and parliamentary debates to
evidence which could not be clearly identified, such as when advocates of the policy
asserted that there was evidence that sugar taxes had worked in other countries.
Some opponents appealed to evidence-based policy by claiming that there was ‘no
evidence’ that a sugar tax would work or that ‘all the evidence’ showed that they did

not work. Such claims were not referenced and cannot be included.
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Figure 6: Number of references to evidence in
the media and House of Commons
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Figure 7 shows the number of references to evidence by media outlet. As with plain
packaging, the Guardian/Observer showed the most interest (n=34), followed by the
BBC (n=15).

Figure 8 shows the type of evidence that was cited by the media and in the HoC. It
includes two academic evidence reviews (Public Health England 2015a and Mytton
et al. 2012) and two non-academic evidence reviews (British Medical Association
and the Health Select Committee). Most of the published documents (59 per cent)
were models of some sort, typically projecting the reduction in sales, obesity and/or
healthcare costs that could be expected from raising the price of sugary drinks. In
addition, there was one study based on a controlled experiment in a canteen (Block

et al. 2010) and one study based on a natural experiment. The natural experiment
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involved Jamie Oliver introducing a Figure 7: References to evidence by media outlet
surcharge for sugary drinks in his
restaurants. Oliver told the Health
Select Committee that his 10p ‘tax’
had led to a 6-7 per cent fall in sales.
When this research was
subsequently published as
Cornelsen et al. (2017), it reported

an 11 per cent decline in sales of

sugary drinks per customer. In

Figure 8, ‘Mexican sales data’ refers

®BBC @ Mimor @ Mail Guardian @ Telegraph
to the study by Colchero et al.
(2016a) and the press release that
came before it. ‘Raw data’ refers to
sugary drink consumption figures Figure 8: Type of evidence cited (by number of
publications)

published by the Mexican Institute
of Public Health.

Figure 9 shows the same data but
divides it according to the number
of mentions each document
received. It shows quite an even
split between the ‘real world’

Mexican data (36 per cent),

computer modelling (30 per cent)

. i @ Controlled experiment @ Evidence review (academic)
and evidence reviews (29 per cent). : Evidencs review (1on-academic) & Mexioan sales data
e atural expenmen

Briggs et al. (2013) was the most
heavily referenced modelling study (n=13), Public Health England (2015a) was the
most heavily referenced evidence review (n=13), and Colchero et al. (2016a) was

the most heavily referenced piece of evidence overall (n=33).

Only four peer-reviewed studies were mentioned more than once by the media or
by MPs. These were Colchero et al. (2016a), Briggs et al. (2013), Mytton et al. (2012)
and Ma et al. (2016). By far the most referenced study, with 26 mentions in the
media and seven in Parliament, was Colchero et al. (2016a) which is here used as
shorthand for claims about Mexico that were written up in the study of that name,
but also includes the same claims made in a press release and blog post from the

Mexican National Institute of Public Health which was widely covered by the media
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in 2015. Most of the references to Figure 9: Type of evidence cited (by number of
references)

the Mexican data came from the
Guardian (n=14) and the BBC
(n=6).

The Colchero study was written by
four academics, two from Mexico's
National Institute of Public Health

and two from the University of
North Carolina. They used soft
drink sales data from Nielsen
between 2012 and 2014 and

compared the post-tax sales H Mexioan sales data | @ Model " : zzmg??xperiment
figures to a modelled

counterfactual in which the tax had not been implemented. The difference between
actual and counterfactual sales was 6.1 per cent in 2014, the first year of the sugar

tax:

‘In total, during 2014 the average urban Mexican purchased 4241 mL (seven
600 mL or 20 oz bottles) fewer taxed beverages than expected (based on
pretax trends).” (Colchero et al. 2016a: 4)

This decline was estimated to be larger for consumers ‘of low socioeconomic status’,
whose implied consumption fell by 9.1 per cent on average in 2014, and fell more
steeply over time, reaching 12 per cent by December 2014 (ibid.: 5). For consumers
of low socioeconomic status, the decline was estimated to have reached 17.4 per
cent by December 2014 (ibid.). However, one journalist at the Mirror who opposed
the sugar tax cited data from the National Institute of Public Health of Mexico
(2015) which showed that per capita consumption of sugary drinks in Mexico had
been 160 litres on average between 2007 and 2013 before rising to 162 litres in
2014 and dropping slightly to 161 litres in 2015.

The only other study to be referenced by both the media and MPs was Mytton et al.
(2012). This was a brief evidence review and commentary published in the British

Medical Journal which concluded:

‘Health related food taxes could improve health. Existing evidence suggests

that taxes are likely to shift consumption in the desired direction, although
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policy makers need to be wary of changes in other important nutrients.
However, the tax would need to be at least 20% to have a significant effect on
population health.! (ibid.: 3)

Mytton et al.’s claim that a sugary drinks tax would have to be at least 20 per cent to
have a measurable impact on obesity was often repeated during the campaign, but it
was not based on experience. The authors acknowledged that there had been no
decline in obesity resulting from soda taxes in US states but that the tax rates (of
between 1 and 8 per cent) may have been ‘too low to observe an effect on
population health’ (ibid.: 2). The threshold of 20 per cent was derived from

modelling studies.

Although not mentioned in the HoC, four out of five media outlets referred to Briggs
et al. (2013) more than once and it was the third most referenced piece of evidence
overall. This modelling study concluded that a 20 per cent tax on sugary drinks in
the UK would reduce the number of obese adults by 1.3 per cent (180,000 people)

and raise £276 million in revenue.

Ma et al. (2016) was mentioned five times but only by the media. It was also a
modelling study. It concluded that a 40 per cent reduction in the sugar content of
soft drinks would lead to a 2.1 percentage point reduction in obesity among adults
(one million people) which would lead to the prevention of between 274,000 and
309,000 cases of Type 2 diabetes over a period of 20 years. The authors did not
model the impact of a sugar tax per se but they mentioned several times in the text
that a sugar tax would be one way of achieving such a reduction. Four other
modelling studies received one mention in the media each (Wang et al. 2012;
Manyema et al. 2014; Collins et al. 2015; Sanchez-Romero et al. 2016).

The evidence review by Mytton et al. (2012) and the modelling study by Briggs et al.
(2013) shared two co-authors, Oliver Mytton and Mike Rayner, who had also co-
authored a study titled ‘Could targeted food taxes improve health?’ in 2007. Based
on modelling, that study concluded that a ‘carefully targeted fat tax could produce
modest but meaningful changes in food consumption and a reduction in

cardiovascular disease’ (Mytton et al. 2007).

Mike Rayner was the chair of the campaigning charity Sustain (‘the alliance for
better food and farming’) and had been advocating for taxes on food and soft drinks

for several years. He had an unusual conflict of interest in that he was an ordained
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priest in the Church of England and had written a blog post in 2012 in which he

explained that he saw bringing about a sugar tax as a divine mission.

‘In all of this I see a sacred dimension. You may not believe that [ have heard
God aright but I think God is calling me to work towards the introduction of

soft-drink taxes in this country’. (Rayner 2012)

Rayner was not the only academic to be emotionally invested in the issue. Two of
the five authors of Ma et al. (2016) were heavily involved with Action on Sugar, a
campaign group formed in 2013 to campaign for a sugar tax (among other anti-
sugar objectives). One of them, Kawther Hashem, was its Campaign Lead. The other,

Graham MacGregor, was its chair.

One of the American authors of Colchero et al. (2016a) was Barry Popkin, a
longstanding advocate of sugar taxes who had been promoting them in the media
for over a decade and whose previous journal articles included (in 2009) ‘The Public
Health and Economic Benefits of Taxing Sugar-Sweetened Beverages’. The Colchero
study was part-funded by Bloomberg Philanthropies, an organisation funded by the
billionaire and former New York City mayor Michael Bloomberg which spent $10
million lobbying for the Mexican sugar tax (James et al. 2020) and which, in its own

words, ‘helped Mexico pass a one-peso per liter tax on sugary drinks’.13

All four of the most heavily referenced peer-reviewed studies therefore involved

authors who had been prominent advocates of the policy for some time.

The only other sources of evidence which received significant mentions from the
media and MPs during the sugar tax campaign were the reports from PHE and the
BMA. Both were published in 2015 and summarised the evidence in favour of taxing
sugary drinks. The section of the BMA report covering ‘fiscal measures that favour
healthy diets’ was only a page and a half long, but it was heavily referenced. The
BMA recommended not only taxing ‘unhealthy’ food and drink but subsidising
‘healthy’ food.

The PHE report has already been discussed. Its literature review focused on
controlled experiments in which food and/or soft drink prices were altered in shops

or canteens and the impact on purchases was recorded. With the exception of Block

13 https://web.archive.org/web/20210416153347 /https://www.bloomberg.org/public-

health /promoting-healthy-food-choices
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et al. (2010), which received a passing mention in one Guardian article, none of
these studies were referenced in the media or in the parliamentary debates and they
were not strongly emphasised in the PHE report itself where they were confined to
an annexe. The lack of interest from the media may be because most of them were
published before 2013 and therefore could not be covered as news stories, but also

because most of them studied the sale of food rather than soft drinks.

The only other piece of evidence to receive more than one mention in the media was
a five page report from Cancer Research UK and the UK Health Forum (2016) which
claimed that a 20 per cent sugar tax would prevent 3.7 million cases of obesity over
ten years and reduce health spending by £10 million per annum. The report claimed
that such a tax would lead to 29 per cent of adults being obese by 2025, as opposed
to 34 per cent in a counterfactual. The modelling upon which this was based was
conducted by the UK Health Forum, which closed in 2019, and is no longer available
online. Published in February 2016, it was the last significant piece of evidence

published before the sugar tax was announced.

In the two HoC debates, only four documents were referenced, including two peer-
reviewed studies. It is notable that no modelling studies were mentioned in the
debates, despite being frequently mentioned in the media. The MPs seem to have
been more impressed by the data from Mexico and the alleged experience of other
countries. A policy that had been tried in another country and was seen to work may
have been more compelling to politicians than an academic experiment or a
computer model. This may explain why France, Norway, Hungary and Finland were
mentioned by some MPs despite there being no published evidence about their

experiences with sugar taxes. For example, Helen Jones MP said:

‘A tax on sugary drinks would probably have to be at the level of 10% to 20%
to make a change in behaviour, apparently - Public Health England suggests
that range. There is evidence from Mexico and France that at that level,
people’s behaviour starts to change and they start to choose sugar-free
alternatives.’ (Hansard 2015)

The reference to France is puzzling as it had a very small sugar tax of €0.0716 per
litre, roughly equivalent to adding 2p to the price of a can of Coca-Cola, and there
was no evidence of an impact on consumption or obesity. A study subsequently

found ‘at most a very small reduction in soft drink purchases’ (Capacci et al. 2019:
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1). It is very likely that France was mentioned because it was referenced, somewhat

misleadingly, in the PHE report.

Over the course of more than five hours of debate, only eight MPs cited evidence
that can be traced to a published document. It should be noted that neither debate
was purely about sugar taxes. Other policies, such as food reformulation and
labelling were also discussed. Nevertheless, the scarcity of evidence is striking.
Aside from the Public Health England report and Colchero et al. (2016a), only two

pieces of evidence were mentioned by MPs at all, neither of them more than once.

Both debates focused on framing the problem rather than demonstrating that a
sugar tax was necessarily the solution (indeed, several proponents made it clear
that a sugar tax alone would not be the solution). Various statistics were repeatedly
cited to show the need for upstream regulation. These included the claim that a
quarter of children leave primary school obese, that obesity cost the NHS £5.1
billion a year, that children consumed three times as much sugar as was
recommended, that there were nine teaspoons of sugar in a fizzy drink and that the
UK consumes more than 5,727 million litres of sugary soft drinks a year. This
framing was often combined with personal anecdotes about how few sugary drinks
MPs said they consumed when they were children and predictions about how much

money the sugar tax would raise in revenue.

This framing was broadly accepted by opponents of the sugar tax who instead
argued that it would be regressive (‘hit the poor hardest’ - Andrea Jenkyns) and
offered alternative solutions, such as better labelling and more education. Some
opponents, such as Will Quince, used pejorative language to describe the tax
(‘illiberal’ ‘patronising’, ‘nanny statism at its worst’) but offered very little in the way
of published evidence showing that the tax would not work or would have negative
consequences, although some MPs did refer to empirical data as part of their

arguments, such as the claim that sugar consumption was in decline.

George Osborne’s speech announcing the new tax in the 2016 Budget was typical of
how MPs made their case. He did not cite any evidence of efficacy or make any
predictions about the impact it would have on childhood obesity. Instead he gave an
estimate of how much revenue it would bring in (£520 million) and cited various

statistics to frame the problem.
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‘Here are the facts that we know: five-year-old children are consuming their
body weight in sugar every year. Experts predict that within a generation
more than half of all boys and 70% of girls could be overweight or obese.
Here is another fact that we all know: obesity drives disease. It increases the
risk of cancer, diabetes and heart disease, and it costs our economy £27

billion a year. That is more than half the entire NHS pay-bill.

Here is another truth we all know: one of the biggest contributors to
childhood obesity is sugary drinks. A can of cola typically has nine teaspoons
of sugar in it. Some popular drinks have as many as 13 teaspoons. That can

be more than double a child’s recommended added sugar intake.'14

Similarly, when the childhood obesity strategy was finally published in August 2015,
it framed the problem but did not cite any evidence that the sugar tax was a solution
except insofar as the money raised would be spent on ‘programmes to reduce
obesity and encourage physical activity and balanced diets for school age
children’ (Department of Health 2016: 4). The Health Select Committee report was
only marginally more research-oriented, referencing (though not explicitly), just
two relevant pieces of evidence, the modelling study by Briggs et al. (2013) and the

unpublished data from Mexico.

In summary, three pieces of evidence appear to have had the most influence in the
sugar tax debate between 2013 and 2016. By far the most heavily cited study
combined actual sales data from Mexico with a modelled counterfactual (Colchero
et al. 2016a). Another was a modelling study using UK data (Briggs et al. 2013). The
other was an evidence review from PHE which focused on RCTs but had more
impact from briefly mentioning sugar taxes in other countries where evidence of

efficacy was very scarce.

Why were these pieces of evidence so influential? The PHE report benefited from
the authority of the organisation publishing it. Briggs et al. (2013) put a specific
figure on the potential benefits of a sugar tax and was published at a time when the
idea of taxing soft drinks was gathering momentum. Colchero et al. (2016a) had the
benefit of being ‘real world’ evidence rather than experimental or theoretical. It also
had the benefit of getting two bites of the media cherry, being press released in

2015 and published the following year. The Colchero study was published on 6

14 https://hansard.parliament.uk/Commons/2016-03-16/debates/16031632000001/

FinancialStatement
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January 2016 and Ma et al. (2016) was published the following day. January 7 also
saw a press release from Cancer Research UK projecting a 45 per cent increase in
obesity-related cancer by 2035. All three studies were widely covered in the news
and their back-to-back publication helped create the ‘swarm effect’ mentioned in

Chapter 2 and drew a response from the Prime Minister (see Timeline above).

None of the studies directly showed that a sugar tax would reduce obesity or even
necessarily reduce calorie consumption. Instead, the data from Mexico was taken as
evidence that higher prices would reduce sales and the modelling studies were
taken as evidence that reducing sales would reduce obesity. As with plain packaging,
the most cited pieces of evidence appeared in stages, with early work providing a
theoretical framework by which the policy could be understood, followed by

evidence from another country and an expert review endorsing the policy.

As with plain packaging, there were many news articles about the policy which did
not mention evidence, data or statistics, but which focused on politics and
personalities. These included interviews with Jamie Oliver, reports on the amount of
sugar in various products, estimates of the costs to the NHS associated with obesity,
the accusation that the government had suppressed the Public Health England
report, the NHS introducing a sugar tax in its own buildings, claims about how much
revenue the tax would raise, and reports about David Cameron and/or Jeremy Hunt

rejecting the idea or later approving it.
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Third case study: Minimum unit pricing

The policy

Minimum unit pricing (MUP) imposes a floor price on a unit of alcohol. The
intention is to eliminate the sale of ‘cheap’ alcohol which is associated with heavy
and harmful drinking. Scotland became the first country to introduce such a system

in May 2018 at 50p per unit.

Timeline

June 2008: The Scottish government publishes a discussion paper on alcohol which

supports the introduction of minimum unit pricing (MUP).

2008: Academic modellers at Sheffield University, later known as the Sheffield
Alcohol Research Group (SARG), publish their first estimates of the impact of MUP in
England.

March 2009: The Scottish National Party (SNP), which is running a minority

government, announces plans to introduce MUP.

September 2009: SARG publish their first model looking at the potential impact of
MUP in Scotland.

8 January 2010: The House of Commons Health Committee publishes its report on

alcohol and recommends the introduction of MUP.

November 2010: MSPs reject MUP in the Scottish Parliament by 76 votes to 49. The
policy is removed from the Alcohol etc. (Scotland) Bill.

October 2011: After winning a majority in the Scottish Parliament, the SNP tables
the Alcohol (Minimum Pricing) (Scotland) Bill. The legislation does not specify what

the floor price will be.

March 2012: The UK government announces plans to introduce MUP in England and
Wales.
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May 2012: The Alcohol (Minimum Pricing)(Scotland) Bill is passed by 86 votes to 1.
The legislation includes a six year sunset clause and a requirement for ministers to

evaluate the policy after five years.

July 2012: The Scotch Whisky Association (SWA) files a petition for judicial review
with the Scottish Court of Session and makes an official complaint to the European

Commission citing EU competition law.

November 2012: UK government announces its intention to introduce MUP at 45p

per unit in England and Wales. It launches a public consultation.

March 2013: It is reported that the UK government plans to drop minimum pricing

in England and Wales due to opposition from various cabinet ministers.

May 2013: The SWA's legal challenge fails in the Outer House of the Court of Session.
The SWA appeals the decision.

July 2013: The British government abandons MUP, citing ‘legal uncertainty’ and
‘question marks about the evidence behind it. In the foreword to the Home Office
report ‘Next steps following the consultation on delivering the Government’s alcohol
strategy, Home Secretary Theresa May explains that the consultation had ‘not
provided evidence that conclusively demonstrates that Minimum Unit Pricing
(MUP) will actually do what it is meant to: reduce problem drinking without
penalising all those who drink responsibly’ (Home Office 2013: 3). Instead, the

government bans the sale of alcohol below the rate of duty plus VAT.

April 2014: The SWA appeals to the Inner House of the Court of Session where its

case is referred to the European Court of Justice.

December 2015: The European Court of Justice rules that MUP would only breach
EU competition law if measures that were less restrictive on trade, such as an
increase in alcohol duty, would be more effective in achieving the public health goal.

The case is referred to the Court of Session.

April 2016: The Sheffield Alcohol Research Group publishes a new model which
concludes that MUP would be more effective in reducing alcohol-related harm than

alcohol duty increases.
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October 2016: The Court of Session rules that MUP is legal, but later grants

permission to the SWA to take its case to the UK’s Supreme Court.

November 2017: Citing the Sheffield research, the Supreme Court rejects the SWA's
legal arguments and rules that MUP is ‘a proportionate means of achieving a

legitimate aim’.

1 May 2018: MUP is introduced in Scotland at 50p per unit under the Alcohol
(Minimum Pricing)(Scotland) Act and the Alcohol (Minimum Pricing per unit)
Order.

(a) Evidence cited in government documents

England

1. House of Commons Health Committee, 2010
Alcohol: First Report of Sessions 2009/10: Volume 1

This report on alcohol from the House of Commons Health Committee (2010)
recommended that MUP be introduced. It mentions the ‘Sheffield report’ or the

‘Sheffield study’ many times. For example:

‘According to the Sheffield study, a minimum price of 50p per unit would save

over 3,000 lives per year, a minimum price of 40p, 1,100 lives.’ (ibid.: 113)

The Sheffield model had already been applied twice to England, but the committee
and their witnesses seem to have been referring to the earlier of the two (Brennan
et al. 2008, rather than Purshouse et al. 2009a). The leader of the Sheffield team,

Petra Meier, gave oral evidence to the committee.

2. Alcohol Strategy, March 2012
The Government’s Alcohol Strategy

In the foreword to The Government’s Alcohol Strategy, Prime Minister David
Cameron said ‘we are going to introduce a new minimum unit price’ (HM

Government 2012: 2). The floor price suggested was 40p.
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The document references two pieces of evidence to show that ‘an increase in the
price of alcohol reduces the demand for alcohol which in turn can lead to a
reduction in harm’ (ibid.: 6). The first was an evidence review from the Sheffield
University team (Booth et al. 2008). Although it broadly supported the
government’s claim about pricing, it did not find any studies directly related to
minimum pricing. Instead it discussed a study of alcohol sales restrictions in a small
town in Australia’s Northern Territory and concluded that: ‘There is low quality but
demonstrable specific evidence to suggest that minimum pricing might be effective
as a targeted public health policy in reducing consumption of cheap drinks’ (ibid.:
34). The choice of study is surprising since it did not involve pricing interventions at
all (Gray et al. 2000).

The second document was the Home Office’s own evidence review which concluded
that the evidence broadly showed that ‘alcohol prices are linked to decreases in
harms related to alcohol consumption’ (Home Office 2011: 21), but found little
evidence to support MUP specifically. Indeed, it only mentioned the policy briefly.

3. Home Office consultation, November 2012
A consultation on delivering the Government's policies to cut alcohol fuelled crime and

anti-social behaviour

This ten week consultation included a section on MUP. The document made it clear
that the government was ‘committed to introducing a minimum unit price for
alcohol in England and Wales’ (Home Office 2012a: 6) and was mainly interested in
what the floor price should be. At 45p, the government suggested, there would be a
‘reduction in consumption across all product types of 3.3%, a reduction in crime of
5,240 per year, a reduction in 24,600 alcohol-related hospital admissions and 714
fewer deaths per year after ten years’ (ibid.: 15). These figures came from an Impact

Assessment that was published on the same day (see below).

The consultation document also noted that a ‘recent analysis of the effectiveness of
“social reference pricing” - a form of minimum pricing - in a Canadian province
found that a 10% increase in the minimum price of any given alcoholic product
reduced its consumption by between 14.6% and 16.1%’ (ibid.: 7). This was a
reference to a study by Tim Stockwell and his colleagues at the Centre for Addictions
Research of British Columbia (Stockwell et al. 2012a).
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4. Impact Assessment, November 2012
A Minimum Unit Price for Alcohol

Published on the same day as the consultation, the Impact Assessment used version
2 of the Sheffield Alcohol Pricing Model (SAPM) to estimate the costs and benefits of
a 45p MUP. The benefits were lower than in the original Sheffield report because it
was based on projections of 2014 prices rather than 2008 prices (2014 was the
proposed year of implementation). It is not clear whether the modelling was done
by the Sheffield team or by the Home Office, but it seems likely to have been the

former.

The model projected that alcohol consumption in the off-trade would fall by 6.6 per
cent and rise by 3.0 per cent in the on-trade, with overall consumption falling by 3.3
per cent (Home Office 2012b: 10). It estimated that the cost to moderate, hazardous
and harmful drinkers would be £7, £49 and £118 per annum respectively (ibid.: 11).
It tentatively suggested that ‘the lowest [income] decile might experience the
highest impact as a proportion of total expenditure or of income’, but acknowledged
that evidence for this was ‘mixed’ (ibid.: 13). The impact on health and crime after

ten years was as shown in the consultation document (see previous entry).

HMRC used their own model to estimate the impact on tax revenue which was
projected to fall by £200 million in the first year (ibid.: 17). Overall, the IA projected
costs of £1,740m and benefits of £2,090m over ten years, with a net benefit of
£352m. The authors noted that ‘this figure is subject to considerable
uncertainty’ (ibid.: 20) and that ‘estimating the effect of this policy is very
difficult’ (ibid.: 21).

Scotland

5. Scottish government alcohol strategy (2009)
Changing Scotland’s Relationship with Alcohol: A Framework for Action

Following a recommendation from the state-funded pressure group Scottish Health
Action on Alcohol Problems (SHAAP) in 2007, the Scottish government endorsed
MUP in 2008 and launched a public consultation. The accompanying document -
Changing Scotland’s relationship with alcohol: a discussion paper on our strategic

approach - cited no evidence for the policy, but nevertheless stated:
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‘We consider that directly linking product strength to retail price, by
establishing a minimum price for a unit of alcohol, would contribute to
reducing excessive alcohol consumption and, thereby, reduce alcohol-related

harm in Scotland. (Scottish Government 2008: 19)

This was followed by the publication of Scotland’s alcohol strategy in 2009 which
officially endorsed minimum pricing and cited the modelling carried out by the
Sheffield team for England (Brennan et al. 2008), with a particular focus on their

estimates of the impact of a 40p minimum price (Scottish Government 2009).

6. Scottish government’s policy memorandum, 2011
Alcohol (Minimum Pricing) (Scotland) Bill

In 2011, having failed to include minimum pricing in the Alcohol etc. (Scotland) Bill
the previous year and with new legislation on the table, the Scottish government
published a policy memorandum which cited several pieces of evidence. It referred
to two modelling studies from Sheffield University, one related to England (Brennan
et al. 2008) and the other to Scotland (Meng et al. 2012). Neither study was
published in a journal and the latter had not even been published online when the
memorandum was written, suggesting that the Sheffield team had shared an early
draft. From this, the Scottish government concluded that MUP was ‘likely to benefit’
the economy ‘through a reduction in sick days ... and less unemployment among
harmful drinkers’. It also concluded that moderate drinkers would be ‘only

marginally affected’ (Scottish Government 2011: 12).

The memorandum also mentioned unpublished work by Tim Stockwell’s team in

Canada:

‘A very recent development on the link between price and consumption is the
work undertaken by Professor Tim Stockwell at the University of Victoria,
Canada, on the minimum pricing systems operating in two of the Canadian
provinces. This work will be considered further as the full findings

emerge. (ibid.: 8)

The study in question was probably Stockwell et al. (2012a), based on evidence

from British Columbia, as discussed below.
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7. Scottish Parliament Information Centre briefing, 2012
Alcohol (Minimum Pricing)(Scotland) Bill

After winning a majority in the Scottish Assembly, the SNP included MUP in the
Alcohol (Minimum Pricing) (Scotland) Bill after pledging to introduce it in its 2011
manifesto. A research briefing from the Scottish Parliament Information Centre
(SPICe) provided an even-handed summary of the arguments and evidence. It stated
that: ‘There is no empirical evidence of the effect of the specific model proposed in

the Bill because it is an approach that has not been used before’ (Robson 2012: 6).

The briefing cited, and showed estimates from, three iterations of the Sheffield
model (Brennan et al. 2008; Purshouse et al. 2009a; Meng et al. 2010).15 It also cited
a study by Stockwell et al. (2012a) which concluded that a ten per cent increase in
alcohol floor prices in British Columbia reduced alcohol consumption by 3.4 per

cent. The study had not been published at the time.

The briefing cited criticisms of MUP modelling in a report by the Centre for
Economics and Business Research (CEBR) commissioned by the alcohol firm
SABMiller (CEBR 2009) and referenced a report from the Institute for Fiscal Studies
(Leicester 2011) which found that 70 per cent of the alcohol units sold in the off-
trade were below 45p and that people on low incomes tended to pay less for a unit
of alcohol than those in richer households. The IFS report was cited as evidence that

MUP would be more regressive than some of its advocates had claimed.

SPICe had produced a similar briefing in 2010 before the Alcohol etc. (Scotland) Bill
was voted on, focusing on the 2009 Sheffield study which modelled a 40p minimum

price (Purshouse et al. 2009a).

8. Health and Sport Committee, 2012
Stage 1 Report on the Alcohol (Minimum Pricing) (Scotland) Bill

In March 2012, Scotland’s Health and Sport Committee published its report on MUP
after hearing oral evidence from 28 witnesses and receiving 95 written submissions

to its call for evidence. Of the written evidence, it noted:

15 Cited as Meier et al. 2008, Meier et al. 2009 and Meier et al. 2010 in the briefing. Petra
Meier oversaw all the Sheffield reports. In this dissertation, each report is named after the
first member of the modelling team listed on the first page.
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‘Of those respondents who made their opinion clear, 85% were in favour and
15% were opposed to minimum pricing. Those in favour tend to come from
the health, licensing and on-trade sectors, while those who are opposed tend
to be from the alcohol manufacturing and off-trade sectors.! (Scottish
Parliament 2012: 3)

The report noted that the Scottish government had referred to two Sheffield
modelling studies (Brennan et al. 2008; Purshouse et al. 2009a) which, the
committee said, ‘estimate that policies which increase the price of alcohol can bring
significant health and social benefits and lead to considerable financial savings in
the health service, in the criminal justice system and in the workplace’ (Scottish
Parliament 2012: 5). One of the Sheffield academics, John Holmes, was quoted as
saying that if MUP had been introduced in Scotland in 2010, it ‘would have reduced
hazardous consumption by 6%, which would have led to 178 fewer deaths a year at
full effect, and 2,700 fewer hospital admissions’ (ibid.: 9). These figures are taken
from Meng et al. (2010).

The report also noted an updated version of the Sheffield model pertaining to
Scotland (Meng et al. 2012). Although the report insisted that ‘the Sheffield work
was robustly peer reviewed’ (Scottish Parliament 2012: 11) only one of their studies
had been published in a journal at this time and it did not relate to Scotland
(Purshouse et al. 2010).

The influence of the Sheffield model was clear from the Scottish government’s
reluctance to decide what the minimum price should be until it had read the latest
update from the Sheffield team. This update (Meng et al. 2012) was published after
the oral sessions had concluded, but had been shared with the committee. The

Cabinet Secretary explained:

‘We are getting close to a decision on the price. Like the committee, we have
just received the updated Sheffield report, so it will take us a bit of time

properly to analyse, digest and reflect on it (Scottish Parliament 2012: 31)

The reliance on the Sheffield team was further underlined in the following passage:

‘During the Committee‘s oral evidence taking, witnesses were asked to
comment on the level at which a minimum price per unit should be set,

although, at this stage, the updated Sheffield report had not yet been
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published. Dr Gillan highlighted the difficulty in making an informed

suggestion under these circumstances—

“The price must be set at a level at which the health benefits kick in,
and you can only determine that level once you have examined the
most recent updates on the Sheffield modelling, the consumption

trends and what the market is doing.” (ibid.)

The report also mentioned the study of social reference pricing in British Columbia
by Tim Stockwell and colleagues which had not yet been published (Stockwell et al.
2012a). The committee had interviewed Stockwell by video link in January 2012.
The report quoted Stockwell’s claim that consumption and crime went down in the
Canadian province of Saskatchewan after the floor prices were raised. His team
would later publish evidence for his claim about consumption in this province
(Stockwell et al. 2012b). Elsewhere, Stockwell said ‘our estimate is that a 10%
increase in the minimum price across the board resulted in a 4% reduction in acute

alcohol-related hospitalisations’ (Scottish Parliament 2012: 25).

The report quoted Scotland’s Health Secretary, Nicola Sturgeon, saying ‘there is a
lack of hard evidence around minimum pricing because no other country has done it
in the form that we are proposing’ but that ‘Professor Stockwell’s work is the first
empirical evidence that we have had that demonstrates and proves the link between
price and consumption, and it is therefore very valuable’ (Scottish Parliament 2012:
8).

The report also included references to modelling in an IFS report (Leicester 2011),
which found a bigger financial impact on low-income groups, as well as sceptical
quotes from the CEBR based on the conclusions of their own report (CEBR 2009).

Representatives of both organisations gave oral evidence.

The Scotch Whisky Association predicted that it would lose 14.5 per cent of its
exports (worth £500 million) ‘over a number of years’ (Scottish Parliament 2012:
54). However, the committee was sceptical about this, saying: ‘The Committee
shares the Finance Committee’s concern at the lack of evidence presented to

support the SWA's assertion at the impact of the policy on whisky exports.’ (ibid.).
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Like Sturgeon, the committee distinguished modelling from ‘empirical evidence’ and
concluded that MUP would be effective:

‘In arriving at its overall conclusion, the Committee draws on the work of the
Sheffield modelling, empirical evidence from Canada (while recognising the
host of differences in geography, culture, policy motivations, state ownership
of outlets, etc.) and the knowledge, experience and views of a range of
experts including health professionals, economists, those in the industry,

retailers, licensing authorities, civic society, and beyond.

... A majority of the Committee are persuaded by the Scottish Government’s
assertion that the Bill will help reduce alcohol consumption in Scotland,
because they consider the evidence received to be both overwhelming and
compelling, in particular reducing the consumption of alcohol by harmful
drinkers, and the impact of alcohol misuse on public health, crime, public

services, productivity, and the economy as a whole. (ibid.: 58)

(b) Evidence cited by the media and in HoC debates

The period between MUP being proposed and implemented in Scotland lasted ten
years and led to considerable debate in both media and political circles. In total,
relevant evidence was referenced 147 times in the five media outlets and 18 times
in the HoC debates (plus numerous mentions in the Scottish Parliament). Once
again, the most references in the media came from the Guardian/Observer (n=71)
and the BBC (n=32). By far the most influential evidence was computer modelling
from the Sheffield Alcohol Research Group (n=103) which was later buttressed by
‘real world’ evidence from Canada produced by Tim Stockwell’s team at the Centre
for Addictions Research in British Columbia (n=26).

As Figure 10 shows, the Sheffield team was responsible for five of the six most cited
pieces of evidence, including four modelling studies published on their own website
(Brennan et al. 2008; Purshouse et al. 2009b; Meng et al. 2010; Meng et al. 2012)
and one study published in the Lancet (Purshouse et al. 2010). Perhaps benefiting
from first-mover advantage, the most heavily cited Sheffield study was the first:

Brennan et al. (2008) with 30 references in total.

The media picked up on two of the Sheffield’s teams other peer-reviewed studies

(Holmes et al. 2014; Brennan et al. 2014) as well as two other self-published reports
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Figure 10: Number of references to evidence
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(Purshouse et al. 2009a; Angus and Ally 2015), and a report published in
association with Cancer Research UK (Angus et al. 2016b). In addition, the Sheffield
team was commissioned by the BBC to produce an estimate of how many deaths
among over-65 year olds could be prevented by MUP (BBC 2012). Their model was
also used by the Home Office to produce the 2012 Impact Assessment (Home Office
2012b).
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Starting in 2011, Stockwell’s team was busy with a series of peer-reviewed studies
looking at the experience of Canadian provinces where a form of minimum pricing
existed. The first of these looked at the impact of an increase in minimum alcohol
prices on consumption (Stockwell et al. 2012a and Stockwell et al. 2012b). Their
most heavily cited study claimed to have found a 32 per cent reduction in alcohol-
related mortality from a ten per cent increase in the minimum price in British
Columbia (Zhao et al. 2013). A subsequent study reported a significant fall in
alcohol-related crime when minimum prices were raised in the same province
(Stockwell et al. 2015). Stockwell also co-authored an evidence review for the anti-
alcohol charity the Institute of Alcohol Studies (Stockwell and Thomas 2013) which
was supportive of MUP. Although not reported by the five media outlets included
here, he also published a study responding to ‘alcohol industry criticism of Canadian
research on minimum pricing’ (Stockwell et al. 2013) and wrote an editorial for the
British Medical Journal in which he urged the British government to introduce MUP
(Stockwell 2015).

There are strong echoes of the two previous case studies in which the argument was
made first with theoretical evidence and later bolstered by ‘real world’ evidence
which appeared to show early signs of success in another country. Again, the bulk of
the most influential evidence came from a small group of researchers. With MUP, the
Sheffield and Stockwell teams were behind the great majority of the evidence cited
in favour of the policy. Figure 11 illustrates this by combining the publications from
each institution. Of the 164 references to evidence in the media and HoC debates,

103 (63 per cent) were based on

the Sheffield model with a further Figure 11: Type of evidence cited (by number of
references)

26 from Stockwell’s team (16 per

cent).

Two economic think tanks - the
CEBR and the IFS - attracted 14
references between them and
were usually cited by opponents
of MUP. The IFS published three
papers related to MUP: Griffith
and Leicester (2010) estimated
that MUP would hand an extra

® Sheffield @ Stockwell @ Think tanks Alcohol Strategy estimate

£700 million per annum to @ °®
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retailers, Leicester (2011) estimated that 71 per cent of all off-licence alcohol units
would be affected by MUP, and Leicester and O’Connell (2012) updated the earlier
work. In 2009, the Guardian published a rare op-ed opposing MUP which cited the
report from the CEBR (2009) and claimed that ‘the average cost to a household
would be £68 a year; the total cost to consumers would be £1.8bn; and the total
benefit to wider society, including the reduced costs of the NHS, policing and victims
of crime, would amount to only £200m. The newspaper made two other

(disparaging) references to this report in the years that followed.

The early evidence review from the HoC Health Committee earned seven mentions
and a Public Health England review which supported MUP attracted five mentions.
Both leant heavily on the Sheffield research. David Cameron’s claim in the Alcohol
Strategy that a 40p MUP ‘could mean 50,000 fewer crimes each year and 900 fewer
alcohol-related deaths per year by the end of the decade’ (HM Government 2012: 2)
is as an unattributed government estimate that seems to have never been published
in full although it bears an obvious resemblance to findings from published models
and originated in an iteration of the Sheffield model.16 His figures were cited eight
times. The only peer-reviewed, academic study cited by the media or politicians that
did not emerge from the Sheffield or Stockwell groups was an obscure study
mentioned in the Telegraph which claimed that a 50p MUP would make food prices
fall by 2.8 per cent, based on the assumption that supermarkets lower the price of

food if they make more profit from alcohol (Record and Day 2009).

The Guardian and Observer were openly supportive of MUP. The Mirror and the Daily
Mail/Mail on Sunday were less enthusiastic while the Sunday People explicitly
opposed the policy. Several BBC articles referencing evidence were tied to Panorama
documentaries which promoted MUP, including one in which new estimates from
the Sheffield team were made especially for the programme (BBC 2012). Regardless
of whether they mentioned specific evidential claims, every media outlet dedicated
many dozens of articles to the minimum pricing issue and the various political and
legal disputes it provoked, but the Guardian/Observer was more inclined to include a
reference to the Sheffield projections when it did so. The Telegraph and the Daily
Mail tended to focus more on the economics of the policy and how it would affect

businesses and consumers.

There were no fewer than seven HoC debates between 2010 and 2012 in which

MUP featured prominently but, as can be seen in Figure 10, references to relevant

16 As SARG later acknowledged. See Chapter 9.
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evidence were rare. Only nine MPs cited claims from the Sheffield studies, one of
them disparagingly. Stockwell’s research was mentioned just twice while the
recommendations of the Select Committee were mentioned three times. Aside from
a reference to an IFS report by an opponent of MUP, no other evidence pertaining to
what effect the policy would have on health, social or economic outcomes was

mentioned, even in vague terms.

Instead, MPs used various framing devices to signal that alcohol abuse was a

problem that demanded action. In the second debate, for example, Nick Smith said:

‘A recent Alcohol Concern report showed that more than 92,000 children and
young people under the age of 18 were admitted to hospital as a result of
alcohol misuse between 2002 and 2009. Girls are more likely to need
hospital treatment than boys. Furthermore, a university of Manchester study
found that some young women were consuming more than a week’s
allowance of alcohol units in a single night. Excessive drinking leads them to
take more risks, such as walking home alone when drunk, particularly after
they have sampled a ladies “drink for free” promotion. Since 1970, we have
seen a threefold increase in cirrhosis, but it is ninefold for those under the
age of 45. The age at which people develop cirrhosis has been falling, and

even teenagers are now developing liver failure.’ (Hansard 2011)

In the fourth debate, Sarah Wollaston used a dramatic analogy before appealing to

the interests of taxpayers:

‘If a jumbo jet fully laden with passengers crashed over Britain every
fortnight, drastic action would be taken, and that is what we are talking

about—22,000 people die every year in Britain as a result of alcohol.

... What about taxpayers? The cost of the epidemic is out of control. It is at
least £20 billion, but if we look at the finer details of the impact on
productivity, we will see that the evidence given to the Health Committee
when it looked at this issue showed that the cost could be as high as £55
billion. At a time when the NHS has to make efficiency savings of £20 billion
over the next four years, is it right that we are flushing down the drain at
least £20 billion a year on alcohol?” (Hansard 2012)
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It is possible that MPs considered it to be no more than common sense that raising
the price of cheap alcohol would have a beneficial effect and therefore focused on
showing why the policy was urgently needed, rather than on how it would work.
They may also have felt little need to cite the Sheffield modelling since it was already
so well known, having received ample coverage in the media and in government

documents on both sides of the Scottish border since 2008.

Scotland’s Health and Sport Committee was deferential to the modelling in 2012
and the Scottish government delayed making a decision on what the minimum price
would be until the latest iteration of the model had been published. In Westminster,
the Sheffield model seems to have been highly regarded by the Home Office, even
forming the basis of its Impact Assessment, until the Home Secretary, Theresa May,
suddenly decided that the evidence was inconclusive. Whatever the merits of the
Sheffield model, governments risked putting all their eggs in one basket by giving a
near-monopoly on MUP research to a small group of academics for whom it was
their first major commission. Although some of the group’s conclusions and
assumptions were challenged by the IFS and CEBR, no government department
seems to have looked beyond Sheffield when commissioning research into the
policy. If the assumptions in the Sheffield model were wrong, there would be little

left of the evidence base.

The sense that MUP research was something of a closed-shop is heightened by Tim
Stockwell’s team being the only other major supplier of evidence. Stockwell was one
of the earliest advocates of minimum pricing and was one of the authors of the first
Sheffield study (Brennan et al. 2008). By the 2010s, he had become synonymous
with efforts to dispute the benefits of moderate alcohol consumption for
cardiovascular health and overall mortality,17 but Petra Meier, the director of the

Sheffield group, had met him earlier in his career, as she later recalled:

‘My foray into the alcohol world started with taking up a lectureship at the
University of Sheffield. Not that anyone there was doing alcohol research at
the time, but [ was suddenly in a very research-active environment, and there
was an expectation that we would identify a niche and quickly bring in
grants. My previous research had focused on illicit drug use, but it seemed

there were far more opportunities in alcohol research.

17 See, for example, Roerecke and Rehm (2013).
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My new department was full of systematic reviewers and health economists,
so we tried our luck and got funding for a project reviewing and modelling

alcohol pricing and promotion policies.

Having literally no clue whatsoever about alcohol policy in the United
Kingdom, or elsewhere, I remember how a colleague and I, desperate for
some expert input, trawled the web and kept finding the names ‘Robin Room’
and ‘Tim Stockwell’. We fired off a couple of emails and a day later both Robin
and Tim had agreed to help, sent copious amounts of relevant reading
material, and invited me to come to the next Kettil Bruun Society conference
due to start a few weeks later. Once there, Robin and Tim made a real effort
to introduce me to all the lovely folk in the field, and with it being such a
friendly and supportive scientific community I decided to make it my “home”
and build up alcohol research at Sheffield! (Room 2014: 135)

By her own account, Meier was introduced to a particular view of alcohol research
soon after entering the field. Robin Room was a co-author of both the Purple Book
and Alcohol: No Ordinary Commodity (see Chapter 2) and was one of Britain's
earliest exponents of Scandinavian-style supply-side policy interventions that were
derived from the whole population approach to alcohol control. The Kettil Bruun
Society is the spiritual home of this approach and Robin Room had been its first
president between 1987 and 1989. Tim Stockwell was president between 2005 and

2007. Petra Meier went on to become president in 2021.

As providers of research, the Sheffield team was proficient in giving policy-makers
what they often say they want: timely and clear answers to policy-relevant
questions. Several of their studies seemed designed to overcome specific political
obstacles. In 2013, Theresa May rejected the policy because, she said, the evidence
did not ‘conclusively’ demonstrate that it would ‘reduce problem drinking without
penalising all those who drink responsibly’ (Home Office 2013: 3). Seemingly in
response to concerns that MUP would unfairly punish moderate drinkers and be
regressive, the Sheffield team published a study in the Lancet which concluded that
‘moderate drinkers were little affected by a minimum unit price of £0-45 in our
model’ and that MUP would cost moderate drinkers in the lowest income quintile a

mere 4p per annum (Holmes et al. 2014: 1,655).

When the British government announced a ban on the sale of below-cost alcohol
rather than introduce MUP, the Sheffield team published a study titled ‘Potential
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benefits of minimum unit pricing for alcohol versus a ban on below cost selling in
England 2014: modelling study’ in the British Medical Journal which concluded that
MUP would have ‘an approximately 40-50 times greater effect’ (Brennan et al. 2014:
1).

When the European Court of Justice ruled that MUP would only be legal under EU
law if the same public health objectives could not be met by other means
(specifically, by alcohol duty increases), the Scottish government commissioned the
Sheffield team to produce new modelling which was then used as evidence in court.
This resulted in a report titled ‘Model-based appraisal of the comparative impact of
Minimum Unit Pricing and taxation policies in Scotland’ which concluded that
alcohol duty increases were ‘a less well-targeted and robust approach than MUP
and, in particular, impose greater costs on drinkers whose alcohol consumption is
low risk’ (Angus et al. 2016a: 89).

Of our four case studies, MUP is unique in that the Westminster government decided
against enacting it while the Scottish government, which had access to the same
evidence, keenly supported it. The SNP was already convinced of its merits by 2008
when there was no evidence for the policy beyond the economically banal
observation that price affects consumption. For several years, the Scottish Labour
Party and the Scottish Liberal Democrats opposed minimum pricing while the
Labour Party and Liberal Democrats in Westminster supported it. The
Conservatives, for their part, declared themselves fully committed to the policy
before suddenly rejecting it, citing a lack of evidence. None of this is consistent with

politicians following the classic model of evidence-based policy-making.
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Fourth case study: Fixed odds betting terminals

The policy

Fixed odds betting terminals, technically known as B2 machines, were introduced to
betting shops in 2001. Under the 2005 Gambling Act, they were limited to four per
shop with a maximum stake of £100 per spin. They allowed players to play casino
games, of which roulette was the most popular, at speeds as fast as 20 seconds per
spin. The main concerns about FOBTs were that they caused gambling disorder, led
gamblers to lose excessive sums of money, and were used to launder money. There
were also concerns that the four-per-shop limit had led bookmakers to open more
shops than were needed for retail betting, thereby saturating high streets and

‘clustering’ in low income neighbourhoods.

Concerns about FOBTs and problem gambling were aired as early as 2003. In 2005,
a Guardian article headlined ‘Roulette machines blamed for rise in gambling
addiction’ reported that the problem gambling charity GamCare had claimed that
‘one in four calls to its helpline now concern the new craze’ of FOBTs.18 Wider public
concern did not emerge until a coalition of interest groups coalesced around the
issue and Derek Webb founded the Campaign for Fairer Gambling (CFFG) in 2013
(see Chapter 2). Their key demand was for the maximum stake to be reduced from
£100 to £2. This would make the machines unplayable for most gamblers and would

amount to de facto prohibition.

Timeline

July 2012: A DCMS committee recommends that Adult Gaming Centres be allowed
FOBTs and that casinos be allowed more FOBTs. It also recommends that local
authorities be granted permission to allow betting shops to have more than four
FOBTs. The latter recommendation was made to alleviate concerns about

‘clustering’ of betting shops.

18 https://www.theguardian.com /business/2005/may/09/gambling.uknews
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6 August 2012: Channel 4 broadcasts Dispatches: Britain’s High Street Gamble, a
documentary which provided evidence of the ‘clustering’ of betting shops in poorer

areas.

5 November 2012: The BBC broadcasts an episode of Panorama showing footage of
angry FOBT players physically attacking the machines. It said that FOBTs had ‘been

branded “the crack cocaine of gambling” by industry insiders.

March 2014: The Chancellor George Osborne announces an increase in gaming duty

on FOBTs from 20 per cent to 25 per cent to take effect from 2015.

April 2014: The government announces restrictions on those who play FOBTs at £50
or more per spin. From April 2015, these players have to play on account or pay

betting shop staff in cash.

16 September 2014: The BBC dedicates another episode of Panorama to the issue.
Titled ‘Why are gambling machines addictive?’, it is presented by Wendy Bendel

whose partner was a problem gambler and FOBT player who took his own life.

24 October 2016: The government launches a call for evidence on gaming machines.

31 October 2017: The government launches a 12 week public consultation on

cutting the stake limit.

March 2018: The Gambling Commission recommends the maximum stake be

reduced to £30 or less.

17 May 2018: Culture Secretary Matt Hancock announces that the stake limit on
FOBTSs will be cut to £2. An Impact Assessment is published on the same day.

29 October 2018: In his Budget statement, the Chancellor announces that the
reduced stake limit will come into force in October 2019, with remote gaming duty

rising to 21 per cent to make up for the expected tax revenue shortfall.
1 November 2018: Sports minister Tracey Crouch resigns in protest at what she

claims is a delay in implementation of the new limit and calls for it to be introduced
in April 2019.
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14 November 2018: The government announces that the implementation of the new

limit will be brought forward to April 2019.

1 April 2019: The £2 stake limit comes into force under the Gaming Machine

(Miscellaneous Amendments and Revocation) Regulations 2018.

(a) Evidence cited in government documents

1. DCMS consultation response, October 2013
Gambling Act 2005: Triennial Review of Gaming Machine Stake and Prize Limits

Designed to review the stake and prize limits on a range of gambling products,
DCMS’s triennial review offered a chance to cut the limits for FOBTs. The
consultation document acknowledged that there were ‘persistent concerns from
many stakeholders’ about FOBTs (B2 machines) but also recognised that the
machines were ‘important to the economic viability of many betting shops’ (DCMS
2013: 22).

‘The difficulty for the government in deciding whether to act in response to
public concern about B2 machines is the lack of evidence on whether B2
gaming machines in themselves have had any significant effect on the level of
problem gambling in Britain. The government has a duty to ensure that any
policy or regulatory changes it considers are based not on concern and
anecdote alone, but are supported by firm evidence and factual
foundation.’ (ibid.)

In the consultation response published in October 2013, DCMS quoted figures from
the Association of British Bookmakers (ABB), saying: ‘It was claimed that if the level
of B2 stake was reduced to £2 then around 7,880 (92%) of shops and 39,031 (86%)
of jobs in LBOs [licensed betting offices] would be at risk’ (DCMS 2013b: 14). The
ABB cited these figures as being from a ‘commissioned analysis’ by RS Business

Solutions which appears not to have been published.

Very little of the evidence submitted to DCMS looked at the specific question of what
would happen if stakes were lowered. As was common during the campaign,
supporters of a stake reduction focused on establishing that FOBTs were a uniquely

dangerous form of gambling which required government action.
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The Campaign for Fairer Gambling (CFFG) submitted a 270 page response which
specifically mentioned two peer-reviewed studies which found a link between
FOBTs and problem gambling: LaPlante et al. (2011) and Orford et al. (2012). The
CFFG quoted the following line from the former:

‘Virtual gaming machines had the strongest association with gambling-
related problems’. (CFFG 2013: 34)

Of the latter study, the CFFG said it ‘compared fifteen different gambling activities,
and estimated that the percentage of FOBT losses from problem gamblers was 23%.
This is over double the estimated percentage of losses by problem gamblers at other

leading collated gambling activities’ (emphasis in the original) (ibid.).

DCMS did not explicitly mention the LaPlante study but it did mention the Orford
study in relation to faith groups who had also cited it. DCMS (2013b: 15) noted that
‘this survey is based on a very small sample size and so it is difficult to draw robust

conclusions on this evidence alone’.

The Salvation Army cited a study by Wardle et al. (2013) as evidence that FOBTSs
were ‘particularly associated with a preoccupation with gambling, a need to gamble
for larger and larger sums, and with chasing losses’ (DCMS 2013b: 16). DCMS also
quoted the Salvation Army’s claim, based on the British Gambling Prevalence
Survey, that ‘FOBTSs are the third largest source of problem gambling amongst those
who have gambled in the past year’ and that more than 13 per cent of those who

gambled monthly on FOBTs were problem gamblers (ibid.: 15).

The independent pressure group Gambling Reform And Society Perception ‘claimed
that a disproportionately high percentage of contact with their organisation related
to people who have experienced problems with regard to B2 machine
gambling’ (ibid.: 17). The CFFG quoted figures from GamCare which appeared to
show that at least a quarter of calls to their problem gambling helpline were related
to FOBTs (CFFG 2013: 31). The DCMS response mentioned the first of these two

claims but not the second.
In defence of FOBTs, the ABB referenced an analysis by Williams et al. (2008),

commissioned by the Gambling Commission which, according to the ABB, found
that:
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‘... when frequency of play is taken into account the ranking of the activities
most associated with problem gambling is not the same, with slot machines
featuring in the third position and B2 Gaming Machines considerably lower
down in the ranking. They also concluded that there was no causal link
between problem gambling and EGMs [electronic gaming machines] in the
BGPS [British Gambling Prevalence Survey]| 2007. (ABB 2013: 26)

However, the ABB did not give a full citation and this evidence was not mentioned in
the DCMS response.

Ultimately, DCMS (2013b: 19) decided against any regulatory change because ‘while
it is clear that reducing stakes on B2 machines by varying degrees would have an
adverse economic impact on the betting industry, it is currently not clear how great

an impact a reduction would have on gambling related harm.

2. Impact Assessment for £50 soft limit
Gaming Machine (Circumstances of Use) (Amendment) Regulations 2015: Impact
Assessment, August 2014

In April 2015, the government mandated that players of FOBTs who wished to stake
over £50 per spin had to ‘load cash via staff interaction or use account based play’,
i.e. they could not play anonymously. In practice, account-based play meant playing
with a loyalty card which allowed better tracking of play, provided more
opportunities for staff to intervene and discouraged high stake bets. An Impact
Assessment of this ‘soft limit’ set out the evidence and rationale for the policy
change. It assumed that 85 per cent of players currently gambling at stakes over £50
would continue to spend as much as they did before, while the other 15 per cent
would play at lower stakes. The figure of 15 per cent was partially informed by a
Canadian research paper which found that 13 per cent of machine gamblers
opposed mandatory cards and that ‘between 70% and 90% of gamblers find cards

easy-to-use and useful’ (ibid.: 9-10).

3. DCMS review of gaming machine reform, January 2016
Evaluation of Gaming Machine (Circumstances of Use) (Amendment) Regulations
2015

An evaluation of the reform discussed above was published in January 2016 and

potentially offered evidence from which the impact of further changes to stake
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limits could be inferred. It found ‘the reduction in stakes over £50 has been larger
than was estimated in the pre-implementation impact assessment’ (DCMS 2016: 5).
There was a 45 per cent decline in the number of bets placed above £50 per spin,
but a large increase in the number of bets placed at £40-50. The average duration of

sessions rose by ten per cent and the total amount spent changed very little.

In contrast to some anti-gambling campaigners, the evaluation said:

‘It should be noted that the prevalence of problem gambling in people who
use gaming machines in bookmakers is lower or similar to the levels of
problem gambling found in some other forms of gambling, for example
“online gambling on slots, bingo or in casinos” has a prevalence rate of
6.3%. (ibid.: 8).

It further noted that:

‘Whilst problem gambling can occur at all stake levels, there is some evidence
to suggest higher stake sizes can increase the risk of gambling related harm

through spending more money or time than intended. (ibid.)

Two references were given for this: ‘Stake Size and Impact on Control’ by Parke and
Harris, and a Responsible Gambling Trust report titled ‘Identifying problem
gambling - findings from a survey of loyalty card customers’. The first of these was
either unpublished or was misnamed by DCMS. If the latter, DCMS may have been
referring to a similarly named experimental study by Parke et al. (2014) which
found that gambling at higher stakes (£20) does not reduce response inhibition or
decision-making latency compared to gambling at lower stakes (£2) but does impair
decision-making, although the authors noted that: ‘It cannot be stressed strongly
enough that the findings of the experimental work must be applied with
caution’ (ibid.: 12).

The evaluation was unable to show whether the policy had any effect on problem
gambling. A marked increase in the average time spent playing FOBTs per session
was noted, but it was unclear whether this was due to players spending the same
amount of money at lower stakes or spending more time thinking through their
actions. The second of these explanations seems less likely since the average speed

of play did not change significantly after the reform and the total amount spent on
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FOBTs dropped only slightly (-3.7 per cent in the first quarter after the reform and
-0.7 per cent in the second quarter (year-on-year)) (DCMS 2016: 22).

4. Responsible Gambling Strategy Board report, January 2017
Advice in relation to the DCMS review of gaming machines and social responsibility

measures

Following another call for evidence in October 2016, DCMS sought advice from the
Responsible Gambling Strategy Board (RGSB) which was set up in 2008 to advise
the Gambling Commission and government on gambling research, education and
treatment. The RGSB published a 44 page report in January 2017 which concluded
that:

‘There is sufficient evidence of harm associated with gaming machines
(primarily B2s) in licensed betting offices (LBOs) to apply the precautionary
principle. Doing so is not, however, entirely straightforward. It requires
judgement about the balance of risks. (RGSB 2017: 2)

Taking their evidence from routine data such as the British Gambling Prevalence
Survey and analyses based on it, such as Orford et al. (2012), the RGSB found that a
high proportion of problem gamblers played FOBTs and that FOBTs ‘possess several
characteristics known to be associated with greater risk of harm’ (RGSB 2017: 2).
However, it also found ‘some other forms of gambling to have a greater association
with problem gamblers’ and that mere association did not prove that FOBTs (or any
other gambling product) caused problem gambling, rather it could be that problem

gamblers engaged in various gambling activities and found FOBTs appealing.

‘Many commentators appear to take it for granted that reducing maximum
stakes on B2 gaming machines would necessarily make a material
contribution to reducing gambling-related harm. The evidence suggests that

areduction in harm is far from certain.’ (ibid.)

The RGSB concluded that machine gambling in betting shops was not uniquely
associated with problem gambling (ibid.: 19-20). The claim that such a unique
relationship existed was based on one study analysing data from the 2007 British
Gambling Prevalence Survey (LaPlante et al. 2011). Subsequent analysis of data
from 2010 and 2012 did not find such an association after adjusting for the number

of other gambling activities in which players participated (RGSB 2017: 20).
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The report referenced two studies of loyalty card holders which found that people
who played machines in betting shops on a weekly basis were more likely to become
problem gamblers (Wardle et al. 2014a, Wardle et al. 2017). However, the report
noted that these individuals were ‘highly engaged gamblers’ who were ‘not
representative of all machine players’ (RGSB 2017: 20). Moreover, Wardle et al.
(2014a) found that a large number of players went from being problem gamblers to
non-problem gamblers during the two-year study period, with no change in the

overall problem gambling rate.

While the RGSB report concluded that a ‘reduction in maximum stake might have
some effect on harm’ (RGSB 2017: 3), it cautioned that players could respond by
playing at lower stakes for longer, thereby spending the same amount of money, or
by switching to alternative gambling activities. There was evidence of the former in
the ‘relevant empirical evidence’ of the 2015 reforms mentioned above. The RGSB
noted that:

‘Staking above £50 reduced by nearly half. But there was a corresponding
increase in the value of stakes just within the £50 limit, broadly cancelling
out the effect on amounts staked. The average duration of sessions increased
and there was a significant rise in very long sessions. There was some impact
on (relatively infrequent) exceptionally large losses, but no significant effect

on the distribution of other large sessional losses.” (ibid.)

And, therefore:

‘The effect on the volume of harm is, to say the least, highly uncertain. (ibid.:
30)

The report mentioned a study funded by the British Amusement Catering Trade
Association (Bacta), the trade association for the rival amusement arcade industry,
in which 58 gamblers engaged in simulated FOBT sessions on laptop computers.
The study concluded that reducing stake limits would reduce harm, but the RGSB
dismissed this, saying that laboratory experiments with small samples did not

provide compelling evidence and that the study had ‘serious methodological flaws.

‘We do not believe that any weight should be placed on its conclusions.” (ibid.:
30)

101



This study (Collins et al. 2016) was not published in a journal and is no longer

available on the Bacta website.

The RGSB report also quoted the following from a review of the international

literature:

‘Electronic gaming machines are associated with harms and this is an
undeniable claim. Whether or not it is the most virulent form that requires
special public health attention over and above other gambling products is
debatable. (Blaszczynski 2013: 70)

The RGSB said that its view was ‘more nuanced’ than this and that ‘it could be a
mistake not to act on B2 machines simply because there is insufficient evidence to
conclude that they are the most harmful form of gambling. If other forms of machine
play, or other forms of gambling, are harmful to a similar but unacceptable extent,
then action should be taken on them as well’ (emphasis in the original) (RGSB 2017:
25). This was also their response to those who warned that a clamp-down on FOBTs
could lead to players switching to remote (i.e. online) gambling where the stakes

were even higher.

‘We do not think that the anomalous position of remote play is a convincing
argument for relaxing the controls on machine play in LBOs. It is more a
reason for considering the imposition of controls on equivalent games on

remote platforms. (ibid.: 27)

The RGSB also mentioned public opinion which, by this time, was firmly against
FOBTs.

‘It is also important to take account of public opinion in considering the
balance between the protection of the vulnerable and enabling the
enjoyment of those who gamble. There is some evidence of a shift in public

views about gambling towards a more negative stance. (ibid.: 4)

Although the RGSB concluded that ‘changing a single characteristic of one gambling
product’ (i.e. stake limits on FOBTSs) was unlikely to ‘make a significant impact on
levels of gambling-related harm’, it concluded that the maximum stake should be

reduced from £100 to £50 or less (ibid.: 4). They made no specific recommendation
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of what the limit should be, noting that there was ‘no evidenced-based way of

determining any uniquely correct new level’ (ibid.).

The report concluded that there was no easy solution. If stakes remained relatively
high, players might spend more time playing and lose the same amount of money,
but if stakes were reduced to a low level, players might switch to other gambling

products with consequences that could not be foretold:

‘No-one can predict the effect of a reduction in maximum stakes with any

confidence.

There could be some reduction in harm because of the effect on a player’s
ability to place very large stakes quickly. That might be important, not only to
problem gamblers but also to those players who might not be categorised as
problem gamblers but who may nevertheless be harmed as the result of their

gambling.

Unless it was to a very low level, however, a reduction in maximum stake
would have no effect on the very large proportion of problem gamblers who
typically place stakes at relatively modest levels. The analysis of the impact of
the effective halving of the maximum stake for the majority of players
unwilling to identify themselves, demonstrates that the effects might have no
significant effect on harm at all. In the event of a large reduction in maximum
stake, the extent of diversion to other forms of gambling and the size of
changes in behaviour might both be more significant than after the nudge
towards stakes below £50. But the nature of the shift, and the effect on

overall harm, are impossible to predict.’ (ibid.: 32)

The report did, however, caution against reducing the stake limit to £2, saying that
this ‘would effectively abolish B2 gaming machines altogether’ and that ‘we would
find it difficult to regard so strong an action as being proportionate on the basis of

the existing evidence’ (ibid.: 38-39).

103



5. Gambling Commission report, March 2018

Review of gaming machines and social responsibility measures - formal advice

DCMS sought advice from the Gambling Commission which was published as a 97
page report in March 2018. The report concluded that there was a ‘precautionary
case’ for a stake limit that was ‘materially lower than £50’ (Gambling Commission
2018a: 2).

‘In our view, a precautionary approach should involve a stake limit at or
below £30 if it is to have a significant effect on the potential for players to

lose large amounts of money in a short space of time.’ (ibid.)

The Commission said that a stake reduction was ‘unlikely on its own to have more
than a limited impact on gambling-related harm’ (ibid.: 4) and recommended a
package of other measures, including mandatory tracked play to provide more
information to consumers and regulators and to allow ‘operators no excuse if they
fail to identify players that are starting to show signs of problematic
gambling’ (ibid.: 2).

In addition to reviewing the existing evidence, the Commission carried out or
commissioned several new pieces of research. The first used the same methodology
as LaPlante (2011) which had found no association between specific gambling
activities and problem gambling after adjusting for the level of gambling
involvement with the exception of FOBTs. The new research found no independent
association with any form of gambling, including FOBTs (Gambling Commission
2018a: 6). The Commission also acquired detailed data from betting shops covering
20 billion FOBT spins which showed session duration, stakes and expenditure. It
had made this data available on its website the previous year (Gambling
Commission 2017). It showed that in the twelve months from July 2015 and June
2016, there were 170,760 sessions in which players lost over £1,000, all of them
involving stakes higher than £2.

The Commission mentioned the 2015 reforms which required extra effort from
players wishing to stake over £50, and found that players adapted to the ‘soft limit’

in ways that undermined its intention:

‘Experience from the £50 staking regulation - which prompted far fewer

stakes above £50, but led to longer sessions - suggests that players will seek
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other opportunities to satisfy their appetite for risk. In particular, consumers
might choose to play for longer, alter their staking strategies or switch to

other gambling products.” (Gambling Commission 2018a: 8)

From this, the Commission inferred that some players would respond to a lower
stake limit by switching to other gambling machines, such as B3 jackpot machines
which had a £2 stake limit but a much faster speed of play!9, or by shifting online
(ibid.: 9).

Taking B3 (jackpot) machines as a comparison, the Commission calculated how
much a player might be expected to lose in a nine minute session. On a B3 machine,
the average loss was £35 whereas on a B2 (FOBT) machine, average losses ranged
from £1.46 with a £2 stake to £72.90 with a £100 stake. Staking at £50, the loss
would be £36.45 - similar to a B3 machine - but this was only the average loss. The
potential maximum loss was much larger on a FOBT. To achieve parity with B3
machines in terms of maximum losses, the Commission found that players of FOBTSs

should stake no more than £16.

‘A maximum stake somewhere between £16 and £50 would make B2 and B3
broadly equivalent’ (ibid.: 10).

The Commission’s recommended figure of £30 (or less) may have been derived from
splitting the difference between £16 and £50, in addition to observing that most

players did not bet more than £30 per spin in any case.

‘Our analysis of data from billions of plays on B2 machines reveals that most
sessions involve an average stake no higher than £30. So, we think that a

precautionary approach should involve a stake limit no higher than
£30. (ibid.: 11)

This recommendation was based on two implicit assumptions. Firstly that the aim
was to reduce the potential for large losses (rather than, for example, reducing the
rate of problem gambling or reducing the number of bookmakers), and secondly

that the losses that could be incurred on B3 machines were acceptable.

19 While B2 machines (FOBTs) had a minimum spin time of 20 seconds, B3 machines played
at 2.5 seconds per spin.
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The Commission stressed that it was for the government to decide what the limit
should be and that this would ‘depend on the weight that Ministers attach to risk of
harm, implications for the way different products are regulated, consumer choice,
and public and stakeholder opinion’ (ibid.: 2). There was nothing in the report to
suggest that the Commission favoured a £2 stake, which it acknowledged would

result in a de facto ban on the most popular FOBT game (roulette).

A very low stake limit is likely to mean that roulette would no longer be a
commercially viable product. Consumers would still have a wide choice of
other activities, but removing a popular product from the high street would
be a significant change, and any restriction on freedom of choice requires

careful consideration.’ (ibid.: 9)

In the media coverage that followed publication, it was often implied that the
Commission had recommended a stake limit of exactly £30. This was untrue, but the
markets seem to have assumed that the Commission was recommending a limit
closer to £30 than to £2 since shares in gambling firms climbed when the report was

released.20

6. DCMS consultation response, May 2018
Government response to the consultation on proposals for changes to Gaming

Machines and Social Responsibility Measures

Following the call for evidence in October 2016, DCMS published a response in May
2018 which effectively announced the new policy of a £2 stake limit which, it
acknowledged, was at ‘the lowest end of the Gambling Commission’s suggested
range’ (DCMS 2018a: 3).

The Ministerial Foreword by sports minister Tracey Crouch suggested that the
decision to drop the stake limit to £2 was based on (a) the relatively high rate of
problem gambling among FOBT players, (b) the relatively high proportion of people
who contact problem gambling helplines mentioning FOBTs, (c) the ‘clustering’ of
betting shops, particularly in low income neighbourhoods, and (d) the desire to

minimise potential losses from B2 machines.

‘Following analysis of the evidence received at consultation, £2 has been

found to be the stake limit that would most substantially impact on harm by

20 https://www.bbc.co.uk/news /business-43455480
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reducing the ability to suffer high session losses, while also targeting the
greatest proportion of problem gamblers, and mitigating risk for the most
vulnerable players for whom even moderate losses might be harmful. (ibid.:
3)

Like the Gambling Commission and the RGSB, Crouch also mentioned public opinion

and the concerns of interest groups as factors in the decision:

‘The response to our consultation has been overwhelmingly in support of a
significant reduction in B2 stakes. Local authorities, charities, faith groups,
Parliamentarians, interest groups and academics all submitted opinions in
favour of a £2 limit. A majority of respondents to the consultation agreed and

as such we believe this step has strong public approval’ (ibid.: 4)

The report itself leant on the advice DCMS received from the Responsible Gambling
Strategy Board (2017) and the Gambling Commission (2018a). It cited the latter for

the following claim:

‘Based on current gaming machine data, a £2 maximum stake is likely to best
target the volume and proportion of high session losses, one of the best
proxies for harm. In particular, we note that over 170,000 sessions on B2
roulette ended with losses between £1,000.01 and £5,000. These sessions
persist at average stakes of £5 and £10, but by contrast, none involved
average stakes of £2 or below. (DCMS 2018a: 15)

It also cited the RGSB report (which in turn cited Wardle et al. 2014a) to show that

higher stakes were associated with greater risk of problematic gambling:

‘We highlighted in the consultation that evidence from research into loyalty
card holders in LBOs allowed us to identify - albeit with an imperfect sample
of gaming machine players - that the proportion of problem and at-risk
gamblers was smaller at lower staking levels for this sample of gaming
machine players. Based on this data, we think that a £2 maximum stake is
likely to capture the greatest proportion of problem gamblers, noting that
only at very low levels would a stake reduction have an impact on the large
proportion of problem gamblers who typically place stakes at relatively
modest levels.” (DCMS 2018a: 15)
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Unreferenced figures from GamCare were cited as evidence that FOBT players

suffered an unusually high level of gambling-related harm:

‘We noted that the highest proportion of those who contact the main
gambling addiction provider (GamCare) identify machines in betting shops
as their main form of gambling and gaming machines in betting shops also
account for one of the highest proportion of those in treatment for gambling
addiction. (ibid.: 5)

Having established to its satisfaction that FOBTs were associated with problem

gambling and heavy gambling losses, the government concluded:

‘We think that a £2 maximum stake will reduce harm because of the effect on

a player’s ability to place very large stakes quickly. (ibid.: 15)

The government’s reasoning behind the assumption that a £2 stake would reduce
the harms it had identified were further set out in an Annexe (‘Supporting analysis
on B2 gaming machines’). Taking their cue from the Gambling Commission (2018a:
10), the authors of the Annexe compared the Expected Average Theoretical Cost per
hour of B2 and B3 machines. They said that the expected losses in an hour on a B3
machine were £302 whereas the losses on a B2 machine (FOBT) were £243 with a
£50 stake and £9.72 with a £2 stake. With the implicit assumption that B3 machines
did not cause excessive harm, this suggested that a £50 stake limit would be
acceptable for FOBTSs.

However, the authors said that they ‘remain unconvinced about relying on this
factor alone’ for various reasons, including the potential for more extreme losses on
FOBTs (DCMS 2018a: 70). Instead they looked at the theoretical maximum losses
that would accrue from a nine minute session in which every bet was lost (an almost
impossibly unlikely scenario with 27 spins of roulette). Again taking their cue from
the Gambling Commission report, the authors said that B2 machines reached parity

with B3 machines for maximum losses when the stake was reduced to £16.
‘If the objective of a stake reduction were to achieve broad equivalence

between B2 and B3 overall, taking account of both of these proxies,
maximum stake might fall between £16 and £50." (ibid.: 71)
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However, this was also rejected by the authors as being the appropriate stake limit:

‘We acknowledge this data as useful in helping to understand potential
outcomes of a stake reduction, but we think the other factors below carry

greater weight.’ (ibid.)

The ‘other factors’ included the following claims based on the data from betting

shops collected by the Gambling Commission (2017):

... it was very hard for a player to lose more than £500 in a session using
average stakes up to £2." (DCMS 2018a: 72)

... session losses greater than £5000 were only observable on B2 content’
(ibid.)

‘... Where B2 and B3 session data differ dramatically is on the volume and
proportion of the total of session losses between £1000.01 and £5000. In
particular, we note that over 170,000 sessions on B2 roulette ended with
losses between £1,000.01 and £5,000. These sessions persist at average
stakes of £5 and £10, but by contrast, none involved average stakes of £2 or
below’. (ibid.: 73)

It seems, therefore, that the number of large session losses recorded in the betting
shop data were the primary justification for reducing the stake limit to £2. This is

confirmed in the conclusion of the Annexe which states:

‘In coming to our conclusion, we have placed greater weight on reducing high
level session losses as a proxy for harm and protecting those most vulnerable
to harm. (ibid.: 77)

The principal rational for the £2 stake limit was therefore to eliminate high loss

sessions, with high losses defined at a lower level than the RGSB and Gambling

Commission had defined them.
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7. Impact Assessment, May 2018
Government response to the consultation on proposals for changes to Gaming

Machines and Social Responsibility Measures

Published alongside the consultation response, the IA estimated that a £2 stake limit
would cost business £540 million annually, mostly from lost gambling revenue. The
IA acknowledged that there could be a disbenefit for non-problem gamblers who
would no longer be able to play at their desired stake, but did not attempt to
quantify this.

The IA mentioned estimates of monetised welfare benefits from a £2 stake limit
published in a report by the CEBR (2018) commissioned by Bacta. These ranged
from £430 million to £1.3 billion per annum, but the IA did not use these figures
because they could not be verified or replicated. Instead it stated that it was
‘impossible to accurately quantify these benefits given the data available but given
the social costs of gambling-related harm we expect any action taken to limit the
prevalence or harm from addiction to have significant positive social
benefits’ (DCMS 2018b: 29). Since it did not quantify the benefits, the IA found that

the policy was incur a net cost of £4,660 million over ten years.

(This was the second IA. The first was published in October 2017 and found a net

cost of £5,491.7 million over ten years.)

7b. All-Party Parliamentary Group on Fixed Odds Betting Terminals report,
January 2017
Fixed Odds Betting Terminals - Assessing the Impact

The All-Party Parliamentary Group on Fixed Odds Betting Terminals’ report was not
an official government document; indeed, the group was admonished for breaching
parliamentary standards by presenting it as an official document. Nevertheless, it is
useful to study its contents as it represents the views of some of the most engaged

MPs and was widely reported in the press.

The APPG held a series of hearings which the Association of British Bookmakers
(ABB) refused to attend, describing the group as a ‘kangaroo court ... financed by
those with interests in the casino, arcade and pub industries’2l The APPG was

indeed partly funded by rival elements of the gambling industry, including Bacta, the
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Hippodrome Casino, Novomatic UK (a slot machine manufacturer), as well as the
CFFG. It was no surprise when the APPG report concluded that the maximum stake
on FOBTs should be lowered to £2.

Like most of the material from the anti-FOBT coalition, the report focused on
framing the problem and presenting FOBTs as unusually dangerous gambling
products, but there was some evidence cited about the likely economic impact of a
stake reduction. Reports by NERA Economic Consulting (2014) and Landman
Economics (Reed 2015) were referenced. Both were commissioned the CFFG and
suggested that the ABB’s claims about job losses and shop closures were

exaggerated.

‘The submissions quote from the NERA report in 2014 noting that the impact
of stake reduction on “the number of shop closures could be between 700
and 1200 which would leave the industry with just 5 to 10 per cent fewer
shops that there were in 2000, before the introduction of B2 machines. The
likely impact on the betting industry is therefore very substantially smaller
than had been previously suggested by the ABB”’ (APPG on FOBTs 2017: 16)

‘The Landman Economics report, which has been referred to us by a number
of organisations, originally drafted in 2013 and updated in 2015, notes the
cost to the economy of FOBT usage. It states: “other things being equal, an
increase of £1bn in consumer spending on FOBTs destroys over 16,000 jobs
in the UK”’ (ibid.: 17)

The APPG report also discussed findings from a more recent NERA report
commissioned by Bacta titled ‘Impact Assessment on the Reduction in B2 Machines’.

[t is not clear if this was ever published.

There was little direct evidence about what impact a lower stake would have on
problem gamblers and there was scant evidence about FOBTSs in general. Indeed, Dr
Simon Cowlishaw of the University of Bristol told the APPG that ‘he was puzzled that
in the UK there is an incredibly small level of independent research' (ibid.: 49).
Nevertheless, the APPG concluded that:

‘The wealth of evidence now accumulated and the many anecdotal and
personal stories of harm mean that it is now time for the Government to act

decisively to properly regulate FOBTs.' (ibid.: 51).
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(b) Evidence cited by the media and in HoC debates

The campaign to reduce FOBT stakes to £2 was supported by far less research
evidence than our other case studies and stands apart from the other campaigns in

three important respects.

Firstly, very few peer-reviewed studies had looked at this form of gambling at all.
What little relevant academic evidence existed was largely ignored (e.g. Parke et al.
2014). Instead, both sides relied on research they had commissioned themselves
and the government ultimately tried to resolve the issue by commissioning its own
research from the RGSB and Gambling Commission. The ABB commissioned
research from KPMG and RS Business Solutions. Bacta commissioned research from
the CEBR and NERA. The CFFG commissioned a large body of research and polling

from Landman Economics, NERA, YouGov, Respublica, 2CV and others.

Most of this research was removed from the internet after 2018. The Stop the FOBTs
and CFFG websites were closed down. The Gambling Commission website was
revamped and much of its old material taken offline. FOBT research was taken down
from the websites of consultancies such as Landman Economics and NERA (if it was
ever there to begin with). The ABB was closed down and its website taken offline.
Several pieces of research were never published at all, including the KPMG report
commissioned by the ABB and possibly some of the later documents from Landman
Economics and the CEBR.

Secondly, the research that was commissioned overwhelmingly focused on framing
the problem, rather than on providing evidence of what would happen if the stake
was cut to £2. FOBTSs were still relatively obscure products at the start of 2012. The
challenge for the anti-FOBT groups was to persuade the public that the machines
were a social evil and were unusually ‘addictive’. Their narrative had several
elements: (a) Britain was suffering from a problem gambling epidemic, (b) FOBTs
were more addictive than other gambling products, (c) betting shops were
proliferating, especially in deprived neighbourhoods, (d) some FOBT players were
losing very large sums of money, and (e) the regulatory anomaly of high stakes on
high street casino games facilitated unacceptably high losses. Convincing politicians
that FOBTs were uniquely problematic may have been enough to secure the policy
reform. In January 2013, Hugh Robertson MP, then the sports minister, said there
was a ‘lack of evidence’ that FOBTs were a ‘major problem’ but that ‘once the

problem is proved to exist, the Government will act’ (Peev 2013).
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Aside from the Gambling Commission (2018a) report, the two most cited pieces of
evidence were the report from the APPG on FOBTs (2017) and a claim from
Gambling With Lives (2020) about gambling-related suicides. These sources are
included because they gave some suggestion as to what would happen if FOBTs were
regulated as campaigners hoped, but they were primarily focused on framing the
problem. The first two have already been discussed. The pressure group Gambling
With Lives (2020) produced a statistic that arrived late in the campaign claiming
that there were between 250 and 650 gambling-related suicides in the UK per
annum. Gambling With Lives later described their workings in a submission to a
House of Lords Select Committee (which is the reference given here). Based on
estimates from three studies from the UK, Hong Kong and Sweden, it seems to have
been the source for Tracey Crouch’s claim, in her resignation letter on 1 November
2018, that two people Kkilled themselves every day as a result of problem gambling.
Crouch seems to have attributed a large proportion of these suicides to FOBTs,
saying: ‘There was never any excuse for delay. Bringing forward by six months the

day maximum stakes are capped will save an estimated 120 lives.22

Thirdly, there was no evidence from another country to demonstrate that the policy
would (or would not) work. The nearest thing to ‘real world’ evidence was the
DCMS (2016) analysis of the 2015 reform which introduced a soft limit of £50. This
offered some limited evidence of how players respond to stake reductions, but that
reform affected relatively few gamblers whereas a £2 stake limit would make the
machines commercially unviable and amount to a de facto ban. In any case, the
DCMS evaluation provided scant evidence that the £50 stake limit had significantly

reduced session losses.

Aside from Tracey Crouch’s claim that cutting the stake to £2 would prevent 120
suicides in six months and the studies by Collins et al. (2016) and Parke et al.
(2014), the only empirical claims about what impact a £2 stake limit would have on
gamblers was provided by the Gambling Commission (2018a). Figure 12 shows the
52 references to relevant evidence in the media and HoC debates between January
2012 and 14 November 2018, and Figure 13 breaks the citations down by category.
The 2018 Gambling Commission report was mentioned far more than any other
document (n=24), although it should be noted that many references were negative,
with the Commission criticised for not recommending a £2 stake, and many

mentions were brief or in passing. The report itself was rarely discussed in detail.
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The Gambling Commission’s 2018 report set out a framework for what the aim of
the policy should be and what the criteria should be to formulate it. It was the first
time these basic questions had been seriously addressed. The anti-FOBT coalition
and the media had created a narrative of spiralling gambling ‘addiction’ driven by
gaming machines in betting shops, but this was contradicted by Britain’s rate of
problem gambling which was low by international standards and had not risen in
twenty years. Using regulation to control the number of problem gamblers was a
less realistic goal than reducing the harm problem gamblers do to themselves, i.e.

reducing their potential losses. The Gambling Commission focused on the latter.

Acknowledging public concern about the machines and knowing that the
government was going to act, the Commission sought a coherent and logical solution

to the problem of heavy losses. Using B3 jackpot machines as a benchmark for
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acceptable gambling losses, the
Commission calculated that the
maximum stake of FOBT (B2)
machines should be between £16
and £50. Presumably aware that the
government was under political
pressure to take the maximum stake
well below £50, it delivered a final

recommendation of £30 or less.

The logic of the Commission’s
methodology did not come out of
nowhere. The claim that 233,071
FOBT sessions had ended with losses
of over £1,000 in 2015/16 had been

circulating in the media since May

Figure 13: Type of evidence cited (by number of
references)
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2017. Although the Gambling Commission was cited as the source of this figure, it is

higher than the figure of 170,760 published online and subsequently cited by the

government (Gambling Commission 2017). Nevertheless, the figure of 233,071 was

quoted in the Lancet in September 2017 and in a report from the Respublica think
tank in October 2017. The Association of Directors of Public Health quoted it in their

response to the 2017 DCMS consultation and it was frequently mentioned in the

media (sometimes rounded down to 230,000). In August 2017, for example, the

Observer columnist (and poker player) Victoria Coren (2017) wrote an article titled

‘A stupid gamble on evil machines’:

‘How many times, over a year, do you think £1,000 or more was lost in a

single gambling session, on a local high street, in these circumstances?

No. You're wrong.

[t was 233,071 times.

I mean, for fuck’s sake.

Regardless of whether the true figure was 233,071 or 170,760, it was clearly seen as

unacceptably high by many people. The Gambling Commission sought to make

losses more acceptable by reducing the stake on B2 (FOBT) machines to a level that
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would make potential losses similar to those associated with the less controversial

B3 (jackpot) machines.

But when the government made its decision, it set itself a different goal. It decided
to set the stake level so low that it would be practically impossible for a player to
lose more than £1,000 in a session and extremely difficult to lose more than £500.
Data from the Gambling Commission (2017) showed that no one playing at £2 or
less had lost more than a £1,000 in a session in 2015/16 whereas there had been
373 sessions ending in a loss of over £1,000 when people played at a stake between
£2.01 and £10.

This amounted to a zero tolerance policy from the government for this particular
form of gambling. Preventing people from losing £1,000 on gambling had never
been a principle of UK regulation. The same data from the Gambling Commission
showed that there were 1,733 sessions ending in losses over £1,000 on B3 machines
(for which the maximum stake was £2) in 2015/16, but this elicited no concern
from the government, the public or anti-gambling campaigners. Nor was there any
significant public concern about those who placed a bet of £1,000 or more on a
single event, as often happened, or who regularly lost more than a £1,000 in a

casino, as Victoria Coren said she did in the article mentioned above.

Nevertheless, the £2 stake could be said to be evidence-based insofar as the
evidence on FOBT expenditure in 2015/16 suggested that it would achieve the
government’s new goal of eliminating session losses of more than £1,000 on this
particular gambling product. By the same token, a maximum stake of £16 or, more
realistically, £30 would have been evidence-based if the goal of policy had been to

achieve parity with B3 machines.

One of the criticisms of evidence-based policy is that evidence can be helpful in
achieving a policy objective, but it cannot tell us what the objective should be. The
FOBT campaign highlights that problem. Policy objectives can be dictated by
political pressures which may have little relationship to evidence. The RGSB and
Gambling Commission both mentioned public opinion in their reports, as did Tracey
Crouch. And so, while a range of stake limits could have been justified by various
policy objectives, it seems unlikely to be a coincidence that the government
ultimately settled for the limit that had been the focus of a strong political and
media campaign, despite the RGSB explicitly cautioning the government against

doing so.
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Since the government had never previously argued for regulation preventing
gamblers losing more than £1,000 in a session, there was an element of the ‘Texas
sharpshooter’ about its justification for the £2 stake in May 2018.23 The agitation
against FOBTs had been successful in rousing public concern, but there was little in
the published literature to guide politicians to an evidence-based solution. In the
absence of a coherent plan for setting the ‘correct’ stake limit, the government
commissioned its arms-length agencies to come up with a plausible rationale. In
effect, it was left to the Gambling Commission to identify the problem and find the
evidence for a solution. The government accepted the logic of the Commission’s
proposals but tightened the criteria in such a way to allow the toughest - and most

popular - course of action to be ‘evidence-based’.

In contrast to the sugar tax and plain packaging campaigns, there was very little use
of experiments. The exceptions were Parke et al. (2014) and Collins et al. (2016), the
first of which was only cited once by the media while the latter was not cited at all
(and was dismissed as low quality by the RGSB). There was no possibility of a
natural experiment since FOBTs were relatively new and were not widely used
around the world. The kind of modelling used in the sugar tax and minimum pricing
debates was possible, but was only done in relation to FOBTs with regards to the
economic impact of a stake reduction. On this issue, commissioned research from
KPMG for the ABB went toe to toe with research commissioned from Landman
Economics for the CFFG, and later with research commissioned from NERA and the
CEBR by Bacta. The KPMG report predicted 21,000 job losses and the closure of half
of Britain’s betting shops whereas the research commissioned by the anti-FOBT
coalition predicted a far milder impact on the industry and forecast benefits to the
economy and the Treasury overall. The KPMG claims were widely quoted in the
media despite the report on which it was based never being published (it was later

leaked to the Times).

Although there were relatively few evidence citations in the media coverage and
parliamentary debates, this is not because of a lack of media attention. On the
contrary, the Guardian, Mirror and Mail groups published more than 100 FOBT-
related articles each, but they focused on personal testimony, surveys and routine

statistics. A Guardian editorial from May 2018 provides a typical example:

23 The mythical Texas sharpshooter fires a gun at a barn and then draws a target around the
bullet holes.
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‘The government’s evidence is damning: in England, 13.6% of players of such
machines are problem gamblers - the highest rate for any major gambling
activity. Players are disproportionately likely to live in areas of high
deprivation. And those who are unemployed are more likely to most often
stake £100 than any other socioeconomic group. The buzz of gambling
depends on uncertainty, but these machines have ensured two things: huge
profits for the high street bookmakers that house them, and misery for a
significant number of their users - and those gamblers’ families. In a single
year, there were more than 233,000 cases of individual gamblers losing more
than £1,000."24

One of the first acts of the CFFG in 2013 was to estimate how much money was
being spent/lost on FOBTSs in different parts of the country. The figures included £72
million in Rochdale and £106 million in Falkirk and they earned the group
significant media attention in both the national and regional press. It then
commissioned a survey in the East London borough of Newham, where the local
council was taking legal action to stop new betting shops opening, which found that
87 per cent of FOBT players believed the machines to be addictive. The CFFG also

produced evidence for the ‘clustering’ of betting shops in deprived areas.

The phrase ‘crack cocaine of gambling’ has been used about other forms of gambling
in the past and was applied to FOBTs early in the campaign. It was almost invariably
used in media reports thereafter. The amount of money players could theoretically
lose also played a big part in the campaign. If a gambler played every 20 seconds at
£100 a spin and lost every time, they would lose £18,000 in an hour. The ABB (2013:
21) argued that it would be impossible to load so much money into the machine in
such a short space of time and that the odds of losing 180 times in a row were 11
million trillion to one, but the claim nevertheless underlined the possibility of large

losses in a session.

Personal testimony was perhaps most powerful of all. Although sometimes
dismissed as anecdotal evidence, the stories of former problem gamblers and their
families had an impact on politicians. ‘I have got the most heart-rending letters and

emails and calls that I've ever had in 30 years of being an MP, said Harriet Harman

24 https://www.theguardian.com/commentisfree/2018/may/17 /the-guardian-view-on-
fixed-odds-betting-terminals-the-bookies-lose-at-last
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MP in 2012, ‘just saying, “Please, do something about this. It's ruined my life, it’s

ruined my family, it's really dangerous.”’25

The CFFG spokesman Matt Zarb-Cousin was himself a former problem gambler and
he told his story to the press many times during the campaign. Journalists who
reached out to problem gambling charities could mine a rich seam of human interest
stories. All the newspapers in our analysis apart from the Telegraph were broadly
supportive of the stake reduction, with the Sunday People and Daily Mail actively
campaigning for it. They published numerous articles in which journalists visited
betting shops, speaking to gamblers and ‘gambling addicts. Even on the more
neutral BBC News website, headlines included ‘I lost £40,000 on fixed odds
machines’ (2015), ‘1 lost £400k using High Street betting machines’ (2015), ‘I've
been turned into a hardened gambler’ (2015), ‘FOBT addict: “I spent month’s wages
in 30 mins” (2016), ‘Fixed-odds betting machines “ruined my life”” (2017), “I lost
£5,000 in 48 hours on fixed-odds betting machines™ (2017), and 'l lost £250,000 on
betting machines’ (2018).

None of this proved that FOBTs were uniquely ‘addictive’. Defenders of the status
quo argued that it was possible to find problem gamblers losing large sums of
money on any gambling product and yet no one in the FOBT debate was proposing a
ban on gambling per se. The question was whether there was something about
FOBTs that made them exceptionally addictive and unusually harmful. It was this
question, rather than the merits of the £2 stake policy specifically, that the campaign

was fought over.

Various figures were cited to claim that rates of problem gambling among FOBT
players were (or were not) higher than among players of other products. Analysis of
data from the English and Scottish Health Surveys of 2012 found that 7.2 per cent of
those who played machines in bookmakers (the nearest proxy to a FOBT player)
were problem gamblers. This was not the highest rate, however. Rates were higher
among those who played on betting exchanges (10.6 per cent), spread-betting (20.9
per cent), poker in pubs or clubs (13.2 per cent), ‘other events (not online)’ (12.9
per cent) and ‘any other gambling’ (9.8 per cent) (Wardle et al. 2014b: 116).
Analysis of the 2015 Health Surveys for England, Scotland and Wales told a similar
story. Among FOBT players, the rate of problem gambling was 11.5 per cent. This

25 https: //www.dailymail.co.uk/news/article-2183830/Gamblin
roulette-machine-addiction.html
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was the fifth highest, below poker in pubs and clubs, betting exchanges, spread
betting and ‘other events (not online)’ (Conolly et al. 2017: 45).

Campaigners tended to include the broader measure of ‘at-risk’ gambling which
included low risk and moderate risk gambling. By this measure, 31.7 per cent of
FOBT players were at-risk, according to the 2015 survey, the second highest after
online gambling on slots, casino or bingo games (ibid.: 30). This led campaigners to
claim that 43 per cent of FOBT players were problem gamblers or at-risk gamblers.
‘At-risk’ gamblers were not gambling ‘addicts’ by any reasonable definition, but 43
per cent seemed a high figure even if it was not the highest rate among gamblers
(the combined rates for spread betting and online slots were 48.8 per cent and 45.5

per cent respectively).

The surveys which produced these numbers were not designed to find causation
between problem gambling and certain gambling products. A major confounding
variable was the number of gambling activities engaged in by the individual.
Problem gamblers tend to participate in multiple gambling activities. This explains
why there is a high rate of problem gambling among people who play obscure games
covered by the categories of ‘other events (not online)’ and ‘any other gambling’.
Casual gamblers do not typically seek out such games. It was possible that the same
was true of FOBTSs, but this important nuance tended to be ignored by politicians
and the media during the campaign, while both sides marshalled evidence to show

that FOBTs were or were not independent risk factors for problem gambling.

In the early stages of the campaign, the ABB relied on the findings of the 2013
triennial review which noted ‘the lack of evidence on whether B2 gaming machines
in themselves have had any significant effect on the level of problem gambling in
Britain’ (DCMS 2013: 22). They also cited a study by Williams et al. (2008) which
found no clear link between FOBTs and problem gambling once frequency of play
was taken into account. Later, they cited analysis from the Gambling Commission
(2018a: 6) which found no independent association between problem gambling and
any specific gambling product, including FOBTs. This was in contrast to the findings
of the study by LaPlante (2011) which the CFFG often cited.

None of this was directly relevant to the question of whether a £2 stake limit was
evidence-based. Even if it could be shown that FOBTs were more problematic than
other forms of gambling, it would not necessarily demand government action, let

alone the £2 stake policy. The anti-FOBT coalition was certainly able to show that
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‘addiction’ to FOBTs was damaging to some individuals, but very little evidence was
produced to show that a £2 stake limit was the most appropriate policy response.
Almost no evidence was cited in the two HoC debates, as Figure 12 shows. The
claims of the anti-FOBT interest group were overwhelmingly focused on
demonstrating that a problem existed. From this it was assumed - correctly, as it
turned out - that policy-makers would respond with the toughest measures on the
table.
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Packages of evidence

The quantitative analysis of evidence utilisation in the four case studies reveals a
number of similarities. With the exception of the FOBT campaign, which was an
outlier in several respects, they all relied on a body of evidence showing how the
policy could work in theory which was then followed by one or more studies
suggesting that the policy had recently worked in another country. In the case of
MUP and the sugar tax, the theoretical evidence was provided by modelling. In the
case of plain packaging, it came from surveys asking individuals how they felt about
images of plain packs. These studies illustrated how the policies could work and
were subsequently reinforced by ‘real world’ evidence from Canada (MUP), Mexico
(sugar tax) and Australia (plain packaging). The FOBT campaign relied on a weaker
set of evidence, but the Gambling Commission used betting shop data to show how
various stake limits might work in practice and there was an element of ‘real world’

evidence in the evaluation of the £50 soft limit reform of 2015.

Moreover, all four campaigns were supported by external reviews commissioned by
the government and independent experts (the Chantler Review) or by quasi-
independent, government agencies (Public Health England, the Gambling
Commission). The Public Health England alcohol review of 2016 came too late to
make a difference to the campaign in England, but all the others were hugely

influential.
Taken together, these amounted to packages of evidence consisting of a theoretical
framework, real world proof of concept and approval by independent experts, as

shown in Table 1.

Table 1: Packages of evidence

Theoretical Real world Expert opinon
Plain packaging Stirling Review Australia Chantler Review
Sugar tax Oxford modelling Mexico Public Health England
Minimum pricing Sheffield modelling Canada Public Health England
FOBTs Gambling Commission £50 soft limit Gambling Commission
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These packages of evidence were not necessarily presented as such to policy-
makers. They simply happen to be the most cited pieces of research in our analysis,
suggesting that the media and politicians were most interested in them. The answer
to the question of what type of evidence is most influential in this kind of policy-
making is, in broad terms, a combination of theoretical research laying out the
concept followed by ‘real world’ evidence and the endorsement of experts in a
summary review. Apparent success in another country appeals to the availability
heuristic while the official blessing of august institutions, peer-reviewed journals
and respected academics appeals to authority. These can be useful heuristics for
policy-makers. It is reasonable for a politician to trust the advice of experts and it is
natural for them to ask what happened when the policy in question was introduced
elsewhere. The packages of evidence help politicians answer three important

questions:

How does this work in theory?
How has it worked in practice?

What do other people think?

Each of the four policy disputes produced ‘superstar’ studies which were cited far
more than any other piece of research. All of them appeared to support the policy
change, although less strongly in the case of FOBTSs. In this chapter, we will review

each of them.

Plain packaging

In theory: The Stirling Reviews

The Stirling Reviews covered a total of 54 studies, most of which involved surveys or
focus groups in which people were asked how they felt about plain packs after being
shown photos of them. Although there were some exceptions, these studies were
largely consistent in finding that plain packs made people feel that the cigarettes
were less attractive/appealing and made health warnings more noticeable/salient.
Typical examples are White et al. (2012) which used an online survey of young
Brazilian women and found that branded packs were rated as ‘more appealing,
better tasting, and smoother on the throat than plain packs’ and Ford et al. (2013) in
which academics, mostly from Stirling University, interviewed 11 to 16 year olds in
their home and showed them photos of various cigarette packs and a mock up of a

plain pack. The plain pack was rated more negatively than the others and
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participants who were deemed susceptible to smoking tended to rate the novelty

and brightly coloured packs more highly than the other packs.

The authors of the Stirling Review acknowledged the main shortcoming of this type

of study:

‘Many of the studies use hypothetical scenarios, and are therefore not truly
able to test how individuals would react or behave if plain packaging was to
be introduced.” (Moodie et al. 2012: 89)

Given this limitation, the authors’ conclusion that there was ‘strong evidence to
support the propositions set out in the Framework Convention on Tobacco Control
relating to the role of plain packaging in helping to reduce smoking rates’ seems

overconfident (ibid.: v).

The Stirling Reviews were methodologically sound insofar as they accurately
summarised the relevant evidence base, but they only addressed one question
among many that faced policy-makers. With the exception of a study which looked
at retail transaction times, they all focused on consumer perceptions of plain
packaging and public acceptability of the policy. None of them looked at potential
unintended consequences, economic impacts or consumer surplus, and there was

no cost-benefit analysis.

In practice: Wakefield et al. (2013)

‘Introduction effects of the Australian plain packaging policy on adult smokers: a
cross-sectional study’ by Melanie Wakefield et al. (2013) was cited in the media and
HoC debates many more times than any other study. Based on a telephone survey of
536 smokers in Australia during the roll out of plain packaging in November 2012,26
participants were asked if they were currently buying cigarettes in plain or
conventional packaging and were asked seven questions about their perceptions of

smoking and smoking cessation. For example:

“I'd like you to tell me if you think that now, your cigarettes are higher, lower

or about the same in terms of a) ‘Quality?’ b) ‘Satisfaction?”

26 Plain packaged cigarettes began appearing on the shelves in October and it became illegal
to sell conventional packs from 1 December.
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“On a scale of 1 to 10, where 1 is lowest and 10 is highest, how would you

rate quitting as a priority in your life?”

Participants were also asked how much they smoked, which brand they smoked,
how often they had tried to quit in the past and whether they had seen any of the
three anti-smoking advertisements that were being ‘broadcast on television as part

of a national antismoking mass media campaign’ (ibid.: 3).

The main findings from the study were that smokers who used plain packs
perceived their cigarettes to be of lower quality than they were a year earlier, found
them less satisfying than a year earlier; and were more likely to have thought about
quitting in the past week. However, the second of these associations was not
statistically significant after adjustment for confounders, and only the last

association was statistically significant in the fully adjusted model (ibid.: 9).

The authors were inconsistent in describing the findings, sometimes incorrectly
stating that an adjusted figure was an unadjusted figure (ibid.: 4). One statistically
non-significant association was incorrectly described as significant (ibid.) and the
authors implied that several other non-significant associations were meaningful, as

follows:

‘Compared with those who smoked fewer than five cigarettes/day, smokers
of between 5 and 10 cigarettes a day (OR=1.57, p=0.098) tended to be more
likely to be smoking from a plain pack. (emphasis added) (ibid.: 4)

... plain pack smokers ... trended towards perceiving their cigarettes to be
less satisfying than a year ago (OR=1.70, p=0.052). (emphasis added) (ibid.)

... the effect sizes diminished further (lower quality OR=1.32, p=.318; lower
satisfaction OR=1.36, p=0.307), but remained in the same
direction. (emphasis added) (ibid.: 7)

‘Compared with branded pack smokers, smokers who were smoking from
plain packs rated their cigarettes as being lower in quality and as tending to

be less satisfying than 1 year ago.” (emphasis added) (ibid.)

This misleading language was also used in the abstract where the authors claimed

that plain pack smokers ‘tended to perceive their cigarettes as less satisfying than a
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year ago’ (ibid.: 1). This association was not statistically significant in either of the

adjusted models.

For reasons that were not explained, the authors only referred to the first adjusted
model in the text and ignored the second model which adjusted for ‘covariates, and
proportion of sample smoking from a plain pack each week of the interview’ (ibid.:
9). This allowed the authors to claim in the abstract that ‘those smoking from plain
packs perceived their cigarettes to be lower in quality (adjusted OR (AdjOR)=1.66,
p=0.045)’ (ibid.). In the fully adjusted model, this association was not statistically
significant (OR=1.41 (0.85 to 2.35), p=0.187).

Adjusting for confounding variables was important because there were significant
differences between the two groups of smokers at baseline. Respondents smoking
from a plain pack, who made up 72.3 per cent of the total, were more than twice as
likely to have made a quit attempt in the past (OR = 2.61 (1.62-4.21), p<0.001) and
were less likely to smoke cheaper cigarettes. It is not clear why this was the case, but
it suggested that the smokers with the plain packs may have been less resistant to
anti-smoking policies from the outset. The authors acknowledge that ‘there may
have been residual confounding, so that those less interested in quitting may have
been more likely to avoid the plain packs’ (ibid.: 8). If so, this was a significant

limitation.

A further confounding variable (that could not be adjusted for) was the introduction
of new, larger graphic warnings alongside plain packaging. Previous research had
shown that the salience of health warnings ‘wears out’ over time and that ‘there may
be health promoting advantages in changing the health warnings from time to
time’ (Borland et al. 2009a: 362). If so, it was possible that the increased tendency
to think about quitting was due to the change in the warnings rather than the

abolition of branding. The authors acknowledge this, saying:

‘Our study is not able to tease apart the independent contributions of plain
packaging and the new larger health warnings, since they co-
occurred. (Wakefield et al. 2013: 8)

The most obvious limitation of the study is that it was not clear whether cessation

ideation would translate into cessation. Since it only involved smokers, anyone who

had quit smoking as a direct result of plain packaging was absent from the cohort.
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The authors did not address this limitation directly, but they did point to two other

studies suggesting that such a causal pathway could be assumed:

‘The finding that smokers smoking from a plain pack evidenced more
frequent thoughts about and priority for quitting than branded pack smokers
is important, since frequency of thoughts about quitting has strong
predictive validity in prospective studies for actually making a quit
attempt. (ibid.)

The citations were Borland et al. (2009a) and Borland et al. (2009b). The first of
these studies does not include any data on quit attempts and therefore does not
support the authors’ statement. The second study does not look at cessation
ideation per se, although it gives some support to the authors’ claim. It found that
‘some reactions to warning labels have consistent and independent predictive
power for the making of subsequent quit attempts, but this does not appear to extend

to predicting success of those attempts’ (emphasis added).

Overall, Wakefield et al. (2013) suffered from a number of weaknesses and there
was substantial scope for residual confounding. Its only statistically significant
finding, after full adjustment, was an increase in cessation ideation among plain
pack smokers, but this may have been caused by the new warnings rather than the
removal of branding, and the study was unable to show whether thoughts of
quitting led to quit attempts, let alone to cessation. Although portrayed as ‘real
world’ evidence of the efficacy of plain packaging, it did not measure the primary

outcome (smoking cessation).

In practice: Australian smoking rates and tobacco sales

Although not among the ‘superstar’ studies, Australian data on tobacco
consumption and smoking prevalence was cited relatively often after it was
published in mid-2014 and is worth examining. The figures were open to
interpretation. Proponents of plain packaging argued that in relative terms, the
decline in overall smoking between 2010 and 2013 - shown in Figure 14 and taken
from the Australian Institute of Health and Welfare (2014) - was 12.7 per cent, the
largest in the time series. Opponents argued that in absolute terms, the decline was
an unexceptional 2.3 percentage points. Moreover, there seemed to be no decline
among the target cohort of 12-17 year olds. The survey found a statistically non-
significant rise among this age group, from 2.5 per cent to 3.4 per cent between
2010 and 2013.
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A major limitation was that the survey was only carried out every three years and
plain packaging had only been in place for the last 13 months of the 2010-13 period,
making it impossible to know whether the longterm decline had accelerated after

implementation, or even whether it had declined at all in 2013.

Figure 14: Daily and overall smoking prevalence in Australia 1995-2013
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Tobacco sales data came from the Australian Bureau of Statistics (2014) and is
shown in Figure 15 below. The decline in sales in the year starting December 2012
was 2.3 per cent, smaller than the 4.4 per cent decline the previous year. At the time,
the Australian government said that sales had fallen by 3.4 per cent in 2013, which
was still in line with the secular trend, while Philip Morris International claimed -
based on unpublished figures - that sales had risen by 0.3 per cent (Daube and
Chapman 2014).

Opponents of plain packaging argued that the decline in sales had slowed under
plain packaging and that sales rose for three quarters before being reduced by a
large (12.5 per cent) tax rise in December 2013. Proponents of the policy argued
that overall sales were lower in the year following implementation and that they
were at record lows by March 2014. None of this evidence was remotely conclusive.
Nothing in the data came close to proving that the decline in smoking prevalence

accelerated after plain packaging was introduced and there was some evidence that
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cigarette sales rose in the immediate post-implementation period. However, policy-

makers may have found it reassuring that neither measure had risen by 2014.

Figure 15: Seasonally adjusted tobacco sales in Australia: December 2009-
March 2014 ($ millions)
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Expert opinion: The Chantler Review
Conscious of the key limitation of conflating stated and revealed preferences in the

survey-based research, Sir Cyril Chantler wrote in his review:

‘I recognise that stated intentions are generally weak predictors of behaviour
(regardless of whether the situation is hypothetical or not). I see the
importance of Stirling as being the consistency of its results on appeal,
salience and perceptions of harm, most notably that standardised packaging
is less appealing than branded packaging. This evidence is direct and not
reliant on stated intentions. Evidence from other spheres shows a strong
non-conscious link between appeal and subsequent behaviour regardless of

stated intentions.” (Chantler 2014: 5)

He gives one citation for this: a meta-analysis by two psychologists, Webb and

Sheeran (2006), titled ‘Does Changing Behavioural Intentions Engender Behaviour
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Change? A Meta-Analysis of the Experimental Evidence. The reference is puzzling
because, as its title suggests, the study is about intentions, not appeal. The article
does not mention the word ‘appeal’ at all. However, the citation cannot be a mistake
because he uses it in a footnote when making the same point later in the text
(Chantler 2014: 29).

The meta-analysis concluded that ‘a medium-to-large change in intention (d = 0.66)
leads to a small-to-medium change in behaviour (d = 0.36)° (Webb and Sheeran
2006: 249). However, this was not generally true in the case of the three studies
pertaining to smoking in the meta-analysis. The first found that a smoking
prevention programme ‘had neither a significant effect (p > 0.01) on intention to
smoke nor on smoking behaviour’ (Chatrou et al. 1999). The second, which also
looked at a smoking prevention programme, found evidence of ‘changes in
knowledge, attitudes, and behavioural intention, but not in social influence variables
or behaviours’ (D’Onofrio et al. 2002). The third used RCTs in which groups of
smokers were shown videos highlighting the dangers of smoking, with the control
group watching a film unrelated to smoking. In one experiment, those who watched
the anti-smoking video were more likely to try to stop smoking and more likely to

succeed. In the other experiment, neither effect was seen (Sutton and Hallett 1988).

Webb and Sheeran’s discussion of the evidence further suggests that the
relationship between intentions and behaviour is likely to be weak in the case of
risky and habitual behaviour such as smoking. Referencing other studies, they note
that ‘when behaviour is practiced repeatedly and the context of performance is
stable, past behaviour is a better predictor of future behaviour than is intention.
Moreover, ‘intentions were only significantly related to behaviour when habit
strength was weak. When participants possessed moderate or strong habits, their
intentions had little influence on their subsequent behaviour’ (Webb and Sheeran
2006: 252).

In any case, very few of the studies in the Stirling Reviews looked at intentions. Of
the 17 studies in the second version of the review, none asked nonsmokers if plain
packaging made them less likely to start smoking. Only one (Wakefield et al. 2013)
asked smokers if they were planning to quit but there was no statistically significant

difference between users of plain packs and users of branded packs on this
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measure.2’” Most of the studies focused on perceptions, attitudes and opinions.
Chantler argued that these studies showed that plain packaging was less appealing,
and this was obviously true, but they did not show that this led to behaviour change,
and the meta-analysis Chantler cited does not support his claim that there is ‘a
strong non-conscious link between appeal and subsequent behaviour’ (Chantler
2014:5).

Chantler argues that there is ‘a causal pathway between concepts such as appeal
and behaviour’ (Chantler 2014: 30) citing two studies about food and alcohol
advertising which are only tenuously related to packaging, and two studies about
behavioural cues. The first of these is a meta-analysis about attitudinal bias (defined
as ‘the observation that substance-related cues tend to grab the attention of
experienced substance users’ (Field et al. 2009: 1)). It found that the correlation
between substance-related cues and substance craving was statistically significant
but ‘very small (r = .19)" and was f‘significantly larger for craving for illicit
substances and caffeine than for craving for alcohol and tobacco’ (ibid.: 20). The
second study was a meta-analysis looking specifically at smoking cue reactivity
which found that smoking cues activate certain areas of the brain. These studies
were relevant to Chantler insofar as he seems to have assumed that conventional
packs, but not plain packs, provided a behavioural cue to smoke. However, since
none of the studies looked at packaging, and conventional cigarette packs in the UK

already had large graphic warnings designed to deter smoking, this was debatable.

Finally, he mentions that ‘emerging evidence from Australian studies show
outcomes that support likelihood of behaviour change, including increased calls to
quitting helplines, hiding packs in social situations, smoking less around others, and
smoking fewer cigarettes overall’ (Chantler 2014: 30). The findings related to
helplines and hiding packs came from Young et al. (2014) and Zacher et al. (2014)28
respectively. While these findings might imply that plain packs are less appealing,
Chantler does not give a reference for the more compelling claim that plain
packaging was associated with smokers consuming fewer cigarettes. None of the
studies in the Stirling Review looked for evidence of this and a subsequent study

found no such association (Maynard et al. 2015).

27 Those smoking from plain packs were more likely to say that they had thought about
quitting in the last week, but were not significantly more likely to be planning to quit in the
next 30 days or the next six months (in the adjusted models).

28 Chantler mistakenly names Wakefield as the lead author of the Zacher study (Chantler
2014: 24).
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Chantler claimed in his review that criticism of the survey-based and Australian
studies from the industry rarely went beyond limitations mentioned by the
researchers. While this was sometimes true, those limitations were often important.
In the case of the Quitline study, the authors acknowledged their ‘inability to
differentiate the impact of the increased size of graphic health warnings that
happened simultaneously with tobacco plain packaging from the impact of plain
packaging itself’ (Young et al. 2014: 32). The same study showed that the
introduction of graphic warnings several years earlier had coincided with far more
calls to the Quitline. On the other hand, the authors argue plausibly that the
abolition of branding may have made the Quitline number more prominent on the
pack and they did attempt to control for exogenous variables, such as anti-smoking

advertising campaigns.

The evidence that plain packs were less appealing was clearly strong and Chantler
seems to have been impressed by the ‘real world’ evidence from Australia, such as
the Quitline study and Wakefield et al (2013). Aside from some inconclusive and
contradictory figures pertaining to tobacco sales in Australia, Chantler had no hard
data to work with. He chose to ignore the only study that had looked at the impact of
plain packaging on smoking prevalence (Kaul and Wolf 2014). Chantler’s team met

with Kaul and Wolf, but he did not mention their research in his report.29

Although not required to look at the illicit trade issue, Chantler dismissed the KPMG
report which claimed that Australia had a large and growing black market in
tobacco as ‘flawed’ (ibid.: 33) and said that he was ‘not convinced by the tobacco
industry’s argument that standardised packaging would increase the illicit
market’ (ibid.: 37). Chantler cited data from the Australian Customs and Border
Protection Service which he said ‘shows no significant effect on illicit tobacco
following the introduction of plain packaging’ (ibid.: 33), but that data shows a rise
in the number of detections from 45 to 76 between 2011/12 and 2012/13 and a
rise in the number of cigarettes seized, from 141 million to 200 million, in the same
time period (Australian Customs and Border Protection Service 2013: 91). While
causality cannot be proven and increased detection may have been due to better
enforcement, these figures are at least consistent with the claim of plain pack

opponents who warned that the policy could fuel the black market.

29 Kaul and Wolf put a 27 page transcription of this meeting online: https://

web.archive.org/web/20150321052425 /http://www.ipe-saarland.de/english /news/
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Sugar tax

In theory: Briggs et al. (2013)

The much-cited modelling study by Briggs et al. looked at the potential impact of a
20 per cent sales tax on sugary drinks. The authors, who included an economist and
several known advocates of sugar taxes, were frank about the strengths and
weaknesses of their study and put their work in the context of the existing
literature. The crucial variables were the own-price and cross-price elasticities for
beverages and the effect of changes in calorie intake on body weight. Although it is
not clear which studies were used to provide the price elasticity estimates, the own-
price elasticities for sugary drinks were in line with estimates from the economics
literature (at around -0.8 to -0.9). The authors assumed some substitution towards

other beverages but no substitution towards food.

The impact on body weight was relatively simple to calculate, as the authors noted,
using an established model ‘based on the second law of thermodynamics’ (Briggs et
al. 2013: 3). Estimates were produced for three adult age groups and three income
groups. The model projected that the youngest age group (16-29 year olds) would
experience the largest decline in calorie consumption. Declines in sugary drink
consumption were similar across all income groups and relatively large (15 per cent
overall). This was projected to result in a 1.3 per cent decline in obesity among UK
adults, with the largest declines among the youngest age group (7.6 per cent) and
the highest income group (2.1 per cent). No statistically significant impact was
projected for people aged 50 or over and no timeframe was given for any of the

projections.

Sugar tax revenue was projected to be £276 million per annum. The authors carried
out a sensitivity analysis looking at the impact of a 10 per cent tax and found that
the impacts would be roughly halved, with a 0.6 per cent reduction in obesity and

revenues of £139 million per annum.

Modelling is inherently uncertain and some assumptions in this study turned out to
be wrong, such as the expectation that there would be a pass-through rate of the tax
of 100 per cent (Scarborough et al. (2020) later found that it was much lower). A
universal flaw in sugar tax modelling at this time was an under-appreciation of the
extent to which consumers choose lower quality over lower quantity when faced

with price rises. Subsequent research has concluded that the own-price quantity
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demand for sugary drinks in Mexico is four times more elastic than assumed in
sugar tax models (Andalén and Gibson 2017; Gibson and Kim 2019).

Briggs et al. did not model health effects or healthcare savings, but the dynamic
model of weight loss used in the study was the best available, accounting for
physiological adaptation and changes in energy expenditure. It was even possible
that the model may have underestimated both the impact on obesity and the cost to
consumers since it used self-reported sugary drink consumption figures which were

nearly four times lower than those derived from sales data (Briggs et al. 2013: 5).

One limitation of the study is that it did not model the effects on light, moderate and
heavy consumers. The authors acknowledge that ‘[sJome evidence suggests that
high consumers are less price sensitive than low consumers’ (ibid.: 5), but did not
elaborate on the implications of this. If heavy consumers are less price sensitive, the
model would overestimate the impact on obesity, particularly if obesity rates were
highest among heavy consumers. The model also did not adjust for the
heterogeneity of consumer behaviour. Subsequent research has found that taxes on
food and soft drinks have less effect on consumers who have low self-control
(Schmacker and Smed 2023). In the context of the childhood obesity strategy, a

further limitation of the study is that it did not model the impact on children.

In practice: Colchero et al. (2016a)
By far the most heavily cited piece of evidence in the sugar tax debate was the data
from Mexico which first appeared in a press release in 201530 and then in the British

Medical Journal in January 2016. Its main finding was:

‘Relative to the counterfactual in 2014, purchases of taxed beverages
decreased by an average of 6% (-12 mL/capita/day), and decreased at an
increasing rate up to a 12% decline by December 2014. (Colchero et al.
2016a: 1)

Although described as an observational study, the use of a counterfactual required
some modelling and therefore some assumptions. The authors say that ‘it was not
possible to construct a true experimental design’ (ibid.: 3) and do not seem to have

considered using a neighbouring country as a control. Instead, they extrapolated

30 An earlier press release in 2014 claimed there had been a 10 per cent decline in the taxed
drinks in the first three months of the tax, but this was not picked up by the media. https://
web.archive.org/web/20141101202249 /https: //www.insp.mx/epppo/blog/preliminares-
bebidas-azucaradas.html
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daily per capita consumption from Nielsen sales data between 2012 and 2014.
Trends in 2014 were compared to a counterfactual based on pre-existing sales
trends which adjusted for seasonality and socioeconomic factors such as
unemployment. Shown on a graph, sales of taxed beverages can be seen gradually
falling before the tax was introduced and falling more steeply than the

counterfactual in 2014, with the gap widening as the year went on.

The authors acknowledge that causation could not be proven and note that the
sugar tax coincided with ‘health campaigns about sugar sweetened beverages’ and
‘anti-obesity programs’ which may have affected sales (ibid.: 6). And while they had
figures for milk sales, they do not seem to have had figures for milkshakes which
were not taxed and may have been a substitute for carbonated drinks. Nor did they

include alcohol sales.

The study did not look at overall calorie consumption or obesity and therefore was
limited in what it could conclude about the sugar tax as an anti-obesity measure.
The authors estimated that over the course of 2014, the average Mexican’s sugary
drink consumption was 12ml/day less than it would have been in the absence of the
tax and consumption of untaxed beverages was 37ml/day higher. The authors say
that most of the rise in untaxed beverages came from bottled water, but even if there
was no substitution to any caloric drinks and no other behavioural change, it would
imply a drop in daily energy consumption of around five calories, arguably a trivial

decline.

Expert opinion: Public Health England review

Annexe 2 of the PHE report Sugar Reduction: the Evidence for Action used a
proscriptive methodology, focusing on experimental studies which mostly involved
food rather than soft drinks. These studies were generally of a high calibre and
showed the expected inverse relationship between price and sales, but they did not
look at substitution effects, which were known to be an issue (e.g. Fletcher et al.
2014), nor did they look at the impact on overall calorie consumption and body

weight.

Important evidence was overlooked in the PHE review. Several studies had looked at
the impact of sugary drink taxes on body weight, mostly in the USA, and found little
or no effect. A common finding was that consumers substituted taxed beverages for
untaxed sugary beverages such as fruit juice and milkshakes. A systematic review by
Maniadakis et al. (2013: 519) concluded:
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‘Price increase may lead to a reduction in consumption of the targeted
products, but the subsequent effect on caloric intake may be much smaller.
Only a limited number of the identified studies reported weight outcomes,
most of which are either insignificant or very small in magnitude to make any
improvement in public health... The effectiveness of a taxation policy to curb

obesity is doubtful...

This evidence was directly relevant to the question at hand, but it was only briefly
mentioned in Annexe 2 of the PHE report, where it was effectively dismissed with
the vague, generic criticism that ‘analyses of this kind are subject to a range of
potential confounders and biases’ (Public Health England 2015b: 18). The
Maniadakis review only appears as an endnote in the Annexe and was ignored
altogether in the main report. This body of research was not mentioned in any of the
other major documents and was never referenced by the media or in the HoC

debates.

In the PHE literature review, ‘real world’ case studies were not included because of a
lack of robust evaluation and modelling studies were only used as ‘background
material. Despite these self-imposed restrictions, the Annexe includes a strong

claim based on ‘real world’ evidence near the start of the executive summary:

‘Sales data from Norway, Finland, Hungary, France and Mexico broadly
suggests decreases in purchases of soft drinks/sugar sweetened drinks

(SSDs) of up to 12%, following the implementation of taxes.’ (ibid.: 5)

The report itself argued for a sugar tax ‘based on the emerging evidence of the
impact of such measures in other countries’ (Public Health England 2015a: 8),
adding that it was ‘supported by a number of economic modelling studies’ (ibid.:
17). In words that would be echoed several times in the HoC, PHE stated:

‘Data on the effectiveness of these measures, while not always robustly
evaluated, suggests that reductions in sales have been seen as a result of the
imposition of taxes in Norway, Finland, Hungary, France and Mexico. (ibid.:
23)

A close reading of Annexe 2 shows how little robust evaluation was behind this

claim. The evidence for a reduction in sales in Mexico came from a press release, the
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evidence from France came from an unreferenced simulation and the evidence from
Finland came from ‘unofficial reports’ For Norway, the Annexe cites a WHO report
which in turn cites a study that observed a shift from sugary drinks to diet drinks
among Norwegian children and attributed it to a package of measures which
included a sugar tax (Public Health England 2015b: 16-17).

The Annexe cites a report from the pressure group Sustain as evidence for the
striking claim that ‘sales of products subject to the [Hungarian food and drink] tax
have fallen by 27% with an observed reduction in consumption of 20% to
35%’ (Public Health England 2015b: 16). The Sustain report cites a report from the
Hungarian National Institute for Health Promotion (2013) which PHE (or Sustain)
had fundamentally misunderstood. It showed that 26-35 per cent of people who
consumed products subject to the tax said they had ‘changed their consumption
habits in a favourable direction’ (ibid.: 9). This is very different to a decline in

consumption of 20-35 per cent, which would be implausibly large.

In contrast to the exhaustive Stirling Reviews, the PHE sugar review took a narrow
view of the evidence, focusing on experimental studies while ignoring and
dismissing the only studies that looked at the relationship between sugary drink
taxation, calorie consumption and body weight. Although the evidence review in
Annexe 2 claimed that there was very little robust, peer-reviewed evidence from
other countries, such evidence did exist (notably from the USA), and it made a
sweeping claim about sugar taxes in a number of countries which was based on

weak evidence, secondhand sources and misinterpretations.

Minimum pricing

In theory: The Sheffield studies

The Sheffield model was overwhelmingly the most cited evidence in the media and
in the HoC during the campaign for minimum pricing. The Scottish Impact
Assessment published in March 2018 cited the Sheffield model dozens of times
(Scottish Government 2018). The model underpinned almost every aspect of the
Impact Assessment, not just related to health but also to crime, employment, tax
revenue and consumer expenditure. To a large extent, the Sheffield model was the
Impact Assessment, just as it had been in Westminster a few years earlier. The only
other academics to be heavily referenced in the document were Tim Stockwell’s

team in Canada whose studies were cited ten times (ibid.: 10, 42).
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The model itself was complex and highly detailed. The first Sheffield report
(Brennan 2008) ran to 217 pages and including dozens of tables covering a broad
range of outcomes, including hospitalisations, mortality, crime, unemployment and
workplace absences. Some of these outcomes were dropped in subsequent reports
but every report looked at the impact of a range of minimum prices on

hospitalisations and deaths, with the putative benefits monetised.

Like Briggs et al's sugar tax model, the MUP model combined econometrics with
epidemiology. Its cornerstone was an estimate of own-price and cross-price
elasticities for a range of drinks. Unlike Briggs, the Sheffield team used different
price elasticities for moderate and heavy consumers. Cross-price elasticities were
particularly important since MUP was expected to drive consumers away from the
most heavily affected drinks, such as strong cider, towards substitutes. But although
the impact on the rest of the market resulting from a price rise on one product could
be observed from historic sales data, there was no precedent for a floor price
affecting every product simultaneously. Under MUP, the price of all drinks at the
bottom of the market would become the same (on a per unit basis) while prices in
the upper and mid-market would not rise at all. The Sheffield model was therefore
inherently more speculative than a model projecting the substitution effects of a

price rise on a single product or - as with the sugar tax model - on a single category.

Even if the process had been simpler in theory, all price elasticity estimates derived
from sales data are specific to a certain time and place and are not necessarily
transferrable to other countries in a different year. A literature review by Manning et
al. (1995: 125) found that own-price elasticity estimates ranged from -0.80 to -2.0
for spirits, from -0.64 to -1.0 for wine and from -0.25 to +0.24 for beer. This is an
extremely wide spread and models based on such data will produce very different
results depending on whether they use estimates from the top, bottom or middle of

these ranges.

Manning et al. (1995: 141) found that heavy drinkers were less price sensitive than
moderate drinkers and that for the heaviest five per cent of drinkers ‘estimated
price elasticity is not statistically different from zero.” This finding, which has been
reported elsewhere and is so intuitive that it could be said to constitute what
Lindblom and Cohen call ‘ordinary knowledge’, was highly relevant to the issue of
MUP since the policy was promoted as an intervention that targeted heavy drinkers.
If price rises had little effect on these consumers, MUP would largely fail to achieve

its main purpose. This was underlined in a 2018 study which, using quantile
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regression methods, found that ‘heavy drinkers are much less responsive to price in

terms of quantity’ and noted that:

‘If harmful drinkers were less price responsive than moderate drinkers, then
the effects predicted in the [Sheffield] modelling work will be incorrect. Since
the marginal health and social harms are assumed to be increasing with
consumption, the modelling work will thus overstate the health and social

harm reduction of minimum unit pricing.’ (Pryce et al. 2018: 439-40)

The Sheffield model was based on the assumption that heavy drinkers were more
price responsive than average. While acknowledging Manning et al’s findings and
accepting that a large meta-analysis had found heavy drinkers to be less price
sensitive, they noted that their own estimates showed ‘own-price elasticity
magnitudes increasing with mean quantity of alcohol consumed’ (Brennan et al.
2008: 51). And so, for example, a moderate drinker had an own-price elasticity for
off-trade spirits of around -0.52 in their model while the equivalent figure for a
‘harmful’ drinker was around -0.67. Although the authors suggested that this was
partly due to heavy drinkers ‘showing the greatest level of substitution behaviour’, it
was a significant departure from the literature which, if incorrect, would exaggerate
the benefits of MUP.

A similar issue related to high strength cider, which was often mentioned in the
context of MUP because it tended to be the cheapest form of alcohol on a per-unit
basis and was associated in the public’s mind with alcoholism and street drinking.
As advocates of MUP often noted, the price of strong ‘white’ cider would increase
enormously at 45p or 50p per unit. However, the Sheffield research did not
specifically model the impact of MUP on drinkers of strong cider. In its elasticity
estimates, all cider was put in the same category as beer. In effect, consumers of
strong white cider were assumed to have the same price elasticity as consumers of
cask beer or mid-strength cider. In the model, a heavy consumer of off-trade white
cider was assumed to have an own-price elasticity of around -0.62 while the
equivalent figure for a moderate consumer of off-trade mid-strength cider was
around -0.42. In a separate analysis published in 2014, the Sheffield academics
concluded that demand for off-trade cider was more elastic than for any other drink
(-1.268) (Meng et al. 2014). There was nothing to directly contradict this in the
economics literature since the price elasticity of cider had hitherto been virtually
ignored, but it seemed counterintuitive that the alcoholic beverage most associated

with harmful and dependent drinking had the least inelastic demand, especially
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since the authors’ estimates also suggested that drinkers of cider were unlikely to
switch to other alcohol products if the price rose.3! At the least, traditional cider and

white cider should have been grouped separately.

Other flaws in the model were identified by the statistician John Duffy (2013) who,
writing in Significance, argued that economic data and risk functions from other
countries were inappropriately applied to Scotland and that since the model’s
estimates included no confidence intervals or standard errors, it was difficult to
know whether the putative benefits of MUP were statistically significant. He also
claimed that despite the extensive data shown in the Sheffield reports, ‘there is in

general not enough information to rerun parts of the model’ (ibid.: 26).

Many of the problems with the model were not the fault of the modellers. The data
required to make reliable projections about an untested policy simply did not exist.
However, it is notable that the more questionable assumptions fed into the model,
particularly with regards to price elasticity, were more likely to exaggerate the

benefits than understate them.

It was unrealistic to expect politicians to assess the pros and cons of a complex
computer model and since nobody attempted (or was able) to independently rerun
the model and no alternative modelling was commissioned, much depended on the
credibility of the Sheffield researchers. One reason why Scotland’s Health and Sport
Committee had faith in the Sheffield team was their track record, specifically their
apparently accurate prediction of how Scotland’s 2011 ban on multi-buy discounts
on alcohol would affect sales. Giving evidence to the committee, SARG’s Alan

Brennan said:

‘There was an 8% reduction in beer sales, a 5% reduction in wine sales and a
3% reduction in spirit sales ... | am not claiming that such a level of accuracy
of the model will happen on every parameter, but I was interested to find that
our report on the effects of a total discount ban talked about an 8% reduction
in beer sales ... a 6.1% reduction in wine sales ... and a 2.7% reduction in

spirit sales.” (Scottish Parliament 2012: 10, paragraph 47)

31 An estimate from HMRC subsequently indicated that demand for off-trade cider was
inelastic (-0.74) (Sousa 2014: 19).
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Evidently impressed, the committee concluded:

‘In its prevailing view, on balance, given the detailed evidence provided by
those involved in preparing the modelling and, in particular, the reliability
demonstrated by the analysis of the discount ban (as highlighted in
paragraph 47 above), the Committee is persuaded of the value and reliability
of the Sheffield work. (ibid.: 11)

However, evidence subsequently emerged to suggest that the discount sales ban had
no such impact on alcohol sales. A study published in 2013 concluded that ‘the ban
on multi-buys in Scotland has failed to impact upon the volume of alcohol
purchased’ because ‘retailers appear to have responded by simply replacing multi-
buys with simple price reduction’ (Nakamura et al. 2013: 562, 565). This echoed the
findings of the official evaluation of the policy by NHS Scotland which concluded
that:

‘During the 52-week period before the introduction of the ban, the volume of
pure alcohol sold off-trade per adult in Scotland was similar to the previous
52-week period. (Curnock et al. 2012: 1)

Both of these studies used England and Wales as control groups and found little or

no contrast with the Scottish experience post-implementation.

In a further projection that went unnoticed by both sides of the MUP debate, one
iteration of the Sheffield model claimed that reducing the drink-driving limit from
80mg/100ml to 50mg/100ml ‘would reduce fatalities by 6.4% and injuries by 1.4%
in the first year after its implementation’ (Rafia and Brennan 2010: 5). Although this
projection was specific to England and Wales, it was reasonable to assume a similar
effect in Scotland (the model itself was based on data from Australia), but after
Scotland reduced the drink-driving limit to 50mg/100ml in 2014 a study in the
Lancet found no reduction in road traffic accidents over the next two years and an
increase in such accidents compared to a counterfactual (Haghpanahan et al. 2019).
Similarly, a study in the Journal of Health Economics concluded that the change ‘had

no effect on drink driving and road collisions’ (Francesconi and James 2021).

Further questions about the Sheffield model emerged in September 2012 when BBC
Panorama commissioned the team to project how many deaths among pensioners

would be prevented by the introduction of a 50p minimum price. Their answer,
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based on modelling, was 5,000 per annum or ‘nearly 50,000’ over ten years. This
statistic formed the basis of a Panorama episode titled Old, Drunk and Disorderly?,
but was implausible from the outset since the most recent Sheffield model for
England had estimated that a 50p floor price would only prevent 2,930 deaths per

annum across the entire population (Purshouse et al. 2010: 1,357).

After a complaint from a viewer, the BBC withdrew the 50,000 figure and re-edited
the programme for the iPlayer with a new figure of 11,500, offering the following

explanation:

‘The School of Health and Related Research at the University of Sheffield has
confirmed to Panorama that unfortunately, due to human error, figures they
produced specifically for the programme OId, Drunk and Disorderly?
broadcast on 10th September 2012 were incorrect. The figures are in fact
4-5 times lower than those originally given to Panorama. The University
emphasised the human error was wholly on their part and has apologised
unreservedly to the BBC. The programme was temporarily removed from

iPlayer and re-edited to reflect the correct figures.'32

While there was no suggestion of deliberate wrongdoing by the Sheffield
researchers, their failure to spot an error of this magnitude despite working with
the model for several years was surprising. Since faith in the model depended on the
statistical prowess and good judgement of the modellers, it underlined the risks of

relying so heavily on one team of researchers.

In practice: The Canadian experience - Zhao et al (2013)
Tim Stockwell and colleagues at the Centre for Addictions Research of British
Columbia produced four studies about minimum pricing during the campaign, of

which Zhao et al (2013) was the most heavily cited in the media and HoC.

The main claim of Zhao et al. (2013: 1,059) was that a 10 per cent increase in the
average minimum price for alcohol in British Columbia was associated with a 31.72
per cent reduction in alcohol-specific deaths. This claim was made explicitly in the
abstract and the media understandably inferred that (a) minimum prices had risen
by 10 per cent in the province, and (b) the number of alcohol-specific deaths fell by
31.72 per cent.

32 https://www.bbc.co.uk/programmes/b01mrmfd
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This is not what happened, however. Aside from the fact that British Columbia had a
system of ‘social referencing pricing’ which required a floor price for various
alcoholic beverages but did not set a minimum price for a unit of alcohol, the
authors use a complex model to estimate the impact of a one per cent increase in the
floor price after adjusting for a large number of variables. They assume that the
health benefits rise in a linear fashion and, therefore, that a 10 per cent increase will
produce ten times as many benefits as a one per cent increase. By logical, though
implausible, extension of their findings, a 40 per cent increase would eliminate all

alcohol-specific deaths.

Between 2004 and 2009, there was a series of increases in the floor price of
alcoholic beverages. The minimum price of a litre of spirits rose from $25.91 to
$30.66, with increases in 2004, 2006, 2008 and 2009. The minimum price of a litre
of packaged beer rose from $3.00 to $3.54. And the minimum price of a litre of draft
beer rose from $2.05 to $2.22 (ibid.: 1,060). The increases for beer took place in
2006 and 2008.

This resulted in nominal price rises of 18.3 per cent (spirits), 18 per cent (packaged
beer) and 8.3 per cent (draft beer). Over the same period, general prices, as
measured by inflation, rose by 9.1 per cent. It is not clear whether the authors
controlled for inflation, but in real terms the minimum price of spirits and packaged

beer rose by around 8-9 per cent.

The main problem with the study was that it was very difficult to reconcile its
findings with the mortality data from British Columbia. Figures published by the
Centre for Addictions Research of BC (2013) show that there was a generally rising
trend in alcohol-related deaths in this period, albeit with a drop in 2009, as Figure
16 shows.

Zhao et al. use data from 2002 and 2009. Since most of the authors worked at the
Centre for Addictions Research of BC, it is puzzling that they did not also use the
figures from 2010 and 2011 which must have been available to them. Two of the
authors - Tim Stockwell and Kate Vallance - co-authored a report in 2013 based on
data from 2002 to 2011 which noted that ‘rates of hospitalizations in BC for
conditions related to alcohol have shown a significant increase since 2002,
reflecting an overall increase in alcohol consumption in the province’ (Thompson et
al. 2013: 2).
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Figure 16: Wholly alcohol-attributable deaths, British Columbia 2002-2011
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Although the study makes estimates based on the number of deaths, the mortality
rate is arguably the more relevant metric, but population growth does not explain
the rise in the number of alcohol-specific deaths in BC. Between 2002 and 2009, the
population grew by seven per cent whereas the number of deaths rose by 23 per
cent. Moreover, the 2009 figure is unusually low, possibly because the financial crisis
made alcohol less affordable (an exogenous factor not mentioned by the authors). At
any rate, by 2011 the number of deaths was 41 per cent higher than it had been in
2002.

The authors claim that a ‘10% increase in minimum price for spirits and liqueurs
was estimated to be associated with an immediate 35.25% reduction in rate [sic]
waof wholly AA [alcohol-attributable] deaths’ (Zhao et al. 2013: 1,064). This would
be a remarkably large effect if true, but there is no sign of it in the publicly available
data. A more precise claim would be that the number of alcohol-specific deaths
would have been X% higher in the absence of an increase in the minimum price.
Whilst this is possible, it is untestable in practice and would require substantial

countervailing factors pushing up the mortality rate for it to be plausible in theory.
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The authors note that BC’s alcohol retail system was being partially privatised
during this period and they claim that there is a positive association between the
number of private alcohol outlets and alcohol-related deaths. They estimate that
‘the addition of 10 extra private liquor stores across the whole province would be
associated with one additional acute AA death’ (ibid.: 1,066). They do not say how
many new private outlets opened during the period in question, but this presumably
had a positive impact on their mortality estimates which partially counteracted the

negative impact attributed to minimum pricing.

The model was adjusted for a host of other factors, including ‘trend (year),
seasonality (de-seasonalized), % of aboriginal to total population, % of total visible
minorities to total population, population density, average family income, % of
population 25-54 without secondary school completion, variation between Health
Service Delivery Areas (HSDAs) and time-series autocorrelation effects’ (ibid.:
1,063). Overall, these factors must have been thought to have moved in a direction
that greatly increased alcohol-related mortality between 2002 and 2009, although

this is not stated explicitly and the relevant data are not shown.

Full analysis of the model is impossible without the details of the inputs. There are
several reasons why its findings may not have been transferrable to the UK (e.g. the
pricing system did not put a price on a unit of alcohol, alcohol retail in BC was
largely a state monopoly, the minimum pricing system had been in place for years),
but the important point is that the key finding was based on a model rather than on
direct observation, and what the model purported to show was very different from
what those who cited it believed it had shown. The model estimated that a one per
cent rise in the average minimum price of alcoholic beverages was associated with a
3.172 per cent decline in alcohol-specific mortality. This was multiplied by ten to
produce the headline statistic but, as Stockwell’s team later said, ‘We could equally
well have said that a 10% decrease in minimum price would be associated with a
32% increase in wholly alcohol-related deaths’ (emphasis in the original) (Stockwell

etal. 2013: 1,172). It was an estimate rather than an observation.

As Mellor and Green (2023: 1,475) said of a similar public health study based on a
contentious counterfactual, ‘presenting modelled data as actual cases is not only
overstating the value of the work, but when explained to the public, it can
undermine public confidence in health messages .. when modelled data are
presented, it needs to be clear that the data are modelled and not actually measured

cases’ In this instance, the distinction was far from clear and many people, quite
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understandably, inferred that there had been a 31.72 per cent decline in alcohol-
related deaths following a ten per cent increase in the minimum price. For example,

Dr Vivienne Nathanson of the British Medical Association, said in 2013:

‘Real-life experience of minimum pricing in Canada has shown some
tremendous results - with a 10% increase in the price of cheapest drinks

leading to a 32% reduction in wholly alcohol-related deaths.’33

In an op-ed for the Telegraph, Alastair Campbell wrote:

‘Where minimum unit pricing has been tried in British Columbia, a 10 per

cent price increase led to a one-third fall in deaths attributed to alcohol.34

This impression was fostered by the study’s abstract and a press release titled ‘Drop
in alcohol-related deaths by nearly a third follows minimum alcohol price increase
of 10 percent’. Although it was taken to be ‘real world’ evidence, closer examination
shows that it owed more to assumptive modelling which is inherently more

subjective and less reliable.

Expert opinion: Public Health England

The 2016 PHE report on alcohol was cited much less often than the expert reviews
in the other cases. By the time it was published, the Scottish government had long
been committed to MUP and the Westminster government had effectively ditched

the idea, although officially it was still under review.

The report was about alcohol policy in general but it spent several pages discussing
MUP. It mostly repeated the findings of the Sheffield and Canadian research, which
PHE took at face value, and was keen to address one of the objections of the
Westminster government by providing evidence that moderate drinkers would be
‘minimally affected by a 60 pence MUP’ (Public Health England 2016: 91).

shelved.

34 https: //www.telegraph.co.uk/news/health/10309607 /Britain-has-a-drinking-problem-
and-it-needs-help.html
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FOBTs

In a campaign that lacked much direct evidence about the impact of a stake limit
reduction on FOBTs, reports from two of the government’s arm’s length
organisations stood out. Neither of them was peer-reviewed and both arrived late in
the day, but they provided a framework for setting policy and a justification for
action. When DCMS (2018a) announced the new regulations, it referred to both
reports but introduced a crucial new rationale of its own. The most influential of the

two reports was from the Gambling Commission.

In theory: Gambling Commission (2018a)

The main contribution of this report was its interpretation of newly released raw
data on gambling expenditure on B2 and B3 machines. This has been described in
Chapter 6 above. The principle was relatively simple. Based on the spin cycle and
odds of the two machines, it was easy to calculate the potential average losses at
different stake levels over a period of time. The Commission looked at a nine minute
session because that was the average time of a session according to industry data.
Having implicitly accepted B3 machine losses to be acceptable, the Commission
sought to see how high the stakes could go on B2 machines before losses exceeded
those from B3 machines. The only question was whether to use average session
losses or maximum potential session losses as the test. If it was the former, the
appropriate stake limit on FOBTs was around £50. If the latter, it was around £16.
The logic behind this calculation was justifiable and the simple mathematics were
correct, although a major flaw in the research was that it paid little attention to the
possibility that session times would lengthen if stakes were reduced, thereby

increasing the scale of potential losses.

In practice: DCMS (2016)

As discussed in Chapter 6, this report looked at the impact of the ‘soft limit" of £50
per spin introduced in 2015. It found that the duration of sessions rose by ten per
cent and the total amount spent on FOBTs fell only slightly (a year-on-year decline
of 3.7 per cent in the first quarter after the reform and -0.7 per cent in the second
quarter). This suggested that nudge-style interventions had little impact on overall
spending but it told policy-makers very little about what would happen if a much

lower hard limit was set.
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Expert opinion: Gambling Commission (2018a)/Responsible Gambling and Strategy
Board (2017)

Although the Gambling Commission and Responsible Gambling and Strategy Board
offered a justification for cutting the stake limit, DCMS ultimately created its own
evidence for cutting the limit to £2. The Gambling Commission (2018a) report
focused on the real world data on gambling expenditure on B2 and B3 machines, but
had primarily based its advice on the average and maximum losses that could be
expected at different stake levels. This led to an implicit recommended stake limit of
between £16 and £30. DCMS relied on the same data but when it announced the £2
stake limit in May 2018, it set a threshold on acceptable FOBT losses at £1,000,

saying:

‘.. over 170,000 sessions on B2 roulette ended with losses between
£1,000.01 and £5,000. These sessions persist at average stakes of £5 and
£10, but by contrast, none involved average stakes of £2 or below. In
addition, according to this data, it is very hard for a player to lose more than

£500 in a session using average stakes up to £2. (DCMS 2018a: 15)

This argument had not been made before, even by anti-FOBT campaigners, and yet
it became the central justification for DCMS’s decision. The calculations are correct.
Of the 128,168,215 FOBT sessions recorded in the period in question (July 2015-
June 2016), 170,217 sessions ended with losses between £1,000.01 and £5,000. As
Table 2 shows, only 373 of them involved stakes of no more than £10, including 12
sessions involving stakes of no more than £5. When stakes were no more than £2,
only 14 sessions ended with losses of over £500 and there were no losses exceeding
£1,000. But as this table also shows, 29,376 B3 machine sessions (for which £2 was
the maximum stake) ended with losses of over £500, including 1,733 sessions that

resulted in losses of over £1,000.

Whether any of these rare losses justified reducing the stake to £2 was a value
judgement, but it is notable that DCMS, unlike the Gambling Commission, did not
seek to achieve parity with B3 machines. Despite losses of over £1,000 being far
more common on B3 machines than on FOBTSs played at up to £10 per spin, DCMS
(2018a: 25) said ‘the Government has decided to maintain the status quo on B3
gaming machines.” While the Gambling Commission had proposed a stake reduction
on the basis of bringing potential losses on B2 machines in line with those of B3

machines, DCMS implicitly judged that session losses over £1,000 were
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unacceptable on B2 machines but were tolerable on B3 machines.

Table 2: Gambling machine session losses in UK betting shops (2015-16)

Machine/stake Greater than | £1000.01 to £500.01 to £200.01 to £100.01 to
£5000 £5000 £1000 £500 £200
B2: £40.01-50 84 65,792 235,135 769,225 656,294
B2: £30.01-40 11 20,397 123,698 690,197 915,404
B2: £20.01-30 4 9,902 79,562 658,641 1,243,902
B2: £10.01-20 0 3,469 37,457 461,897 1,369,248
B2: £5.01-10 0 361 5,252 94,240 416,708
B2: £2.01-5 0 12 528 15,840 91,313
B2: Up to £2 0 0 14 882 8,473
B3: Up to £2 0 1,733 27,643 362,210 1,136,169

One curious aspect of the underlying dataset that went unmentioned is that whilst
there were 170,217 FOBT sessions ending with a loss of over £1,000, there were
209,464 sessions ending with wins of over £1,000. Similarly, there were 543
sessions ending in losses of over £5,000, but 592 sessions ending in wins of over
£5,000. And while there were 626,897 sessions ending with losses between £500.01
and £1,000, there were 700,063 sessions ending with wins of between £500.01 and
£1,000.

At every point below this, the machines won. For example, there were 3,008,317
sessions ending with losses of between £200.01 and £500, whereas there were only
2,628,258 sessions ended with wins of this amount. But when it came to big wins
and losses, the players won more times than the FOBTs. Moreover, big wins required
big stakes. None of the people who won more than £5,000 staked less than £20 a
spin and none of the people who won more than £1,000 staked as little as £2

(Gambling Commission 2017).

The reasons for this anomaly are not clear, but it was no fluke (the previous year’s
data show a similar pattern).35 By banning large stakes, DCMS made big losses

practically impossible, but it also made big wins impossible - and big wins were more

35 Despite the machine’s statistical edge over time, players could use their sole advantage
over the machine and walk away after a big win. A successful £14 bet on a single roulette
number, for example, would immediately yield £500 (the maximum prize per spin) which
could be doubled by a successful bet on red or black.
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common than big losses. Since winning money is one of the primary benefits of
gambling, this surprising and little known fact should have featured in any cost-

benefit analysis.
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Evaluation

In the classic model of evidence-based policy-making, post-implementation
evaluation is the final stage of the process. In each of our four case studies, the
policy had a primary objective and at least one secondary objective, as shown in
Table 3.

Table 3: Primary and secondary objectives of each policy

Plain packaging Sugar tax Minimum pricing FOBT reform
Primary Deter young people Reduce/prevent Reduce alcohol- Reduce problem
objective from taking up childhood obesity | related health gambling losses
smoking harms
Secondary | Encourage existing = Reduce/prevent Reduce other Reduce problem
objective smokers to quit tooth decay alcohol-related gambling rates
problems, e.g.
crime
Plain packaging

The post-implementation review (PIR) was published by the Department of Health
and Social Care (DHSC) in 2022. It concluded that the plain packaging regulations
‘had met their original objectives, without producing any significant unintended
consequences’ (DHSC 2022: 2).

DHSC commissioned a systematic review from the University of Stirling to explore
‘the response of consumers, retailers, and tobacco companies to standardised
packaging’ (ibid.: 9). As with the Stirling Reviews ten years earlier, the lead author
was Crawford Moodie. The review assessed eleven studies (seven of which had been
co-authored by Moodie) focusing on issues such as compliance, pricing strategies
and self-reported consumer responses. Only one of them (Breton et al. 2018) looked
at cigarette sales and it found mo clear deviation in the ongoing downward trend’
although the review did not mention this finding. (By contrast, a study published in
Tobacco Control, which was not mentioned in the PIR, claimed that the decline in

tobacco sales accelerated under plain packaging (Hiscock et al. 2020)).

With little academic research related to smoking and cessation available, the PIR
noted that there was an unusually large decline in smoking prevalence between

2015 and 2016 which it attributed to the introduction of plain packaging (DHSC
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2022: 19) (see Table 4). This is implausible, however, since plain packs were not
mandatory in shops until May 2017 and very few tobacco products were sold in
plain packaging before January 2017 (Critchlow et al. 2019). A more likely cause,
not mentioned in the PIR, was the sharp rise in the number of people vaping in
2016. Data from the Office for National Statistics (2022) show the proportion of
adults using e-cigarettes rose from 2.8 per cent in 2015 to 5.8 per cent in 2016. This
then flattened off at 5.5 per centin 2017.

Table 4: UK adult smoking prevalence, 2011-19 (DHSC 2022: 19)

Year UK smoking Percentage point Percentage change
prevalence change

2011 20.2%

2012 19.6% -0.6% -3.0%
2013 18.8% -0.8% -4.1%
2014 18.1% -0.7% -3.7%
2015 17.2% -0.9% -5.0%
2016 15.8% -1.4% -8.1%
2017 15.1% -0.7% -4.4%
2018 14.7% -0.4% -2.6%
2019 14.1% -0.6% -4.1%

The PIR mentioned five studies related to the key objectives of encouraging smokers
to quit and discouraging young people from taking up smoking. Four of them used
surveys to gauge the reaction of smokers and young people to plain packs, similar to
the studies that had been produced during the campaign for the policy. The other
was the only study to date evaluating the impact of plain packaging on the smoking
rate. Using monthly smoking prevalence data, Breton et al. (2021: 197) built a model
adjusting for seasonality, price rises and other confounding variables which found ‘a
statistically significant level decrease in the odds of being a smoker after May 2017
(adjusted OR 0.93; 95% CI: 0.87 to 0.99)". However, the decrease was even greater
when May 2016 was chosen as the start date. Since plain packs were rarely sold
until 2017, the authors speculated that, if the association was casual, ‘the suggestion
is that smokers were influenced more by the prospect of standardised packs ... than

the actual adoption of standardised packaging’ (ibid.: 198).

The PIR acknowledged that some consumers had downgraded to cheaper brands

after plain packaging was introduced, as some opponents of the policy had warned
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and as the Impact Assessments had predicted, but there was no published research

looking at the impact of plain packaging on the illicit tobacco trade.

Sugar tax

A group of public health academics were commissioned to evaluate the sugar tax
with a £1.6 million grant from the NIHR Public Health Research programme (NIHR
2017). The team of ten researchers included Adam Briggs, Oliver Mytton and Peter
Scarborough, who had done the original modelling in 2013, and prominent

advocates of the tax such as Mike Rayner and Harry Rutter.

The SDIL Evaluation Study found that the sugar content of soft drinks declined in
the immediate period before and after the introduction of the tax (Scarborough et al.
2020) and estimated that the amount of sugar consumed from soft drinks fell by 9.8
per cent (compared to a counterfactual), amounting to a decline of 29.5 grams per
household per week (Pell et al. 2021). Since there was no decline in the overall
number of drinks purchased, this implied that it was a reduction in the products’

sugar content, rather than a reduction in sales, that made the difference.

A decline in the sugar content of soft drinks did not necessarily mean there had
been a decline in overall calorie consumption, let alone in obesity. The National
Child Measurement Programme shows a statistically significant rise in the number
of children exceeding the government’s threshold for obesity in England between
2017/2018 and 2019/20.3¢ As shown in Table 5, the following year saw a much

larger rise which seems to have been related to COVID-19 restrictions.

Clearly, rates of childhood obesity did not decline after the sugar tax was introduced.
However, in January 2023, as part of the official evaluation, Rogers et al. (2023a)
published the results of a model which claimed that the rate was eight per cent
lower than expected among Year 6 girls when compared to a counterfactual based
on trends between 2013 and 2016. There was no such effect on girls of reception
age nor on boys of any age. The authors attributed the lack of impact on younger
children to their relatively low consumption of sugary drinks at baseline and blamed
the lack of impact on Year 6 boys on the effects of advertising (ibid.: 12). The

claimed impact on Year 6 girls only applied to the period after the announcement of

36 In Mexico, meanwhile, prevalence of obesity among adults rose from 32 per cent in 2012
to 36 per cent in 2020 and among children from 14.7 per cent in 2006 to 20 per cent in
2021 (Shaman-Levy et al. 2022: 3).

153



the tax in 2016. There was no impact from the introduction of the tax itself in 2018.
The authors therefore attributed the slower rate of growth in obesity among this
group to reformulation of soft drinks in 2016 and 2017, rather than to the price
effect.

Table 5: Child obesity prevalence (England)37

Reception (aged 4/5) Year 6 (aged 10/11)
2013/14 9.5% 19.1%
2014/15 9.1% 19.1%
2015/16 9.3% 19.8%
2016/17 9.6% 20.0%
2017/18 9.5% 20.1%
2018/19 (first year of sugar tax) 9.7% 20.2%
2019/20 9.9% 21.0%
2020/21 14.4% 25.5%
2021/22 10.4% 23.6%

In November 2023, a study from the same team claimed that the announcement of
the tax in March 2016 was followed by a decline in hospital admissions for tooth
extraction, although only among children aged 0-9 years and mostly among children
aged 0-4 years (Rogers et al. 2023b). Although the authors acknowledged that the
lack of impact on children aged 10 or over was not what earlier modelling had

forecast, they attributed it to older children having thicker tooth enamel (ibid.: 8).

There is no doubt that soft drinks were reformulated at an accelerated pace
between 2016 and 2018, but the suggestion that the announcement in March 2016
led to an almost immediate reduction (relative to the counterfactuals) of obesity and
tooth decay, albeit among a minority of children, is difficult to reconcile with the
evidence showing that ‘[the] proportion of intervention drinks over the lower levy
sugar threshold reduced after the announcement of the SDIL only slowly at first but
with rapid changes just prior to the implementation’ (Scarborough et al. 2020: 9 -
emphasis added). Most of the reformulated drinks did not appear on shop shelves

until the last six months before implementation (ibid.: 11). Since it takes time for a

37 https://digital.nhs.uk/data-and-information /publications/statistical /national-child-

measurement-programme/2021-22-school-year
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child to develop obesity and tooth decay, any improvement in these health outcomes

in 2016 and 2017 is unlikely to be related to the sugar content of soft drinks.

In December 2023, the study by Pell et al. (2021) which had claimed that sugar
consumption from soft drinks had fallen by 9.5 per cent was retracted by BM] Open
along with an editorial titled ‘UK’s sugar tax hits the sweet spot’ that had been
published in the British Medical Journal on the same day. It was replaced by a new
version of the study which estimated that the decline had been just 2.7 per cent or
eight grams per household per week (Rogers et al. 2023c). As this amounted to less
than two calories per person per day, it raised further doubts about the plausibility

of the claims about obesity and tooth decay.

Minimum pricing

Minimum pricing was officially evaluated by Public Health Scotland which published
a series of studies commissioned from external academics and internal staff. They
found that per capita alcohol consumption declined after MUP was implemented,
both in absolute terms and relative to England and Wales. The estimated reduction
in consumption was close to the 3.5 per cent projected in the Sheffield model, but

the benefits predicted by the model were generally absent.

With regards to crime, Krzemieniewska-Nandwani et al. (2021: 5) found ‘no
apparent changes in the trend direction or statistically significant changes in the
level of alcohol-related crime and disorder’ immediately after MUP’s introduction,

except in one local authority where alcohol-related crime went up.

With regards to health, So et al. (2021) interviewed 23,455 attendees at Accident
and Emergency departments in England and Scotland before and after the

introduction of MUP. They found no evidence that MUP had improved outcomes:

‘The odds ratio for an alcohol-related emergency department attendance
following minimum unit pricing was 1.14 (95% confidence interval 0.90 to
1.44; p = 0.272). In absolute terms, we estimated that minimum unit pricing
was associated with 258 more alcohol-related emergency department visits
(95% confidence interval -191 to 707) across Scotland than would have

been the case had minimum unit pricing not been implemented. (ibid.: viii)
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Contrary to the modelling, which predicted a seven per cent reduction in alcohol
consumption among heavy drinkers in the first year, the Public Health Scotland
evaluation of the impact on heavy drinkers found ‘no clear evidence’ of a benefit and

some evidence of harm as a result of higher prices:

‘The introduction of a £0.50 MUP in Scotland led to a marked increase in the
prices paid for alcohol by people with alcohol dependence. There is no clear
evidence that this led to reduced alcohol consumption or levels of alcohol
dependence among people drinking at harmful levels. There is some
evidence it increased financial strain among economically vulnerable groups
but no clear evidence that it caused wider negative consequences, such as
increased criminality, illicit substance use or acute withdrawal (Holmes et
al. 2022: 194-5)

There was also evidence of substitution effects and harm to third parties:

‘There is some evidence that MUP led to people drinking at harmful levels
switching from consuming stronger ciders to spirits, and particularly vodka,

in response to these price increases. (ibid. 21)

‘Some people with alcohol dependence and their family members reported
concerns about increased intoxication after they switched to consuming
spirits rather than cider. In some of these cases, people also expressed

concerns about increased violence. (ibid. 22)

Research conducted independently of the official evaluation tended to echo these
themes. Comparing Scotland to England, Rehm et al. (2022) found that MUP was
associated with a small decline in average alcohol consumption of less than one unit
per week. This was mainly driven by women while the heaviest drinking men

increased their consumption.

A 2023 study written by several of the original Sheffield modellers also found no
decline in consumption among ‘harmful drinkers’ although they found a 3.5 per cent

decline among people drinking at somewhat lower levels (‘hazardous drinkers’).

*.. the lack of evidence for a decline in the prevalence of harmful drinking
arising from MUP is contrary to model-based evidence that informed the
introduction of the policy’ (Stevely et al. 2023: 47)
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In addition, a study by Kopasker et al. (2022: 1) estimated that MUP resulted in a
one per cent reduction in food expenditure in Scotland, with ‘less spending on fruit

and vegetables and increased spending on crisps and snacks’.

The raw health data was inconclusive. Alcohol-related hospital admissions neither
rose nor fell significantly after MUP was introduced. Alcohol-specific deaths fell in
the first full calendar year of MUP in Scotland (while rising slightly in England and
falling in Wales). In 2020, alcohol-specific deaths rose in Scotland to their highest
level since 2011, but a similar spike was seen across the UK and seems to have been
due to heavy drinking in response to COVID-19. There was another increase across
Britain in 2021. Mortality trends in Wales, which introduced MUP in April 2020,
were almost identical to those in England in 2020 and 2021.

As with the sugar tax, a study using a counterfactual was published in 2023 claiming
that the policy had a positive impact. Using England as a control, Wyper et al. (2023:
1,366) concluded that the number of deaths wholly attributable to alcohol in
Scotland was 13.4 per cent lower in the 32 months after the policy was introduced
‘compared with our best estimate of what would have been expected had the
legislation not been implemented. The authors also reported a 4.1 per cent
reduction in hospital admissions although this was not statistically significant. Of
the eight studies in the official evaluation that looked at health outcomes, this was
the only one that found a positive impact and it was the primary piece of evidence
cited by Public Health Scotland when it issued its final evaluation report in June
2023 stating that ‘MUP has had a positive impact on health outcomes’ (Public Health
Scotland 2023: 14).

Upon release of the final report, the Scottish Government (2023) issued a press
release stating that ‘researchers said that ‘robust, independent evaluation” and the
best-available, wide-ranging evidence drawing on 40 independent research
publications, showed that MUP has been effective in its main goal of reducing
alcohol harm with the reduction in deaths and hospital admissions’. The press
release was later amended after the chair of the UK Statistics Authority, Sir Robert
Chote, wrote a letter explaining that only eight of the 40 papers had studied health
outcomes, of which only one studied deaths and hospitalisations, and that ‘the level
of uncertainty associated with the reduction in hospitalisations and deaths was not
included’ in either Public Health Scotland’s ‘at a glance’ summary or the Scottish

Government’s press release. Of the other seven papers, Chote noted that that the
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evaluation had found ‘no consistent evidence that MUP impacted on other alcohol-
related health outcomes such as ambulance callouts, emergency department

attendances and prescribing of medication for alcohol dependence’ (Chote 2023).

FOBTSs

No post-implementation review of the £2 stake limit was conducted and there has
been no evaluation in the academic literature. The UK went into lockdown less than
a year after the stake limit was cut and bookmakers were closed for much of the
next 18 months. This makes before-and-after comparisons difficult. Table 6 shows
Gross Gambling Yield (GGY) in the online and betting shop sectors, and overall.
Betting shop revenue fell by £847 million in the first year of the reform while online
revenue increased by £430 million. Overall gambling spend fell by £180 million
(-1.25 per cent). This was the second successive year of decline (Gambling

Commission 2023).

Table 6: Gross Gambling Yields, UK (£m)

Total Betting (non-remote)  Online (excluding
lotteries)
2016/17 13,780 3,311 4,775
2017/18 14,411 3,268 5,346
2018/19 14,367 3,262 5,305
2019/20 (£2 stake 14,187 2,415 5,735
limit introduced)
2020/21 12,670 1,035 6,843
2021/22 14,164 2,128 6,324
2022/23 15,122 2,476 6,500

There can be no doubt that the fall in GGY in betting shops was primarily due to a
reduction in machine gambling. GGY from B2 (FOBT) machines fell from £1,689
million in 2017/18 to zero in 2022 /23 while GGY from B3 machines rose from £570
million to £1,862 million over the same period (ibid.). Interestingly, around £500
million of the substitution from B2 to B3 machines occurred in the year before the
new stake limit came into force, perhaps indicating that the industry encouraged

players to switch to them in advance of the change.
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The number of active betting shops in the UK fell from 8,304 in March 2019 to 5,995
in March 2023. This was a decline of 28 per cent, much larger than the decline of 6
per cent in the rest of the land-based sector (i.e. arcades, bingo and casinos
combined) and more than was forecast by modellers commissioned by the anti-
gambling coalition. The number of FOBTs in the UK fell from 32,798 to just seven
between 2018/19 and 2021/22. Overall, GGY from machine betting in bookmakers
fell from a peak of £1,834 million in 2017/18 to £1,241 million in 2022/23 (a

decline of 32 per cent in cash terms) (ibid.).

The impact of COVID-19 restrictions notwithstanding, it is clear that the £2 stake
limit led to a total collapse in revenue from B2 machines which was largely, but not
entirely, offset by a large rise in B3 machine revenue. It may have also contributed to
the rise in online gambling revenue shown in Table 6 which would be consistent
with the prediction that the FOBT reform would lead to significant displacement

towards online gambling.

Figure 17 shows the problem gambling rate between 2007 and 2022 using data
from the British Gambling Prevalence Survey (2007-10) and the Gambling
Commission’s survey in England (2011-23). There appears to be a marked decline in
2021 and 2022. Although this occurred two years after the FOBT reform, it is not
inconsistent with the prediction of some campaigners who predicted a decline in

problem gambling, such as Tracey Crouch who said in 2018:

‘On the impact on problem gamblers, we expect this decision to have a

significant impact on the reduction of problem gambling.'38

Figure 17: Problem gambling prevalence Great Britain/England 2007-23
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It should be noted that the Gambling Commission survey only involves
approximately 4,000 respondents and has a very wide confidence interval of
+/-1.55 per cent. In the September 2022 survey, for example, they spoke to only
eleven problem gamblers (out of 4,018 respondents). Although the survey is under-
powered to identify small changes in problem gambling prevalence, its point
estimates tend to be very similar to the ‘gold standard’ Health Survey for England

which has a larger sample size.

Summary

There is no strong evidence that any of the four policies had the desired effect. The
exogenous shock of COVID-19 makes evaluating the efficacy of minimum pricing, the
FOBT reform and, to some extent, the sugar tax unusually difficult, but while there is
good evidence that MUP led to a reduction in alcohol sales and the sugar levy led to
less sugar being consumed from soft drinks, the impact on health outcomes is less
clear. In Scotland between 2018 and 2022, alcohol-related deaths only fell below
baseline in one year (2019) and childhood obesity in England (and the UK) was
above baseline in every year. With the exception of Wyper et al's modelling study,
the official evaluation of MUP suggested that the policy had little if any positive
effect on public health and public order. The only evidence that the sugar tax and
MUP had a positive impact on the primary outcome measures comes from modelling
studies using assumptions about counterfactuals that are open to debate. In the case
of the sugar tax, even this evidence is confined to two different sub-groups of

children in two studies.

While the plain packaging evaluation claimed success, it largely overlooked the
primary outcomes (smoking rates and cigarette sales) in favour of the same
subjective, survey-based evidence that had been used to promote the policy in the
first place. The suggestion that plain packaging had an impact on the smoking rate
in 2016, when few smokers had seen a plain pack in real life, strains credibility. The
only study in the PIR that looked at tobacco sales found no impact from plain

packaging.

Although three of the four policies underwent official evaluation, neither the plain
packaging PIR nor the sugar tax evaluation was truly independent since they both
involved known advocates of the policy, some of whom had previously published
research showing the policies would be effective. Several members of the Sheffield

team were involved in one part of the MUP evaluation, but only as part of a larger
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working group. The FOBT reform was not evaluated at all and to date there has been
no full evaluation or PIR of the sugar tax. The FOBT stake reduction clearly led to a
large decline in expenditure on gambling machines in bookmakers and a decline in
the number of betting shops. It may also have led to a small decline in gambling
expenditure overall, but the raw data is too ambiguous for firm conclusions to be

drawn about this or about the impact on problem gambling rates.
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Evidence-based policy or policy-based evidence?

Were the policy decisions in these four case studies driven by evidence? Those who
produced the research certainly felt that they had contributed. The Research
Excellence Framework website includes case studies from several universities
showing their impact on the sugar tax and MUP campaigns. Academics from Oxford
University, including Mike Rayner, Adam Briggs and Peter Scarborough - all of whom
were on the sugar tax evaluation team - took credit for ‘Creating a favourable policy
environment for new sugary drinks taxes’ through their modelling and evaluation
studies and also through their close links with researchers and politicians in Mexico
where a sugar tax became a ‘catalyst for similar adoptions by other
countries’ (University of Oxford 2021: 3). They also took credit for ‘Changing public
attitudes towards sugary drinks taxes’ by appearing on television programmes such

as Jamie Oliver’s Sugar Rush, saying:

‘University of Oxford research contributed directly to the introduction of
sugary drinks taxes in the UK, Ireland and Mexico and indirectly to the

introduction of similar taxes around the world.” (ibid.: 1)

Academics from Cambridge University, including Oliver Mytton, Jean Adams and
Martin White - who were also on the sugar tax evaluation team - similarly outlined
their role in ‘Making the case for the sugar levy’ and ‘Fuelling sustained government
action on sugary drinks’. Their study of an experimental sugar ‘tax’ in Jamie Oliver’s
restaurants (Cornelsen et al. 2017) was, they said, ‘important in establishing that an
additional tariff on sugary drinks could reduce sugar consumption’ (University of
Cambridge 2021: 1). They also reported that they had ‘forged productive
collaborations with leading charities and other influencing bodies to secure impact’
and that ‘Cambridge research was extensively cited in the key policy documents
leading to the introduction of the Soft Drinks Industry Levy in the UK’ (ibid.: 3).

The Sheffield Alcohol Research Group (SARG) filed an impact case study in 2014,
saying that their Sheffield Alcohol Policy Model (SAPM) model ‘played a central role
in informing the UK and Scottish Governments’ policy decisions to introduce
minimum unit pricing (MUP) as a central feature of their alcohol
strategies’ (University of Sheffield 2014: 2).
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‘The Sheffield Alcohol Research Group (SARG)’s strategy for impact is one of
on-going engagement with policy stakeholders, from developing policy-
relevant research questions through to responding rapidly and flexibly to the

timescales of the policy debate.’ (ibid.)

SARG claimed that the model also influenced England’s Chief Medical Officer Liam
Donaldson whose 2009 Annual Report ‘lobbies strongly for MUP’ and was ‘used
directly by NICE in making recommendations in June 2010 for minimum
pricing’ (ibid.: 3). They noted that the UK government’s Impact Assessment of 2012
‘drew heavily on SAPM results’ (ibid.: 2).

This seems to confirm the influence of these researchers on the policy debates
discussed in Chapters 4 and 5. [ have argued that policy-makers were presented
with packages of evidence comprising theoretical studies, recent real world
precedents and expert opinion. On the face of it, this seems a good foundation for
evidence-based policy and, if our analysis of media and parliamentary references is
any indication, it was persuasive. Politicians were particularly impressed by
apparently successful policy experiments in other countries. But closer inspection of
the ‘superstar’ studies and the evaluations of the policies after the event provide

grounds for caution and scepticism about the evidence itself.

None of the most influential evidence had the rigour of a randomised controlled
trial. Methodologically, the ‘superstar’ studies all fell well short of such a standard.
At the theoretical level, the campaigns for MUP and the sugar tax each hinged on a
single model and, therefore, on the assumptions that had been fed into it. The
theoretical justification for plain packaging came from a far larger body of research,
albeit dominated by a small group of activist-academics, based on survey findings
which rarely transcended the obvious. The theoretical basis of the FOBT stake
reduction used solid data to show that heavy gambling losses on B2 machines
became less common at lower stakes but, as the Gambling Commission
acknowledged, there was no way of knowing what the substitution effects would be

and, therefore, what the impact on overall gambling losses (‘harm’) would be.

In principle, questions about theory could be resolved by observing what happened
in practice, but the ‘real world’ evidence cited for plain packaging and the sugar tax
studied neither the primary outcome measure (the prevalence of smoking and

obesity respectively) nor indicative secondary measures (cigarette sales and overall

163



calorie consumption). The ‘real world’ evidence for MUP did look at the primary
outcome (alcohol-specific deaths) but it underwent so much modelling and
adjustment that it bore little relationship to the actual experience in the Canadian
province in question. Claims about the sugar tax in Mexico also depended to a
significant degree on a hypothetical counterfactual and, therefore, on the
assumptions of the authors. The most cited ‘real world’ study for plain packaging
(Wakefield et al. 2013) was little better than the survey-based evidence produced
before implementation in that it could only measure stated intentions. The ‘real
world’ studies for MUP and the sugar tax used hard data and both used an

interrupted time series but neither had a control group.

This is not to say that regression models are unnecessary or that confounding
factors should not be controlled for. It is possible for a preventive measure in
population health to make an outcome better than it would have been even if the
outcomes stayed the same or worsened after the measure was introduced.
Nevertheless, there is inherently more uncertainty about an adjusted estimate than
an unadjusted figure taken from hard data and there is an important qualitative
difference between the claim that ‘the rate of A fell by n%’ and the claim that ‘the
rate of A would have fallen by n% had it not been for X, Y and Z'.

As a matter of empirical fact, the following statements are untrue:

‘We know from the experience in Mexico that a 10% levy on sugary drinks

has led to a 6% reduction in consumption.’ - Sarah Wollaston MP

‘Sugar tax in Mexico cuts sales of sugary drinks by 12 per cent’ - The

Telegraph

‘In British Columbia a 32% reduction in alcohol related deaths was seen only
one year after minimum price increases came into effect.” - Royal College of

Physicians of Ireland

As discussed in Chapter 7, there never was a 32 per cent reduction in alcohol-
related (or alcohol-specific) deaths in British Columbia, nor was there a 10 per cent
increase in the ‘minimum price’. There was not even a minimum price, as a British

audience would understand the term.
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There never was a six per cent reduction in sugary drink sales in Mexico, let alone a
twelve per cent reduction. In a study published after the sugar tax was announced in
the UK, Colchero et al. (2016b) showed the trend in sugary drink sales between
2007 and 2015. They peaked in 2011 at 167 litres per capita and had fallen slightly
to 166 litres per capita by 2013. In 2014, the first year of the sugar tax, they fell to
162 litres per capita. This is a decline of 2.4 per cent, not 6 per cent. As for the claim
that sales had fallen by 12 per cent by the end of the first year of the tax, Colchero et
al. (2016b) shows that per capita consumption in 2015 was 161 litres per capita.
Compared to 2013, that is 3.0 per cent lower.

Whilst it can be argued that minimum pricing in British Columbia and the sugar tax
in Mexico were more successful in achieving their objectives than a simple before-
and-after analysis might suggest, the fact remains that the claims made in the ‘real
world’ studies were liable to be misunderstood as facts of history rather than as
comparisons with counterfactuals. This matters because policy-makers expect
significant policy changes to produce visible and tangible benefits. Alcohol-specific
deaths falling by a third after a relatively small increase in the minimum price would
be so impressive that policy-makers might be inclined to put their reservations to
one side, ignore the costs to consumers and introduce the policy. It was, therefore,
important for them to understand that this never happened. Similarly, it is not trivial
to note that the actual reduction in sugary drink sales in Mexico in the first two
years of the sugar tax was 75 per cent smaller than was claimed and that obesity

rates continued to rise.

A sophisticated policy-maker might understand the conditional nature of claims
based on counterfactuals and accept that, while the observable impact of a policy
might not be as dramatic as the models suggest, the benefits are still worth
pursuing. This then raises the question of how reliable the models are, but that is
something almost no politician or journalist would be capable of assessing even if

the models were less opaque.

Superficially, the plain packaging campaign came closest to following the rational
model of evidence-based policy-making (see Table 7). It involved two systematic
reviews encompassing dozens of peer-reviewed papers followed by more peer-
reviewed studies addressing policy-makers’ concerns, an independent review from
a well-regarded clinician and two Impact Assessments. In terms of its formal
structure, policy-makers could not have expected much more and yet it produced a

policy that was underwhelming when put into practice.
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Table 7: Evidence gathering before and after implementation

Evidence Impact Impact Post- Other
review assessment assessment implementation evaluation
prior to after decision review
decision
Plain Yes Yes Yes Yes Yes
packaging
Sugar tax Partial No No No Yes
Minimum No Yes (England) = Yes (Scotland) Yes Yes
pricing
FOBTs No Yes Yes No No

In this instance, quantity of evidence could be seen as a substitute for quality. The
Impact Assessments based the bulk of their estimates on the subjective opinion of a
group of tobacco control academics whose best guess was that plain packaging
would reduce the smoking rate by 1-3 per cent (Pechey et al. 2013). The final
decision was heavily influenced by the subjective opinion of Cyril Chantler who cited
several studies from the field of psychology which, upon closer inspection, did not
support his argument. Chantler then inserted a figure of a two per cent decline into
the debate, perhaps derived from Pechey et al. (2013) but quite possibly pulled out
of thin air. Neither figure could have been based on more than a hunch, but by the
time of the April 2014 HoC debate, MPs were citing Chantler’s estimate of what
would happen if two per cent fewer children started smoking as if this were a

science-based prediction of what would happen under plain packaging:

Jane Ellison: ‘Sir Cyril points out that if this rate of smoking by children were
reduced by even 2%, it would mean that 4,000 fewer children took up
smoking each year... As a Health Minister, I regularly answer parliamentary
questions and letters from colleagues throughout the House on issues that

affect far fewer children than 4,000 a year’

Fiona Bruce: ‘Does she [Ellison] agree that if 4,000 children a year can be
discouraged from taking up smoking there will be a double public health win
—not only better health outcomes for those 4,000, but the release of funds
for the health treatment of others in their generation for illnesses and
disease? Those funds would otherwise have to be used, in time, to treat many

of those 4,000 for smoking-related diseases.
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The most heavily cited study during the campaign was based on a telephone survey
(Wakefield et al. 2013) which seemed to suffer from residual confounding and
sampling bias. Its authors made selective use of their adjusted models and
exaggerated the importance of statistically insignificant findings. Like Young et al.
(2014), which was also touted as ‘real world’ proof that plain packaging made
smokers want to quit, its findings could plausibly be explained by the concurrent
introduction of a new batch of graphic warnings and was unable to show a link

between self-reported intentions and subsequent behaviour.

[s this nit-picking? Are we in danger of indulging in the Nirvana fallacy and making
the perfect the enemy of the good? I would argue not. More robust research
methods were available had policy-makers demanded them. It is sometimes claimed
that population-level public health policy does not lend itself to randomised
controlled trials and yet economists have successfully used RCTs to test complex
social policies, notably Duflo, Banerjee and Kramer’s Nobel Prize winning work on
development economics and several large-scale field studies into the Universal Basic
Income, and RCTs have been used to test a variety of public health interventions,
such as mandatory sex education and speed cameras. Although Chantler repeatedly
insisted that it would be impossible and unethical to conduct a randomised
controlled trial to study plain packaging, a small number of relevant RCTs have since
been conducted. In the UK, Maynard et al. (2015: 1) found ‘no evidence that pack
type had an effect on either of the primary measures [number of cigarettes smoked
and volume of smoke inhaled]’ although they did find the usual self-reported
attitudinal changes, such as rating the pack more negatively and ‘rating the health

warning as more impactful.

Two RCTs from the USA have since strongly suggested that self-reported attitudinal
changes cannot be used as a proxy for meaningful behavioural change in this
particular field of research. Although both were principally aimed at evaluating
graphic warnings on cigarette packs, the packs used were based on Australian plain
packs and had no corporate branding, logos or colours. The first of these studies
(Strong et al. 2021) found that the use of plain packs with graphic warnings
‘appears to decrease positive perceptions of cigarettes and increase quitting
cognitions in the short term’ but ‘there was no evidence of increased quitting or
reduced consumption’ (ibid.: 9). The second RCT, from the same research group,
found that the packs were associated with a tendency for smokers to conceal their
packs, but that ‘[n]either smoking prevalence nor consumption differed by group at

any point in the study’ (Pierce et al. 2022: 2). Moreover, the ‘pack-hiding behaviour’
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was associated with the graphic warnings rather than the removal of brand imagery
(ibid.: 11). This is significant since evidence that smokers concealed their packs
more after plain packaging was introduced in Australia (Zacher et al. 2014) was
cited as evidence that the policy was effective by Chantler and various public health

groups.

More imaginative research methods were also available for the other policies. With
regards to FOBTs, the RGSB (2017: 4) noted that ‘it might be possible to pilot a
[stake] reduction in a defined geographic area (or even different levels of reduction
in different areas)’, but this was never acted on. Alternatively, a randomised
controlled trial in a laboratory or quasi-natural environment would have been
relatively straightforward if policy-makers had wanted to see what behavioural
effects a stake reduction would have, but no such research was commissioned. The
study by Parke et al. (2014) came closest to this and was one of very few pieces of
relevant, high quality evidence mentioned in the FOBT debate, but it was not
designed to examine the effect of lower stakes on problem gamblers or on gambling

losses in general.

With the sugar tax, Jamie Oliver’s restaurants were used to assess the impact of a
voluntary ‘tax’ on sugary drinks, but the methodology was weak. The opportunity
could have been taken to conduct a randomised observational experiment in which
half the restaurants had a ‘tax’ and the other half did not. Instead, the only study of
Oliver’s self-imposed ‘tax’ used a simple before-and-after comparison in a chain
whose proprietor had well known views about sugary drinks and whose voluntary
‘tax’ was well publicised. Meanwhile, an RCT looking at the effect of reducing the
sugar content of food and soft drinks was published during the course of the
campaign but was completely ignored by PHE and the government. It found that
reformulation led to less sugar being consumed but no change in body weight
(Markey et al. 2015).

The absence of a control group was a substantial but common flaw in the evidence
in all four policy debates. With MUP, British Columbia could have been compared to
other Canadian provinces, but instead it was compared to a counter-factual. Mexico
could have been compared to other central American countries, but this never
seems to have been considered. Had the British government been more patient, it
could have compared smoking rates in Australia with those in other countries. Post-
implementation, the only evaluation that used a control group (England) was Public
Health Scotland’s evaluation of MUP.
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With MUP, it would have been possible to conduct a local trial before nationwide
implementation. Indeed, the Sheffield team subsequently modelled the impact of
MUP in several English regions (Brennan et al. 2022). That study did not attempt to
model the impact of out-of-region shopping which could have significantly
undermined the effect and caused other problems. However, if a local trial was
deemed unsuitable and modelling was the only option, other teams should have
been commissioned to provide their own modelling or to critique the original
Sheffield research. Instead, MUP research - mostly funded by the government -

became virtually a closed shop.

This was a common problem. In all four of our case studies, evidence production
was dominated by small groups of often partisan researchers (or, in the case of
FOBTSs, researchers commissioned by interest groups). In three of the case studies,
the same researchers were then commissioned to evaluate the policy afterwards.
The teams in Sheffield and British Columbia cornered the market in MUP research.
Crawford Moodie and his associates dominated plain packaging research in the UK
while Melanie Wakefield’s team did likewise in Australia. Mike Rayner’s team at
Oxford University were responsible for the modelling of the UK sugar tax, worked
with campaigners to introduce it, and were then commissioned to evaluate it. The

Campaign for Fairer Gambling funded nearly all the anti-FOBT research.

A special supplement about plain packaging published in Tobacco Control in March
201539 illustrates the incestuous nature of the research and evaluation process. It
included nine new studies, all of which featured Melanie Wakefield as co-author,
along with an editorial by Gerard Hastings and Crawford Moodie stating that ‘Plain
packaging in Australia has been a casebook example of effective tobacco control’ and
that ‘governments which do not act on plain packaging today will have a bigger
problem to tackle tomorrow’ (Hastings and Moodie 2015). Hastings and Moodie had
been early advocates of the policy, writing an article titled ‘Plain packaging: a time
for action’ in 2010 (Moodie and Hastings 2010) and co-authoring both Stirling
Reviews. Melanie Wakefield was another longstanding supporter of plain packaging
and by 2015 had been commissioned by the Australian Government Department of
Health to evaluate its impact, an appointment later emulated in Britain when
Moodie was commissioned by the Department of Health to produce a systematic

review for the PIR. Wakefield was so keen for her research to be utilised that she

39 https://tobaccocontrol.bmj.com/content/24 /Suppl 2
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flew to London in April 2013 to share the provisional findings of Wakefield et al.
(2013) with the Department of Health (Gadher and Leake 2013).

The anti-FOBT coalition of religious organisations, former problem gamblers and
rival sectors of the gambling industry had an obvious bias, but there was also a
strong suggestion of bias among some of the MUP researchers, with their links to
the neo-temperance Kettil Bruun Society, and in sugar tax research with the divinely
inspired Reverend Mike Rayner (see Chapter 4). There were also professional
biases. An academic who has published a model showing that a policy will work will

rarely be eager to admit in an evaluation that it has not.

There are clear risks in having politically charged corners of the academic literature
dominated by a narrow band of researchers, especially when findings depend to a
significant extent on the assumptions they feed into models and the subjective
interpretation of evidence in systematic reviews. At the least, there is a danger of
groupthink. One of the Stirling Review authors, Ann McNeill, argued in 2014 that the
normal requirements of proof of efficacy should be inverted when it came to policies

such as plain packaging.

‘As with all tobacco control policies, the burden of proof for effectiveness of
“standardised tobacco packaging” lies with the tobacco control community,
in line with a desire for evidence-based public health. This desire could be
questioned. Arguably, when a product kills one in two of its regular users, the
burden of proof should lie elsewhere: policy makers should err on the side of
protecting the health of the public when introducing preventive measures (in
this case by removing attractive tobacco packaging) unless there is strong

evidence that such measures could increase harm.” (McNeill et al. 2014: 704)

Melanie Wakefield, the most prolific plain packaging researcher of all, argued in an
article titled ‘Welcome to cardboard country’ that any loss in consumer surplus

resulting from plain packaging should be seen as a benefit rather than a cost:

‘In the case of a deadly product such as tobacco, there is no place for
powerful branding imagery on packs if it serves to promote greater

subjective enjoyment of smoking’ (Wakefield et al. 2011).

Academics who took moral positions of this kind had little incentive to value the

potential welfare costs to consumers of their policies, and they regarded any cost to
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industry as a benefit. This attitude was reflected to some extent in the Impact
Assessments for plain packaging and MUP, both of which acknowledged the
potential for a loss of consumer welfare but failed to monetise it. A cost-benefit
analysis will always look more attractive if it counts intangible benefits and ignores
intangible costs. In the unusual case of FOBTs, the Impact Assessment assumed that
there would be welfare benefits from the reform but failed to monetise them. It
therefore estimated that lowering the stake limit would incur a large net cost, and

yet the policy proceeded nonetheless.

It goes without saying that many opponents of the four policies also had their own
biases. Because of the logic of collective action discussed in Chapter 1, there was
little organised grassroots opposition and it was the affected industries who were
most vocal. They had some strong arguments at times, as the evaluations later
showed, but they rarely backed them up with fresh or credible research. The
tobacco, alcohol and bookmaking industries commissioned their own studies, often
from economic consultancy firms, but regardless of their quality, they rarely had an
impact. When they were mentioned in the media, it was often disparagingly. None of
them were published in peer-reviewed journals and many of them were taken
offline once the policy battle was over. This was particularly true of the FOBT
campaign which was, to some extent, a battle between rival factions of the gambling
industry in which both sides used the ‘industry tactic’ (as public health academics
see it) of commissioning research favourable to their argument and having it

published in the grey literature.

Industry-funded research was always tainted in the eyes of public health
campaigners who encouraged politicians and the media to treat it with great
caution. This was an intractable problem, but it could have been partially overcome
by appealing to the authority of peer review. Some prestigious journals refuse to
publish studies funded by tobacco companies, but even for this most toxic of
industries, there were plenty of journals that would have published robust research
had the industry chosen that route. The study by Kaul and Wolf (2014) which
reported no impact on smoking rates from plain packaging in Australia was
independently reviewed after complaints from anti-smoking campaigners and
found to have no fundamental flaws. Although there was ‘some space for
improvement and some of the interpretations by Kaul and Wolf might be
challenged’, the academic reviewer saw no reason why it could not have been

published as something more high profile than a working paper (Jann 2015: 45).
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Opponents of the other three policies had even less reputable research evidence to
work with. Research commissioned by the ABB tended to focus on the economic
damage a £2 stake limit would do to the bookmaking industry, but while this was of
some concern to DCMS, many people saw it as a benefit rather than a cost.#® The
drinks industry was somewhat more effective in commissioning research from the
CEBR challenging the Sheffield model and emphasising the cost of minimum pricing
to consumers. The British Soft Drinks Association, whose members were divided on
the sugar tax issue, produced no evidence favourable to its ‘Can the Tax’ campaign

that was cited by the media or in the HoC.

In terms of quantity and prestige, the evidence presented by the public health
interest groups in favour of plain packaging, the sugar tax and MUP was much more
impressive than that of their opponents. The quality of the evidence
notwithstanding, it would be understandable if politicians at least believed that they
were ‘following the science’ by siding with the public health groups. And yet there
are a number of reasons to believe that policy-making in all four areas was not
driven purely, or even primarily, by evidence. Since we do not have a window into
policy-makers’ souls, this cannot be proved categorically but, as the Campaign for
Fairer Gambling (2013: 20) said in a response to one public consultation: ‘Where
evidence is imperfect for whatever reason, there is no excuse for not relying on
logic” We know what the classic model of evidence-based policy-making is supposed

to look like and we are therefore able to see divergences from it.

Plain packaging

1. When the government put plain packaging on hold in July 2013, its stated reason
was that it wanted to wait until the ‘emerging impact of the decision in Australia can
be measured’ (Gadher and Leake 2013), but it commissioned the Chantler Review
just four months later when the only notable evidence to have appeared from
Australia was Wakefield et al. (2013). If there was insufficient evidence to proceed
in July 2013, very little had changed by November. Even in April 2014, when
Chantler published his report, the data needed to draw firm conclusions was

unavailable. Australian smoking prevalence data was not expected to be published

40 CFFG spokesman Matt Zarb-Cousin (2019) later wrote that ‘the Association of British
Bookmakers commissioned online adverts during the government’s gambling review which
argued that a £2 cap on FOBTs would lead to the “closure of betting shops”. This not only
restated our eminently reasonable position, it foregrounded our ultimate objective while
attempting to argue against it
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until October 201441 and there was no tobacco sales data to speak of (the debate

about the Australian Bureau of Statistics’ data did not begin until the summer).

2. Not only was there little evidence to test whether plain packaging had worked in
Australia when Chantler conducted his review, but Chantler believed such evidence
would never be available. He argued that data from Australia could not prove or
disprove the efficacy of plain packaging ‘because a number of things have happened
together, including tax rises. Disentangling and evaluating these will take years, not
months’ (Chantler 2014: 5). In the event, Chantler’s report did not discuss the
Australian experience at length, except in relation to the illicit trade which he had
not been asked to review. Despite having demanded evidence of efficacy from
Australia, the government described his findings as ‘compelling’ and announced that

it was ‘minded’ to introduce plain packaging.

3. The timing of the final decision in February 2015 suggests that political
considerations played a large role. In April 2014, the government announced that it
was ‘minded to introduce regulations to provide for standardised packaging of
tobacco products, subject to a short consultation’42 Although public health minister
Jane Ellison said ‘I want to move forward as swiftly as possible’43 the six week
consultation did not open until late June and the consultation summary report was
not published until February 2015. In the intervening ten months, the Prime
Minister refused to be drawn on whether he supported the policy and whether it

would go ahead.

Plain packaging did not feature in the Queen’s Speech in May 2014 and the Prime
Minister refused to say whether he personally supported it as late as January 2015
when he announced that there would be a free vote on the matter before the
election. This, again, was in contrast to his public health minister, Jane Ellison, who
said ‘Having considered all the evidence, [ believe that the policy is a proportionate

and justified response to the considerable public health harm from smoking

41 In the event, it was published in July 2014, still too late to be included in Chantler’s
report.

42 https: //www.gov.uk/government/news/government-response-to-tobacco-standardised-
packaging-review

43 https://www.gov.uk/government/speeches/chantler-report-on-standardised-packaging-
of-tobacco-products
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tobacco.*4 It should be noted that free votes are typically held when an issue is seen

as a matter of conscience involving policies about which reasonable people disagree.

The prevarication by the Prime Minister suggests that he was open to the possibility
of rejecting plain packaging even at a late stage. Despite the ‘compelling’ evidence of
the Chantler review, nearly a year elapsed before the parliamentary vote. It was
widely reported that Cameron wanted the vote to be held before the next general
election in May 2015 to avoid the issue hovering over him during the election

campaign. Possible reasons for this are discussed in the next chapter.

Sugar tax

1. As with plain packaging, the timing of the decision suggested short-term political
motivations. When Public Health England’s evidence review was published in
October 2015, the government insisted that it had no plans for a sugar tax. A
spokesperson for David Cameron said that he ‘doesn’t see a need for a tax on
sugar’.4> On 7 January 2016, six weeks after the Health Select Committee report and
a day after Colchero et al. (2016a) was published in the British Medical Journal, the
Department of Health insisted that the ‘government position has not changed and
we have no plans for a sugar tax.” And yet a sugar tax was announced in the Budget

two months later. No significant new evidence was published in the interim.

2. The sugar tax introduced by George Osborne differed significantly from the sugar
tax that had been modelled. Experts repeatedly claimed that a tax on sugary drinks
would need to raise prices by at least 20 per cent to have a measurable impact on
obesity (e.g. Mytton et al. 2012; BMA 2015). This advice was ignored in favour of a
rate that was, in practice, around half the minimum ‘evidence-based’ level. Briggs et
al. (2013) had modelled a 20 per cent sales tax (with a 10 per cent sales tax
modelled in the sensitivity analysis). Instead, George Osborne introduced a two-
tiered tax on industry based on sales volumes charged per litre. In practice, there
was a pass through rate of 31 per cent and the average price of sugary drinks
increased by around three per cent (Scarborough et al. (2020: 12). Even if there had
been 100 per cent pass through, as the Briggs model assumed, prices would only

have risen by around 10 per cent.

44 https: / /www.telegraph.co.uk/news /politics/david-cameron/11361515/David-Cameron-
orders-pre-election-vote-on-plain-cigarette-packs.html

45 https: //www.theguardian.com/society/2015/oct/22 /sugar-report-delayed-jeremy-

hunt-tax-radical-action-obesity
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3. The mechanism by which the sugar tax was supposed to reduce obesity
fundamentally changed between the production of the evidence and the
government’s announcement. Modelling studies, the PHE report and the Mexico
study all focused on the price effect whereas the government’s stated aim when it
announced the Soft Drinks Industry Levy was to encourage manufacturers to reduce
the sugar content of their drinks. Using taxes to encourage soft drink reformulation
was barely mentioned in the peer-reviewed literature prior to March 2016. (As it
transpired, reformulation had a far greater impact on sugar consumption from soft
drinks than the price increase per se. According to an independent analysis, more
than 80 per cent of the reduction in sugar consumption from soft drinks was due to
reformulation rather than reduced consumption of soft drinks (Dickson et al
2021)).

4. Although the sugar tax was explicitly introduced in the name of children’s health
and was part of the childhood obesity plan, Briggs et al. (2013) modelled the impact
of a sugar tax on adults, not children. Colchero et al. (2016a) looked at the impact of
the Mexican sugar tax on households rather than on children. Of the eleven
experimental studies discussed in the Public Health England review, only one

involved children.

Minimum pricing

1. Scotland went ahead with MUP but England did not. Since the evidence for the
policy was very similar in both nations, at least one of them had a policy that was
not ‘evidence-based’. Factors unrelated to evidence must have driven policy in either

England or Scotland, and possibly in both.

2. The British government not only declined to introduce MUP, but abruptly changed
its mind about it. Having said that it was ‘committed to introducing a minimum unit
price for alcohol in England and Wales’ (Home Office 2012a: 6) in 2012, citing
evidence from the Sheffield model and producing an Impact Assessment which
found that the benefits exceeded the costs, the government announced in July 2013
that the public consultation had ‘not provided evidence that conclusively
demonstrates that Minimum Unit Pricing (MUP) will actually do what it is meant to
... In the absence of that empirical evidence, we have decided that it would be a
mistake to implement MUP at this stage’ (Home Office 2013: 3). The evidence base
did not significantly change in this period and advocates would argue that it became

stronger with the publication of studies from Canada. With reports in the press
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about resistance from some cabinet ministers, including the Home Secretary, it

seems likely that political pressure led to a reassessment of the evidence.

3. By contrast, the SNP were committed to MUP before there was any evidence for
the policy at all. Its 2008 discussion paper supported the policy, but cited no
evidence for it, as none existed (Scottish Government 2008: 19-20). The
consultation document did not request evidence but instead invited views on ‘the
proposed principles on which a minimum pricing scheme for alcohol products
should be established’ (ibid.: 20).

4. If the logic of MUP is accepted, a minimum price of 50p is no more ‘evidence-
based’ than a minimum price of 60p or 70p. As Jeremy Browne said to Sarah
Wollaston in a HoC debate:

‘The logic of their argument, as I have just said, is why stop at 45p? If we had
a £1 minimum unit price, the health case would be made all the more
strongly. 46 (Hansard 2013)

The Sheffield models projected better health and social outcomes as the minimum
price increased. In 2012, the Scottish government made it clear that it would await
the next iteration of the Sheffield model before making a decision on what the
minimum price should be. That model projected 60 fewer deaths in the first year at
50p and 182 fewer deaths at 70p (Meng et al. 2012: 60). Despite the additional
putative benefits of a 70p minimum price, the government chose to set it at 50p.
This was, presumably, because anything more would have been politically
unpopular and could have been seen as excessive and regressive, but no evidence to

justify this trade-off was presented.

5. Not only did the Westminster government reject MUP while the Scottish
government embraced it, but for several years the Scottish Labour Party opposed
MUP while the Labour Party in England supported it. The Scottish Liberal
Democrats opposed MUP while the Liberal Democrats in England supported it.
Since all these politicians had access to the same evidence, it is difficult to explain
such contradictions without reference to domestic politics, with opposition parties

on both sides of the border rejecting or endorsing MUP for party political reasons.

46 He added: ‘The Government have to balance all kinds of competing concerns and other,
also compelling, concerns about the affordability of alcohol for people on low incomes.
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FOBTs

1. Peer-reviewed research was almost entirely absent from the campaign to reduce
the stake limit. Both sides relied on commissioned ‘grey literature’ research from
third parties, much of which was wiped from the internet after 2019 and some of
which was not made available to the public even at the time. Although the
bookmakers commissioned some (unpublished) research to estimate how many
betting shops would close if stakes were reduced, no modelling was carried out to
estimate the impact on problem gambling rates, gambling losses and substitution

effects.

2. The best evidence/expert opinion came late in the day from the RGSB and
Gambling Commission, but it was essentially ignored by DCMS. The stake limit that
was introduced was what campaigners had demanded from the outset, but it was
not what the evidence implied. RGSB explicitly said of a £2 stake limit that ‘we
would find it difficult to regard so strong an action as being proportionate on the
basis of the existing evidence’ and that it ‘could create a variety of unintended and
potentially harmful consequences’ (ibid.: 39). The Gambling Commission was less
strident but its recommendation that the stake limit be ‘at or below £30’ implied a
limit closer to £30 than to £2, with its own evidence suggesting that it should be
between £16 and £50. Like the RGSB, the Commission noted that a ‘very low limit’
would amount to de facto prohibition since FOBTs would no longer be commercially
viable. Although it did not explicitly advise against this, it warned that ‘removing a
popular product from the high street would be a significant change, and any
restriction on freedom of choice requires careful consideration’ (Gambling
Commission 2018a: 9). Insofar as DCMS’s decision was evidence-based, it was based
on a unique interpretation of raw data and an argument that had never been used
by activists, academics or the arm’s length bodies during the course of the

campaign.

3. As with setting a minimum price for alcohol, the exact stake limit could never be
wholly ‘evidence-based’. As RGSB (2017: 4) noted, there was ‘no evidenced-based
way of determining any uniquely correct new level” Moreover, it emphasised that it
was impossible to ‘predict the effect of a reduction in maximum stakes with any
confidence’ (ibid.: 32) and that while it was likely that a large stake reduction would
have a marked impact on gambling behaviour, ‘the nature of the shift [towards
substitute gambling activities], and the effect on overall harm, are impossible to
predict’ (ibid.: 32).
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4. The Impact Assessment was unable to quantify any benefits of the policy and
therefore gave its net benefit as a cost of over £4 billion over ten years. The policy

was nevertheless introduced.

Summary

Taken together, there are many reasons to think that the classic model of evidence-
based policy was not followed in any of the four case studies. They all saw
prevarication and U-turns from the British government and there was a sense that
the government could go in either direction right up until the final decision was
made. Even campaigners for the sugar tax were surprised when George Osborne
announced it in March 2016,47 and the size of the stake cut on FOBTs defied the
expectations of the markets. The Westminster government’s abrupt U-turn on MUP,
despite a firm commitment to introduce it, was as much of a shock as its equally
abrupt U-turn on the sugar tax, which it had repeatedly insisted would not be

introduced.

The policy-making process in each of the four case studies can be described, at best,
as ‘evidence-informed’. The advice of independent experts commissioned by the
government was followed in the case of plain packaging, but effectively ignored in
the case of FOBTs. Public Health England’s advice was heeded by the Cameron
government with regards to plain packaging and the sugar tax but not minimum
pricing. With the sugar tax, the government deferred to experts insofar as the tax
was introduced but ignored them insofar as the tax was not set at the level experts
insisted was necessary to reduce obesity. In the case of the sugar tax and the FOBT
reform, the policy that was introduced was based on a different rationale to that
assumed by researchers and experts. Minimum pricing was adopted in Scotland
before there was any evidence to speak of and rejected in England as more evidence
supportive of the policy emerged. Opposition to MUP in both countries tended to

follow party lines.

Politicians who supported plain packaging, MUP and the sugar tax were given
packages of evidence to cite, including peer-reviewed studies and ‘real world’ data
from other countries, and yet most MPs chose to ignore them in the HoC debates

and instead referred to anecdotes, personal opinion and intuition. There was a

47 ‘1 didn't think we would ever get it said Jamie Oliver ‘I never thought we were going to
get this” (““We did it!” Jamie Oliver welcomes surprise sugar tax announcement, The Herald
16/3/16)
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tendency to talk about the scale of the problem and the urgent need to address it
rather than assess the efficacy of the policy proposal. When evidence was cited, it
was often cited incorrectly or misattributed. The FOBT case study shows that while
a package of evidence could be useful to supporters of a cause, it was not a

necessary condition of success.

As I shall argue in the following chapter, the significant and multiple divergences
from the classic model of evidence-based policy-making can all plausibly be
explained by politics, both in the narrow sense of party political interests and
intraparty fighting, and in the broader sense of public pressure and political
presentation. Given the pressure put on them by the various interest groups, the
government acted in its rational self-interest, regardless of the evidence, in all four

case studies.
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10

Getting the barnacles off the boat

Although there are many reasons to think that decision-makers were not principally
led by the evidence in any of the case studies, the U-turns, indecision and
inconsistencies also suggest that they were not ideologically committed (or
opposed) to any of the policies. If, as | contend, they were not generally waiting for
evidence to dictate their decision and they were not strongly committed a priori to
the policy, they must have been swayed by something other than research and

personal conviction.

The policy decisions can best be understood by looking at the political pressures
and incentives at work. The principal goal of any government is to be re-elected. It is
in the interest of politicians to be popular, or at least not too unpopular. Political
capital can be spent on unpopular policies if the government strongly believes that
they will be beneficial (and will therefore pay off politically in due course), but when
politicians are largely indifferent, the political benefits of acting must be greater
than the political costs of acting. In this chapter, we will look at the political costs of

action and inaction.

Public approval

The popularity of each of the four policies can be measured, albeit imperfectly, by
nationwide surveys conducted during the course of the campaigns. With the notable
and telling exception of MUP in England, they all enjoyed at least a plurality of

support by the time the final decision was made.

Plain packaging

Plain packaging had absolute majority support from the British public from at least
2012, according to YouGov surveys. An early survey conducted by ASH found that 50
per cent of respondents had no opinion, presumably because they had never heard
of the idea, but from 2012 to 2014 around 60 per cent of respondents supported it.
By January 2015 - the month before the House of Commons vote - only 13 per cent

of respondents were undecided and 72 per cent were in favour.
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Table 8: Support/oppose plain packaging

Support Oppose Don’t know
February 2008 (YouGov) 43% 17% 50%
August 2012 (YouGov) 62% 11% 27%
July 2013 (YouGov) 58% 26% 16%
March 2014 (YouGov) 64% 11% 25%
January 2015 (YouGov) 2% 15% 13%

Sugar tax

Public opposition to a sugary drinks tax was not insubstantial but seems to have
faded by 2016. ComRes surveys found that only 35 percent of respondents
supported such a tax in 2014, but this had risen to 54 per cent by October 2015.

Table 9: Support/oppose soft drinks levy

Support Oppose Don’t know
2014 (ComRes) 35% 51% 14%
October 2015 54% 43% 3%
(ComRes)
October 2015 (CATI)* 57% 42% 2%
January 2016 (BMG)* 44% 33% 18%

*Includes food (eg. ‘Do you support or oppose new tax on food and drinks which contain high levels
of sugar?’)

October 2015 was a crucial month for the sugar tax debate, with the Health Select
Committee holding oral sessions on childhood obesity with the high profile celebrity
chef Jamie Oliver, whose Jamie’s Sugar Rush documentary had been broadcast the
previous month. It also saw the publication of Public Health England’s evidence
review on sugar. From this point, all surveys found that a sugar tax was supported
by more people than opposed it. A further survey carried out in 2017, after the
announcement but before implementation, found that 70 per cent of 18-64 year
olds supported the tax (Adams et al. 2021).

Minimum pricing
In January 2011, YouGov found that 47 per cent of Britons supported MUP and 44
per cent were opposed. The following year, it found that support and opposition was

equally split with 46 per cent for each.
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Table 10: Support/oppose minimum unit pricing (UK)

Support Oppose Don’t know
January 2011 (YouGov) 47% 44% 9%

March 2012 (YouGov) 46% 46% 8%

Although only two relevant surveys could be identified, an academic study
published in 2012 also found that MUP lacked widespread support. Based on 28

focus groups in the north of England, it concluded:

‘There was little evidence to suggest that people would support the
introduction of a minimum price per unit of alcohol policy’ (Lonsdale et al.
2012:1)

One of its authors told the Guardian:

“In concordance with our expectations, participants did express negative
views of the minimum price per unit,” said Hagger. “They were sceptical of its
effects. They found the idea unfair to sensible drinkers and perceived that it
might create or exacerbate other social problems - increases in crime or
drug abuse where people who were heavily dependant might turn to crime to
fund their alcohol abuse.” (Jha 2011)

Focus group research commissioned by the Home Office and carried out in England
and Wales also concluded that MUP was ‘unpopular’ and was perceived to be
ineffective (Banerjee et al. 2010: 55). In addition, a January 2013 ComRes survey
found that 55 per cent thought that MUP would be ineffective and only 38 per cent
thought it was be effective. Politicians in Westminster sensed this public mood, as a
member of the Alcohol Health Alliance told Thom et al. (2016: 15):

‘They [MPs] feel it’s not effective, or that it penalises moderate drinkers and
as we are in a particularly sensitive time in terms of recession and so on, that

people aren’t going to tolerate it. So it’s seen as an unpopular political move.
Importantly, however, opinion was more favourable in Scotland. In 2015, 41 per cent

of Scots were in favour of MUP and only 33 per cent were opposed. By 2019, 50 per

cent were in favour and only 28 per cent were opposed (Ferguson et al. 2020: 9).
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It is possible that public opinion in England changed after 2013. A survey
commissioned by Public Health England in 2015 found that 52 per cent of Britons
supported MUP and only 25 per cent were opposed (Fuller and Simpson 2015). This
finding is surprising given the results of earlier surveys but since no surveys have
been conducted since, it is not clear whether it was an outlier. For our purposes, the
important point is that around half of English adults who had an opinion on MUP
were opposed to it in 2012 when the policy was under serious consideration in

Westminster.

FOBTs

According to survey evidence, FOBTs were extremely unpopular from at least 2014
onwards. A YouGov survey in May 2014 found that only four per cent were opposed
to banning the machines completely. A further YouGov survey reported by the Daily
Mail found that 48 per cent thought FOBTs should not be in betting shops and 60
per cent believed the maximum stake should be reduced to £2. Both surveys
included a large number of ‘don’t knows’, but after the maximum stake was reduced
in April 2019, a YouGov survey found that 85 per cent of respondents approved of
the change and only nine per cent were opposed. This suggests that the vast
majority of those who were undecided in 2014 had become opposed to FOBTs by
20109.

Table 11: Support/oppose FOBT stake limit of £2

Support Oppose Don’t know
2014 (YouGov)* | 58% 4% 38%
2014 (YouGov) 60% 6% 34%
2019 (YouGov) 85% 9% 6%

*Question refers to a ban on fixed odds betting terminals

Taking all the survey evidence together, we can see a correlation with policy
outcomes. The only policy that did not have relative majority support was UK-wide
MUP. This, of course, was the only policy that was rejected by policy-makers in

Westminster.

It is notable that the British government’s change of heart about the sugar tax
occurred a few months after public opinion had shifted in its favour. It is also
striking that FOBTs were hugely unpopular, with a majority wanting not just to

reduce the stake to £2 but to ban them outright. By the time the decisions were
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taken on FOBTSs and plain packaging, public opinion had been strongly in favour of

action for some time and there was little opposition.

Table 12: Public opinion before the policy decision was taken

Support Oppose
Minimum pricing (UK) 46% 46%
Sugar tax 44% 33%
Minimum pricing (Scotland) 41% 33%
Plain packaging 2% 15%
£2 FOBT stake 60% 6%

Risks of failure

For politicians dealing with low salience issues, a lack of strong opposition is crucial.
As one policy actor told John W. Kingdon (1995: 151): ‘If too many people get angry,
it's not worth it’ And while it is important for a policy to have majority support
among the electorate in the short term, the more far-sighted politician does not
want to support a policy that will become unpopular after implementation. They
want to be assured that the policy will not backfire or become an embarrassment.
For the uncommitted policy-maker, fear of failure may be a greater motivator than
hope of success. As subsequent evaluations showed, it was always going to be
difficult to prove whether any of the four policies made a positive difference, but
negative consequences, such as a booming black market or an increase in certain
criminal activities, might have been more obvious. Aware of these concerns,
opponents exploited status quo bias and warned of unintended consequences: a rise
in counterfeit cigarettes, gamblers switching to unregulated websites, drinkers
switching to drugs, etc. Opponents of plain packaging and FOBT reform warned the
government that it would lose tax revenue. Opponents of MUP and plain packaging
warned that the policies would be illegal. Only the sugar tax lacked plausible

unintended consequences of any significance.

Policy-makers took many of these concerns seriously. Impact Assessments for plain
packaging acknowledged that there was a risk of the tobacco black market growing
and tobacco duty revenues declining. There is little doubt that Chancellor Philip
Hammond was concerned about a decline in gambling duty revenue resulting from
the FOBT reform. It is telling that these policies were only introduced once such
concerns had been dealt with. In the case of FOBTs, Hammond increased remote
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gaming duty from 15 per cent to 21 per cent in the Budget of October 2018 to help
offset the tax losses from gambling machines. Cyril Chantler addressed the illicit
trade issue in his report on plain packaging, despite not being asked to focus on
anything other than the health impact, and concluded that there was little to worry
about. HMRC carried out an assessment in August 2014 which found ‘no evidence to
suggest the introduction of standardised packaging will have a significant impact on
the overall size of the illicit market’ (HMRC 2014: 4). Similarly, the chair of the Royal
College of Psychiatrists in Scotland told Scotland’s Health and Sport Committee that
he was ‘sceptical’ of the notion that drinkers ‘might switch the kind of alcohol they
drank or replace drink with drugs’ (Scottish Parliament 2012: 41).

The threat of lawsuits hung in the air for plain packaging and MUP, but decision-
makers knew that these would take years to be resolved and they would not be
blamed for the outcome if the industry’s lawsuits succeeded. The World Trade
Organisation began looking at plain packaging in May 2014 and did not reach a final
judgement until 2020 when it ruled against the industry. It was not an impediment
in the meantime. The tobacco industry, having already lost a case in Australia,
followed through on its promise to go to the High Court in London in December
2015 where it filed another ultimately unsuccessful case. The Scotch Whisky
Association’s case against MUP seemed more robust but was ultimately thrown out

in 2017 after going back and forth between Scotland, Luxembourg and England.

As we have seen, politicians were particularly interested in how each of the policies
fared in other countries. As one academic told Katikireddi et al. (2013: 493) with
regards to minimum pricing, ‘there’s no doubt that everyone is much happier with a
real life experience, well evaluated, than a model’. This may be because ‘real world’
experience seems more solid, tangible and comprehensible than theoretical,
experimental and modelled evidence, but politicians would have also observed that
the policies had been introduced legally elsewhere without a significant public
backlash and without any obvious negative consequences. The evidence that the
policies had achieved their goal in other countries may have been disputed, but
implementation was clearly possible and there seemed to be few negative political

repercussions from doing so.

Risks of inaction

Having established that there was little for politicians to fear from introducing each

of the policies, except MUP in England, we now turn to the costs of inaction. What

185



did they stand to lose if they did nothing? In each case, there was substantial, and
often overwhelming, political pressure for the government to act. The pressure
came, naturally enough, from pressure groups but also from opposition parties, the

media and, as we have seen above, from the public.

Plain packaging

There is always pressure on governments to do more to tackle smoking, especially
underage smoking. In March 2013, campaigners started using Cancer Research UK’s
claim that 207,000 children start smoking every year. This figure became
inextricably bound up with the plain packaging policy. It is indicative of how
important framing was to the debate that this statistic was cited in more media
reports than any piece of evidence apart from the Chantler Review and Wakefield et
al. (2013). It was cited in the HoC debates 19 times, more than any piece of evidence,

including the Chantler Review.

The political pressure intensified in July 2013 after the government put plain
packaging on hold, saying that it would wait for evidence to emerge from Australia.
It was immediately alleged that David Cameron’s advisor Lynton Crosby had
encouraged him to ditch the policy. Since Crosby’s public affairs company, Crosby
Textor, had Philip Morris International among its clients, it was rumoured that

Cameron had capitulated to lobbying from the tobacco industry.

This was swiftly exploited by the opposition. In a press release, Diane Abbott, the

shadow public health minister, said:

‘This is deeply concerning, because behind all the chaos, confusion and
dither, it's clear that Lynton Crosby and the government’s friends in big
business are pulling the strings, and public health is being quietly ditched by
this government. (Clark 2014a: 136)

Andy Burnham, Labour’s shadow health secretary, said:

‘David Cameron promised to get tough on smoking and alcohol abuse, but

instead has caved in to big business and vested interests.’ (ibid.: 126)

In the four months between the government putting plain packaging on hold and
commissioning the Chantler Review, three debates about the policy were held in the

House of Commons. Labour leader Ed Miliband called Cameron the ‘Prime Minister

186



for Benson and Hedge funds’ and wrote to the Cabinet Secretary to demand an
inquiry ‘to establish public confidence about the activities of Mr Crosby’.48 Although
Cameron strongly denied these claims, the Crosby story appeared regularly in the
media for two weeks until Crosby himself explicitly denied having ever discussed
the issue with him. This was still not enough to quell suspicions about industry
influence, and these claims, though unsupported by evidence, had an impact on
public opinion. A YouGov poll in July 2013 found that ‘60% of respondents feel the

government has been leant on by tobacco companies’ (Gadher and Leake 2013).

When David Cameron put plain packaging on hold in July 2013, it was reported to be
part of his adviser Lynton Crosby’s strategy to ‘get the barnacles off the boat’, a
phrase that was understood to mean getting rid of unnecessary policies and
focusing on what the Guardian described as ‘core issues that resonated with
voters’ (Doward 2014b). Within months, largely thanks to Crosby’s presence in
government, plain packaging had become a barnacle that could only be scraped off

the boat by capitulating to the anti-smoking pressure groups.

Minimum pricing

History has shown that the political repercussions for Westminster politicians from
not introducing MUP were negligible. After the government put the policy on
indefinite hold, the media lost interest and calls for it to be introduced across the UK
were largely confined to a few public health groups. In 2015, Ian Gilmore, chair of
the Alcohol Health Alliance, lamented that ‘all major political parties in Westminster

remain anxious about MUP being a ‘vote-loser” (Gilmore 2015: 6).

The U-turn in July 2013 was reported to be the result of a ‘cabinet revolt’ led by
Home Secretary Theresa May. According to the Guardian in March 2013:

‘May, the former health secretary Andrew Lansley, and the education
secretary, Michael Gove, have all opposed the proposals on grounds that the

impact on living standards would be unacceptable.

The proposals have also been rejected by the Mayor of London, Boris

Johnson, as regressive.” (Wintour 2013)

The U-turn was condemned by the Alcohol Health Alliance and some other health

groups who accused the government of caving in to alcohol industry lobbying, but

48 https: //www.bbc.co.uk/news /uk-politics-23338997
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claims about undue industry influence, which were echoed by Sarah Wollaston and
Tracey Crouch, did not taint the government in the same way as similar claims about

the tobacco industry in the plain packaging campaign.

The cost of inaction on MUP was therefore minimal. Without significant public
pressure to introduce the policy, there was little political capital to be earned from

doing so.

In Scotland, however, the political incentives were different. The SNP’s overriding
political objective was to achieve Scottish independence. If the SNP had an
opportunity to take a different path to England, it was always likely to take it.
Devolution gave the Scottish government some powers but Westminster continued
to control most areas of public policy, including most taxation. Scotland had a bigger
problem with alcohol than the rest of the UK - its rate of alcohol-specific deaths was
twice that of England’s - but it had no control over alcohol duty. MUP was one of the

few ways in which it could affect the price of alcohol.

While many Conservative politicians were wary of ‘nanny state’ measures, the SNP
was more openly paternalistic. Moreover, the Scottish government explicitly
endorsed the whole population approach to alcohol discussed in Chapter 2. While
MPs in England worried about the impact on the majority of ‘responsible drinkers’,
the Scottish government took the view that everybody would have to drink less if
alcohol-related harm was to decline. For them, the impact on moderate drinkers was

a feature rather than a bug of MUP.

MUP offered the SNP the opportunity to not only distinguish itself from the rest of
the UK, but to make its mark on the world. Scotland had previously assumed the role
of pioneer by introducing a smoking ban in March 2006, more than a year before the
rest of the UK. With MUP, it had the opportunity to be a global trailblazer. SNP
politicians were aware of the attention this would get them and pro-MUP
campaigners exploited their desire for national prestige with flattery. Under the
heading ‘The world is watching’, Scotland’s Health and Sport Committee reported in
2012 that:

‘One further consequence [of introducing minimum pricing], arguably a

welcome one, was the international coverage the Bill was receiving.

Professor [Tim] Stockwell informed the Committee that the Bill was being
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written about in such publications as The Huffington Post, the Chicago
Tribune and the Washington Post. He said -

“What you are doing is being looked at across the world.”

Dr [Peter] Rice also remarked that colleagues elsewhere in the UK and
beyond were interested in what was happening here. He told the Committee -

“.. the Royal College of Physicians in London has consistently
presented Scotland as a model of where it would like to head in its

discussions with the UK Government.”

The Cabinet Secretary told the Committee that it was “a thoroughly good

thing” the world was watching and she said -

“I know that, on alcohol, many countries regard Scotland as a leader in
our public health approach, as we were rightly regarded when the
previous administration brought in the ban on smoking in public
places. Northern Ireland, the Republic of Ireland and England are
looking closely at what we are doing on minimum pricing. I am firmly
of the view that where Scotland leads, other countries will
follow.” (Scottish Parliament 2012: 41)

It therefore seems reasonable to conclude that the SNP’s championing of MUP was
not solely motivated by health concerns. It is telling that Labour and the Liberal
Democrats, both of whom opposed Scottish independence, also opposed MUP, and
still more telling that those same parties supported MUP in England. As Katikireddi
et al. (2014: 8) conclude:

‘The story of MUP illustrates the complexity of the policy process and
highlights the limitations of seeing policymaking as purely determined by
evidence (evidence-based policy) rather than evidence as one important

influence on policy.
... much of the MUP story does not relate to evidence but rather political and

institutional factors which should not be ignored by researchers and

practitioners seeking to influence the policy process.
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FOBTs

FOBTs were so unpopular by 2017 that there was no danger of a popular backlash
against any clampdown. The vast majority of voters had never played the machines
and several newspapers were actively campaigning against them. As with plain
packaging, the government risked being seen as being in the pocket of an unpopular

industry if it failed to act.

The only risk was to HMRC which was expected to lose several hundred million
pounds of machine gaming duty per annum, but this was resolved by increasing
remote gaming duty. The Treasury’s resistance to reducing the FOBT stake limit
before October 2019 was driven by concerns about a six month shortfall in gaming
tax revenue rather than any fondness for the machines or the industry. Explaining
this to the House of Commons Treasury Committee (2018: 6), Philip Hammond said
‘I have absolutely no love for these machines, I think they are terrible things - but
the Government have to manage this process in an orderly and sensible way’. When
the FOBT reform was brought forward to April 2019, Hammond brought the remote

gaming duty rise forward to the same date.

Sugar tax

With regards to the risks of inaction, the sugar tax campaign is something of an
exception and, as usual, the exception offers an insight into the policy-making
process. Although there was a constant drumbeat of support for a sugar tax from
campaigners and sections of the media in 2016, it was not at a crescendo when

George Osborne announced the new levy on 16 March.

The government was arguably under the most pressure in October 2015 after the
Health Select Committee hearings, Jamie Oliver’s television documentary and the
Public Health England report, and then again in January 2016 after the publication
of Colchero et al. (2016a), Ma et al. (2016) and a letter from a number of influential
health organisations calling for the introduction of a sugar tax. There was a slight
softening of the Prime Minister’s attitude after the second period of pressure when
he said ‘1 don’t really want to put new taxes on anything, but we do have to
recognise that we face potentially in Britain something of an obesity crisis’4® But the

government had weathered both storms and nothing happened in February or

49 https: //www.bbc.co.uk/news /uk-politics-35256647
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March to explain the sudden and unexpected announcement of a sugar tax in that

year’s Budget.50

It was political pressure of another kind that helps explain why the sugar tax was
announced when it was and, perhaps, why it was announced at all. Having presided
over six years of ‘austerity’, the government was supposed to have eliminated the
structural current budget deficit by 2015/16. Not only had it failed to do this, but
Osborne was going into a Budget knowing that he would have to announce lower
economic growth forecasts and higher debt forecasts than he had announced in his

November statement a few months earlier.

In the absence of a high profile policy such as a sugar tax, it would have been the
revised forecasts, along with new cuts to disability living allowance, that would have
led the news. While it cannot be proven that this was Osborne’s motivation, it was
the sugar tax that instead dominated the news cycle on Budget day and it was the
view of many people at the time that it was Osborne’s ‘rabbit from the hat, a
reference to Osborne’s tendency to announce unexpected measures, usually tax cuts,
in previous Budgets. The sugar tax featured heavily on the front page of the
Independent (‘A spoonful of sugar tax’), the Mirror (‘Sugar and spite’), the Telegraph
(‘Osborne sugars the pill’), the i (‘Sugar tax sweetens the pill’) and the Scotsman
(‘Osborne’s bid to sweeten economic warnings’). Online headlines included ‘Sugar
tax the big rabbit in Osborne's budget’ (Sky News) and ‘Sugar tax surprise in Budget
- but growth forecasts cut’ (BBC). As many of these headlines indicate, the general
view was that the sugar tax was some good news to help offset, or distract from, the
bad news. It was a sign of how much public opinion had shifted that it was

considered good news at all.

50 The only new piece of evidence to emerge in this period was the estimate from Cancer
Research UK and UK Health Forum (2016) of how many cases of obesity would be
prevented by a 20 per cent sugar tax.
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11

A public choice perspective

If the conscientious use of robust evidence was not decisive in any of the four case
studies, it is not a surprising or controversial conclusion to reach. The academic
literature on politics, research dissemination, public health and economics largely
agrees that policy-making is a messy business, that solid evidence is neither
sufficient nor necessary for legislation to pass, that politicians make political
decisions and that the rational model of evidence-based policy is never attained in

the real world.

A more realistic model, mentioned in Chapter 1, is the multiple streams approach of
John W. Kingdon (1995) in which a problem is identified as worth solving, a list of
ideas is narrowed down to one feasible policy, and the policy is tested in the water
of political and public opinion. Although Kingdon did not set out any iron laws or
testable predictions, there are three notable differences between what he observed

in his case studies and what we have seen in ours.

Firstly, Kingdon presents a policy’s progression from idea to legislation as a
ponderous slog involving many years of frustration and setbacks. Politicians and
policy entrepreneurs can wait decades for the stars to align. Softening up the public
for a new policy is a gradual and uncertain process with victory often only earned
after a long battle of ideas. It would, wrote Kingdon, ‘be exceedingly surprising if
wholly new ideas suddenly appeared on the scene in the policy primeval soup and

immediately received a serious hearing’ (ibid.: 141).

This is consistent with the theory of incrementalism outlined by Lindblom and
Cohen (1979) but it was not the experience of the public health interest groups in
our case studies. Of the four policies, only one (plain packaging) had been around
for more than a decade by the time it became government policy. The Campaign for
Fairer Gambling came up with the £2 stake policy in 2013. The idea was
immediately taken seriously and became policy five years later. Minimum pricing
was first advocated by SHAAP in 2007. Within two years it had been included in the
Scottish government’s Framework for Alcohol and by 2012 it was in the Alcohol
(Minimum Pricing) Act, only delayed by legal issues. ‘Soda taxes’ were first
discussed as public health measures in the USA from around 2008 but there was
barely a ripple of agitation for them in the UK until 2012 when Mytton et al. (2012)

192



was published. Plain packaging had a longer history and could be traced back to a
policy proposal in Canada in the late 1980s which soon faded from view and did not
appear on the UK’s political radar until 2008 when it was mentioned in a public

consultation on tobacco control.

In each case, it took only a few years for the policies to not only be implemented but,
with the exception of the sugar tax, to be implemented exactly as the campaigners
demanded. There were no compromises and no watering down by industry
stakeholders.

Secondly, Kingdon found that issues were typically put on the agenda as a result of
‘focusing events’ or changes in routine indicators or, in some cases, feedback from
government officials and voters. Focusing events, such as the Hillsborough disaster
and the Grenfell Tower fire, have often led to a change in policy in the UK but there
was nothing comparable in our case studies. There was no crisis or high profile
event, such as the death of a celebrity or child, to push the issues up the agenda, nor
were most of the indicators going in the wrong direction. Smoking prevalence was
going down while rates of alcohol-related mortality, childhood obesity and problem

gambling were broadly static.

With the possible exception of alcohol, none of the issues discussed in our case
studies were priorities for politicians or the public at the start of the decade. The
Conservative Party’s election manifesto of 2010 included several anti-alcohol
policies, but not MUP. Smoking and obesity received one passing mention and
gambling was not mentioned at all. Labour’s manifesto did not mention obesity or
gambling and the only references to alcohol and tobacco appeared in one short

paragraph:

‘The ban on smoking in public places will be maintained. Wherever
necessary, we will act to protect children’s health from tobacco, alcohol and
sunbeds.’ (Labour Party 2010: 43)

The Liberal Democrat manifesto supported MUP in principle, but did not mention
obesity, gambling or smoking. And yet by the end of 2014 all of these issues except
alcohol had been pushed towards the top of the political agenda in Westminster and
the government was under intense pressure to make a decision about policies it had

not devised and which had largely been forced upon it.
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Thirdly, and most importantly, Kingdon found that interest groups could be
significant policy actors but chiefly because they blocked policy reforms rather than
initiated them. This may be true of financially self-interested groups, such as
business associations and trade unions, but it is emphatically not true of the public
health interest groups in our case studies who not only successfully promoted their
policy solutions, but raised their issues up the agenda in the first place and created
the public mood and momentum required for their ideas to become law. The public

health interest groups dominated all three of Kingdon’s political streams.

Despite the lack of focusing events, getting these issues up the agenda was not
difficult. Smoking, alcohol-related harm, childhood obesity and problem gambling
were not new problems to be solved. Various efforts had been made to tackle them
in the past and policy-makers needed no persuading that they were legitimate
targets for government action. Politicians were familiar with the topics and the
media knew from experience that the public were interested in them. In the case of
smoking, in particular, the question was not whether there should be more
regulation but what the next regulation should be. The public health interest groups
only needed to draw attention to their new policies and show that they were the
‘best buys’ at that moment in time. In practice, this required the implicit or explicit
suggestion that cigarette packaging, cheap alcohol, sugary drinks and FOBTs were

the most pressing problems in each of the policy areas.

Public health interest groups increased the salience of their issues in a variety of
ways. Both the anti-obesity and anti-gambling groups focused on what was
perceived to be a newly discovered threat to the nation: sugar was presented as ‘the
new tobacco’ and FOBTs were portrayed as ‘the crack cocaine of gambling’. The anti-
smoking coalition appealed to new knowledge, portraying cigarette packaging as a
hitherto unrecognised trigger of youth smoking, while the anti-alcohol coalition

focused on minimum pricing as a novel solution to a longstanding problem.

These groups also found fresh ways to frame the problems. Cancer Research UK
produced a new estimate of how many children took up smoking every year and
projected that the sugar tax would prevent 3.7 million cases of obesity over ten
years. Although the routine data showed that the problems in question were in
decline or flat-lining, the public were given the impression that they were spiralling
out of control. Statistically insignificant fluctuations in the estimated rate of problem

gambling provided opportunities for the media to claim that the number of
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‘gambling addicts’ had doubled every few years.5! Obesity models predicted
extraordinarily high rates of obesity in the future unless the government acted. In
Scotland, policy-makers were shown a graph of liver cirrhosis mortality rates
between 1950 and 2002 which showed a huge rise since 1990, but did not show the
steep decline after 2002. One civil servant later said that this was ‘the single most
compelling graph that we showed ministers’ during the MUP campaign (Katikireddi
etal. 2014: 5).

An important observation from Kingdon (1995: 142) is that issues are more likely to
rise up the agenda ‘if a solution is attached’. In all four case studies, the public health
interest groups had a policy ‘solution’ from the beginning. The whole purpose of
getting the issue up the agenda was to promote the policy. Over time, the policies

became synonymous with the problem.

Finally, the public health interest groups used press releases, television
documentaries, research evidence, petitions, media appearances, public gatherings
and celebrity endorsements to create a national mood that was sympathetic to their
policies. Persistent campaigning eroded public opposition to the policies until
politicians felt safe to act. The exception was MUP in England, which was announced
by David Cameron before campaigners had ‘softened up’ the public.52 Based on 26
interviews with non-industry policy actors, Hawkins and McCambridge (2020: 323)
argue that this campaign failed because public health activists were taken by

surprise and had not had time to roll the pitch.

‘The fact the policy was not widely trailed before its announcement meant
that not just policymakers, but the wider policy community were unprepared
for its landing. Health NGOs and advocates which would be expected to
support the policy and defend it publicly had not had the opportunity [to]
develop coherent media and influencing strategies around the
announcement. This was crucial in a context in which the public still needed

to be convinced about the merits of the policy.

51 [n 2013, the Independent reported that the number of problem gamblers had ‘doubled in
six years to almost 500,000. In 2016, the Times reported that the number of problem
gamblers had ‘almost doubled in three years from 0.4 per cent of the population to 0.7 per
cent, the equivalent of 336,000 people’. Such claims are mutually incompatible.

52 According to Thom et al. (2016: 17), Cameron was personally persuaded by Sarah
Wollaston.
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The dominance of a single interest group pushing for new legislation at all three
stages (or streams) of the policy-making process and achieving their goals in such a
short space of time is unusual. The literature on real world policy-making built up
by scholars such as Kingdon and Lindblom suggest a slower and more chaotic
process in which other policy actors have a greater role, there is more compromise
and much is left to serendipity. With the caveat that he was writing about US
politics, Kingdon (1995: 21) observed that the administration, which is to say the
president, his staff and his political appointees, were very powerful policy actors in
agenda-setting and policy formulation, but in our case studies we find the
government on the back foot, reacting to policy demands from pressure groups and

dealing with issues that were not its priorities.

Conceptually, it is important to distinguish lobbying from campaigning. In political
economy, as in the public health literature, lobbying is given great importance, as if
all that needs to be done to instigate or prevent legislation is to give large sums of
money to smooth-talking public affairs professionals and watch policy-makers
crumble. Lobbying is one approach used by pressure groups but, as outlined in
Chapter 1, there are questions about how useful it is in changing minds, as opposed
to maintaining the enthusiasm of supporters. Other approaches include
disseminating research, commissioning surveys, writing op-eds, holding
demonstrations, participating in media interviews, briefing journalists and holding
public events. Through public-facing activity of this kind, activists can help mould
opinions in the media, academia and among the general public, thereby putting
pressure on policy-makers. Activities designed to change public opinion were
almost certainly more important than traditional lobbying in our case studies - and

changing public opinion was a prerequisite for policy adoption.

In the final analysis, lobbying was no match for campaigning, and persuasion was no
match for pressure. Lobbyists from industry sought to persuade politicians of their
arguments but had no power to put pressure on them. Indirectly, they could threaten
them with the prospect of reduced tax revenues, black market activity and job
losses, but these relied on arguments that could be dismissed and, even if accepted,
could be seen as a risk worth taking to save thousands of lives. By contrast, the
public health interest groups, which included highly regarded charities such as
Cancer Research UK, framed the issue in such a way that the government was at risk
of being seen to be in the pocket of the gambling industry and ‘Big Tobacco’ if it did
not proceed with the FOBT reform and plain packaging, and would be seen as not

caring about the health of children if it did not proceed with the sugar tax. (It was
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perhaps to the detriment of the minimum pricing campaign that it was never able to
convincingly portray MUP as a child-centred policy and could not persuade the

public that the alcohol industry was as odious as ‘Big Tobacco’.)

The public health interest groups were well aware that the public had little
sympathy with their most vocal opponents. When the Australian government
passed plain packaging into law in 2011, the Health Minister Nicola Roxon publicly
described it as a ‘very courageous step’53 In private, however, she told a friend that
‘this was a no-brainer, being really bold, taking on big tobacco. How do you lose,
even if you lose? Big tobacco... everyone hates them... so really, having a fight with
them can’t hurt’>4 Looking back on the FOBT campaign, Matt Zarb-Cousin of the
CFFG wrote: ‘The most effective campaigns focus attacks on their opponent, which is
often the sector that is resistant to the campaign’s objective. This allows the
decision-maker, such as a government minister, to ride to the rescue and earn
political capital’ (Zarb-Cousin 2019). By framing the debate as ‘people versus profit,
the public health interest groups appealed to the intentions heuristic mentioned in
Chapter 1. If they genuinely believed that industry had some kind of hold over the
government, they would not have spent so much time reminding policy-makers that
the industry was opposed to their policies. By the 2010s, the idea that standing up
to any of these industries required political bravery was anachronistic at best. All

the meaningful pressure came from the other side.

Policy-making under pressure

Analysis of each of the four campaigns leads to the conclusion that decision-makers
were acting in response to pressure: pressure from the media, from the public, and
from other political parties. Underpinning and driving this pressure were the public
health interest groups, i.e. pressure groups. Moreover, all four campaigns can be
explained in terms of the rational self-interest of politicians, of the interest groups
and of the public themselves. Since the policy-making process was dominated at

every level by the public health interest groups, we shall begin with them.

Interest groups
In the analysis of pressure group politics set out by Mancur Olson in The Logic of

Collective Action, small, concentrated interest groups often prevail over large, diffuse

53 https://edition.cnn.com/2012/08/15/world/asia/australia-tobacco-packagin
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interest groups because the individuals who make up the larger group do not have a
sufficient incentive as individuals to mobilise. As a group, they would gain collective
benefits from lobbying in their collective interest, but the benefits to the individual
are smaller than the marginal cost of taking political action. Should a policy
entrepreneur form an organisation to represent the interests of the large group,
individuals will benefit regardless of whether they contribute personally and their
contribution as one voice among many would be too small to make a measurable
difference to the cause. As a result, they do not join the group, and since each of
these individuals is faced with the same (dis)incentives, the group suffers a free
rider problem and remains politically inactive. Members of a small interest group,
by contrast, have strong incentives to mobilise because the benefits of a change in
policy accrue to fewer people and are worth more to each individual. A member (or
leader) of a small group has a greater say in the group’s activities and their political
cause will be materially affected if they withdraw their contribution, thereby

making it less tempting to free ride.

When discussing interest groups, political scientists, including public choice
academics, tend to focus on rent-seeking lobby groups who stand to gain financially
from government action or, in many cases, government inaction. A typical textbook
example is the trade association that wants tariffs to protect its members from
competition. The industry is highly motivated to lobby for the tariffs while millions
of consumers who will be disadvantaged by the resulting higher prices do not have a
strong enough incentive, as individuals, to mobilise in their collective interest. It is
conflicts of this kind involving financially self-interested groups lobbying for
obvious collective benefits that were the focus of George Stigler’s seminal paper
‘The Theory of Economic Regulation’ (Stigler 1971) which heavily influenced
scholars such as Peltzman (1976) and Becker (1983).

This theory can explain the existence of such groups as the Association of British
Bookmakers and the British Soft Drinks Association. It also explains why there was
little or no organised grass-roots opposition to such policies as minimum pricing
and the sugar tax. But can it explain the public health interest groups? On the face of
it, their very existence poses a challenge to the public choice account of pressure
group activity, firstly because they overcame the free rider problem and secondly
because they had no self-interested collective benefit to lobby for. Their objectives
could be described as paternalistic or altruistic, but they were not obviously selfish
or self-interested in the layman’s sense of the word. All things being equal, lobby

groups formed exclusively to change the self-regarding behaviour of other people do
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not appear to have what John Ferejohn termed a ‘thick-rational’ motive. ‘“Thick-
rationality’ assumes that individuals ‘value the same sorts of things: for example,
wealth, income, power, or the perquisites of office’ (Ferejohn 2000: 396). These are
predictable motivations for human behaviour because they are, to a greater or
lesser extent, universal. A ‘thin-rational’ account, by contrast, assumes that
individuals rationally pursue their goals, but that those goals can be anything and
can only be discerned by observing the person’s revealed preferences. Olson
acknowledged the existence of thin-rational motives (in religion and philanthropy,
for example) but shied away from them in his analysis because they have little
predictive power. Are there thick-rational incentives that can explain how pressure
groups with a fundamentally paternalistic agenda become prominent political

actors?

The answer lies in the professionalisation of public health advocacy since the 1970s
and the increasing tendency of British and Scottish governments to fund campaign
groups. The individuals working for groups such as ASH, Alcohol Focus Scotland and
Action on Sugar were full-time employees of small, professional pressure groups.
The question of why they participated in policy debates is no more puzzling than the
question of why a butcher chops meat. It was their job. Unlike the members of
Olson’s latent interest groups, their contributions required no sacrifice. On the
contrary, being salaried, the benefits of their advocacy outweighed the costs even if
they enjoyed no psychological reward from achieving their goals. Their position was
quite different to that of a grassroots volunteer whose activism would have required
a significant opportunity cost and often direct financial costs (such as travelling to

protests).

Of course, the same could be said of anybody who is employed by a charity. It takes
nothing away from the underlying altruism. The charity employee is the agent
through which the public’s philanthropy is translated into deeds. But in the case of
the public health interest groups, there was very little philanthropy from the public.
They did not rely on grassroots activism or voluntary donations and most of them
did not even offer membership to the public. Several of the most prominent groups
were overwhelmingly funded by the state, including Alcohol Concern, Alcohol Focus
Scotland and SHAAP in the minimum pricing debate. At the height of the plain
packaging campaign, a number of regional anti-tobacco campaign groups, such as
FRESH North-East, Smokefree North-West and Smokefree South-West were

receiving hundreds of thousands of pounds in funding from NHS primary care
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trusts.55 In 2010/11, ASH and Alcohol Concern received £220,500 and £300,000
from the Department of Health respectively. Alcohol Concern also received £250,000
from the Welsh Assembly. These sums dwarfed the £15,365 in donations and
legacies ASH received from the public and the £4,729 in donations and £13,115 in
membership fees received by Alcohol Concern.5¢ In the same year, ASH Wales
received £18,023 in donations and £173,000 from the Welsh Assembly.

The phenomenon of state-funded lobby groups has received little attention in the
public choice literature, perhaps because it was rare in the 1960s and 1970s when
the field evolved,57 but it is a significant development which helps explain why
successive campaigns have been fought over fundamentally paternalistic issues
despite there being no large group of voters who significantly benefits from them.
The very existence of many of the core paternalistic interest groups in our case
studies was only made possible by funding from the state. Voluntary donations from
the public were typically too small to employ a single member of full-time staff, let

alone run an office and finance a campaign.

In addition to state-funding, the other major source of revenue was funding from
large charities. Action on Sugar was created by the charity Consensus Action on Salt
and Health (CASH) which only received £860 in public donations in 2011/12, but
received £30,000 from the British Heart Foundation and £200,000 from the Marcela
Trust. ASH received sizeable grants from the British Heart Foundation and Cancer
Research UK. The Institute of Alcohol Studies - a key player in the Alcohol Health
Alliance - received grants from the European Commission but got the bulk of its
income from the Alliance House Foundation, a charity set up to ‘spread the
principles of total abstinence from alcoholic drinks’ The Children’s Food Campaign
was wholly funded (and founded) by the charity Sustain using a grant from the
British Heart Foundation. Sustain campaigned for a range of food and farming

policies and received £71,980 in voluntary donations in 2010/11 from a total

55 Information about regional anti-tobacco quangos were obtained under the Freedom of
Information Act. Smokefree South-West was given £468,462 in 2011/12 specifically for its
campaign on plain packaging.

56 By 2013, Alcohol Concern had ceased to be a membership organisation to focus more on
campaigning.

57 Olson (1971: 149) mentions the unusual example of the Farm Bureau which was created
by the US government. ASH, formed in 1970, was one of the first UK pressure groups to
receive most of its funding the state.
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revenue of over £2 million. Its biggest donors were the European Commission, the

Greater London Authority and the Big Lottery Fund.>8

The charities that funded these pressure groups did not stand to gain financially
from the introduction of policies such as plain packaging. Philanthropic by
definition, large charities such as the British Heart Foundation presumably felt that
supporting small advocacy organisations was consistent with their mission, but the
result was that public donations were diverted towards causes of which donors may
not have approved in ways that they were unlikely to be aware of. For government
departments and the Scottish government, activist groups acted as outriders,
helping to legitimise new policy proposals through active campaigning that would
otherwise not exist because of the free rider problem and the lack of collective
benefits. In England and Wales, the funding mostly came from the Department of
Health and reflected the policy priorities of those who worked in that department
rather than necessarily being the priorities of the government as a whole. The
grants awarded were so tiny in the context of the overall health budget that it is
doubtful whether the Secretary of State, let alone the Prime Minister, was even
aware of them, but it created a mutually beneficial relationship between

bureaucrats and pressure groups.

Activist-academics had economic incentives that were at least as strong as those
who worked for the pressure groups, but with the additional motivation of wanting
to demonstrate the impact of their research. Higher education rewards prolific
academics who publish in high impact journals and whose research is heavily cited.
The Research Excellence Framework defines impact as ‘the effect on, change or
benefit to the economy, society, culture, public policy or services, health, the
environment or quality of life, beyond academia.>® Such a system positively
encourages academics to engage in high profile, winnable policy campaigns. The
political battles discussed in this thesis were not only demonstrably winnable, but
attracted sustained media attention and gave researchers access to some of the

world’s top journals, including the Lancet and British Medical Journal.

58 All figures from the Charity Commission. The Marcela Trust is a grant-making charity
named after the wife of Octav Botnar, the founder of Datsun UK (later Nissan UK). It owns
95.5 per cent of the share capital of OMC Investments Limited (formerly Nissan UK
Limited). Its reasons for donating heavily to CASH are not known; its stated charitable
objective is vague: ‘The charity provides support to selected causes in line with the Charity's
objects’
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Although the primary drivers of the political campaigns were the small,
concentrated interest groups, larger bodies rowed in behind them, such as the
British Medical Association and the Royal College of Physicians. This can also be
explained by reference to Olson who argued that it was possible for lobbying
organisations to have a mass membership so long as the organisation provided
selective benefits to its members. The British Medical Association is a trade union.
The Salvation Army and the Evangelical Alliance, who supported the FOBT
campaign, are religious groups. The Royal College of Physicians offers its members
discounts on events and free access to its online library. None of them were founded
to campaign on matters of lifestyle regulation but, being already in existence, all that
was required was for these organisations to have the capacity to speak out about

causes that were close to the heart of their members and supporters.

Some groups which were not membership organisations, such as Cancer Research
UK, a number of quangos and several think tanks, were also formed for other
purposes but saw one or more of these campaigns as being within their remit.
Although they may have incurred an opportunity cost from participating in the
public debate, they viewed it as part of their mission and there were reputational
benefits from being seen to take part. Such benefits are difficult to quantify, but even
if participation incurred some cost, it was likely to be de minimis for most coalition

partners since it involved little more than adding their name to a letter or petition.

Very few of the primary policy actors on either side of the debates were not
financially remunerated for their advocacy, but among them we might include
Professor lan Gilmore (Alcohol Health Alliance), Professor Graham MacGregor
(Obesity Health Alliance/Action on Sugar) and Derek Webb (CFFG/Stop the FOBTS),
all of whom participated in the campaigns at some expense to themselves and as an
adjunct to their professional careers. Their contributions do not conflict with a
public choice account, however, since they were not mere volunteers helping out a
worthy cause but were policy entrepreneurs in their own right running high profile
campaigns. They all had a controlling stake and a decisive say in their own pressure
group and could enjoy the selective benefits of status, prestige and power that is
bestowed on leaders. If, as Olson argued, individuals are disinclined to join large
pressure groups because they will have a negligible say in the group’s operations,
this clearly does not apply to those who created and directed the core pressure
groups in our case studies. Olson’s theory would be on shakier ground if these
groups attracted a mass membership and drew sizeable donations from the general

public but, as we have seen, they did not.
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None of this discounts the possibility that some policy actors were driven by wholly
selfless motivations or by ‘thin-rational’ incentives. Kingdon (1995: 123) notes that
some campaigners ‘simply like the game. They enjoy advocacy, they enjoy being at
or near the seat of power, they enjoy being part of the action’ Such a description
perhaps fits Jamie Oliver, although as a celebrity whose business revolved around
his own brand, the publicity he received could be considered more in line with
rational self-interest of a narrower kind. Derek Webb is a more unusual case since,
by his own account, he was motivated by a desire to settle a score (‘rather than sue I
backed a campaign to make my point’ - see Chapter 2). Revenge can be rational and
self-interested if it serves the purpose of being a deterrent. Whether it was a
deterrent in this instance is an open question, but revenge can be comfortably
accommodated into a utility function insofar as the individual enjoys psychological

benefits from pursuing and achieving that goal.

Overall, it is striking how few policy actors behaved in ways that cannot be
explained by thick-rational motivations. The alternative explanation is that public
health paternalists are fundamentally altruistic. If so, the issue can be dismissed by
reference to ‘rational altruism’ (Sen 1977; Margolis 1982) and philanthropy which
Olson acknowledged could not be explained by his theory.

‘... when all action - even charitable action - is defined or assumed to be
rational, then this theory [of collective action] (or any other theory) becomes
correct simply by virtue of its logical consistency, and is no longer capable of
empirical refutation’. (Olson 1971: 160)¢60

If an individual makes sacrifices to devote their life to stopping other people
drinking sugary drinks, the public choice scholar must turn to thin-rational
motivations such as the ‘warm glow’ they get from feeling that they are doing good
(Andreoni 1990) or the cathartic benefits and entertainment value of participating
in a political protest (Whiteley 1995: 221). It cannot be denied that such
motivations exist nor that they must at least partially explain why so many people
give money to charity or devote themselves to campaigning for such causes as
animal welfare which cannot benefit them in a narrow sense. But if coercive
paternalism is altruistic, it is a particularly aggressive and punitive form of altruism,

arguably a form of ‘pathological altruism’ (‘behaviour in which attempts to promote

60 Elsewhere, Olson mentions ‘the desire to win prestige, respect, friendship, and other
social and psychological objectives’ as possible motivations for apparently selfless
behaviour (ibid.: 60). These can more plausibly be seen as self-interested in a narrow sense.
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the welfare of another, or others, results instead in harm’ (Oakley 2013: 10,408)
with the harm going unnoticed by its advocates (Bonell et al. 2015). In the absence
of market failure, economists do not generally regard state paternalism as welfare-
enhancing and the policies pursued by the pressure groups in our case studies all
imposed a cost, to a greater or lesser degree, on those who consumed the products.
The policies may have provided benefits to some consumers and may even have
been welcomed by some individuals with self-control issues, but it is far from
obvious that the net effect on human wellbeing was positive. Subsequent

evaluations of the policies struggled to find evidence of benefits at all.

Much of this remains arguable, but regardless of whether economists view coercive
paternalism as objectively unaltruistic, the lack of voluntary contributions to the
public health interest groups suggest that the public themselves do not consider it
to be a ‘good cause’ either. Many people give money to unambiguously altruistic
causes such as donkey sanctuaries and hospices, but vanishingly few donate to
groups such as Action on Sugar or ASH and there is virtually no grassroots agitation
against sugary drinks or smoking. It could be argued that the natural supporters of
such causes are able to free ride on state-funded pressure groups and that
government funding crowds out voluntary donations, but there is no evidence for
this proposition. In the case of ASH, the government only stepped in with funding
after attempts to raise money from the general public failed. For years thereafter,
ASH intended to become financially self-supporting, but in its grant application to
the Department of Health in 1993 acknowledged that ‘Anti-smoking activity is not a
popular cause for donors’ (ASH 1993). There were no grassroots lobby groups of
any stature campaigning against sugar or gambling before Action on Sugar and the
CFFG were founded, and although the temperance movement has historically
enjoyed broader public support, it has usually been an adjunct to religious

institutions which offer members selective incentives (e.g. salvation).

In anticipation of the charge that this is an unduly cynical analysis it should be
stressed that there is no suggestion that the policy entrepreneurs from the public
health side did not believe in their cause. It is reasonable to assume that they all
cared about the issues and some of them cared deeply. Several activist-academics
addressed the issues with conspicuous fervour. But the question that concerns us
here is how policy is made and why some issues rise up the agenda to be dealt with
while others do not. Passion is not a sufficient explanation. There are seldom
enough selfless true believers with time on their hands to wage a sophisticated

political campaign for years, especially when they stand to gain little or nothing
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from it. The availability of resources is what turns a concerned citizen into a policy
actor. Even true believers need to pay the bills and most individuals either need to
be compensated for their time or to be conducting their activism as an adjunct to

their day job.

While paternalism itself cannot be explained by thick-rational economic incentives,
it is not denied that many people have paternalistic instincts. Our objective here is
not to explain common human emotions but to explain how public health
paternalists became a force in British politics. In short, it can be explained by the
political decision to finance them and by the actions of a very small number of
highly motivated policy entrepreneurs. The result was that small coalitions of
professional activists who did not represent any collective interest (in the economic
sense) prevailed over a very large (but latent and unorganised) group of consumers.
The concentrated public health interest groups did not claim to represent non-
consumers, but rather to be acting on behalf of ‘public health’ in the same way as
campaigners for myriad causes claim to be acting in the public interest. They often
had motivations that were neither purely altruistic nor selfless, but their self-
interest was not as blatant as that of the industry-led groups. The policy changes
imposed a relatively small cost on millions of individuals financially (in the case of
the sugar tax and MUP) or in terms of utility (plain packaging and FOBTs) while a
small group of activists and academics enjoyed the benefits of enhanced prestige,
publicity and the glow of success which helped secure further grants, commissions
and donations, without which there may have been no agitation for paternalistic

policies at all.

The public

As Olson’s theory would predict, individual consumers who would be negatively
affected by each of the policies did not find it worth their while to mobilise. As
George Ade reflected during Prohibition in the USA: ‘The non-drinkers had been
organising for fifty years and the drinkers had no organisation whatever. They had
been too busy drinking’ (Okrent 2010: 83).61 Olson’s crucial insight about the
paradox of participation explains why there was so little grassroots opposition to
the public health interest groups (and indeed why there was so little organised

grassroots support). In our case studies, some consumers were prepared to voice

61 One might ask what motivated the prohibitionists? The US prohibition movement was
largely driven by women seeking to keep their husbands out of saloons where they frittered
away their wages. It was explicitly portrayed as ‘home protection’. The movement was later
spearheaded by the Anti-Saloon League which, as Olson (1971: 161) notes, was a by-
product of the Protestant churches.
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their opposition in low-cost ways (more than 100,000 people signed a petition
against plain packaging, for example), but they otherwise had little option but to

free ride on the unsuccessful campaigns of often divided industries.

Those who did not consume the product in question had even less reason to get
involved since the external benefits of each policy, which mostly consisted of the
promise of slightly reduced public expenditure, would be spread very thinly, and so
they did not. The dearth of voluntary donations to the public health interest groups
and the lack of grassroots activism for their causes are an indication that while the
general public may have taken a view of each of the policies, they did not feel
strongly about them. Despite the intense agitation against FOBTSs, the Gambling
Commission (2018a: 7) found that only 1.2 per cent of the public mentioned gaming
machines when asked their views about gambling. A survey conducted in 2014
found that only three per cent of respondents named plain packaging when asked to
name three policies they would like to see included in the manifestos of political
parties at the next General Election (Clark 2014b). A further survey conducted the
following year asked respondents to rate a range of policies on a scale of importance
from 0 to 10 and found that plain packaging received the lowest score of 3.51, well
below the second lowest rated policy of ‘regulating the future of the fracking sector’
which scored 6.10. Only 12 per cent of respondents gave plain packaging a score of
8-10 (FOREST 2015).

Since most people did not smoke or play FOBTSs, apathy towards these policies was a
rational response. Nevertheless, when asked in surveys, people were much more
likely to support the policies than to oppose them or express no opinion (with the
exception of MUP). Why? One could argue that they were persuaded by the
academic evidence that the policies would work. This seems unlikely given voters’
incentives to remain rationally ignorant about matters in which they have no selfish
interest (Tullock 1984), but even if true, it does not answer the question. Why
should someone who does not consume a product care whether a policy to stop

other people consuming it is effective?

If paternalistic policies are seen as altruistic, one could appeal to rational altruism
but, as with the pressure groups, there is no need to go beyond a thick-rational
account to explain the views of the public. Support for all of the policies can be
explained by economic self-interest. The sugar tax effectively transferred money
from those who consumed sugary drinks to those who did not. A reduction in

smoking and heavy drinking was widely assumed to cut NHS costs, thereby
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lowering taxes or providing better treatment to those who do not drink heavily or
smoke. Cutting the stake on FOBTs was assumed to reduce the number of high street
betting shops, thereby freeing up commercial property for shops that might be of
more benefit to non-gamblers and, in the opinion of many, lifting the character of
the high street. It was also argued that money not spent on FOBTs would have a

greater multiplier effect if spent on other goods and services.

Whether or not these assumptions were realistic is beside the point. It should be
stressed again that the vast majority of the public were not actively involved in
campaigning for or against any of the policies and their ‘support’ amounted to no
more than expressing an opinion when asked by a pollster. The putative benefits of
the policies to individuals who did not consume the products may have been
negligible, but the cost of agreeing with the policies was zero. Like the politicians,
they did not need to be convinced that the policy would work so long as they had no
reason to believe that they would be adversely affected if the policy failed. So long as
there was some chance that they would benefit, however indirectly, from fewer
people using a product that they themselves did not consume, they had a self-

interested reason for supporting the policy.

Interest groups on both sides of the debate knew that externality arguments were
important in swaying individuals who would otherwise be disinterested. Research
commissioned by the CFFG emphasised the supposed benefits to the economy of a
stake reduction. Economic savings were modelled in the Sheffield reports.
Supporters of the sugar tax stressed that the revenue raised would be used to pay
for free breakfasts and sports facilities in schools. Public Health England claimed
that plain packaging would produce an economic benefit of £500 million a year. The

putative costs to the NHS of smoking, drinking and obesity were cited routinely.

Perceived self-interest can therefore explain why so many members of the public
supported the policies. Perhaps more importantly, it explains why so few people
opposed them. This is a subtle but important distinction. Effective campaigning by
the public health groups polarised the debate as ‘industry versus health’ and made
support for their policies the socially desirable option. Lacking an obvious self-
interested reason to oppose the policies, support became the default option for
disinterested non-consumers of the product. This does not preclude the possibility
of paternalism, altruism or simple prejudice playing a part, nor does it preclude the

possibility of the policies being evidence-informed in some sense. But rational self-
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interest offers a sufficient explanation for both public support and public

opposition.

As for consumers, there were no grassroots organisations promoting (or opposing)
their interests. In line with Olson’s theory, there were some groups formed for other
reasons, such as the Campaign for Real Ale, which participated in policy debates that
concerned their members, and there were concentrated interest groups from
industry that may have reflected consumers’ views to some extent, but millions of
consumers went largely unrepresented. If they felt strongly, they could participate in
low-cost methods of expressing their views, such as responding to public

consultations, but the vast majority did not even do that.
Table 13 shows how many people were regular users of each product at the time of
the policy decision alongside the number who were opposed to the policy in the last

survey before the decision (in Westminster) was made.62

Table 13: Prevalence of use and public support for the related policy

Regular consumers Opposition to the related policy
Alcohol 58% (past week) 46%
Sugary drinks <53% (past week) 33%
Tobacco 17% (current smoker) 15%
FOBTs 1.5% (past month) 6%

There is a clear relationship between prevalence of use and opposition to the
relevant policy. FOBTs had the fewest users and the fewest opponents of the stake
reduction. Alcohol had the most regular users and minimum pricing encountered
the most public opposition. This, again, suggests that public opinion was largely
driven by self-interest. Some regular drinkers of alcohol and sugary drinks
supported MUP and the sugar tax, respectively, but this does not necessarily mean
they were acting against their interests. Some drinkers of alcohol may have
assumed, in some cases correctly, that a 50p minimum price would not affect them
and some drinkers of sugary drinks may have been happy to see reformulation of
their preferred brands. Some users of any of the products may have welcomed

paternalistic regulation because they wanted a commitment device.

62 The figure of 53% for sugary drinks comes from a 2017 survey analysed by Adams et al.
(2021). As it excludes people aged 65 and over, it is certainly higher than the overall adult
population prevalence hence it is marked ‘<53%’. The other figures come from the ONS
(alcohol, tobacco) and the Gambling Commission (FOBTSs).
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Politicians

The incentives faced by politicians were discussed in the previous chapter in which I
argued that the government was keen to avoid unnecessary political risks. This is
consistent with the view of Cairney and Zahariadis (2016: 89) that ‘policymakers
decide who to trust, and what information to use, to help them develop a sense of
risk associated with any decision. They then decide what level of risk is acceptable,
given the potential reward. In our case studies, the evidence is unavoidably
circumstantial but it suggests that the government was neither ideologically
committed nor opposed to any of the four policies. Instead, it was forced to make a
decision once the policies had been put on the political agenda and pressure had
been applied. With the exception of MUP, the policies faced relatively little
opposition from the general public and were broadly supported by much of the
media. The most vocal opponents were industry groups, libertarians and some
Conservative backbenchers, none of whom were politically powerful. Without a
compelling reason to not go ahead with the policy, all the pressure was on the

government to proceed.

As with the public and the pressure groups, there are few examples of selfless
altruism among the politicians who campaigned for these policies. Altruism
requires some degree of sacrifice, but politicians on both sides of the debates were
simply doing their job and many of them were doing it in a way that demonstrated
to their constituents that they were politicians of firm purpose. Public opinion was
such that it took no great bravery to take the decisions that were taken. It would
have been courageous if David Cameron had gone into the 2015 election as a
committed opponent of plain packaging or if Theresa May had made a robust
defence of FOBTSs, but this never seemed likely. The only MP who could be said to
have suffered for her beliefs was Tracey Crouch who resigned as sports minister in
protest at the supposed delay to the FOBT reform. She may have believed that her
longterm political interests were better advanced by being seen as a conviction
politician than by being a junior minister in Theresa May’s beleaguered minority
government, but even if we accept that she resigned on principle and paid a cost for

her beliefs, her case stands out because it is so unusual.

By the time the decisions were made on plain packaging, the sugar tax and FOBT
reform, the pressure on the government had reached a critical threshold. In the case
of plain packaging and FOBTs, it had been reached long ago. From a public choice
perspective, the relevant question about these two policies is not ‘why did

politicians introduce them?’ but ‘why didn’t politicians introduce them sooner?’ As
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discussed in Chapter 10, the most plausible answer is that the government had
genuine concerns about losing tax revenue that had to be addressed before it
committed itself. There were no such concerns about the sugar tax, which raised
revenue, but public opposition needed to wane before the government could
confidently proceed. Minimum pricing was not expected to raise revenue and was
not particularly popular with voters and so it was abandoned in Westminster but
not in Scotland where public support was stronger and nationalist politicians had

additional motivations.

[s this ‘government by opinion poll’? In the sense that the elected government
responded to what it thought voters wanted, it could be described as such, although
the opinion polls cannot be fully separated from the media coverage of the issues or
the campaigns and lobbying efforts of the time, all of which contributed to a
perceived national mood. It could be argued that the government merely happened
to be of the same mind as the majority of the public, but this is not consistent with
David Cameron’s early support for minimum pricing and initial opposition to the
sugar tax, both of which were firm and unequivocal, nor is it consistent with his
prolonged ambivalence about plain packaging. The phrase ‘government by opinion
poll’ implies some kind of direct democracy. That would be a huge overstatement,
but ‘government by opinion poll’ is a more apt description of the policy-making

process in our four case studies than ‘evidence-based..

The use of evidence

[ have argued that the outcomes of all four campaigns can be explained in terms of
public choice economics and rational responses to pressure in democratic politics.

So where does this leave the use of evidence?

In a broad sense, research was profoundly important. A large body of evidence built
up over decades had persuaded politicians that all four issues - smoking, obesity,
alcohol and gambling - were worthy targets of government intervention. This is in
keeping with Carol Weiss’s ideas about the ‘enlightenment function of social
research’. Weiss (1977) argued that academic research has its greatest influence in
the longterm battle of ideas, slowly changing minds and shaping attitudes. It should
not be taken as a given that a Conservative government, which publicly championed
personal liberty and free markets, would be so willing to introduce fundamentally
paternalistic policies. It did so, in part, because research evidence had created a

climate of opinion favourable to state intervention.
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Evidence was important in a narrower sense too. [t may not have played a large role
in the ultimate decision-making, but it was important as part of the political
campaigns. The ‘real world’ evidence served a useful purpose in reassuring
politicians. They showed that the policies could be implemented legally, cheaply and
without unleashing a significant public backlash. Whether or not the policies
‘worked’ was irrelevant from this perspective, but if they were later shown not to
have worked, politicians could absolve themselves from blame by saying, with some

justification, that they had been following the science.

Modelling studies also served a useful political purpose. Based on interviews with
policy entrepreneurs, politicians and civil servants who were closely involved with
the MUP campaign in Scotland, Katikireddi et al. (2016) concluded that the Sheffield
model was highly influential even though it may not have changed anybody’s mind.
They argue that it ‘served a rhetorical function. Its existence helped policy makers to

present a rhetorical argument to a variety of audiences’ (ibid.: 533).

None of the policies under discussion were particularly complex. As shown in Table
14, there were simple reasons to think that they would work and simple reasons to
think that they would not work. Politicians and laymen alike only needed ‘ordinary
knowledge’ to make a judgement about the likely outcomes. As one politician who
was sceptical about MUP told Katikireddi et al. (2013: 493-4), rather than ‘being
blinded by some study that’s been carried out in an ivory tower’, they preferred to
use ‘what I call sort of logic and human nature and my observation of human nature
over a period of time, and I just don’t accept that it [MUP] will make any great

difference to people’s behaviour’

People often form judgements based on first principles or ‘common sense’, and then
seek out evidence to confirm their priors. Lindblom and Cohen suggested in 1979
that some evidence is ‘contracted for or otherwise produced in order to display the
rationality of decisions reached through ordinary knowledge’ and that such
evidence allows stakeholders to not only rationalise their decision but to argue their
way towards the decision (Lindblom and Cohen 1979: 82). For those who supported
MUP, the Sheffield model validated their assumptions and offered a way of

explaining how the policy would work to those who were undecided.
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Table 14: Intuitive arguments for and against each policy

Will work

Will not work

Plain packaging

Reducing the appeal of tobacco
packaging will reduce the appeal
of the product and therefore sales.

Tobacco packaging is not the reason
why people start smoking or continue
smoking.

Sugar tax Increasing the price of sugary A small reduction in sugary drink
drinks will reduce consumption of consumption will not have a
sugar and therefore obesity. measurable impact on obesity.

Minimum Increasing the price of cheap Heavy drinkers will always find the

pricing alcohol will reduce consumption of money to buy alcohol.
alcohol.

FOBTs A de facto ban on FOBTs will Problem gamblers will lose all their

prevent problem gamblers losing
money on them.

money regardless of which gambling
products are available.

The same applies to the modelling of the sugar tax and the FOBT reform as well as
the numerous studies showing that people found plain packaging less appealing
than conventional cigarette packaging. Although the latter finding seems trivially
obvious and it did not prove that reduced appeal would lead to lower rates of
smoking, it confirmed a link in the chain of reasoning that explained how plain

packaging could work and gave it the stamp of academic authority.

Evidence was also important in the campaigns because, quite simply, some evidence
is better than no evidence. As one Scottish civil servant told Katikireddi et al. (2016:
527):

‘Minimum unit pricing would never have flown if we hadn’t had something,

you know, to kind of back it up.

As discussed in Chapter 1, the push for evidence-based policy in the UK since the
1990s has created a system of public consultations, impact assessments and official
evaluations that is intended to keep new policies grounded in evidence. In academia,
this is buttressed by the checks and balances of peer review, meta-analysis and
systematic review. Providing research evidence to support a policy has become, at
the very least, a box that must be ticked. Plain packaging was rejected by the Labour
government in 2008 because ‘there is no evidence base that it actually reduces the

number of young children smoking’.63 When Theresa May rejected MUP in 2013, she

63 https:
Smoking

hansard.parliament.uk/commons/2008-12-16/debates/08121646000017
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did not say that it was because she and her allies had won an internal battle with the
Prime Minister over a potentially unpopular policy, but because the consultation
had ‘not provided evidence that conclusively demonstrates that Minimum Unit

Pricing (MUP) will actually do what it is meant to’ (Home Office 2013: 3).

The policy changes may not have been driven by evidence but it would have been a
major hindrance to the public health interest groups if they had been unable to
provide any evidence at all. In that sense, evidence was essential to all of the

campaigns.64

Essential, but not sufficient. For the campaign to succeed, it required broad public
support (or, as I have argued, the absence of strong public opposition). Evidence
played a significant role in influencing the national mood and keeping the issues on
the agenda. Studies from public health academics were expertly disseminated to the
media by press release, often accompanied by quotes from the authors urging the
government to proceed with the policy. The media ‘hits’ from the five outlets
analysed in previous chapters are shown below. Figure 18 shows the number of
mentions of evidence related to plain packaging from the start of 2013 until the
conclusion of the campaign in March 2015. Figure 19 shows the number of
mentions of evidence related to the sugar tax between the start of 2015 and the
conclusion of the campaign in March 2016. In each case, we see regular references

to evidence in the media and various peaks of interest which were sometimes

Figure 18: Media references to evidence related to plain packaging
10

Chantler Review Government
published makes decision

Government puts
plain packaging on hold

Second
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Chantler Review
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64 [t was a legal necessity in the case of MUP in Scotland where an iteration of the Sheffield
model was the key piece of evidence used to win the EU legal case against the Scotch
Whisky Association.
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Figure 19: Media references to evidence related to the sugar tax
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triggered by political events and at other times triggered by the publication of the

evidence itself.

However, as the next graphs show, evidence made up only a small part of the media
coverage. Figure 20 shows the mentions of plain packaging evidence in blue and the
number of articles mentioning Lynton Crosby in relation to plain packaging in green.
Media interest in this angle began when plain packaging was absent from the
Queen’s Speech in May 2013 and exploded when the policy was officially put on
hold in July 2013. Over the whole period, articles mentioning Crosby’s alleged
involvement appeared three times more often than mentions of any form of
research evidence. The Guardian/Observer published 31 such articles in a single
month (July 2013). After April 2013, there were only two months when at least once
article mentioning Crosby in relation to plain packaging was not published, as
compared to eight months when no articles mentioning evidence related to plain
packaging were published. This only came to an end after the government

committed itself to plain packaging (subject to a free vote) in January 2015.

Figure 21 shows mentions of sugar tax evidence in blue and the number of articles
mentioning Jamie Oliver’s support for a sugar tax in green. Oliver’'s campaigning for
the tax began in earnest in August 2015. From then until the end of the campaign,
articles referencing his support for the tax were published more than twice as often
as mentions of any form of evidence. Some of these mentions were in passing (as
were some of the mentions of evidence) and not all were complementary towards
Oliver, but these graphs illustrate how much of the media coverage was driven by

personalities and political controversy.
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Figure 20: Media references to evidence related to plain packaging/Lynton Crosby
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Figure 21: Media references to evidence related to the sugar tax/Jamie Oliver
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Plenty of other examples of non-evidence based media coverage could be cited:
Sarah Wollaston’s claim that the sugar review was being ‘suppressed’; the news that
a tobacco company had given MPs tickets to the Chelsea Flower Show; numerous
stories of problem gamblers losing large sums of money on FOBTs. Human interest
stories and the hint of political scandal made up a very large share of the media
coverage. (Interestingly, it is difficult to find similar examples pertaining to
minimum pricing whose media coverage tended to focus on academic evidence and
the legal battle with the Scotch Whisky Association. This may partly explain why

that campaign failed in Westminster.)

In addition to these stories, statistics repeatedly framed the problem: the 570
children who started smoking every day, the nine spoonfuls of sugar in a can of
Coca-Cola, the one in five children leaving primary school obese, the £18,000 that
could be lost on a roulette machine in an hour, the beer being sold cheaper than

water. None of this counted as lobbying, nor was it evidence in an academic sense -
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and much of it was contestable - but it was all part of an emotional campaign that
appealed to large sections of the public, drove media interest and applied pressure

to the government.
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Conclusion

Through an analysis of 348 references to evidence in five media outlets and 69
references to evidence in fourteen House of Commons debates, we have identified
common themes among four campaigns for lifestyle-related public health regulation
in the UK between 2008 and 2018. With the exception of the anti-FOBT campaign,
which had little involvement from the public health establishment, each policy
debate was dominated by two ‘superstar’ studies which were cited far more often
than other pieces of research. These were accompanied by evidence reviews by
respected individuals or institutions which concluded that the policy was likely to
be effective. Taken together, these documents represented a ‘package of evidence’
that emerged chronologically showing (a) how the policy would work in theory, (b)
how the policy had recently worked in another country, and (c) that the policy had
the approval of experts. Although the evidence for the FOBT reform was more scant,
an approximation of a package of evidence was constructed from (a) simple
modelling, (b) an evaluation of how a related reform had worked in the recent past,

and (c) expert advice from the Gambling Commission.

Each of the three elements of the package of evidence helped reassure policy-
makers. The provision of a theoretical framework, usually comprising modelling,
offered empirical support from academics for a layperson’s intuitive reasons for
thinking that the policy would have the desired effect. Since none of the policies
were complicated, this provided confirmation of the policy-maker’s ‘ordinary
knowledge’ or ‘common sense’. This was followed by evidence from other countries
apparently showing that the policies had worked in practice and - importantly from
the politician’s perspective - that they could be introduced without a significant
public backlash. Finally, expert evidence reviews supporting the policy reforms
appealed to authority and provided cover for policy-makers who could claim to be
‘following the science’ if the policy failed. In the absence of heavily cited evidence
from opponents of the policies, these packages of evidence exerted pressure on

decision makers to capitulate to the public health interest groups.

The most heavily cited evidence was not necessarily the strongest evidence -
significant flaws in methodology and analysis are readily apparent and the primary
outcomes of smoking, obesity and problem gambling prevalence were never studied
in the ‘real world’ research - but they helped to tell a story about how an
intervention could work in theory and in practice. The ‘real world’ experience of

policy implementation in other countries seemed to be particularly persuasive in
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the case of the sugar tax and plain packaging, with relatively frequent mentions not
only in the media and the House of Commons but also in the most influential
government documents and expert reviews. Politicians were highly deferential to
statistical modellers in the minimum pricing debate, especially in Scotland, and
their confidence in the modelling was bolstered by claims about the effect of social

referencing pricing in Canada.

An underlying assumption of this thesis is that when supporters (or opponents) of a
policy cite evidence, they do so because they believe it to be persuasive, but that
does not necessarily mean that anybody was persuaded by it. Like the proverbial
drunk’s use of a lamppost, evidence can be used more for support than illumination.
Although the Westminster government prevaricated over all of the policies we have
reviewed and changed its mind about at least two of them, it is not obvious that its
mind was changed as a result of evidence per se. On the contrary, there were so
many departures from the classic model of evidence-based policy-making that it is
difficult to interpret the final decisions as being wholly, or even mostly, driven by
research evidence. Aside from the weaknesses of the evidence itself, we have noted
the timing of decisions and the sudden U-turns which appeared to reflect short-term
political anxieties; discrepancies between the sugar tax, as implemented, and the
modelling behind it; the effective dismissal of expert advice in the FOBT reform; the
different political decisions on MUP in England and Scotland; the split in opinion on
MUP between the Liberal Democrats and Labour on either side of the Scottish
border; the near-absence of evidence for the FOBT reform; the reluctance to wait for
hard data on plain packaging from Australia; the side-lining of the most relevant and
methodologically sound evidence in the sugar tax debate; the preference for
anecdotes, ad hominem arguments and framing devices over evidence in the HoC

debates, and much more.

If, as 1 have argued, the policy-making process was not driven by careful
deliberation of academic research evidence, how do we explain the success of the
public health interest groups’ campaigns? It bears repeating that we do not have a
window in policy-makers’ souls and, given the subject matter of this thesis, we must
be especially careful about drawing firm conclusions from circumstantial evidence,
but my findings are consistent with the hypothesis that politicians will succumb to
pressure on low salience issues unless they believe that the policy will be broadly
unpopular or will conspicuously backfire. Once the public health interest groups
had put the policies on the agenda, the government could not put off a decision

forever. As pressure mounted due to well orchestrated campaigns which included
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the production and dissemination of research evidence as one of several devices to
generate publicity and force the government’s hand, it became a question of
whether the costs of continued inaction outweighed the costs of acting. The policies
became ‘barnacles on the boat’ that needed to be scraped off, either by
implementing them or by rejecting them. With the exception of minimum pricing in
England, which had significant public and political opposition, the government in
Westminster concluded that the reputational risks of inaction were greater than the
political, economic and legal risks of acting. This could be inferred from the results
of opinion polls, the tone of media coverage and the fact that the policies had
already been tolerated, if not embraced, by the public in other countries. By and
large, this judgement has been vindicated. Although the evidence that any of the
policies achieved their objective is mixed at best, there has been no significant
political blowback from introducing them. Latent interest groups of consumers have

remained latent.

Are the findings generalisable to policy-making more broadly? Clearly not. In
Kingdon'’s case studies and in many subsequent studies in political science, pressure
groups do not dominate all three policy streams in the way we have seen here.
Policies typically take a long time to gestate or are manifesto commitments, neither
of which apply to our case studies. When policies have been developed by the
government itself, rather than being thrust upon it by pressure groups, politicians
have a higher tolerance for short-term unpopularity. When policies are popular with
the public, or at least with a key voting demographic, politicians are more willing to

ignore expert opinion.

But in the field of lifestyle-related public health regulation in the UK, other examples
give support to the tentative conclusions of this thesis. They include the campaigns
for the smoking ban (2007) and the tobacco display ban (2012), both of which were
co-ordinated by ASH and accompanied by evidence showing how the policy would
work in theory and how it had worked in practice in another country (Ireland and
Canada, respectively), with an emphasis on the absence of negative unintended
consequences (pub closures and increased illicit tobacco sales, respectively). The
tobacco display ban was broadly popular with the public and there were no strong
political reasons for the government not to proceed. The smoking ban was more
controversial and the results of opinion polls depended on how the question was
framed. ASH activists later said that they would have lost the campaign if the
government had believed that a ban ‘would be unpopular with a significant minority
of voters’ (Arnott et al. 2007: 426-7), but it evidently concluded that the political
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risks of acting were limited. The concentrated interest group of the pub trade had
been neutralised (see Chapter 2) and the precedent in Ireland, which had a similar
pub culture, suggested that the ban was workable. It could be argued that there was
no overwhelming political pressure for the Labour government to introduce a
‘comprehensive’ smoking ban in 2007, although it should be noted that the policy
was delivered by a Prime Minister looking for a legacy (Blair left office a few days
before it came into effect) and its official justification was not paternalistic (it was

framed as being about protecting workers from secondhand smoke).

The first major development in the field of lifestyle-related public health policy
after the period covered in this thesis occurred in July 2020 when a range of anti-
obesity legislation was announced, including an online and pre-watershed television
advertising ban, a ban on volume price discounts and restrictions on where HFSS
(high in fat, sugar and salt) food can be placed in supermarkets. A familiar coalition
of activists, including the Obesity Health Alliance and Jamie Oliver, had been
lobbying for these policies for years and they had been endorsed by Public Health
England. With echoes of minimum pricing, they were adopted by David Cameron
before being abandoned by his successor Theresa May. When Boris Johnson became
Prime Minister, they were assumed to be incompatible with his more libertarian
instincts and yet they became part of a new obesity strategy a year after he took

office.

Since most of the restrictions on HFSS food had not been introduced in any other
country, there was no ‘real world’ evidence to cite, and there were few relevant
experimental studies in the academic literature. There were expert reviews from
PHE and Henry Dimbleby, although the latter’s National Food Strategy was not
published until after Johnson’s announcement. With no ‘superstar’ studies and no
modelling aside from some calculations in a 2019 Impact Assessment, there was no
‘package of evidence’ of the kind we have seen in our case studies. It is difficult to
argue that evidence was decisive. Two related events provide a better explanation.
Firstly, Johnson had been hospitalised with COVID-19 three months earlier and
explicitly blamed this on him being ‘too fat’.65 Johnson’s hospitalisation provided a
focusing event which made the issue more salient for the nation and for the Prime
Minister personally. Secondly, the UK had one of the world’s highest cumulative
death rates from COVID-19 in July 2020 and obesity was a known risk factor for

COVID-19 mortality. New anti-obesity policies were unlikely to have an impact

65 https://www.theguardian.com/world/video/2020/jul/27 /i-was-too-fat-boris-j
launches-uk-obesity-reduction-drive-video
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before the pandemic subsided, but the new strategy signalled that the government
was taking action and it helped shift attention away from its own policy failures in

tackling the virus.

The sudden resurrection of anti-obesity policies in July 2020 is therefore consistent
with the theory that lifestyle-related public health policy-making in the UK can be
better explained by short-term political pressure than sober analysis of academic
evidence. It is noteworthy that when the COVID-19 pandemic began to subside, the
government’s enthusiasm for the anti-obesity policies waned. When the economy
became a more pressing issue during the period of high inflation in 2022-23, the
ban on volume price discounts for HFSS food was postponed, first by Liz Truss and
then again by Rishi Sunak. Johnson himself had postponed the advertising ban in

2022 on economic grounds and it was postponed again (to 2025) by Sunak.

But for a brief moment in 2020, COVID-19 opened an unexpected window of
opportunity for policies that had been floating around for some time. It is a
reminder of the ‘messiness, accident, fortuitous coupling, and dumb luck’ that
Kingdon (1995: 206) associates with policy-making. Serendipity cannot be ignored
in our case studies either. Would the plain packaging campaign have ended
differently if David Cameron had not hired Lynton Crosby in 2012, or if Crosby had
no association with the tobacco industry? Would the sugar tax have been introduced
if George Osborne had a good story to tell about the economy in 20167 In these
parallel universes, it is possible that the policies might not have been introduced
when they were, but the political incentives suggest that they would have been

introduced sooner or later, as they were in several other countries.

In October 2023, the British government returned to the issue of smoking when
Prime Minister Rishi Sunak announced a permanent ban on the sale of cigarettes to
anyone born after 2008, thereby introducing incremental prohibition. There was no
‘superstar’ study, but the three components of a package of evidence could be
discerned. Firstly, the policy had already become law in another country (New
Zealand). Secondly, there was proof of concept, albeit tenuously, from 2007’s
increase in the purchase age for tobacco from 16 to 18 which one study found was
accompanied by a 30 per cent reduction in smoking prevalence among 16 and 17
year olds (Fidler and West 2010). Thirdly, the policy had been recommended in an
expert review by Javed Khan in 2022 (Khan 2022).

221



Although New Zealand’s incremental tobacco ban had been passed by Parliament
and put into legislation in December 2022, it would be several years before anybody
over the age of 17 would be prohibited from buying cigarettes. The New Zealand
experiment could not yield any evidence until 2027 at the earliest and yet it was
cited as a precedent for the UK decision. This is a significant fact if, as [ have
suggested, such international precedents are of interest to politicians because they
demonstrate that a potentially controversial policy is politically feasible rather than
necessarily effective. Equally significant is the fact that the policy polled well,
particularly with those who had voted Conservative in 2019. Surveys conducted
days before the announcement found that it was supported by over 70 per cent of

the public, with fewer than a quarter opposed.¢¢

It should be acknowledged that there are also counter-examples showing that public
health interest groups do not always get their way. In New Zealand, where modelling
had been cited as evidence that the incremental tobacco ban would work (Ait
Ouakrim et al. 2023), a change of government led to the policy being dropped in
November 2023, partly because of fears about losing tax revenue. In the UK,
campaigns for a ban on advertisements for gambling and alcohol have so far failed
and, since 2010, the government has generally ignored demands from the public
health lobby to increase alcohol duty in real terms. The anti-smoking lobby has
enjoyed a series of policy wins but has failed to pressure the government into
introducing a levy on tobacco companies despite a levy on gambling industry profits
being announced in 2023 after a campaign spearheaded by Clean Up Gambling, the
successor to the CFFG, and Gambling With Lives (which began receiving funding

from the Gambling Commission in 2020).

Nothing in this thesis suggests that public health interest groups should always
prevail. Four conditions typically need to be met in addition to the application of
pressure: some evidence of efficacy must be presented, public opposition must be
limited, the policy must be revenue-raising or close to revenue-neutral, and policy-
makers must be assured that it will not cause major social or economic problems.
The failure of the anti-alcohol lobby to raise alcohol duty can be explained, as with
the failure of MUP in Westminster, by the large number of drinkers who would be
displeased by it. The failure of the anti-smoking lobby to introduce a tobacco
industry levy can be explained - and has been explained by HMRC - by a levy being

‘entirely equivalent to an increase in the specific tax that currently exists on tobacco

66 For example: https://yougov.co.uk/topics/health/survey-results/daily/2023/09/25

cbec9/2
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products’ (because the tobacco companies would raise their prices if they had to pay
a levy) (HM Treasury 2015: 6). Since ASH had already succeeded in persuading the
government to raise tobacco duty by the rate of inflation plus two per cent every
year, the revenue-raising aim of the levy had been achieved by simpler means. By
contrast, gambling companies cannot generally raise their prices (because players
choose how much to stake) and so a levy was seen as being more suitable. And
although surveys suggest that a substantial majority of people would support
further restrictions on gambling and alcohol advertising, the government is likely to
be more aware of the economic downsides for culture and sport. However, as new
restrictions on HFFS food in the Health and Care Act (2022) show, none of these

policy proposals can be ruled out in the future if circumstances change.

If this analysis is correct, a paternalistic public health policy that meets the four
conditions listed above has a strong chance of being introduced in the UK at the
present time. It can expect little opposition from those who will not be personally
disadvantaged by it and even consumers who will incur a cost will not mobilise for
the reasons given by Olson (1971). There is little evidence that the government (as
distinct from some vocal MPs) had strong feelings about any of the policies in our
case studies, nor was the public greatly exercised by them, but the public health
interest groups were highly motivated and had the resources to carry their
campaigns while consumers remained unorganised. Hearing little opposition from
the public, the government gauged the public mood and acted accordingly. The

squeaky wheel got the grease.

It should be remembered that Mancur Olson’s theory addressed an important
misconception: that interest groups in a pluralist society balance each other out and
if any faction grows too strong and makes outrageous demands, latent groups will
organise to restore equilibrium (ibid.: 121). This idealistic theory of a self-correcting
political ecosystem, most famously articulated by David Truman (1951), is not what
Olson observed in practice and it is not what we saw in our case studies. A public
choice analysis helps explain why small, paternalistic pressure groups, given modest
but sufficient resources, prevail over large groups of consumers. For those who
support a liberal political economy, this is not a happy conclusion to reach. It implies
a ‘tyranny of the majority’ (Mill 1987: 62) in which politicians are hostages to small
pressure groups manipulating public opinion. It suggests that minorities can expect
to suffer at the hands of the majority if most people have no self-interested reason

to defend the activities in question.
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It is always possible that more far-sighted voters will become concerned that if they
allow a succession of special interest groups to restrict or ban the pleasures of other
people, it will not be long before their own pleasures are under attack. This could
lead to an Ostrogorski Paradox in which ‘the fulfillment of the majority’s
preferences can make everyone worse off’ (Widerquist 2003: 328). Since
individuals are sometimes in the majority and sometimes in the minority, it may be
in the long-term interest of the majority to defend minorities on principle. This is
why defenders of free speech defend the right of people to say things that they
personally find objectionable and it may explain why some MPs opposed plain
packaging, the sugar tax and the FOBT reform despite being personally unaffected
by the policies and despite their party and constituents generally supporting them.
Fearing that a precedent is being set, an individual may feel that the surest way to
avoid a ban on sugary drinks is to prevent a ban on cigarettes, despite disapproving
of smoking themselves. The problem is that, in the absence of selective benefits or
external funding, such individuals have insufficient incentives to mobilise as a
collective political force and the small, concentrated paternalistic groups therefore

prevail.

In the context of the accumulated literature on political science, the overwhelming
influence of small pressure groups in the policy-making process documented in
these case studies is unusual, and yet it is not so unusual that it could not happen
four times in one country in the space of a few years. Scholars of political science
and rational choice economics have tended to overlook pressure groups whose
objectives are fundamentally paternalistic, and the phenomenon of state-funded
interest groups instigating policy campaigns that would otherwise not exist has
received little academic attention. The patterns identified in this thesis may not
apply to policy-making in general, but they may be generalisable to a sub-set of
policy-making that could be described as paternalistic lifestyle regulation. There is
no reason, in principle, why they should not apply to any committed group of

activists that has the opportunity and resources to apply pressure on government.
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